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Treatment of Acute Acromioclavicular Joint Dislocations
Type III and Type V by Rockwood Classification Using
a Dynamic Stabilization System under Arthroscopic
Control with and without Suture of the Ligaments of the
Acromioclavicular Joint

Bezruchenko S.0.' I

Summary. Acute acromioclavicular (AC) joint dislocation is still a challenging task for
orthopedic surgeons. Objective: to compare the clinical and radiological resulls of treatment
of patients with acute dislocation of the acromial end of the clavicle who were treated with a
dynamic stabilization system with and without suture of acromioclavicular ligaments under
arthroscopic control. Materials and Methods. A retrospective analysis of the treatment of
44 patients with acute AC joint dislocations type Il and type V by Rockwood classification
was performed. The patients were divided into 2 groups: group I — 18 patients (40.9%) who
underwent stabilization of the dislocation and fixation of the acromial end of the clavicle us-
ing a dynamic stabilization system and suture of the ligaments of the acromioclavicular joint
under arthroscopic control; group Il — 26 patients (59.1%) who underwent stabilization of
the dislocation and fixation of the acromial end of the clavicle using a dynamic stabiliza-
tion system without suture of the ligaments of the acromioclavicular joint under arthroscopic
control. There were 40 male (90.9%) and 4 female (9.1%) patients aged 18-58 years (mean
age 32.9%10.1 years). The mean time from injury to surgical treatment was 8.3%3.2 days
(from 3 to 17 days). Clinical observation was carried out at an average time of 20.1£3.9
months after surgery (from 12 to 28 months). Clinical outcomes were assessed using the Ox-
Jord Shoulder scale, the Constant-Murley scale, and the Acromioclavicular Joint Instability
Scoring System. Results. The mean Oxford Shoulder score at the final follow-up on the injured
side was 45.8%1.3 points and 46.2%1.3 points (p=0.422) in groups I and II, respectively.
The mean Constant-Murley score at the final follow-up on the injured side was 94.6+2.4
points and 91.7%4.2 points (p=0.0134) in groups I and II, respectively. The mean score on
the Acromioclavicular Joint Instability Scoring System at the final follow-up on the injured side
was 83.8x7.1 points and 78.1+11.8 points (p=0.075) in groups I and II, respectively. No
significant complications were observed in both groups. Conclusions. The combination of
the arthroscopically assisted technique of reconstruction of the acromioclavicular ligaments
using high-strength sutures and fixation of the coracoclavicular ligaments using a dynamic
stabilization system provides good long-term clinical results.
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Introduction

Acute acromioclavicular (AC) joint dislocation is
commonly seen in shoulder injuries in active individu-
als and accounts for from 9% to 12% of shoulder girdle
injuries [1]. Many AC joint reconstruction techniques
have been developed over the years. There are more than
162 surgical techniques to treat acromioclavicular joint
dislocation [2]. Arthroscopically assisted anatomic re-
construction of the AC joint is a technically challenging
procedure. Deficient superior and posterior AC ligaments
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healing may contribute to persistent horizontal AC joint
instability, which is reported in up to 50% of patients fol-
lowing arthroscopic reconstruction of AC joint disloca-
tions. Modern techniques employ additional synthetic
AC stabilization consisting of high-strange absorbable
or non-absorbable cerclages, anchors techniques, and
a combination of techniques [3]. Biomechanical studies
have shown that a combination of restoration both su-
perior-inferior stabilization (coracoclavicular ligaments)
and anterior-posterior stabilization (acromioclavicular
ligaments) of the AC joint enables restoration of physi-
ological stability [4]. Saier T et al. demonstrated in an ex-
periment that only a combination of anatomical repair
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of AC ligaments can adequately reestablish physiological
horizontal stability in acute AC joint dislocation [5]. The
rate of complications after arthroscopically assisted AC
joint reconstruction and stabilization is high and var-
ies from 12.5% to 27.1%, and can reach 40% [6, 7]. Siva
Thangaraju et al. showed a high-rate traumatic periim-
plant fracture 2 years post-operatively after arthroscopi-
cally assisted AC joint reconstruction [8].

Surgical treatment of AC joint dislocation has changed
extremely in the last decade since the advent of ar-
throscopically assisted techniques. Postoperative failures
and complications still are common after AC joint disloca-
tion treatment. The incidence of these complications var-
ies by reconstructive technique, as well as by study.

The aim of this study is an analysis of the clinical and
radiographic outcomes and complications in patients
with acute AC joint dislocation who were treated with
arthroscopically assisted stabilization technique using a
dynamic stabilization system with and without AC liga-
ments cerclage.

Materials and Methods

Aretrospective review of 44 patients with acute AC joint
dislocations type III and type V by Rockwood classifica-
tion, who were treated at the Department of Microsurgery
and Reconstructive-Recovery Surgery of the Upper Limb
(SI “Institute of Traumatology and Orthopedics of NAMS of
Ukraine”) between January 2014 and July 2019, was per-
formed. The patients were divided into 2 groups. Group I
included 18 patients (40.9%) who underwent arthroscopi-
cally assisted stabilization of AC joint dislocation with a
dynamic stabilization system (Dog Bone®, Arthrex, Inc)
and AC ligaments cerclage using #2 FiberTape® (Arthrex,
Inc) (Fig. 1, 2). Group II included 26 patients (59.1%) who
underwent arthroscopically assisted stabilization of acute
AC joint dislocation with a dynamic stabilization system
(Dog Bone®, Arthrex, Inc) without AC joint ligaments
suture (Fig. 3). There were 40 male (90.9%) and 4 female
(9.1%) patients aged 18-58 years (mean age 32.9+10.1
years). The mean time from injury to surgical treatment
was 8.3%3.2 days (from 3 to 17 days). The included criteria
were acute AC joint dislocations (less than 3 weeks) type
III and type V by Rockwood classification. The exclusion
criteria were existing history of bone disease, combined
fracture of the clavicle, scapula, humerus, or another con-
comitant shoulder injury.

All patients were examined using clinical and instru-
mental methods of diagnostics: cross-body adduction
test, O Brien active compression test, AC resisted exten-
sion test, X-ray examination in Zanca view, axial view
and Alexander view, and ultrasound examination with a
functional probe [9].

Dynamical AC joint instability examinations were pet-
formed by ultrasound examination in the frontal, axial,

and sagittal projections at final follow-up after surgical
treatment. Vertical instability was identified in frontal pro-
jection: we determined the distance between the upper
border of the acromial process and the upper border of
the acromial end of the clavicle on the side of the injury.
Additionally, a provocative test was performed — the dis-
tance between the upper border of the acromial process
and the upper border of the acromial end of the clavicle
on the side of the injury was measured during the “piano
key” test. Horizontal instability of the AC joint was identi-
fied in the axial projection; we determined the distance
from the anterior border of the acromial process to the an-
terior border of the acromial end of the clavicle on the side
of injury. Additionally, a provocative test was performed
— the distance from the anterior border of the acromial
process to the anterior border of the acromial end of the
clavicle on the side of the injury was measured during the
Paxinos test. In the sagittal projection, we determined cor-
acoclavicular (CC) distance — between the most superior
border of the coracoid process and the inferior border of
the clavicle on the injured side [10, 11].

In all patients, clinical final follow-up outcomes were
assessed by Oxford Shoulder scale [12], Constant-Murley
scale [13], and Acromioclavicular Joint Instability Scoring
System [14]. These assessments were performed at a mean
of 20.1+3.9 months after surgical treatment (from 12 to
28 months).

After the surgery, the arm was supported with a sling for
5 weeks. During this time, only active motions in the elbow
and wrist were allowed (three times a day for 10 minutes
each time). Progressive rehabilitation was initiated after 5
weeks. During weeks 6-12, a full range of motions was al-
lowed, as well as isometric muscle strengthening. Strength-
related activities were added after 12 weeks.

Statistical analysis was performed using the STATISTICA
12.0 (StatSoft Inc. USA) and Microsoft Excel. Descriptive
statistics, Student’s t-test, and the Mann-Whitney U-test
were used to determine outcome differences between the
two treatment groups. The level of statistical significance
of p<0.05 was considered.

Results

A total of 44 patients were included in this study: group
[ - 10 patients with type III and 8 patients with type V;
group II - 13 patients with type III and 13 patients with
type V by Rockwood classification (p=0.724). The mean
final follow-up period was 20.6+3.8 months in group I and
19.8+4.2 months in group IT (p=0.516). The mean age was
35.849.6 years in group I and 30.8+10.1 years in group II
(p=0.111). There were 16 males and 2 females in group
I and 24 males and 2 females in group II (p=0.706). The
mean time from injury to surgical treatment was 84+3.6
days in group I and 8.3%3.1 days in group II (p=0.905). The
right side was affected in 32 patients (72.7%).
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The mean Oxford Shoulder score at the final follow-
up on the injured side was 45.8+1.3 points and 46.2+1.3
points (p=0.422), on the healthy side - 46.3+0.9 points
and 46.4+1.0 points (p=0.965) in groups I and II, respec-
tively. This difference with the healthy side after surgical
treatment was statistically significant (p>0.05).

The mean Constant-Murley score at the final follow-
up on the injured side was 94.6+2.4 points and 91.7+4.2
points (p=0.0134), on the healthy side - 96.3%+1.3 points
and 96.8+1.6 points (p=0.301) in groups I and II, respec-
tively. This difference with the healthy side after surgical
treatment was not statistically significant (p<0.05).

The mean score by the Acromioclavicular Joint
Instability Scoring System at the final follow-up on the
injured side was 83.8+7.1 points and 78.1+11.8 points
(p=0.075), on the healthy side - 93.1£2.7 points and
93.4+2.7 points (p=0.613) in groups I and II, respectively.
This difference with the healthy side after surgical treat-
ment was not statistically significant (p<0.05).

The final follow-up ultrasound examination was per-
formed in 44 patients (Table 1).

Intra-articular pathology was diagnosed and treated ar-
throscopically in 11 patients (61.1%) in group I: 7 patients
(38.9%) with SLAP lesions, 2 patients (11.1%) with rotator
cuff tears, 3 patients (16.7%) with pulley lesion tear, and
1 patient (5.6%) with intra-articular loose bodies. In group II,
intra-articular pathology was diagnosed in 14 patients
(53.8%): 10 patients (38.5%) with SLAP lesions, 3 patients
(11.5%) with rotator cuff tears, and 6 patients (23.1%) with
pulley lesion tear.

There were no major complications such as a fracture
of the clavicular, coracoid process or acromion process
around the implant, hardware failure, implant migration,
or deep infection. Group I included 2 patients with verti-
cal instability in Zanca view and horizontal instability in
Alexander view, 3 patients with CC ossification, 2 patients
with osteolysis of acromial end of the clavicle, 2 patients
with posttraumatic osteoarthritis of the AC joint, and 1 pa-
tient with intra-articular loose bodies. Group II included

6 patients with a vertical subluxation in Zanca view, 9 pa-
tients with horizontal instability in Alexander view, 5 pa-
tients with posttraumatic osteoarthritis of the AC joint, 5
patients with osteolysis of the acromial end of the clavicle,
2 patients with lateral mobilization, and 1 patient with
medal mobilization of coracoid Dog Bone button without
clinically worse results.

Discussion

The arthroscopically assisted reconstruction of acute
AC joint dislocation is a minimally invasive method of
restoration of coracoclavicular ligaments, which has be-
come more popular in recent years. This technique was
first described with the use of a single implant, but a high
rate of early complications (suture breakage, unsatistac-
tory radiographic result, and coronoid fracture) subse-
quently switched to the double dynamic stabilization
system technique of restoration of conoid and trapezoid
ligament to avoid vertical and horizontal instability of the
AC joint. Markus Scheibel et al. presented the combined ar-
throscopically assisted double TightRope technique, which
represents a safe technique with good and excellent early
clinical results in the presence of partial recurrent vertical
and horizontal AC joint instability [14]. In 2019, Markus
Scheibel et al. described a new arthroscopically assisted
technique with one low-profile implant (TightRope and
Dog Bone, Arthrex, Inc) for vertical stability and acromio-
clavicular cerclage with non-absorbable tape for horizon-
tal stabilization. This low-profile device is self-tensioning
and facilitate a simplified anatomical reduction process
(15]. Thibault Lafosse et al. described the all-arthroscopic
technique that enables true sutures of the CC ligaments,
which are loaded with a tape and reattached to the low-
er surface of the clavicle, so potential healing is thereby
improved [16]. Abdul-llah Hachem et al. provided the
same technique of arthroscopically assisted single-tunnel
coracoclavicular fixation using 2 buttons and FiberTape

Table 1

Ultrasound examination of AC joint at the final follow-up

Type III by Rockwood classification Type V by Rockwood classification
Characteristic
Group I Group II p-value Group I Group II p-value
Superior AC joint distance, mm,
average £ SD 36£1.3 3.9+1.2 0477 5.2%1.2 7.3£24 0.001
Superior AC joint distance with
the provocative “piano key” test, mm, 24206 2207 0421 39+18 5.1£1.2 0.021
average = SD
Anterior acromioclavicular distance,
mm, average = SD. 43+1.2 4.6%1.6 0499 5.2%1.1 8.8+3.2 p<0.05
Anterior acromioclavicular distance
with provocative the “Paxinos test”, mm, 5709 51£19 0.218 6.8+0.7 11.3+29 p<0.05
average &= SD
Coraclavicular distance, mm,
average + SD 11.4£26 119434 0.615 11.8+24 13.6+3.2 0.065
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Cerclage sutures (Arthrex, Naples, FL) associated with a
minimally invasive percutaneous AC fixation in a transos-
seous figure-of-eight configuration of the FiberTape for
the comprehensive treatment of unstable AC joint disloca-
tions [17].

The present study shows the results of treatment of
acute acromioclavicular joint dislocations type III and
type V by Rockwood classification with arthroscopically
assisted technique using a dynamic stabilization system
with and without AC ligaments suture. We have found that
clinical and radiographic results in patients with acute AC
joint dislocation type III by Rockwood classification with
#2 FiberTape® (Arthrex, Inc) and without AC ligaments
suture were statistically significant (p>0.05) and have
minimum postoperative instability — 2 patients with verti-
cal instability in Zanca view and horizontal instability in
Alexander view. However, clinical and radiographic results
were not statistically significant (p<0.05) in patients with
acute AC joint dislocation type V by Rockwood classifica-
tion; there were 6 patients with a vertical subluxation in
Zanca view and 9 patients with horizontal instability in
Alexander view.

Ultrasound is a valuable diagnostic and very sensitive
method for displaying injury and dynamic examination of
the horizontal and vertical instability of the AC joint. In
this study, an ultrasound examination was performed at
the final follow-up; in patients with type III by Rockwood
classification, the difference between the groups with and

without AC cerclage was statistically significant, but clinical
and radiographic outcomes were the same in both groups.
In patients with type V by Rockwood classification, AC
joint dislocation difference between the groups with and
without AC cerclage was not statistically significant; clini-
cal and radiographic outcomes were worse in group II, and
rates of complications — subluxation in Zanca view (verti-
cal instability) and in Alexander view (horizontal instabil-
ity) — were higher in group II (p>0.05).

Finally, a limitation of this study is that horizontal and
vertical instability are more often associated with high-
type AC joint dislocation. Thus, dynamic anterior-posterior
horizontal instability in patients with AC joint dislocation
type V by Rockwood classification plays a major role in
inferior clinical results.

Conclusions

The combination of arthroscopically assisted tech-
nique of acromioclavicular ligaments reconstruction us-
ing high-strength sutures and coracoclavicular ligaments
with dynamic stabilization system provides good clinical
and radiological results, as well as minimized vertical and
horizontal instability in the postoperative period.

Conflict of interest. The author declare no conflict
of interest. This publication has not been, is not, and will
not be the subject of commercial interest in any form.

Fig. 1. Step of acromioclavicular cerclage (model): A — navigation system for drill through lateral end of the clavicle,
B - 3.0-mm cannulated drill is passed through the lateral end of the clavicle; C, D, E — navigation and 3.0-mm cannulated
drill is passed through the acromion process, F - final view of coracoclavicular and acromioclavicular cerclages
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Fig. 2. Fluoroscopic navigation for drill through acromion process

Fig. 3. Postoperative view of the left shoulder after coracoclavicular and acromioclavicular cerclages
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JIiKyBaHHA TPABMATHYHHX BHBUXIiB aKPOMiIBHO-KIIOYHIHOTO Cyrio6a III Ta
V tuny 3a knacugikaniero Rockwood 32 10moMorox fUHAMIYHOT CHCTEMHU
cTabinizamii miJg apTPOCKOMiYHHM KOHTPOIEM 3 Ta 0€3 IBa 3B’A30K

AKPOMiaJbHO-KIIOYHIHOTO CYIT100a

Bespyuenrxo C.0.!

1Y “Incmumym mpaemamonozii ma opmonedii HAMH Ypainu”, m. Kuig

Pe3tome. Tpasmamuuni 6UUXU AKPOMIANHO20 KIHYA KOUUYL T domenep € CKAa0-
HUMU 8 JIKY8ANHI 05 JiKADIe mpasmamonozig-opmonedis. Mema. Ilopiensmu Ki-
Hiuni ma paodioepadiuni pe3yromamu JiKY8aAHHA X60PUX i3 MPABMAMUYHUM BUBU-
XOM AKDPOMIANLHO20 KIHYA KAOYUULI, 08 JUKY8AHHA AKUX OYI0 8UKOPUCMANHO MemO00
OUHAMIMHOL cucmemy cmabinizayii 3 ma 6e3 wea axpOMiaNbHO-KIOYUNHUX 36’A30K
nio apmpockoniunum xKoumponem. Mamepianu i memoou. I[Iposederno pempocnex-
MUBHUTL AHANI3 NIKYBANHA 44 Nauienmie i3 mpasmamusHum 6UBUXOM AKDOMIANLH020
Kinya xwmovuyi 111 ma 'V muny 3a kaacugixayiero Rockwood. Xeopi 0yau po3nodinemi
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na 2 epynu: I 2pyna — 18 nayienmis (40,9%), Axum 06Y10 BUKOHAHO YCYHEHHA BUBUXY
ma QiKcayis aKpomianrsro2o Kinua KIowuyi 3 6UKOPUCIMAHHAMN OUHAMIMHOT CUCTIEMU
CMaobini3ayii ma woe 36’A30K AKpPOMIANLHO-KIOUUUHO20 CY2N004 N0 APMPOCKONiy-
HuM konmponem; Il epyna — 26 nayienmis (59,1%), axum 0).10 BUKOHAHO YCYHEHH MA
piKcauyia 6usUXY axpPOMianNsH020 Kiklys KIOYUYL 3 6UKOPUCTIAHHAM OUHAMIYUHOT CUC-
memu cmaobinizayii 6e3 wea 36’A30K aKpOMIANbHO-KIOUUNHO20 CY2a00a Nid apmpoc-
Koniunum Kowmpoaem. Cepeo wux 6yno 40 wonogixie (90,9%) ma 4 xinku (9,1%),
cepeoniil 6ix axux cmanosus 32,9+10,1 poxy (6i0 18 00 58 poxig). Cepedniit mepmin
810 MOMEHIMY MPABMU 00 ONePAMUEHO20 AiKY8aAHHA CKAadas 8,3%3,2 000u (8i0 3 00
17 omig). Kniniune cnocmepexcenns nposoounu 6 cepeoniti mepmin 20,1+3,9 micays
Nicas onepamuero20 MKysanns (6io 12 00 28 micayis). Oyinia Kiiniunux pe3yiomamie
npPo60oURACs 3a 00nomo2o10 wkanu Oxford Shoulder, wxanu Constant-Murley ma wxa-
au Acromioclavicular Joint Instability Scoring System. Pe3yavmamu. Cepeoniti oan 3a
wiranoro Oxford Shoulder nio wac ocmamourno20 cnocmepexncenns cknae 45,8+1,3 6ana
ma 406,2%1,3 6anra (p=0,422) 6 I ma Il zpynax 8ionosiono. Cepeduiii 6ar 3a wiKa-
n010 Constant-Murley nid uac ocmamounozo cnocmepexcenus cknag 94,6+2,4 6ara
ma 91,7%4,2 6ara (p=0,0134) 6 I ma Il 2pynax 6ionogiono. Cepeoniti 6an 3a ukaiow
Acromioclavicular Joint Instability Scoring System nio wac ocmamounozo cnocmepe-
aenns cxnae 83,8+7,1 oana ma 78,1+11,8 b6ana (p=0,075) 6 I ma Il 2pynax 6iono-
8i010. B 000X 2pynax 3naunux YCKAaonens 6uieneno we 06yn10. Bucnoexu. Iloeonanns
apmpocKoniunol acucmo8anoi mexuiky pDeKoHcmpyKyii axpomianisHo-KIouuuHux
36°A30K HAOMIYHUM WOBHUM Mamepiarom ma QiKcayis 036060n00i0H0-KAOUUYHUX
36’A30K 13 3ACMOCYBANHAM OUHAMIMHOL CLUCmemMy Cmabini3ayii 3abesneqye Xopouii 6i0-
Odaneni Kniniuni De3yromanmi.

Kntouo06i cnoea: axpomiansno-kmouuunuii Cy2no0; 6USUX; 20PU30HMANLHA HeCma-
OLNbHICb; MPABMAMUNHULL BUBUX.

JleyeHue TPAaBMATHYECKHUX BHIBUXOB AKPOMHAJIBHO-KIIOYHIHOI'O CyCTaBa
III 1 V Tuna mo xknaccudukanmu Rockwood nmpu momMomu JHHAMHYIECKOH
CHCTEMbI CTA0OHIM3AIHH O] APTPOCKOIMTHIECKHM KOHTPOJIEM C ¥ 0e3 IBa
CBA30K AKPOMHAIBHO-KIIOYHYHOI'O CYCTaBa

Bespyuenxo C.0.!

'TY “Uncmumym mpaemamonozuu u opmoneouu HAMH Vipaunw”, 2. Kues

Pestome. Tpasmamuveckue 8bi8UXU AKPOMUANLHO20 KOHUA KAOUUULL 00 CUX NOD
ABAANOMCA CLONCHBIM 0L 8DAMeli MPABMAMON0208-0pmonedos. Leav. Chasrums K-
HuMecKue U PAouos0UuHeckue Pe3yavmamot JeUeHUs Nayuenmos ¢ mpasmamudeckKum
BbLBUXOM AKPOMUANLHOZ0 KOHUA KIOUULYbL, 014 IeUCHUA KOMOPBIX OblIA UCTIONb308aHA
OUHAMUMECKASL CUCTeMA CIMAOUNUIAUUY C U 03 BA AKDOMUANLHO-KIIOUUHBLX C6AZ0K
100 apmpockonuveckum Konmporen. Mamepuanst u memoost. II[pogeder pempocnex-
MUBHBLL AHAIU3 JeHeHUs 44 nayuenmos ¢ mpasmamuseckum Goi8UXOM aAKPOMUALb-
H020 KoHya xmouuysl Il u 'V muna no xaaccugurayuu Rockwood. Ilayuenmol Obiuiu
pacnpeodenens, na 2 epynnei: 1 2pynna — 18 nayuenmos (40,9%), Komopwim 6610 861101
HeHo yemparenue 8ui8UXa U PUKCAUUL AKPOMUAILHO20 KOHYA KIIOUULbL C UCNONbI06A-
HUeM OUHAMUMECKOL CUCTIEeMbL CIMAOUNUAWUY U OB CBAZ0K AKDOMUANLHO-KIIOUUUHO-
20 cycmasa nod apmpockonuueckum Konmponem; Il epynna — 26 nayuenmos (59,1%),
KOMOPbiM ObIIO BbINONHEHO YCMPAneHue bi8Uxa U GUKCAUUL AKPOMUATLHOZ0 KOHUA
KIOUUYbL C UCTION30BANUCM OUHAMUYECKOT CUCEMbL CIMAOUIU3AUUY 0e3 W6a CBA30K
AKPOMUANLHO-KINOUUUHO020 CYCMABA 100 APMPOCKORUMECKUM KOHMPOReM. Cheou Hux
66110 40 myxrcuun (90,9%) u 4 acenugunse (9,1%), cheonuii 603pacm KOmopuix CoOCmMasu
32,9%10,1 200a (om 18 0o 58 nem). Cpeonuii cpox om Momenma mpaemv. 00 onepa-
MUBH020 Jeuerus cocmaenin 8,3+3,2 ona (om 3 0o 17 oueil). Knunuuecrxoe Habnrooe-
Hue npoeoousy 6 cheonuti cpox 20,1%3,9 mecaya nocre onepamuerozo aewenus (om 12
00 28 mecayes). OuenKa KIUKUYeCKUX Pe3)abmanmos nposooUIacs ¢ NOMOULIO UKAIbL
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Oxford Shoulder, wxans Constant-Murley u wxans Acromioclavicular Joint Instability
Scoring System. Pe3yavmamot. Cpeonuii oan no wxane Oxford Shoulder 6o 8pems okom-
YamenbHo20 Haba0enus cocmasun 45,8+1,3 6anrna u 46,2+1,3 6anna (p=0,422) 6 [ u
11 2pynne coomeemcmeenno. Cheonuti 6ann no wxane Constant-Murley 60 6pema oxonua-
mensHo20 Haonodenus cocmasun 94,6+2,4 6arna u 91,7+4,2 6anna (p=0,0134) ¢ Lu Il
epynnax coomsemcemeenno. Cpeonuti 6an no wixane Acromioclavicular Joint Instability
Scoring System 60 epemsa OKOHUAMENbHO20 HAOM00erus cocmaesun 83,8+7,1 oanna u
78,1x11,8 b6anna (p=0,075) 6 1 u Il 2pynnax coomeemcmeenno. B obeux pynnax 3nua-
UUMENbHBIX OCIONCHeHULL He HA000a4A0Ch. Bbie0ovl. Kombunuposanue apmpockoni-
UeCcKU AcCUCTUPOBAHHOU MEXHUKU DeKOHCMPYKUUY AKPOMUANGHO-KIIOUUYHBIX CBA30K
CBEPXNPOUNBIM ULOBHBIM MAMEPUANOM U PUKCAUUL KIHOB0BUOHO-KIIOUUUHBIX CBA30K C
UCNON308ANUEM OUHAMUMECKOT CUCTEMbL CIMAOUNUSAUUY 0Decreuusaem Xopouiue om-
odnennble KIWHU1eCcKue Pe3yibmanoi.

Kntoueewie cnoea: axpomuansHo-Kmouudnsiii CYCmas; 6bi8UX; 20DU3OHMANbHAS He-
CMAOUNBHOCIIb, MPAGMAMULECKUT] BbIBUX.
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