
 
 

 
 

 

 

Management of acromioclavicular injury depends on the degree and direction of 

displacement of the clavicle. Using the Rockwood’s classification of ACJ dislocation Grade I 

and II dislocations are best treated conservatively (Hootman, 2004).  Grade V and VI are 

generally thought to be best treated operatively (Rolf et al, 2008). A review of the literature 

done by Smith et al (2011) has shown that there is there is a lack of clarity regarding the 

optimal treatment approach for Grade III and IV. Their research did show that non- operative 

management had poorer aesthetic outcome but less sick leave than operative management 

(Smith et al 2011). When ACJ reconstruction is considered post trauma, results were better 

the sooner the operation was performed. Delayed reconstruction had worse functional 

outcomes, higher complication rates and higher patient dissatisfaction (Smith et al 2011).   

 

Osteoarthritis is the most common cause of pain originating from the ACJ (Docimo et al, 

2008). ACJ arthritis occurs more commonly than it does in the glenohumeral joint.  As well 

as its prevalence in the painful shoulder, MRIs of asymptomatic shoulders have shown ACJ 

arthritis to be present in between 48 and 82% of patients (Stein et al, 2001). OA of the ACJ 

occurs in 8% of patients with Grade 1 sprains and 42% of Grade 2 sprains (Docimo et al, 

2008). When diagnosing OA in the ACJ it was found that MRI provided better assessment of 

the extent of OA in the joint when compared to conventional radiograph (De Abreu, 2004). 

 

 Smith et al (2011) found that there was no difference in the occurrence of OA or ossification 

of the coraclavicular ligament between conservative and surgical management. However, 

Calvo et al (2006) reported that while there was no difference in clinical results between 

operative and conservative management of Type III injuries there was an increase in the 

incidence of OA and coracoclavicular ligament ossification in the group that underwent 

surgery.  This was supported by the findings of Spencer (2007) who found that nonoperative 

treatment was more suitable in the treatment of Grade II ACJ joint injuries as it was 

associated with lower complication rates, shorter convalescence, and less time away from 

work and sport. 

 

A number of reasons have been suggested for the occurrence of OA post surgery including 

the inability to maintain the reduction, manipulation of ligament tissue during repair, and 

unphysiological contact of joint surfaces resulting in cartilage damage.  It is worth 

considering the effect other surgical procedures have on the ACJ. It was found that shoulders 

with subacromial decompression with acromioclavicular joint violation and partial distal 

clavicle resection had a worse outcome than those with subacromial decompression with 

either a complete distal clavicle resection or no clavicle resection (Fisher et al, 1999). 

 

ACJ Injuries and Osteoarthritis  



 

Non-surgical treatment of the ACJ has focused on activity modification e.g. avoiding 

aggravating factors such as push-ups, dips, flies ad bench press exercises; physical therapy 

including exercises for scapular stabilisation and maintenance of active ROM; NSAIDs and 

local steroid injections (Docimo et al, 2008). Some studies advocate that physical therapy 

offers little relief to OA of the ACJ ( Buttaci et al, 200). While steroid injection resulted in 

pain relief for the patient it didn’t alter the natural progression of OA (Docimo e al, 2008). 
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