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— Abstract —

Reconstruction of Coraco-clavicular Ligament with Hamstring Tendon
after a Failed Weaver-Dunn’s Operation
- A Case Report -

Suk-Kee Tae, M.D., Yonug Bok Jung, M.D., and Tae Yeul Yoo, M.D.

Department of Orthopedic Surgery, College of Medicine, Chung-Ang University

Weaver-Dunn’s operation for acromioclavicular injury yields satisfactory results in most cases. Although clavicu-

lar prominence can recur, it is not frequently symtomatic, but it can cause serious impairment of shoulder function in
young and active patients. The authors performed reconstruction of coracoclavicular ligament with an autogenous
hamstring tendon graft in a 31 years old electrician with recurrence of clavicular prominence accompanied by pain
and limitation of overhead activity. The hamstring tendon and two coracoclavicular sutures looped under the coracoid
process were passed through holes in the clavicle and around the clavicle in overreduced position. Even though clav-

icular prominence recurred somewhat, the modified UCLA score by Rockwood improved to 17 from 11/20 at 2 years

after operation and the patient had no restriction in working as an electrician.

Symptomatic patient with recurrent clavicular prominence after Weaver-Dunn’s operation can benefit from recon-

struction of coracoclavicular ligament with a hamstring tendon.
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Fig. 1. Prominence of clavicle recurred at around 6
weeks after operation.

Fig. 2. Transferred coracoacromial ligament(white
arrow) was found to be elongated at the time of
second operation. Cl: Clavicle

1g. 3. Semitendinosus tendon graft augmented by whip
stitches with No.2 Ethibond suture.
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CLAVICLE

Fig. 4. 3.2 and 4.5mn drill holes were made in the clavicle
in line with the coracoid process followed by pas-
sage of the semitendinosus graft and two coraco-
clavicular sutures.

CLAVICLE

Fig. 5. One end of the semitendinosus graft(large arrow)
was passed through the clavicular hole and the
other end was looped around the posterior aspect
of the clavicle. One coracoclavicular suture(small
arrow) was passed through the clavicular hole
and the other was looped around the clavicle. In
slightly overreduced position of the clavicle, the
ends of the graft were repaired securely to itself
and the coracoclavicular sutures were tied.
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Fig. 6. Clavicular prominence recurred at around

4.5
months after reconstruction(A). Final coraco-
clavicular interval was 13mm on the operated side
as compared to Smm on the normal side(B).
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