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Plan

• Quoi lire: L’acromio-claviculaire 
(Soubeyrand et al.)
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• Voies d’abord arthroscopiques

• Indications - résultats



Instabilité acromio-
claviculaire

•  Hippocrate (460-377 av JC) 
décrit la luxation A-C et 
précise les difficultés du 
traitement

•  Galien (129-199) décrit sa 
propre luxation A-C



Anatomie

• L’AC est la clef de voûte de la ceinture 
scapulaire

• Mobilité limitée mais vraie 
articulation

• Toutes les pathologies 
rhumatismales, tumorales, 
traumatiques sont décrites



Surfaces articulaires

• Acromion: cartilage 
hyalin jusqu’à 17 ans, 
puis fibrocartilage

• Clavicule: cartilage hyalin 
jusqu'à 23 ans



Ménisque articulaire

•  Absent: < 20%

•  Vestigial < 30%

•  Méniscoïde < 50%

•  Complet 10%

A toujours disparu 
après 40 ans



Dimensions

9 mm
19mm

Interligne de 3 mm de large (< 5 mm)



Orientations des surfaces

• Verticale 18%

• Vers le bas 51% 

• Vers le haut 2%

• Incongruente 21%

+/- 30° par rapport à la verticale chez 82% des patients



Variations anatomiques

•  Acromion bi-partita

•  Barre coraco-claviculaire



Ligaments

•  Acromio-claviculaires

•  Coraco-claviculaires

•  Chape delto-
trapézienne



Lgts acromio-claviculaires

• Antérieur, 
postérieur

• Inférieur

• Supérieur



Lgt acromio-claviculaire supérieur

• 50% de la stabilité 
antéro-postérieure

• 2-5 mm d’épaisseur

• Insertion médiale < 5-7 
mm de l’interligne

5-7 mm



Lgts coraco-claviculaires

• Conoïde

•  Trapézoïde

•  Coraco-acromial

Rôle dans la 
stabilisation cranio-

caudale



Ligament conoïde



Ligament trapézoïde



Ligament acromio-coracoïdien

Moitié moins solide que 
les deux précédents



Chape delto-trapézienne

• Sûrement utile mais non mesurable 
expérimentalement



Anatomie 
fonctionnelle et 
biomécanique



•  Mobilité limitée (5-8° - “slightly movable, 
might swing a little, rock a little, twist a 
little, slide a little and act like a hinge”)



• C’est la scapulo-humérale qui conduit le 
mouvement de l’épaule

• L’acromio-claviculaire est la clef de voûte 
du couple synchrone clavicule-scapula



La clavicule

• Mobile dans la sterno-claviculaire +++



La scapula

• Mobile dans les syssarcoses serrato-
scapulaire et scapulo-thoracique



Synchronisme scapulo-
claviculaire

5-8°



Conséquences

•  Une fixation acromio-claviculaire 
(Caldwell) ou coraco-claviculaire 
(Kennedy) ne bloque pas l’abduction



Arthrose A-C

•  Fréquente (82% chez 50 
sujets asymptomatiques)

• Prévalence: 68% < 30 
ans, 93% > 30 ans

• Le plus souvent très bien 
tolérée +++



Arthrose A-C

• TTT médical assez 
décevant

• Résection = Mumford 
(arthroscopique > 
ouvert)



Deux possibilités

•  Accès direct acromio-claviculaire

•  Une voie antérieure et une 
postérieure A-Clav (jour limité, peu 
d’espace)

• Accès indirect

•  Une voie scopique sous-acromiale et 
une voie directe



L’arthroscopie acromio-
claviculaire par  voie bursale

• L’optique est dans la voie postérieure ou 
postéro-latérale

• Le shaver est dans une voie antérieure, 
à l’aplomb de l’acromio-claviculaire

•  On résèque la clavicule en appuyant 
dessus



•  Optique postérieur et 
instruments latéraux 
pour préparer la 
vision

• Optique latérale et 
instruments 
antérieurs pour 
commencer la 
résection

Les différents temps

après injection doit remettre en question le diagnostic ou doit
faire rechercher une pathologie articulaire associée [17].

2.4. Imagerie préopératoire

La radiographie standard de face reste l’examen le plus
fiable, et le plus performant [18]. On observe le plus souvent
des kystes sous-chondraux, des ostéophytes et un pincement
articulaire (Fig. 3). Un profil de Bernageau peut être nécessaire
pour éliminer le diagnostic d’os-acromiale ou acromion bipar-
tita, qui constitue l’un des diagnostics différentiels. Par ailleurs,
en cas de lésion fraîche, une radiographie de face avec des
poids peut permettre de démasquer une lésion ligamentaire
associée et de poser le diagnostic d’entorse acromioclavicu-
laire.

Bien entendu en cas de pathologie associée suspectée clini-
quement, le bilan d’imagerie comprendra un arthroscanner ou
une arthro-IRM pour évaluer la coiffe des rotateurs.

2.5. Technique chirurgicale

2.5.1. Installation
Suivant les habitudes du chirurgien, cette intervention peut

être réalisée en décubitus latéral ou en position semi-assise
(beach-chair position). C’est cette dernière que nous utilisons
préférentiellement. Les patients sont opérés sous bloc plexique,
avec une anesthésie générale complémentaire si nécessaire.

2.5.2. Voies d’abord (Fig. 4)
L’intervention débute par la mise en place de la voie

optique postérieure standard. La réalisation de la voie anté-
rieure va dépendre des gestes associés à réaliser. Si une simple
résection acromioclaviculaire est planifiée, la voie antérieure
sera mise en place 1 cm plus médialement que d’habitude,
pour être dans le prolongement et à 1 cm en avant de l’inter-
ligne articulaire. À l’aide de ces voies, l’articulation glénohu-
mérale est inspectée, tout comme l’espace sous-acromial. Un

Fig. 1. Cross-arm test ou horizontal adduction test. Le membre supérieur du
patient est porté par l’examinateur en adduction forcée, au niveau du plan des
épaules.

Fig. 2. Test infiltratif. Après préparation stérile du champ, l’interligne
articulaire est repérée au doigt, puis infiltrée.

Fig. 3. Radiographie de face de l’articulation acromioclaviculaire droite.
Disparition de l’interligne articulaire, développement de géodes sous-
chondrales et présence d’ostéophytes.

Fig. 4. Mise en place des voies d’abord : optique postérieure puis latérale ; voie
instrumentale latérale puis antérieure.

P. Clavert et al. / Chirurgie de la main 25 (2006) S36–S42S38



•  Optique 
antérieure et 
instruments 
postérieurs pour 
terminer la 
résection

Les différents temps

2.5.4. Pièges

Le principal piège de cette chirurgie est la résection posté-
rosupérieure incomplète, avec persistance d’un conflit acromio-
claviculaire. Pour contrôler la résection et visualiser ainsi l’es-
pace créé, certains préconisent l’introduction d’aiguilles le long
des surfaces de résection [24].

2.5.5. Complications

Comme toute chirurgie, les risques neurovasculaires existent
théoriquement ; il est inférieur à 0,1 %. Il en est de même
concernant le risque infectieux [25]. Outre une persistance
des douleurs du fait d’une résection insuffisante, les séries ont
montré qu’il existe dans 20 % des cas des ossifications secon-
daires apparaissant au niveau de zone de résection. Ces calci-
fications peuvent être limitées par prescription d’anti-

inflamatoires non stéroïdiens en postopératoire ; cependant,
ces calcifications ne semblent pas influencer le résultat final
[26].

2.6. Suivi postopératoire

Comme toute chirurgie de l’épaule, la collaboration avec les
anesthésistes est importante. Il faut que l’analgésie initiale soit
optimale pour limiter les risques de réaction algoneurodystro-
phique. Les patients sont immobilisés dans une attelle à titre
antalgique pendant les 24 premières heures postopératoires,
puis l’automobilisation active et passive est autorisée, sans res-
triction particulière. La radiographie de contrôle postopératoire
nous semble indispensable (Fig. 10).

Aucune kinésithérapie n’est prescrite pendant les six pre-
mières semaines. Les activités physiques professionnelles ou
sportives sont autorisées en fonction du seuil de la douleur.

3. Résultats

Les résultats à court terme de cette chirurgie sont bons, avec
89 % de bons et excellents résultats pour Lozman et al. [4]
avec un suivi de 32 mois ; 88 % de bons résultats pour Levine
et al. [5], avec un suivi de 32,5 mois.

Les résultats à plus long terme semblent encore meilleurs
avec des améliorations observées au-delà de deux ans dans la
série de Martin et al. [7], ou Kay et al. [27].

4. Discussion

Les autres chirurgies arthroscopiques de l’articulation acro-
mioclaviculaire sont plus rares.

Dans la chirurgie de stabilisation de l’articulation acromio-
claviculaire, l’arthroscopie ne trouve pour l’instant sa place que

Fig. 8. Représentation schématique de la résection à la fraise motorisée de
l’extrémité distale de la clavicule et de la facette articulaire acromiale (C :
clavicule, A : acromion).

Fig. 9. Résultat final de la résection. Bonne visualisation de la zone de
résection ; l’ensemble des angles de la tranche de résection sont visualisés.
(arthroscope par voie latérale ; C : clavicules, les étoiles marquent les limites de
la ranche de résection claviculaire).

Fig. 10. Radiographie postopératoire de contrôle. La résection est complète et
suffisante.

P. Clavert et al. / Chirurgie de la main 25 (2006) S36–S42S40



Clavicule

Clavicule



Complications Mumford

•  Résection: 5 mm ?

•  Sûrement < 10 mm

• Le plus souvent > 5 mm 
➽ instabilité iatrogène 
par section ligament 
acromio-claviculaire.

5-7 mm



Arthrose A-C + souffrance 
de la coiffe

• Rôle conflictuel per se ?

• Co-planning ? 
actuellement 
abandonné

• Résection A-C associée 
au TTT des lésions de la 
coiffe (sous A°)



Instabilité Acromio-claviculaire

• 12% des luxations de 
l’épaule

• 3-4 / 100,000

• 5 ♂/ 1 ♀

• 3ème décennie



Rockwood

• 1 = entorse bénigne AC

• 2= entorse grave AC et 
bénigne CC

• 3= entorse grave AC et 
CC, le déplacement 
articulaire < 100%



Résultats du traitement 
fonctionnel

•  Bons à très bons dans la plupart des 
séries

•  < 10% restent symptomatiques

• Rares séries rapportant des patients 
restants symptomatiques à long terme



Rockwood 4 & 5

• Rupture de la chape delto-trapézienne



TTT arthroscopique des 
instabilités acromio-claviculaires

• Suspension par ligament artificiel

• Weaver-Dunn Arthroscopique

• Bosworth arthroscopique



Voies d’abord

•  Voie antéro-inférieure 
(comme un Bankart) 
avec canule en place

• Libération de la 
coracoïde à partir de la 
gléno-humérale

• Une voie supérieure au 
ras de l’acromionOperative Technique

Indications
Arthroscopic acromioclavicular joint reconstruction is indi-
cated for most patients with Rockwood type IV, type V, and
type VI aromioclavicular joint dislocations. Certain Rock-
wood type III separations are also indicated for reconstruc-
tion: chronic acromioclavicular joint separations that are
painful and result in a dysfunctional shoulder girdle with
significant deformity, and acute acromioclavicular joint sep-
arations in active patients who are unwilling to accept any
deformity, dysfunction, or pain in the affected shoulder.

Patient Positioning
Although this technique describes the procedure in the lat-
eral decubitus position, it can also be performed in the beach
chair position.

Intraarticular Approach to the Coracoid
Visualization of the coracoid will not be foreign to shoulder
arthroscopists who are familiar with arthroscopic capsular

release for frozen shoulder. Capsular releases, as well as this
procedure, require resection of the rotator interval capsule.
This usually involves partial resection of the superior gleno-
humeral and middle glenohumeral ligament. In both cases,
the coracoid and coracoacromial ligament is visualized.

The bony landmarks and portals of the shoulder are out-
lined with a sterile marker to include the distal clavicle, the
coracoid and the acromion (Fig. 1). A standard posterior
portal is created through which the arthroscope is inserted
into the glenohumeral joint. An anterior inferior portal is
created 2 cm lateral to the tip of the coracoid. The portal is
created with an outside-in technique by placing a spinal nee-
dle in the rotator cuff interval, entering the joint at the supe-
rior margin of the subscapularis tendon. This is used to guide
a clear 8.25 mm ! 7 cm Twist-In Cannula (Arthrex, Naples,
FL) with reusable obturator into the joint. This cannula will
serve as the primary working portal.

The resection of the rotator interval capsule begins by
backing out the anterior inferior cannula to a position just
outside the capsule to allow the use of shaver to remove
rotator interval tissue. A radiofrequency wand is used to con-

Figure 1 Bony landmarks and portals of a right shoulder.

Figure 2 View from posterior portal of rotator interval capsule resec-
tion (right shoulder). The coracoacromial ligament is visualized
through the interval resection.

Figure 3 ASP established with scope in place.

Figure 4 View of the base of the coracoid and anterior scapular neck
from ASP with probe in place.
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Utilisation du système Arthrex

• (résection du quart 
externe de la clavicule) 
par une incision centrée

• Mise en place du guide 
par voie antéro-
inférieure

Clavicle and Coracoid Tunnel Preparation
The coracoclavicular ligaments insert on the undersurface of
the clavicle at the level of the coracoid. The resected end of
the distal clavicle is identified.

The Subcoracoid Drill Guide (Arthrex) on an Adapteur
C-Ring Drill Guide (Arthrex) is placed through the anterior
inferior cannula onto the inferior surface at the base of the
coracoid (Fig. 6). The 8.25-mm clear cannula is advanced to
the “axilla” of the coracoid base. The cannula needs to be
advanced medially to this bony axilla so as not to limit the
medial excursion the Subcoracoid Drill Guide. The tip of the
guide is advanced medially until the probe-like tip of the
guide falls off the medial border of the base the coracoid. This
will center the drill hole in the stronger, wider coracoid base
(Fig. 7). Traction is released and the clavicle reduced. The
drill sleeve on the Adapteur C-Ring Drill Guide is then ad-

vanced onto the superior aspect of the reduced distal clavicle
(Fig. 8).

With a clear arthroscopic view of the Subcoracoid Drill
Guide, a 2.4-mm drill-tipped guide pin (Arthrex) is drilled
through the clavicle and the base of the coracoid. The tip of
the guide pin is viewed as it exits the base of the coracoid
(Fig. 9).

When the guide pin is seen to exit the base of the coracoid,
it is left in place and a 4.5-mm cannulated drill is used over
the guide pin to create a tunnel through the clavicle and the
base of the coracoid. When the tip of the drill bit is seen
exiting bone, it is stopped and left in place (Fig. 10).

The 2.4-mm guide pin is removed leaving the 4.0-mm drill
in place. A Nitinol Suture Passing Wire (Arthrex) is inserted
loop first into the cannulation of the drill, and is advanced
until the loop exits the drill at the base of the coracoid. The

Figure 10 View from ASP of drill tip extending through clavicle and exiting coracoid base over drill tip guide pin, A/P
view representation diagram.

Figure 9 View from ASP of coracoid drill stop catching drill-tipped guide pin as it exits coracoid base, A/P view
representation diagram.
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Nitinol Wire is retrieved with a grasper and pulled out of the
anterior working portal (Fig. 11). The 4.0-mm drill is re-
moved and the Suture Passing Wire is left in place.

The headless Threaded Titanium Tunnel Liner (Arthrex)
destined for the coracoid is inserted first over the Nitinol
Suture Passing Wire with the Screw Driver (Arthrex) through
the clavicle and into the coracoid under direct arthroscopic
visualization. The liner is advanced until its distal thread
extends just beyond the cortex at the base of the coracoid
(Fig. 12).

The headed clavicle screw is then inserted over the Nitinol
Suture Passing Wire with the Screw Driver into the clavicle,
and advanced under direct visualization until the threads are
all within the clavicle and the smooth head is proud on the
superior clavicular cortex.

Two #5 FiberWire sutures (Arthrex) are inserted into the
loop of the Nitinol Suture Passing Wire and are pulled half-
way through, creating a four-strand configuration. The Fiber-
Wire strands are pulled through the coracoid and clavicular
screws so that the looped ends exit the top of the clavicle and
the free ends are exiting the anterior working portal (Fig. 13).
A Penetrator suture retriever is used anterior to and at the
distal end of the clavicle to retrieve the free ends of the su-
tures (Fig. 14).

The free ends are pulled out of the existing incision up over
the anterior border and over the distal end of the clavicle.
Morselized distal clavicle is packed around the reconstruc-
tion site to serve as autogenous bone graft. With traction
released, compression is applied to the clavicle by an assistant
as the #5 FiberWire is tied over anterior and lateral borders of

Figure 11 View from ASP of Nitinol Suture Passing Wire being retrieved by grasper from anterior working portal, A/P
view representation diagram.

Figure 12 View from ASP of Screw Driver tip and coracoid screw exiting base of coracoid, A/P view representation
diagram.

Arthroscopic reconstruction for acromioclavicular dislocations 153

Nitinol Wire is retrieved with a grasper and pulled out of the
anterior working portal (Fig. 11). The 4.0-mm drill is re-
moved and the Suture Passing Wire is left in place.

The headless Threaded Titanium Tunnel Liner (Arthrex)
destined for the coracoid is inserted first over the Nitinol
Suture Passing Wire with the Screw Driver (Arthrex) through
the clavicle and into the coracoid under direct arthroscopic
visualization. The liner is advanced until its distal thread
extends just beyond the cortex at the base of the coracoid
(Fig. 12).

The headed clavicle screw is then inserted over the Nitinol
Suture Passing Wire with the Screw Driver into the clavicle,
and advanced under direct visualization until the threads are
all within the clavicle and the smooth head is proud on the
superior clavicular cortex.

Two #5 FiberWire sutures (Arthrex) are inserted into the
loop of the Nitinol Suture Passing Wire and are pulled half-
way through, creating a four-strand configuration. The Fiber-
Wire strands are pulled through the coracoid and clavicular
screws so that the looped ends exit the top of the clavicle and
the free ends are exiting the anterior working portal (Fig. 13).
A Penetrator suture retriever is used anterior to and at the
distal end of the clavicle to retrieve the free ends of the su-
tures (Fig. 14).

The free ends are pulled out of the existing incision up over
the anterior border and over the distal end of the clavicle.
Morselized distal clavicle is packed around the reconstruc-
tion site to serve as autogenous bone graft. With traction
released, compression is applied to the clavicle by an assistant
as the #5 FiberWire is tied over anterior and lateral borders of

Figure 11 View from ASP of Nitinol Suture Passing Wire being retrieved by grasper from anterior working portal, A/P
view representation diagram.

Figure 12 View from ASP of Screw Driver tip and coracoid screw exiting base of coracoid, A/P view representation
diagram.

Arthroscopic reconstruction for acromioclavicular dislocations 153

the clavicle with a racking hitch (Fig. 15). Unfortunately this
figure does not accurately depict the final appearance of the
sutures with one suture tied over the lateral cut edge of the
acromion and the other suture tied as depicted.

Rehabilitation and
Return to Sports
Patients are placed in a sling at the completion of the proce-
dure. They are instructed to avoid Codman’s exercises and
lifting maneuvers for six weeks postoperatively. Passive
shoulder flexion and rotation are encouraged starting post-
operative day one. Patients are allowed to remove the sling
daily for bathing and to perform activities of daily living. Six
weeks after surgery, active resistive exercises are begun. By
three months post operatively, patients have regained most of

their motion and much of their strength. By six months post
operatively, the patients are allowed to resume full preinjury
activities.

Clinical Experience
Forty-five patients underwent arthroscopic reconstruction
for acromioclavicular joint separation between May 2000
and June 2003 with a minimum of one year follow-up and an
average of two years follow-up. The most common reasons
that our patients were seeking surgery were pain over the
acromioclavicular joint, popping or grinding in the joint, or a
feeling of acromioclavicular joint instability, and deformity of
the shoulder with poor body image. All injuries were rated as

Figure 13 A/P view representation diagram of (A) Nitinol Suture
Passing Wire pulled cephalad to thread screws with doubled Fiber-
Wire strands, (B) Nitinol loop cut to free FiberWire strands.

Figure 14 View from ASP of Penetrator suture retriever pulling Fi-
berWire up over superior margin of coracoid into clavicular
incision.

Figure 15 Penetrator advanced through superior clavicle incision,
anterior to clavicle, and free ends of FiberWire are brought up to tie
over top of clavicle screw with a racking hitch.

Figure 16 Final view of the distal end of the clavicle with two #5
FiberWire sutures tied over its resected end and over its anterior
border.
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Figure 15 Penetrator advanced through superior clavicle incision,
anterior to clavicle, and free ends of FiberWire are brought up to tie
over top of clavicle screw with a racking hitch.

Figure 16 Final view of the distal end of the clavicle with two #5
FiberWire sutures tied over its resected end and over its anterior
border.
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the clavicle with a racking hitch (Fig. 15). Unfortunately this
figure does not accurately depict the final appearance of the
sutures with one suture tied over the lateral cut edge of the
acromion and the other suture tied as depicted.

Rehabilitation and
Return to Sports
Patients are placed in a sling at the completion of the proce-
dure. They are instructed to avoid Codman’s exercises and
lifting maneuvers for six weeks postoperatively. Passive
shoulder flexion and rotation are encouraged starting post-
operative day one. Patients are allowed to remove the sling
daily for bathing and to perform activities of daily living. Six
weeks after surgery, active resistive exercises are begun. By
three months post operatively, patients have regained most of

their motion and much of their strength. By six months post
operatively, the patients are allowed to resume full preinjury
activities.

Clinical Experience
Forty-five patients underwent arthroscopic reconstruction
for acromioclavicular joint separation between May 2000
and June 2003 with a minimum of one year follow-up and an
average of two years follow-up. The most common reasons
that our patients were seeking surgery were pain over the
acromioclavicular joint, popping or grinding in the joint, or a
feeling of acromioclavicular joint instability, and deformity of
the shoulder with poor body image. All injuries were rated as

Figure 13 A/P view representation diagram of (A) Nitinol Suture
Passing Wire pulled cephalad to thread screws with doubled Fiber-
Wire strands, (B) Nitinol loop cut to free FiberWire strands.

Figure 14 View from ASP of Penetrator suture retriever pulling Fi-
berWire up over superior margin of coracoid into clavicular
incision.

Figure 15 Penetrator advanced through superior clavicle incision,
anterior to clavicle, and free ends of FiberWire are brought up to tie
over top of clavicle screw with a racking hitch.

Figure 16 Final view of the distal end of the clavicle with two #5
FiberWire sutures tied over its resected end and over its anterior
border.
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Rockwood type III, IV, or V acromioclavicular joint separa-
tions. Three of the patients had already failed an open acro-
mioclavicular joint reconstruction, and in these cases, the
arthroscopic reconstruction served as revision surgery. All
patients underwent identical procedures using either Secure
Strand or FiberWire fixation through drill holes in the clav-
icle and coracoid. A 2-cm distal clavicle resection was per-
formed in all cases. Patients were followed at regular intervals
for one year and then returned as needed thereafter. Five
patients were lost to follow-up. Forty patients were inter-
viewed by phone and their charts were reviewed to assess
their latest progress. The chart review provided objective
findings through physical examination and radiographs with
regard to the surgical outcome. Subjective outcome was as-
sessed with a telephone interview and the patient’s comple-
tion of a grading scale. Thirty-six of the forty patients con-
tacted obtained good to excellent results from this surgery
(90%). Four of the forty patients had poor results (10%). One
patient had a complete recurrence of the deformity but had
no pain and was able to return to full preinjury activity level.
He was dissatisfied with the cosmetic result and regretted
having the surgery. Two patients who failed complained of
pain with strenuous activities, a complete recurrence of the

deformity, and mild loss of shoulder motion. Nevertheless,
one of these patients was content with the surgery. The fourth
patient disrupted the reconstruction during an altrication.
Three failures were thought to be secondary to erosion of the
coracoid bone by the suture material, and the fourth due to
rupture of the suture material. (All patients refused further
surgical intervention, and the mode of failure could not be
visually confirmed.) All failures occurred early on in the
study and represent a previous era in the evolution of this
technique. Currently, we favor the use of titanium tunnel
liners placed through the bone tunnels as protection against
the sawing action of the sutures and the use of FiberWire
sutures for their superior strength. Our early results with
these modifications are very promising. The three patients in
whom the acromioclavicular reconstruction represented re-
vision surgery all had good or excellent results.5

Conclusion
Arthroscopic acromioclavicular joint reconstruction offers
the desirable features of an open anatomic reconstruction of
the coracoclavicular ligaments with the additional benefit of
less invasive surgery. It represents an alternative to traditional
procedures for orthopaedists and patients who are interested
in arthroscopic techniques. Recent modifications to the orig-
inal description of this reconstruction include the use of bone
graft in the operative site, titanium tunnel liners, and Fiber-
Wire suture.6
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Figure 17 Arthroscopic view from the ASP demonstrating the base of
the coracoid with the four strands of FiberWire sutures secured in
their correct position.
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