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Coracoclavicular Ligament Augmentation Using

Tight-Rope® for Acute Acromioclavicular Joint Dislocation
- Preliminary Report -

Seok Hyun Kweon, M.D., Sang Su Choi, M.D., Seong In Lee, M.D.,
Jeong Woo Kim, M.D., Kwang Mee Kim, Ph.D.*

Departments of Orthopaedic Surgery, Wonkwang University School of Medicine, Iksan, Korea,
Department of Nursing Science, Chodang University Muan, Chunnam, Korea’

Purpose: The purpose of this study is to analyze the results of acute acromioclavicular joint dislocation treat-
ment with coracoclavicular ligament augmentation using Tight-Rope® (Arthrex).

Materials and Methods: From October 2009 to March 2011, 30 patients with acute acromioclavicular joint didoca
tion underwent coracoclavicular ligament augmentation using Tight-Rope® and were followed up for at least 12 months
after surgery. The radiologic results were qualified according to serid plain radiographs, and the clinical results accord-
ing to University of Cdifornia- Los Angeles (UCLA) Shoulder Scale, Constant score, and VAS pain score.

Results: Using the UCLA scoring system, excellent results were observed in 22 cases (73%), good resultsin five
cases (17%), fair results in two cases (7%), and a poor result in one case (3%). The average Constant score was
92.5+7.5. According to radiologic results, anatomical reduction was achieved in 26 cases, and two cases
showed a moderate loss of reduction, and two cases showed complete re-dislocation. Clinical results for patients
with re-dislocation were unsatisfactory and reoperation was required.

Conclusion: Coracoclavicular ligament augmentation using Tight-Rope® is a good option providing reliable
functional resultsin patients with acute acromioclavicular joint dislocation.

Key Words: Acute acromioclavicular joint dislocation, Coracoclavicular ligament augmentation, Tight-Rope®
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Fig. 1. Coracoclavicular augmentation by Tight-Rope®. (A) Pre-operative X-ray. Rockwood classification type V. (B) Post-
operative X-ray. (C) Position of AC Tight-Rope® Constant guide on superior clavicle and base of coracoids process from
anterior portal. (D) Interpose guide pin first and made 4mm hole with reamer. After that we pass the wire through clavicle
insertion hole and enter the Tight-Rope®. (E) Used grasper to pull out the traction suture from anterior insertion hole, made
ova button solidly settle on base of coracoids process then placed superior clavicle round button closely on the clavicle. We

made a knot on blue suture and firmly fixed Tight-Rope®.
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Table 1. The Patient Data of Reduction Failure Cases
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Fig. 2. A failure case of coracoclavicular ligament reconstruction due to coracoids fracture by roof hole. (A) Initial post-opera-
tive X-ray. (B) Three weaks later, failure of coracoclavicular ligament reconstruction by trauma. (C) Arthroscpic findings
shows aroof hole with fracture. (D) Revision and re-fixation after coracoclavicular ligament reconstruction.
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(B) Postoperative radiographs show anatomical reduction using Tight-Rope. (C) A the postoperative 7 weeks:. reduction fail-
ure with fracture of coracoid base. (D) Postoperative radiographs (re-operation with modified Weaver-Dunn method).
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