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In this article, we present an uptodate outline of acromioclavicular (AC) joint separation. 
A clear understanding of acromioclavicular joint injury in terms of the mechanism of 
injury, clinical picture, diagnostic imaging, and most updated surgical techniques used 
for the treatment can provide the best care for those patients. This article describes 
updated treatment strategies for AC separation, including type III AC separation which is 
known most controversial. Finally, we present a proposed treatment algorithm that can 
aid in the treatment of AC separation from the most updated evidence. 

SUMMARY 

EPIDEMIOLOGY 

Acromioclavicular (AC) joint separation is defined by a loss 
of articular contact between the distal end of the clavicle 
and the medial part of the acromion.1 It is characterized 
by a disturbance in the stabilizing ligaments (AC ligaments 
and Coracoclavicular (CC) ligaments).1 AC joint separation 
represents around 10% of all other shoulder girdle injuries. 
The affected populations are usually young athletic males 
in their 20s to 30s of age.2 Nearly half (40-50%) of these 
shoulder injuries occur during contact sports 3,4 And as
sociated shoulder injuries were found in 18% of the pa
tients.2,5 

MECHANISM OF INJURY 

AC joint separation is mainly caused by either a blunt injury 
to the superolateral aspect of the shoulder or secondary 

force by a fall on the outstretched hand or elbow with a 
superiorly directed force, during contact sports.2 While the 
shoulder is in adduction, a direct blow to the acromion can 
lead to systematic failure starting with failure of the AC lig
ament with the capsule initially, then failure of the CC lig
ament and last is deltotrapezial fascia. The magnitude of 
ligament injury is directly correlated with the force of the 
injury.4 

ANATOMY 

The AC joint is a diarthrodial joint between the medial side 
of the acromion and the distal clavicular articular surface. 
This joint connects the shoulder to the axial skeleton. AC 
joint harmonizes three joint movements concurrently in
cluding glenohumeral, scapulothoracic, and sternoclavicu
lar joints.3 Each joint has a static and dynamic stabilizer. 
Similarly, the AC joint the static stabilizer plays the most 
important role in the stability of the AC joint which in
cludes AC ligaments and capsule.4 The primary horizontal 
plane stabilizers are superior and posterior AC ligaments, 
whereas the primary vertical stabilizers of AC joint are 
Conoid and Trapezoid ligaments (CC ligaments).4 Dynamic 
stabilizers play a secondary role in the AC separation which 
consists of anterior fibers of the deltoid muscle that are 
attached to the clavicle and trapezius muscle via fascial 
that is inserted into the acromion.4 The most predominant 
blood supply to the joint comes from the axillary artery 
(through the thoracoacromial branch) and subclavian 
artery (through the suprascapular branch).4 

PRESENTATION 

AC Joint injury is easily missed, therefore any patient who 
presents with shoulder trauma and complains of pain 
around the AC joint, AC separation must be suspected. On 

• Acromioclavicular joint dislocation is considered a 
common injury among athletes. 

• Previous studies agreed to state the non-surgical 
management for low grade Rockwood injuries (Type 
I-II), where surgical management is reserved for high 
grade injuries (Type IV-V). 

• Treatment of type III AC separation has been debat
able for the last decades. 

• Most of the recent literature suggested starting non-
surgical treatment for type III and considering surgi
cal treatment if pain or instability persisted. 

• The only exception is high-performance athletes 
where surgical treatment is advised to be considered 
initially. 
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clinical examination, it should be performed in both sitting 
and position with keeping the arm not supported. Down
ward force can exacerbate the deformity making it more ob
vious.4 The findings of the clinical examination vary based 
on the severity of the injury and the presence of surround
ing injuries. The patient typically presents with their in
jured side elbow supported by the contralateral hand. With 
more severe trauma, skin manifestations in the form of 
swelling and ecchymosis may be present. Skin tenting and/
or blanching should alert impending open injury and soft 
tissue compromise. Almost all patients, present with tender 
acromioclavicular joint. Shoulder range of motion (ROM) 
is usually not affected, but some patients can present with 
limited shoulder ROM due to discomfort only. Further 
stress test can help in the clinical diagnosis of AC sepa
ration such as cross-arm adduction and loading of the AC 
joint which can be helpful in milder grade injuries as a ref
erence to the AC joint pathology. Although neurovascular 
injury is rare in these injuries, it is mandatory to rule out 
brachial plexus or vascular injuries due to the nature of the 
location of the AC joint that is surrounded by vital struc
tures. Other injuries are reported to a lesser extent such as 
(intra-articular extension and lung involvement in the form 
of pneumothorax) which should be ruled out with higher 
energy injuries.3 

DIAGNOSTIC IMAGING 

Plain radiographs are required for diagnosis, including a 
true Anteroposterior view (AP), in addition to the Velpeau 
view (beam aiming 45 degrees cephalic) and Zanca view (15 
degrees cephalic tilt). Other views are required to rule out 
other injuries such as AP shoulder and axillary views. A 
contralateral side radiograph is required and considered to 
evaluate the patient’s normal CC distance. The role of ad
vanced imaging is limited in AC separation.6 Magnetic Res
onance Imaging (MRI) of the shoulder can further delineate 
the integrity of the ligaments, accurate grading of the in
jury, and presence of arthritic findings in the AC joint and it 
can accurately identify associated injuries.7 In certain stud
ies, it was reported that MRI can provide an upgraded injury 
of AC separation.7 MRI is not the standard for diagnosis 
of AC separation but may be useful in low-grade injuries.7 

The AC injury in MRI is demonstrated in the form of high 
signal intensity in T2 images.8 Computed Tomography (CT) 
gives a further description of AC separation if associated 
with fractures, but for isolated AC separation, the role of CT 
is equivalent to plain radiographs.6 

CLASSIFICATION 

A grading system was designed to describe the severity of 
injury based on the number of disrupted ligaments and the 
resultant clavicle displacement was made by Rockwood.9 

He classified the injury into 6 types and his classification is 
widely used nowadays (Table 1). Type I represents a sprain 
with intact AC and CC ligaments and clinically demon
strates minimal or no tenderness and normal radiographs. 
Type II is characterized by a horizontal axis instability with 

an increased CC distance by <25% of the contralateral side. 
AC ligament considered in this type partially disturbed. 
Type III presents with complete disruption of both AC and 
CC ligaments (unstable on the horizontal and vertical axis 
with CC distance increased 25-100% compared with the 
normal side). Type III injuries have been subdivided into 
IIIA with pure vertical instability and IIIB with additional 
horizontal instability. Type IV is considered a unique type 
where the clavicle is posteriorly displaced and entrapped 
through the trapezius muscle. Significant superior migra
tion and translation of the clavicle is classified as Type V 
(CC distance >100% of contralateral side) whereas inferior 
displacement, sometimes even subcoracoid, of the clavicle 
is classified as Type VI.9 

MANAGEMENT 

NON-OPERATIVE MANAGEMENT 

Non-surgical management is the treatment of choice for 
Types I and II which takes the form of protection and im
mobilization using an arm sling to minimize stress on CC 
and AC joints.10 The duration of immobilization for type 
one is 7 to 10 days whereas for Type II immobilization 
may last 4-6 weeks to help in the improvement of the pa
tient’s symptoms.10 The rehabilitation program starts im
mediately after immobilization and resolution of the pa
tient’s symptoms.11 It starts initially with a passive and 
active-assisted range of motion (ROM).10 Whenever the pa
tient achieves full ROM, isometric strengthening exercises 
should start, followed by isotonic exercises. Return to 
sports that is involved with body contact and weightlifting 
has to be after 8-12 weeks from injury.10,12 

OPERATIVE MANAGEMENT 

Surgical intervention is indicated in all acute AC disloca
tions for Types IV, V, and VI since it carries severe injury 
to surrounding tissues.13 The literature contains much de
bate regarding surgical versus non-surgical management 
for Type III injuries.4 The primary goal of surgical inter
vention is to reduce and maintain the AC joint anatom
ically.13 Multiple surgical fixation techniques were previ
ously reported in the literature and can be classified based 
on the method to: Acromioclavicular (AC) fixation, Coraco
clavicular (CC) fixation, dynamic muscle transfer, and lig
ament reconstruction.10 The initial management of acute 
injury Type III has been the subject of much controversy. 
Most studies advocate the nonsurgical option for Type III, 
although some support surgery for acute injuries in young 
patients, patients whose job places high demands on the 
shoulder, or high-performance throwing athletes. Many 
clinicians also draw the distinction between the presence 
of concomitant horizontal instability (confirmed clinically 
and/or radiographically) and recommend surgical treat
ment for type IIIB injuries. Type III patients who were 
treated initially with conservative management and pre
sented with persistent/chronic pain or instability may also 
benefit from the surgical option (relative indication), Al
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Table 1. Rockwood Classification 9  

Type AC ligaments CC ligaments Deltopectoral fascia AC displacement ratio 

I Sprain Intact Intact Normal 

II Disrupted Sprain Intact <25% 

III Disrupted Disrupted Intact 25-100% 

IV Disrupted Disrupted Disrupted Posterior displacement 

V Disrupted Disrupted Disrupted >100% 

VI Disrupted Intact Disrupted Inferior displacement 

though there is no conclusive evidence for this in the re
viewed studies. 

The ISAKOS Upper Extremity Committee recently sug
gested treating Type III injuries non surgically, but in case 
of persistent pain or it starts to affect the patient’s ability 
to return to sports activities or work duties for more than 
one-month, surgical options should be considered. In addi
tion, a Meta-analysis done by Phillips et al showed compa
rable overall satisfactory rates for Type III injuries whether 
treated surgically or non-surgically. Patients who were 
managed non-surgically exhibited early return to work and 
prior injury activities while surgically treated patients had 
a relatively high complication rate, but the clinical out
comes of both treatments were comparable.14 Both surgical 
and non-surgical options were shown to provide equivalent 
outcomes in terms of prevention rate from osteoarthritis, 
persistent pain and clinical scores.14 Though, the chronic 
AC pain was to a lesser extent in the surgically treated 
group. In contrast, a systematic review revealed multiple 
advantages and disadvantages associated with nonopera
tive management. Which includes shorter rehabilitation in
tervals and the absence of hospitalization. The downsides 
were the possibility of a moderate degree of chronic pain, 
AC joint instability, decreased shoulder movements, and if 
reconstructive surgery is needed later, it will be technically 
difficult since the clavicle has been displaced for a long du
ration, and would most likely require soft tissue augmen
tation to the primary repair. Despite it is noticed the low 
rate of persistent AC pain for the patients who underwent 
surgery, the current data are inadequate to establish a sci
entific conclusion regarding the differences between sur
gical and nonsurgical treatment concerning the functional 
outcome and patient satisfaction. A well designed Random
ized Controlled Clinical Trials (RCT) are necessitated to es
tablish a well-structured treatment plan for Type III in
juries. 

For the success of the nonsurgical treatment of higher-
grade AC separations, a proper and adequate rehabilitation 
program is essential. The usual regimen consists of an arm 
sling for one to one and a half months followed by a su
pervised physiotherapy protocol which includes a passive 
and active range of motion of the shoulder, followed by 
muscle resistance exercises, and strengthening one and a 
half months after the injury. To avoid early stiffness, sur
geons can instruct their patients to start pendular exercises 
anytime from the trauma incident. Strengthening should 
include the muscles of the shoulder girdle including del

toid, trapezius, sternocleidomastoid, and subclavius mus
cles. Rotator cuff muscles and the periscapular stabilizer 
muscles have to be included in the strengthening phase of 
the rehabilitation program. A summary of reported treat
ment results and recommendations for AC separation grade 
III is described in Table 2. An algorithm designed by the au
thors for the proposed treatment for Type III AC separation 
is in Figure 1. 

METHODS OF SURGICAL FIXATION 

PRIMARY FIXATION OF AC JOINT 

Acromioclavicular fixation was first described using smooth 
Kirschner wires or threaded wires.10 This technique was re
stricted due to the disastrous complications including the 
risk of injuring vital structures such as great vessels, lungs, 
and heart.10 Another technique that was described and has 
become much more common nowadays is hook plate fixa
tion, which is considered less invasive (Figure 2).17,18 The 
hook plate is designed to be fixed with multiple screws over 
the superior aspect of the lateral end of the clavicle, where 
it curves a in Z-shape so the medial part of the plate can 
slide underneath the acromion to provide upward resis
tance to the clavicle.10 The hook plate fixation can be done 
alone, or it can be augmented with ligament reconstruc
tion.17 The hook plate requires a period of immobilization 
until the ligaments have healed.18 The hook plate is consid
ered a strong and stable construct, but it is associated with 
early and late complications, thus removal of the hardware 
after healing is recommended.11,17 

CORACOCLAVICULAR FIXATION 

This technique aims to reduce AC joint through coracoclav
icular (CC) fixation.10 The leading idea was by Bosworth us
ing a screw starting from the clavicle and directed to the 
coracoid but has been associated with potentially danger
ous complications.13 Numerous papers describe different 
techniques with the same principle of fixation including the 
CC suture button (Figure 3).10 This method is preferred in 
terms of less need for further surgeries and hardware re
moval compared with hook plate fixation.13 CC suture but
ton can be achieved by either utilizing single or double 
clavicular buttons with a loop around the coracoid.13 This 
method carries unique complications including suture 
cutout or clavicle osteolysis.10 Suture buttons are reported 
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Table 2. Describing results of treatment of Rockwood Type III AC separation           

No. Name of the article Year Study type Treatment of Type III AC separation 

1 
Evaluation and Treatment 
of Acromioclavicular Joint 
Injuries.15 

2007 Review 
article 

Non-surgical management is the treatment option for 
patients performing contact sports. The patient who is 
experiencing persistent pain will benefit from surgical 
intervention. 

2 Acromioclavicular 
dislocation Rockwood 
III–V: results of early 
versus delayed surgical 
treatment.16 

2008 Retrospective 
cohort 

Delayed reconstruction of Type 3 is associated with 
poor clinical outcomes, more complications, and worse 
quality of reduction radiographically compared to early 
reconstruction. 

3 Acromioclavicular Joint 
Injuries: Diagnosis and 
Management.10 

2009 Review 
article 

Despite controversial results, non-surgical treatment is 
suggested initially, and the surgical option is reserved 
for symptomatic patients. 

4 Clavicle and 
Acromioclavicular joint 
injuries: a review of 
imaging, treatment, and 
complications.17 

2011 Review 
article 

Patients who presented with acute type III AC 
separations should be treated initially conservatively, 
despite multiple reports suggesting surgical option for 
acute injuries in elite throwing athletes. 

5 The use of hook plate in 
Type III and V 
Acromioclavicular 
Rockwood dislocations: 
Clinical and radiological 
midterm results and MRI 
evaluation in 42 patients.18 

2011 Level IV, 
therapeutic 
cases series 

Using a follow up MRI for type III patients, surgical 
treatment with a hook plate fixation is recommended 
for highly functional populations who carry heavy 
weights daily. 

6 

Acromioclavicular joint 
separations.19 

2012 Review 
article 

Authors advocate for a trial of non-operative 
management for all type III injuries except for highly 
functioning individuals. Patients who present with 
continued pain or instability after conservative 
management might benefit from surgery. 

7 Operative or conservative 
treatment in patients with 
Rockwood Type III 
Acromioclavicular 
dislocation: a systematic 
review and update of 
current literature.4 

2014 Systematic 
review 

No conclusive evidence of treatment for Type 3, but 
physically active young patients experience a slight 
advantage with the surgical option. 

8 Surgical versus 
conservative management 
of Type III 
Acromioclavicular 
dislocation: a systematic 
review.20 

2017 Systematic 
review 

Results are suggestive of the non-surgical option. The 
constancy of the pain was to a lesser extent in surgically 
treated patients. Hence, both methods are comparable 
in terms of clinical outcomes. On the other hand, the 
complication rate was found to be high among patients 
treated surgically. 

9 
New insights in the 
treatment of 
Acromioclavicular 
separation.11 

2017 Review 
article 

The surgical treatment in Type III patients carries 
cosmetic advantages and better radiological features 
compared to non-operative patients. The functional 
outcome was found to be similar among both groups, 
except for time off work and complications found higher 
in the conservative group. 

10 
Challenges in Treating 
Acromioclavicular 
separations: 
Current Concepts.21 

2018 Review 
article 

In an old randomized controlled clinical trial, it was 
found non-operative group exhibited fewer 
complications and a quicker resumption of work duties. 
Where in a recent systematic review performed by 
Beitzel et al, no functional differences among surgical or 
non-surgical groups in Type III patients. 

11 
Treatment of Rockwood 
Type III Acromioclavicular 
Joint Dislocation.22 

2018 Review 
article 

80% of the conservative group had a good clinical 
outcome, where patients who experienced persistent 
pain, can obtain clinical improvement with anatomical 
reconstruction in 80% of chronic Type III AC separation. 

to be comparable biomechanically to native ligaments.11 

Screw fixation or CC suture button mostly combined with 
CC ligament reconstruction as recommended by Rockwood 
to increase the stability.10 

LIGAMENT RECONSTRUCTION 

The first description of the use of the native coracoacromial 
ligament to reconstruct Acromioclavicular joint injury was 
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Figure 1. Authors’ preferred treatment algorithm for acromioclavicular separation        

Figure 2. Showing left shoulder plain radiograph      
demonstrating a reduced AC joint using hook plate         
construct.  

by Weaver-Dunn.10 It is performed by resecting the lateral 
end of the clavicle and using the bony acromial end of the 
coracoacromial ligament to supplement the resected part of 
the clavicle. The idea of this technique is to utilize the CA 
ligament as a substitute for the CC ligament.11 This tech
nique is no longer commonly used due to the high fail
ure rate (30%) and low biomechanical stability in correla

Figure 3. Showing left shoulder plain radiograph      
demonstrating a reduced AC joint using CC suture         
button.  

tion to the CC ligaments.11 A modification in the technique 
has been described which aims to reconstruct CC ligaments 
with autogenous semitendinosus graft, or allograft and me
chanically support of the construct either through CC but
ton fixation or hook plate fixation.11 The modified Weaver-
Dunn technique can be carried out in an open fashion or 
using the arthroscopic technique, as described by Lafosse.10 

Arthroscopic ligament reconstruction is considered less in
vasive and may provide better visualization.13 

The use of allograft carries a higher failure rate in terms 
of radiographic outcome compared to autograft.21 Auto
graft is reported to be biomechanically superior to CA liga
ment reconstruction of CC ligament.17 It can be performed 
by passing a loop of the graft beneath the coracoid process, 
then securing both ends to the clavicle either by creating 
two parallel bone tunnels or simply tying the ends over the 
intact clavicle.17 
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DYNAMIC MUSCLE TRANSFER 

This technique aims to transfer the coracoid process with 
its tendons including the short head of biceps, coraco
brachialis, and pectoralis minor where it gets fixed to the 
distal end of the clavicle to help in vertical stability.10 It is 
first described by Dewar and Barrington.23 Wang et al. com
bined the dynamic muscle transfer technique with the use 
of the hook plate in 21 patients which showed a satisfac
tory outcome among the majority of patients.24 Due to the 
high rate of complications including coracoid process frac
ture and musculocutaneous nerve injury, this technique has 
been abandoned.10,24 

CLINICAL OUTCOME 

NON-SURGICAL MANAGEMENT 

Literature about the outcome of non-surgical management 
for Types I and II AC separation is limited, but Pallis et 
al have shown around 10% of those AC injury groups who 
were treated initially with nonsurgical management un
derwent subsequent surgery.25 Mohsin et al, found half of 
the low grade AC separation patients were asymptomatic 
during follow-up.21 Recent literature suggests non-surgical 
management for Type III in acute AC separations specifi
cally for older age and patients who aren’t committed to 
high-demand jobs or sports activities.10 It is reported that 
conservative management is effective for Type III patients 
who are professional baseball players.10 Non-surgical man
agement may alter shoulder mechanics which may lead 
to shoulder dyskinesia, decreased bench press strength, or 
may affect sports strength.10 

SURGICAL MANAGEMENT 

The outcome of surgical management has been studied for 
single techniques or combined techniques. Alexander et 
al. studied the radiological outcome for patients presented 
with Rockwood types III, V and treated with hook plate 
fixation and have shown that 12% of cases experienced a 
postoperative loss of reduction.18 In a study where they 
compared the functional outcome of open or arthroscopic 
suture buttons with hook plate fixation, the suture button 
demonstrated a favorable functional outcome and better 
pain score.26 Furthermore, the arthroscopic suture button 
showed superior functional outcomes compared with the 
open technique.26 Müller et al reported athletes who un
derwent arthroscopically assisted double-suture-button ex
perienced a return to sports ability and normal sports activ
ity level compared with athletes who underwent open hook 
plate fixation.10,27 Gunnar et al compared the outcome of 
combining arthroscopic tight rope fixation augmented with 
hook plate in 69 patients, both techniques showed good to 
excellent clinical outcomes, comparable partial recurrence 
in CC distance with a complication rate of almost 13% for 
both groups.28 However, Weihui et al concluded that the 
tight rope technique is better in functional recovery, pain 

scale, less operative time, less loss of reduction, and CC dis
tance.29 

Ligament reconstruction has become one of the most 
used techniques nowadays. Mazzocca et al biomechanically 
studied different types of techniques comparing anatomical 
CC ligament reconstruction with two bundles of semitendi
nosus autograft, arthroscopic reconstruction with high ten
sile braided polyethylene suture, and a modified Weaver-
Dunn procedure.30 Anatomical reconstruction with 
autograft is the closest biomechanically to normal AC and 
CC ligaments.30 In metanalysis comparing arthroscopic 
with open reconstruction, a comparable rate is noticed in 
terms of failure of reduction, complications and the need 
for further surgeries.31 Comparing clavicular tunnels in lig
ament reconstruction, double tunnels carried a higher rate 
of complications including clavicle fracture.32 Allograft 
carries a higher risk of the need for revision surgeries, 
whereas autograft has a higher failure rate of reduction.32 

Postoperative failure of the reduction was described in 
the literature after open reconstruction or arthroscopic su
ture button fixation. The risk of this complication can range 
from 17% to 80%, however partial or residual displacement 
has not been shown to precipitate functional deficit.16,33-35 

Although it can be technically challenging, arthroscopic as
sisted AC repair or reconstruction has the possible advan
tages of direct judgment of the reduction and the assessing 
the need to address additional shoulder pathologies as con
comitant injuries may occur in up to 25% of patients.36,37 

Arthroscopic approach is considered relatively a safe pro
cedure in multiple case series but well-designed RCTs are 
needed to compare the outcome of this intervention to 
open techniques. 

Timing of surgery is another consideration as early sur
gical intervention tends to be easier and leads to accurate 
reduction of the joint in comparison to delayed surgery. 
Song et all review showed better reduction and clinical out
come when surgery is performed in less than 3 weeks but 
without significant difference in the complication rate.38 

MANAGEMENT OF CHRONIC AC INJURY 

Chronic AC dislocation has historically been described as 
more than 4-6 weeks from injury.39 Management of high-
grade chronic AC separations is considered a challenge, due 
to the loss of healing potential of torn CC ligament com
pared to acute AC separation that needs anatomical re
duction.40 For that reason, biological augmentation should 
be considered in the management of chronic AC separa
tion.40 The Modified Weaver Dunn technique is described 
in the management of chronic AC separation but carries 
lower resistance in vertical stability compared with recon
struction with tendon graft.40 Tauber et al showed a better 
outcome in cases where anatomical reconstruction was per
formed using semitendinosus tendon autograft compared 
with those who underwent the modified Weaver Dunn tech
nique.41 A comparison has been studied of modified Weaver 
Dunn technique augmented with Polydioxanone (PDS) and 
hook plate fixation alone, patient who underwent open re
duction and fixation with hook plate experienced higher 
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pain scores during shoulder range of motion and at rest, 
whereas ligament reconstruction group experienced good 
shoulder range of motion and better satisfaction.42 A sys
tematic review compared multiple different techniques in 
chronic AC separation showed the best functional outcome 
noticed among patients who underwent anatomical recon
struction with the use of both synthetic and biologic aug
mentation.43 

COMPLICATIONS 

Complications after AC separations may occur after non-
operative and operative treatment, and can include pain, 
stiffness, deformity, and weakness.10 In general, the com
plication rate among the surgical group was around 27 to 
44%.36 One of the most common complications is a com
plete failure of reduction or partial loss.21 Hardware com
plications, including the need for removal of the hardware, 
and the presence of infection are the most common compli
cations associated with surgery. The general complication 
rate of the hook plate technique is around 11%.44 While in
fection alone can present in 5% of those patients.45 In pa
tients where the plate is retained for a long time, acromion 
osteolysis or fracture can happen at a higher rate. In a 
cadaveric study, the location of the contact point joining 
the lateral tip of the plate over the inner surface of the 
acromion was variable among specimens. That finding was 
mainly attributed to the wide surface area of acromion. 
Males tend to have wider and thicker acromion compared 
to females.46 Clavicle and coracoid fractures are reported 
complications in the techniques that utilize a bone tun
nel.21 This can be prevented if the graft is wrapped over 
the clavicle or coracoid rather than creating bone holes that 
predispose to fracture.21 The incidence reaches up to 5.3% 
and it is correlated with the width of the tunnel.21 Hard
ware migration to great vessels can happen with old tech
niques.10 The end result is early AC arthritis, persistent in
stability, or clavicle osteolysis which is presented in the 
form of persistent AC pain and tenderness.10,17 

CONCLUSION 

A greater recognition of the approach and management 
of Acromioclavicular joint separation has been growing for 
the last few decades. Many treatment options have been 
evolved and reported in the literature for this injury. It has 

been known that the proper management for acute low-
grade AC separations (Type I, II) is conservative, whereas 
the standard treatment for high-grade acute AC separations 
(Type IV - VI) is surgery. Most of the persistent debate is on 
finding out the optimal management for type III injuries. 
We present the most updated review of the management 
of Type III AC separation. The latest consensus evidence 
suggests starting initially with conservative management 
for acute Type III injuries for most patients including con
tact sports athletes. Where surgical management should be 
considered if there is significant horizontal instability or 
if the patient is a high-performance athlete, e.g. throw
ing athlete, and if initial non-surgical management leads to 
continuous non-responsive pain and/or instability. 
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