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Abstract: Objectives: This study aimed to compare 24-month radiographic follow-ups of clavicular
tunnel widenings (CTWs) and coracoclavicular distances (CCDs) and examine correlations between
these measurements in patients following combined coracoclavicular stabilization and acromioclavic-
ular capsule repair in treatment of acute high-grade acromioclavicular joint injury. Methods: This
retrospective study reviewed the records of patients with acute Rockwood type V acromioclavicular
joint injury who underwent surgery within 3 weeks after their injury. All patients had follow-ups
at 3 and 6 months and 1 and 2 years. The CTWs were measured on anteroposterior radiographs
between the medial and lateral borders at the superior, middle and inferior levels of the tunnels.
On anteroposterior radiographs of both clavicles, the CCDs were measured at the shortest distance
between the upper border of the coracoid process and the inferior border of the clavicle and reported
as the CCD ratio, which was defined as the ratio of the affected and unaffected clavicles. At the
final follow-ups, clinical outcomes were assessed using American Shoulder and Elbow Surgeons
(ASES) scores. Results: This study included seventeen men and six women with a mean age of
47.26 ± 10.68 years. At the final follow-ups, the mean ASES score of all patients was 95.28 ± 3.62.
We found a significant correlation between the increase in the CTWs and the increase in the CCD
ratios (Spearman’s rho correlation coefficient range 0.578–0.647, all p-values < 0.001). Conclusions:
We found long-term postoperative widening of the clavicular tunnels, which correlated positively
with a gradual postoperative decline in the acromioclavicular joint alignment reductions.

Keywords: acromioclavicular joint injury; clavicular tunnel widening; loss of reduction; radiography

1. Introduction

Acromioclavicular (AC) joint injuries account for 9–12% of shoulder girdle injuries [1,2].
The goal of treatment is to achieve anatomical reduction, stable fixation, and preinjury
functional status. Surgical intervention is the recommended treatment, but there is a
lack of general agreement on the best surgical technique [3–5]. Several techniques are
commonly used for treatment of high-grade AC joint injuries, divided into AC stabilizing
techniques (hook plate fixation, tension band wiring, AC capsule repair or reconstruction)
and coracoclavicular (CC) stabilizing techniques (CC stabilization or reconstruction) [6,7].
In recent years, a variety of combined CC-AC stabilizing procedures have been developed
for biomechanical improvement of both vertical and horizontal stabilities [7,8], which have
become popular. However, several studies have reported complications following this
combined procedure, including postoperative loss of reduction, clavicular tunnel widening,
AC joint arthritis, distal clavicular osteolysis, and CC ossification [6,9,10].

The widening of clavicular tunnels and postoperative loss of reduction are the main
undesirable radiological outcomes after CC stabilization [6–8]. Some studies have reported
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an effect of tunnel widening and radiographic loss of reduction in treating high-grade AC
joint injury after CC stabilization [11–13]. These studies, however, had a follow-up time
of only 1 year, which could have been too short for this particular type of complication
to manifest.

The purpose of this study was to evaluate clinical and radiographic outcomes after
combined CC stabilization and AC capsule repair in patients with acute high-grade AC
joint injuries and correlations between the widening of clavicular tunnels, postoperative
loss of reduction and clinical outcomes at 24-month follow-ups. Our hypothesis was that
the widening of the clavicular tunnels would be correlated with postoperative loss of
reduction and clinical outcomes.

2. Materials and Methods

This retrospective investigation received ethical approval from the Ethics Committee
of our faculty. The requirement for informed consent from the study subjects was waived
by the IRB due to the retrospective study design (REC 64-401-11-3). All procedures were
performed in accordance with the relevant guidelines and regulations.

We retrospectively reviewed, between September 2021 and November 2021, the records
of patients who underwent combined CC stabilization and AC capsule repair between
January 2012 and December 2019. The study included patients with acute Rockwood
type V AC joint injury who underwent surgery within 3 weeks after the injury and had
a minimum of 2 years of complete clinical and radiographic follow-ups. Patients with
a history of fracture or any serious injury around the shoulder girdle or prior shoulder
surgery were excluded from the study. A total of 23 patients who met the inclusion criteria
were identified from the hospital records. The demographic and clinical data were recorded
on a standard form including age, sex, mechanism of injury, side of injury, time between
injury and surgery, and functional scores as assessed by the American Shoulder and Elbow
Surgeons (ASES) tool. For the radiographic data, we measured the widths of the medial
and lateral clavicular tunnels and coracoclavicular distance (CCD) at regular follow-up
periods until the final 24-month postoperative follow-ups; other radiological outcomes
were also recorded, including postoperative clavicular fractures, AC joint arthritis, distal
clavicular osteolysis, and CC ossification.

2.1. Surgical Technique and Postoperative Care

All combined CC stabilization and AC capsule repair procedures during the study
period were performed by a single experienced orthopedic surgeon (P.K.). All surgeries
were performed with the patient under general anesthesia in the beach chair position.
A fluoroscope was prepared on the contralateral side to assess the reduction. A 5 cm saber
incision was made from the distal clavicle to the coracoid process. An Ethibond No. 2
suture was used to make a loop under the coracoid base and behind the coracoacromial
ligament from the medial side to the lateral side of the coracoid base to avoid the risk
of iatrogenic neurovascular injury [14], then the suture was replaced with a shuttle loop
using a shuttle relay technique. Next, the operation moved to the clavicular area, where
the deltotrapezial fascia over the clavicle was incised along the longitudinal plane and
the fascia was peeled off from the bone using a periosteal elevator. An Ethibond No. 5
suture was folded into a double length and the looped end passed under the coracoid
base using a shuttle relay suture and then the same looped end was passed anterior to the
anterior border of the clavicle. The open end of the doubled loop was passed posterior to
the posterior border of the clavicle. The AC joint dislocation was then reduced and the
suture was tightened to maintain the reduction. The reduction technique of decreasing the
CCD to 50% of the unaffected side was used [7] (Figure 1A,B) and then the reduction was
checked with the fluoroscope. Lateral and medial clavicular tunnels were created using a
2.5 mm drill bit at 2.5 cm and 4.5 cm from the AC joint [15], respectively. Two FiberWire
No. 5 sutures (Arthrex) were passed under the coracoid base and the two same ends of the
sutures passed through the clavicular tunnels and then a small plate and tightened. The
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final reduction was checked with the fluoroscope before all sutures were tightened. The
AC capsule was repaired using Ethibond No. 2 sutures and the deltoid fiber was repaired
using Vicryl No. 3–0. The skin was then closed layer by layer.
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Figure 1. Illustrations showing a 50% decrease in the coracoclavicular (CC) distance on the affected
side (A) compared to the unaffected side (B).

All patients were advised to follow a structured rehabilitation timeline after their
surgery. Immediately postoperatively, they were instructed to wear an arm sling and start
pendulum exercises. This regimen continued for the first 6 weeks. At the 6-week mark,
with the discontinuation of the sling, the patients began a progressive series of passive and
active-assisted range-of-motion exercises. These included shoulder movements in forward
flexion, abduction, and both internal and external rotations. Additionally, strengthening
exercises using a resistance band were introduced. Following this phase, 3 months after the
surgery, the patients were allowed to return to their full normal activities.

2.2. Clinical Evaluations

All patients were followed for at least 2 years, and they were evaluated with the ASES
questionnaire at the last follow-up by an independent physician’s assistant. All ostoperative
complications from the hospital medical records including postoperative surgical wound
infections, fractures, and reoperations were recorded for all patients.

2.3. Radiographic Evaluations

Anteroposterior (AP) images of the affected shoulder and both clavicles were taken
immediately postoperatively and at 3-month, 6-month, 12-month, and 24-month follow-ups,
and the widths of the medial and lateral clavicular tunnels were measured at the superior,
middle, and inferior levels in millimeters (Figure 2), and these values were compared to
assess the degrees of widening.

The AP images of both clavicles were used for measuring the CCD, which was defined
as the shortest distance between the uppermost level of the coracoid process and the lowest
level of the clavicle in millimeters. We assessed changes in the reductions using the CCD
ratios between the affected and unaffected sides (Figure 3). We classified the reductions as
adequate reduction or loss of reduction based on the CCD ratio. An adequate reduction
was defined as a CCD ratio ≤ 1.1 and loss of reduction was defined as a CCD ratio > 1.1.
The other radiological outcomes recorded were postoperative clavicular fracture, AC joint
arthritis, distal clavicular osteolysis, and CC ossification.
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Figure 2. A 24-month follow-up AP radiograph of an affected shoulder showing widening of the
medial and lateral clavicular tunnels after combined CC stabilization and AC capsule repair. The
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arrow), and inferior (blue arrow) levels in millimeters (mm).
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Figure 3. A 24-month postoperative AP radiograph of both clavicles showing the coracoclavicular
distance (CCD), defined as the shortest distance between the uppermost level of the coracoid process
and the lowest level of the clavicle. The CCD ratio was defined as the CCD of the affected (yellow line)
and unaffected (white line) clavicles. In this case, the CCD ratio is CCDaffected/CCDunaffected = 1.01.

2.4. Statistical Analysis

A comprehensive statistical analysis was conducted to evaluate the data collected in
this study. To minimize the potential influence of measurement bias, each parameter was
measured three times by two independent orthopedists and the average of all measure-
ments was used to calculate the mean and standard deviations (SD) for all parameters at the
immediate postoperative period and the regular follow-up points at 3 months, 6 months,
1 year, and 2 years.

The statistical analysis was performed using the R program and the “epicalc” package
(version 4.1.1; R Foundation for Statistical Computing, Vienna, Austria). We used a linear
mixed-effects model to rigorously analyze the continuous longitudinal data collected in
our study. To explore the relationships between clavicular tunnel widths and changes in
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the CCD ratios, Spearman’s correlation coefficient was calculated. Subsequently, a power
analysis was conducted to determine the sample size required to detect significant effects
between the clavicular tunnel widths and CCD ratios. The differences in the widths of
the medial and lateral clavicular tunnels at the superior, middle, and inferior levels were
analyzed using Generalized Estimating Equations (GEE). The mean scores from the ASES
evaluations were recorded with means ± standard deviations at the final 24-month follow-
ups. These scores were compared between patients with or without CC ossification and
with or without AC joint arthritis. Inter- and intra-observer reliabilities were calculated to
assess the consistency and reproducibility of the measurements between the two observers
and for the repeated assessments by the same observers. A significance threshold of
p-value < 0.05 was used to indicate statistical significance.

3. Results

There were twenty-three patients (seventeen men and six women) included in this
study with an average age of 47.26 ± 10.68 years. The causes of injury were traffic accident
in eighteen patients and sports injury in five patients. The average time from injury to
surgery was 7.08 ± 2.01 days. Twelve patients had right shoulder injuries, and eleven
patients had left shoulder injuries, with one left-handed individual in each group.

3.1. Radiographic and Functional Outcomes

At all regular follow-up periods, significant increases in the average widths of the me-
dial and lateral clavicular tunnels were found compared with the immediate postoperative
measurements (all p-values < 0.05) (Figure 4A,B). There were no significant differences in
mean superior, middle, or inferior levels of clavicular tunnel widths between the medial
and lateral clavicular tunnels at all time points (Figure 5A–C). The p-values of the compar-
isons between the medial and lateral clavicular tunnels at the 3-month, 6-month, 12-month,
and 24-month follow-ups at the superior level were 0.92, 0.83, 0.85, and 0.82, respectively,
at the middle level 0.75, 0.68, 0.44, and 0.36, respectively, and at the inferior level 0.75, 0.50,
0.24, and 0.40, respectively.

The radiographic CCD ratios immediately postoperatively and at the routine follow-
ups are shown in Figure 4C. There were significant correlations between widening of
both medial and lateral clavicular tunnels at the superior, middle, and inferior levels and
increases in the CCD, as shown in Table 1, but there were no correlations between age, sex,
or time of surgery and increases in the CCD at all follow-up points (all p-values > 0.05). The
average ASES score at the 24-month follow-ups was 95.28 ± 3.62, and the ASES scores were
not significantly different between the adequate reduction (N = 16) and loss of reduction
(N = 7) groups (p-value = 0.608).

Table 1. The correlations between the widening of both medial and lateral clavicular tunnels and the
increased coracoclavicular distance (CCD) ratios.

Variable Correlation with Increasing
of the CCD Ratio

Spearman’s Rho Correlation
Coefficient p-Value

MCTsup 0.764 <0.001

MCTmid 0.762 <0.001

MCTinf 0.732 <0.001

LCTsup 0.761 <0.001

LCTmid 0.743 <0.001

LCTinf 0.773 <0.001
MCTsup, superior level of the medial clavicular tunnel; MCTmid, middle level of the medial clavicular tunnel;
MCTinf, inferior level of the medial clavicular tunnel; LCTsup, superior level of the lateral clavicular tunnel;
LCTmid, middle level of the lateral clavicular tunnel; LCTinf, inferior level of the lateral clavicular tunnel.
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Two patients had developed osteolysis of the distal clavicle at the 12-month follow-
ups, with one further patient at the 24-month follow-ups; five patients had developed
CC ossification at the 12-month follow-ups, with no further incidences at the 24-month
follow-ups; two patients had developed AC joint arthritis at the 12-month follow-ups,
with one further patient at the 24-month follow-ups. At the 24-month follow-ups, the
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ASES scores were not significantly different between the patients with and without CC
ossification (p-value = 0.192) or between the patients with and without AC joint arthritis
(p-value = 0.533).
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Power calculations were performed to assess the adequacy of our sample size for
detecting significant correlations between the clavicular tunnel widths (medial and lateral)
at the superior, middle, and inferior levels and the CCD ratios. The analysis revealed high
powers for detecting significant correlations: the power for the medial clavicular tunnel
widths was 0.995 at the superior level, 0.992 at the middle level, and 0.997 at the inferior
level. Similarly, the power for the lateral clavicular tunnel widths was 0.995 at the superior
level, 0.995 at the middle level, and 0.989 at the inferior level. The intra-observer and
inter-observer agreements ranged from 0.985 to 0.995.

3.2. Complications

There were no reports of any postoperative clavicular fractures or surgical wound
infections at the 24-month follow-ups.

4. Discussion

Our study found that a significant number of patients had widening of both medial and
lateral coracoid tunnels after CC stabilization and AC capsule repair with loss of reduction,
and a significant correlation between the degree of tunnel widening and radiographic loss
of reduction, although the functional outcomes were not affected.

Various previous studies have reported on the impact of clavicular tunnel widening
after CC stabilization. Thangaraju et al. [12] reported significant clavicular tunnel widening
after arthroscopic-assisted CC stabilization using a single-tunnel button–tape construct with
AC joint tape cerclage, but they found no correlation between clavicular tunnel widening
and loss of reduction at a median follow up period of 4.5 months. However, Cook et al. [16]
reported postoperative loss of reduction in eight of ten patients after 6-month postoperative
follow-ups for CC stabilization with GraftRope (Arthrex Inc., Naples, FL, USA), and tunnel
widening was noted in all of their patients.

A difference in progressive clavicular tunnel widening between CC stabilization and
reconstruction was evident in recent studies. One study demonstrated significant increases
in tunnel sizes during the early postoperative period, noting a median tunnel size change
from 3 mm immediately postoperative to 5 mm at a later follow-up, a 66.6% increase [12].
This was consistent across both medial and lateral clavicular tunnels at the superior, middle,
and inferior levels. Another investigation also found significant tunnel widening with
different acromioclavicular joint repair devices, showing a notable increase in both the
superior clavicular and inferior coracoid regions [17]. These and other studies indicate that
tunnel widening is a common occurrence across various stabilization devices, potentially
contributing to a higher fracture risk, particularly in high-impact athletes. This needs to be
carefully considered in the surgical planning and postoperative management to mitigate
long-term complications associated with tunnel widening. In our study, the mean clavicular
tunnel widths had increased at the 24-month postoperative follow-ups by approximately
140% at both the medial and lateral tunnels (initial diameter of 2.5 mm to an average increase
to 6 mm) compared with the mean clavicular tunnel widths immediately postoperatively.
We hypothesize that the observed increases in tunnel sizes may be attributed to substantial
micromotion between the suture material and the bone, which likely resulted in tunnel
widening due to the suture material slowly wearing down the bone. Although significant
widening of the clavicular tunnels was observed in our study, there were no patients with
postoperative clavicular fractures as reported in previous studies [10,18–20]. However, we
found statistically significant correlations between the widening of the clavicular tunnels
and postoperative loss of reduction, with increased clavicular tunnel widths observed
during the 2-year follow-ups, even though the ligaments had completely healed. The slope
of tunnel widening decreased after 6–12 months. A possible cause of accelerated tunnel
widening and superior migration of the clavicle in the first period was the micromotion
of the suture material, which was the primary stabilizer during that period. Then, as the
ligament fully healed, the superior migration of the clavicle still continued until the healed
ligament was tight, which then acted as the primary stabilizer instead of the suture. The
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basic goal of CC stabilization in acute high-grade AC joint injury is to induce healing
of the CC ligament by reducing and maintaining the CC interspace [21]. Therefore, we
recommend that all hardware and suture materials used in this procedure should be
removed as soon as possible following full ligament healing. Early removal of these
materials can help to minimize the mechanical stress and potential damage, thus allowing
the healed CC ligament to maintain its stabilizing role effectively without the interference
of suture movement. This approach is particularly important even if the CC distance
indicates that healing is not yet fully realized, as it prevents long-term consequences that
could jeopardize the success of the surgery.

There are other factors besides tunnel widening which can lead to loss of reduc-
tion following CC stabilization. Seo et al. [8] reported that the reduction-first technique
between the coracoid tunnel and clavicular tunnel gave significantly better clinical and
radiological outcomes than the tunnel-first technique in single-tunnel CC stabilization.
They hypothesized that deviations of the clavicular tunnel angle may increase tunnel wall
stress, engendering tunnel widening. Gu et al. [22] compared the treatment of acute AC
joint dislocation between single and double TightRope systems and they found the double
TightRope system was more reliable for reduction maintenance when compared with the
single TightRope system, but there were no differences in clinical outcomes. To avoid
postoperative loss of reduction, the surgeon should decrease the opportunity for post-
operative windscreen wiper micromotion of the suture material in the bone tunnel. We
recommend creating two clavicular tunnels with the smallest size holes practical and using
the coracoid-based landmarks technique; a reduction in the AC joint before creating the
clavicular tunnels; and removing the sutures as soon as full and stable CC ligament and
AC capsule healing are confirmed.

Postoperative loss of reduction, commonly occurring after CC stabilization and AC
capsule repair, is a significant concern as it may influence the functional outcomes of the
surgery. Earlier studies have found that while the loss of anatomical reduction did not
always affect the basic shoulder functions, as measured by functional scores, it could signif-
icantly impact more specialized outcomes. For instance, Çarkçı and team (2020) observed
that a reduction loss of more than 3 mm did not affect the Constant scores significantly,
but did lead to statistically significant impairments as assessed by Acromioclavicular Joint
Instability scores, subjective evaluations, and the aesthetic satisfaction of the patients [23].
Furthermore, Maziak and team (2019) suggested that radiological outcomes, such as dy-
namic posterior translation, could be predicted by the quality of the initial reduction and
the stabilization technique used [24]. They reported that poor radiological outcomes did
not necessarily correlate with poor clinical outcomes, suggesting that some patients could
maintain function despite radiological evidence of instability. Thus, the impact of postop-
erative loss of reduction on functional outcomes is nuanced. It appears that while basic
shoulder function may remain largely unaffected, specific aspects related to the stability of
the joint and aesthetic concerns, which contribute to the overall satisfaction and perceived
recovery quality, can be significantly compromised.

The incidence of postoperative CC ossification and AC joint arthritis in combined
CC stabilization and AC capsule repairs were also examined in our study, which found
similar incidences as previous studies. Choi et al. [25]. reported midterm results of CC
stabilization with double augmentation and they found 27.9% of their patients, compared
with 21% in our study, had developed postoperative ossification of the CC ligament. They
hypothesized that CC ossification occurred when bone marrow cells migrated along a
torn CC ligament and passed through the clavicular tunnels that had been drilled in the
bone. There has been no evidence that CC ossification had or has any adverse effects on
clinical outcomes, as further shown by the study of Ertogurul and team [26]. Our study also
found no significant differences in clinical outcomes between patients with and without
CC ossification. Shin et al. [27]. studied complications after arthroscopic CC stabilization
using a loop suspensory fixation device and they found 5.5% of their patients (13% in our
study) developed AC joint arthritis. As in our study, they detected radiographic AC joint
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arthritis as early as 6 months postoperatively. This result may be similarly understood in
terms of joint dislocation in other joints or age-related factors. A high-grade AC joint injury
and subsequent CC stabilization and AC capsule repair procedure significantly alter the
environment of the AC joint, and despite surgical reduction, there may be some future
degeneration. However, in our study, no clinical symptoms appeared in any of our patients
during the 24-month follow-up period.

There were several limitations to this study. First, all radiographs were reviewed
retrospectively, therefore the quality of the radiographs could not be controlled. Second, all
radiographic parameters were evaluated in only one dimension, and further investigations
using computed tomography (CT) would provide more accuracy for detecting and calcu-
lating clavicular tunnel widths and CCDs. Third, our surgical technique for this procedure
during the study period used the overreduction technique of intraoperatively decreasing
the CCD to approximately 50% of the unaffected side, and studies based on the standard
anatomical reduction technique may have different results.

5. Conclusions

Postoperative widening of the clavicular tunnels was correlated with postoperative
loss of reduction. To minimize the effects of this problem we recommend that the hardware
and suture material used during this procedure should be removed as soon as full healing
of the ligament is confirmed to minimize tunnel widening and reduce future widening. This
strategy aims to minimize tunnel widening and prevent its progression, thereby improving
the surgical outcomes.

Author Contributions: Conceptualization, P.K. (Pathawin Kanyakool) and C.C.; methodology, P.K.
(Prapakorn Klabklay) and C.C.; validation, K.M. and C.C.; investigation, K.M. and C.C.; writing—
original draft preparation, K.M., P.K. (Pathawin Kanyakool), P.K. (Prapakorn Klabklay), W.P., T.B.
and C.C.; writing—review and editing, K.M., P.K. (Pathawin Kanyakool), P.K. (Prapakorn Klabklay),
W.P., T.B. and C.C.; supervision, T.B.; project administration, C.C. All authors have read and agreed
to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Each author certifies that the ethical committee of Prince of
Songkla University approved the study protocol (code: REC 64-401-11-3; date: 25 August 2021).

Informed Consent Statement: Patient consent was waived due to the retrospective nature of
the study.

Data Availability Statement: The data used to support the findings of this study are available from
the corresponding author upon request.

Acknowledgments: The authors sincerely thank Boonsin Tangtrakulwanich of the Department of
Orthopedics for his suggestions concerning the knowledge gap in treating high-grade acromioclavic-
ular joint injuries with combined coracoclavicular stabilization and acromioclavicular capsule repair;
Sarawut Sukkhum of the Epidemiology Unit, Faculty of Medicine of Prince of Songkla University for
providing statistical support; and Dave Patterson for his editing support.

Conflicts of Interest: Each author certifies that he or she has no commercial associations that might
pose a conflict of interest in connection with the submitted article.

References
1. Larsen, E.; Bjerg-Nielsen, A.; Christensen, P. Conservative or Surgical Treatment of Acromioclavicular Dislocation. A Prospective,

Controlled, Randomized Study. J. Bone Jt. Surg. Am. 1986, 68, 552–555. [CrossRef]
2. Li, Q.; Hsueh, P.L.; Chen, Y.F. Coracoclavicular Ligament Reconstruction: A Systematic Review and a Biomechanical Study of a

Triple Endobutton Technique. Medicine 2014, 93, e193. [CrossRef] [PubMed]
3. de Groot, C.; Verstift, D.E.; Heisen, J.; van Deurzen, D.F.P.; van den Bekerom, M.P.J. Management of Acromioclavicular Injuries—

Current Concepts. Orthop. Res. Rev. 2023, 15, 1–12. [PubMed]
4. Boffano, M.; Mortera, S.; Wafa, H.; Piana, R. The Surgical Treatment of Acromioclavicular Joint Injuries. EFORT Open Rev. 2017, 2,

432–437. [CrossRef] [PubMed]

https://doi.org/10.2106/00004623-198668040-00011
https://doi.org/10.1097/MD.0000000000000193
https://www.ncbi.nlm.nih.gov/pubmed/25526435
https://www.ncbi.nlm.nih.gov/pubmed/36814992
https://doi.org/10.1302/2058-5241.2.160085
https://www.ncbi.nlm.nih.gov/pubmed/29209519


J. Clin. Med. 2024, 13, 4446 11 of 12

5. Rosso, C.; Martetschläger, F.; Saccomanno, M.F.; Voss, A.; Lacheta, L.; Ângelo, A.C.; Antonogiannakis, E.; Azevedo, C.; Bak,
K.; Becirbegovic, S.; et al. High Degree of Consensus Achieved Regarding Diagnosis and Treatment of Acromioclavicular Joint
Instability among ESA-ESSKA Members. Knee Surg. Sports Traumatol. Arthrosc. 2021, 29, 2325–2332. [CrossRef] [PubMed]

6. Nelson, A.; Woodmass, J.; Esposito, J.; Ono, Y.; Lo, I.; Boorman, R.; Thornton, G. Complications Following Arthroscopic Fixation
of Acromioclavicular Separations: A Systematic Review of the Literature. Open Access J. Sports Med. 2015, 6, 97–107. [CrossRef]
[PubMed]

7. Klabklay, P.; Chuaychoosakoon, C. Functional and Radiographic Outcomes of Intraoperatively Decreasing the Coracoclavicular
Distance to 50% of the Unaffected Side in Stabilization of Acute Acromioclavicular Joint Injury: A Retrospective Evaluation.
Orthop. J. Sports Med. 2021, 9, 2325967120988798. [CrossRef]

8. Seo, J.B.; Lee, D.H.; Kim, K.B.; Yoo, J.S. Coracoid Clavicular Tunnel Angle Is Related with Loss of Reduction in a Single-Tunnel
Coracoclavicular Fixation Using a Dog Bone Button in Acute Acromioclavicular Joint Dislocation. Knee Surg. Sports Traumatol.
Arthrosc. 2019, 27, 3835–3843. [CrossRef] [PubMed]

9. Clavert, P.; Meyer, A.; Boyer, P.; Gastaud, O.; Barth, J.; Duparc, F. Complication Rates and Types of Failure after Arthroscopic
Acute Acromioclavicular Dislocation Fixation. Prospective Multicenter Study of 116 Cases. Orthop. Traumatol. Surg. Res. 2015,
101, S313–S316. [CrossRef]

10. Choi, N.H.; Lim, S.M.; Lee, S.Y.; Lim, T.K. Loss of Reduction and Complications of Coracoclavicular Ligament Reconstruction
with Autogenous Tendon Graft in Acute Acromioclavicular Dislocations. J. Shoulder Elb. Surg. 2017, 26, 692–698. [CrossRef]

11. Berthold, D.P.; Muench, L.N.; Dyrna, F.; Uyeki, C.L.; Cote, M.P.; Imhoff, A.B.; Beitzel, K.; Mazzocca, A.D. Radiographic
Alterations in Clavicular Bone Tunnel Width Following Anatomic Coracoclavicular Ligament Reconstruction (ACCR) for Chronic
Acromioclavicular Joint Injuries. Knee Surg. Sports Traumatol. Arthrosc. 2021, 29, 2046–2054. [CrossRef] [PubMed]

12. Thangaraju, S.; Cepni, S.; Magosch, P.; Tauber, M.; Habermeyer, P.; Martetschläger, F. Arthroscopically Assisted Acromioclavicular
Joint Stabilization Leads to Significant Clavicular Tunnel Widening in the Early Post-Operative Period. Knee Surg. Sports Traumatol.
Arthrosc. 2019, 27, 3821–3826. [CrossRef] [PubMed]

13. Ranne, J.O.; Salonen, S.O.; Kainonen, T.U.; Kosola, J.A.; Lempainen, L.L.; Siitonen, M.T.; Niemi, P.T. Arthroscopic Coracoclavicular
Reconstruction Combined with Open Acromioclavicular Reconstruction Using Knot Hiding Clavicular Implants Is a Stable
Solution. Arthrosc. Sports Med. Rehabil. 2021, 3, e1745–e1753. [CrossRef] [PubMed]

14. Chuaychoosakoon, C.; Suwanno, P.; Klabklay, P.; Sinchai, C.; Duangnumsawang, Y.; Suwannapisit, S.; Tangtrakulwanich, B.
Proximity of the Coracoid Process to the Neurovascular Structures in Various Patient and Shoulder Positions: A Cadaveric Study.
Arthrosc. J. Arthrosc. Relat. Surg. 2019, 35, 372–379. [CrossRef] [PubMed]

15. Klabklay, P.; Kwanyuang, A.; Tangjatsakow, P.; Kala, S.; Suklim, P.; Naknual, N.; Chuaychoosakoon, C. Comparing the Anatomical
Landmarks Versus the Coracoid-Based Landmarks Techniques for Coracoclavicular Stabilization After High-Grade Acromioclav-
icular Injury: A Biomechanical Study. Orthop. J. Sports Med. 2022, 10, 23259671221132541. [CrossRef] [PubMed]

16. Cook, J.B.; Shaha, J.S.; Rowles, D.J.; Bottoni, C.R.; Shaha, S.H.; Tokish, J.M. Early Failures with Single Clavicular Transosseous
Coracoclavicular Ligament Reconstruction. J. Shoulder Elb. Surg. 2012, 21, 1746–1752. [CrossRef] [PubMed]

17. Dalos, D.; Huber, G.; Wichern, Y.; Sellenschloh, K.; Püschel, K.; Mader, K.; Morlock, M.M.; Frosch, K.H.; Klatte, T.O. Acromioclav-
icular Joint Suture Button Repair Leads to Coracoclavicular Tunnel Widening. Knee Surg. Sports Traumatol. Arthrosc. 2023, 31,
161–168. [CrossRef] [PubMed]

18. Inoue, D.; Furuhata, R.; Kaneda, K.; Ritsuno, Y.; Kono, A.; Kiyota, Y.; Morioka, H.; Arino, H. Clavicle Fracture at the Suture Hole
after Acromioclavicular Joint Reconstruction Using a Suture-Button: A Case Report. BMC Musculoskelet. Disord. 2019, 20, 333.
[CrossRef]

19. Thangaraju, S.; Tauber, M.; Habermeyer, P.; Martetschläger, F. Clavicle and Coracoid Process Periprosthetic Fractures as Late
Post-Operative Complications in Arthroscopically Assisted Acromioclavicular Joint Stabilization. Knee Surg. Sports Traumatol.
Arthrosc. 2019, 27, 3797–3802. [CrossRef]

20. Pill, S.G.; Rush, L.; Arvesen, J.; Shanley, E.; Thigpen, C.A.; Glomset, J.L.; Longstaffe, R.; Kissenberth, M.J. Systematic Review of
the Treatment of Acromioclavicular Joint Disruption Comparing Number of Tunnels and Graft Type. J. Shoulder Elb. Surg. 2020,
29, S92–S100. [CrossRef]

21. Lim, T.K.; Oh, W.K. Intraoperative and Postoperative Complications after Arthroscopic Coracoclavicular Stabilization. CiOS Clin.
Orthop. Surg. 2019, 11, 103–111. [CrossRef]

22. Gu, F.; Tan, L.; Wang, T.; Wen, Q.; Su, Z.; Sui, Z.; Yu, T. Comparison of Single versus Double TightRope System in the Treatment of
Acute Acromioclavicular Joint Dislocation. J. Shoulder Elb. Surg. 2021, 30, 1915–1923. [CrossRef] [PubMed]

23. Çarkçl, E.; Polat, A.E.; Gürplnar, T. The Frequency of Reduction Loss after Arthroscopic Fixation of Acute Acromioclavicular
Dislocations Using a Double-Button Device, and Its Effect on Clinical and Radiological Results. J. Orthop. Surg. Res. 2020, 15, 136.
[CrossRef] [PubMed]

24. Maziak, N.; Audige, L.; Hann, C.; Minkus, M.; Scheibel, M. Factors Predicting the Outcome After Arthroscopically Assisted
Stabilization of Acute High-Grade Acromioclavicular Joint Dislocations. Am. J. Sports Med. 2019, 47, 2670–2677. [CrossRef]
[PubMed]

25. Choi, S.; Lee, T.J.; Kim, M.K.; Park, J.E.; Kang, H. Midterm Results of Coracoclavicular Stabilization with Double Augmentation
for Acute Acromioclavicular Dislocation. Springerplus 2016, 5, 1858. [CrossRef]

https://doi.org/10.1007/s00167-020-06286-w
https://www.ncbi.nlm.nih.gov/pubmed/32980887
https://doi.org/10.2147/OAJSM.S73211
https://www.ncbi.nlm.nih.gov/pubmed/25914562
https://doi.org/10.1177/2325967120988798
https://doi.org/10.1007/s00167-019-05731-9
https://www.ncbi.nlm.nih.gov/pubmed/31542815
https://doi.org/10.1016/j.otsr.2015.09.012
https://doi.org/10.1016/j.jse.2016.09.014
https://doi.org/10.1007/s00167-020-05980-z
https://www.ncbi.nlm.nih.gov/pubmed/32335695
https://doi.org/10.1007/s00167-019-05662-5
https://www.ncbi.nlm.nih.gov/pubmed/31410526
https://doi.org/10.1016/j.asmr.2021.08.002
https://www.ncbi.nlm.nih.gov/pubmed/34977629
https://doi.org/10.1016/j.arthro.2018.09.031
https://www.ncbi.nlm.nih.gov/pubmed/30712617
https://doi.org/10.1177/23259671221132541
https://www.ncbi.nlm.nih.gov/pubmed/36419477
https://doi.org/10.1016/j.jse.2012.01.018
https://www.ncbi.nlm.nih.gov/pubmed/22521387
https://doi.org/10.1007/s00167-022-06929-0
https://www.ncbi.nlm.nih.gov/pubmed/35316368
https://doi.org/10.1186/s12891-019-2720-z
https://doi.org/10.1007/s00167-019-05482-7
https://doi.org/10.1016/j.jse.2020.04.008
https://doi.org/10.4055/cios.2019.11.1.103
https://doi.org/10.1016/j.jse.2020.10.002
https://www.ncbi.nlm.nih.gov/pubmed/33160026
https://doi.org/10.1186/s13018-020-01674-x
https://www.ncbi.nlm.nih.gov/pubmed/32268914
https://doi.org/10.1177/0363546519862850
https://www.ncbi.nlm.nih.gov/pubmed/31373831
https://doi.org/10.1186/s40064-016-3527-0


J. Clin. Med. 2024, 13, 4446 12 of 12

26. Ertogrul, R.; Sahin, K.; Celik, H.; Kapicioglu, M.; Ersen, A.; Bilsel, K. Is Coracoclavicular Ossification a Complication or a Good
Prognostic Factor after Surgical Treatment of Acromioclavicular Joint Injury? JSES Int. 2022, 6, 769–774. [CrossRef]

27. Shin, S.J.; Kim, N.K. Complications after Arthroscopic Coracoclavicular Reconstruction Using a Single Adjustable-Loop-Length
Suspensory Fixation Device in Acute Acromioclavicular Joint Dislocation. Arthrosc. J. Arthrosc. Relat. Surg. 2015, 31, 816–824.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.jseint.2022.04.009
https://doi.org/10.1016/j.arthro.2014.11.013

	Introduction 
	Materials and Methods 
	Surgical Technique and Postoperative Care 
	Clinical Evaluations 
	Radiographic Evaluations 
	Statistical Analysis 

	Results 
	Radiographic and Functional Outcomes 
	Complications 

	Discussion 
	Conclusions 
	References

