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Neglected Type IV Acromioclavicular Joint Injury
- 2 Cases Report -

Do-Young Kim, M.D., Sung-Ryong Shin, M.D.*, Yon-Sik Yoo, M.D.,
Sang-Soo Lee, M.D., Un-Seob Jeong, M.D., Keun-Min Park, M.D..

Department of Orthopedic Surgery, Chuncheon Sacred Heart Hospital,
Hallym University, College of Medicine, Chuncheon, Korea

Acromioclavicular joint injuries usually occur as a result of direct trauma to the superolateral aspect of
the shoulder. Roockwood Type IV injuries are relatively uncommon, and they are easily misdiagnosed or
neglected in patients who have suffered multiple traumas. Therefore, to correctly treat a patient with type
IV injury, we need to take a careful physical examination and conduct proper radiologic evaluation for the
acromioclavicular joint. We report here on two cases of modified Weaver-Dunn reconstruction for
neglected type IV acromioclavicular joint injuries that were associated with multiple rib fractures.
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Fig. 1. Routine anteroposterior radiograph (A) shows no separation of the acromioclavicular joint, but axillary lateral radiograph (B)
reveals distal clavicle displaced posteriorly. Postoperative radiographs show reduction of acromioclavicular joint by modified
Weaver-Dunn technique using the 6.5mm cancellous screw fixation (C) and distal clavicle was well aligned to acromion on axillary
view (D).
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Fig. 2. Intype IV injuries, routine anteroposterior radiograph (A) was typically normal and axillary lateral radiograph (B) was essen-
tia to evaluate for posterior displacement of distal clavicle. Postoperative radiographs (C and D) show distal clavicle resection and

well aligned acromioclavicular joint using the coracoclavicular screw fixation.
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