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Surgical treatment of acute 
Rockwood iii acromioclavicular 
dislocations—comparative 
study between two flip-button 
techniques
Yu-chen WAnG1*, Yong M. A.2, Wei-zhong Y. U.1 & Hui WAnG1

Acromioclavicular joint dislocation is a common shoulder injury, usually caused by direct violence on 
the shoulder. optimal treatment of type iii is still a hot discussion currently in orthopedic surgeons. 
With the advent of many flip-button techniques, Tightrope system and Endobutton system become 
popular techniques for reconstruction of coracoclavicular ligaments. the purpose of the study was 
to compare the clinical and radiological results between the two techniques. A retrospective case-
control study was conducted in 60 patients with acute Rockwood III acromioclavicular joint dislocation. 
the two techniques conducted were open procedures using twin tail tightrope system (Group A, 
n = 30) and Endobutton system (Group B, n = 30). 60 patients were followed up at least two years. 
Surgical parameters including incision length, operation time and operative blood loss were analyzed. 
Functional outcomes were evaluated using the Constant-Murley Score. Radiological results were 
assessed based on coracoclavicular distance preoperatively, one day postoperatively, and at the 
final follow-up. 60 patients were followed up for at least 24 months (range 24 to 32). The incision 
length and operation time were shorter in Group A than that in Group B. The blood loss of surgery 
was significantly less in the Group A. There were no significant differences between the two groups 
regarding the Constant-Murley Score at the final follow-up. No significant differences were found in 
the coracoclavicular distance preoperatively, immediately postoperatively, and at the final follow-up. 
Both techniques offered satisfying functional outcomes, however the Tightrope system provided better 
surgical parameters.

Acromioclavicular joint (ACJ) injuries usually occur in a young active population (aged < 35 years) and account 
for 12% of shoulder injuries1. The common nature of injury is a fall or direct trauma to the shoulder. Rockwood 
classified the dislocations into six types depending on several criteria2. Type I is a contusion of the AC ligaments. 
Type II is a breakage of the AC ligaments and contusion of the coracoclavicular (CC) ligaments, with a slight 
lateral subluxation of the clavicle and minor enlargement of the CC distance (less than 25%) compared with the 
unaffected side. Type III is a rupture of both AC and CC ligaments accompanied by 25% to 100% CC distance 
increase. Type IV is a posterior dislocation of the lateral end of the clavicle into the trapezoid muscle. Type V is a 
superior dislocation of the lateral end of the clavicle accompanied by 100% to 300% CC distance increase. Type VI 
is an inferior dislocation below the plane of the coracoid process. Conservative treatments are recommended for 
Rockwood type I and II, which have been described as low-energy trauma3. High-energy trauma as type IV to VI 
are treated operatively4. While the management of type III still remains controversial, which is tending to surgery 
in younger or functional high demand patients5. Many surgical methods have been developed over decades and 
there still exists a problem concerning the optimal operative treatment between internal fixation or reconstruc-
tion of CC ligaments, both of which have their pros and cons6. For CC ligaments reconstruction, non-absorbable 
suture, allogenous/autogenous tendons and the flip-button techniques such as Tightrope system (Arthrex Inc, 
Naples, FL, USA) and Endobutton system (Smith&Nephew Inc, Memphis, TN, USA) have been widely used7–11.
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The purpose of the present study is to compare the clinical and radiological results of these two techniques for 
the treatment of acute Rockwood type III ACJ dislocations.

Materials and methods
Treatment types are randomly assigned by the computer at admission and the results of the assignment are given 
to the patient in an opaque envelope. This retrospective study was approved by the Ethical Committee of the 
Wujin affiliated Hospital of Nanjing University of Chinese Medicine. The study was performed in accordance with 
relevant guidelines and regulations. Written informed consent was obtained from all patients before surgeries. A 
retrospective case-control study was performed in patients with acute Rockwood III acromioclavicular disloca-
tion between April 2013 and May 2016. The inclusion criteria were as follows: (1) the acute injury of the ACJ. (2) 
acute ACJ that occurred less than 3 weeks. (3) radiological results showed Rockwood type III. Exclusion criteria 
were as follows: (1) previous pathology on the affected shoulder. (2) chronic ACJ dislocations or other types of 
acute ACJ dislocations. 60 patients were included in the study and allocated to group A and group B.

Group A (Twin Tail Tightrope system) consisted of 30 patients, 18 males and 12 females, aged from 19 to 64 
years, with an average age of (39.37 ± 15.31) years. Group B(Endobutton system) consisted of 30 patients, 12 
males and 18 females, aged from 20 to 63 years, with an average age of (42.20 ± 13.49) years. The baseline charac-
teristics of each group have no significant difference (Table 1).

Patients were followed up for at least two years. Constant-Murley Score (CMS) was applied to evaluate pain, 
activities, range of movement, powers of muscle postoperatively. Radiological results were assessed based on 
coracoclavicular distance preoperatively, one day postoperatively, and at the final follow-up.

Surgical methods. All patients were positioned in the beach chair under general or brachial plexus 
anesthesia.

Group A: A transverse incision was made from the ACJ to proximal anterior clavicle, the deltoid was dissected 
off to view the base of the coracoid process. A 3.0 mm drill was used to center on top of the base of coracoid to 
establish the coracoid tunnel. The coracoid button was pushed through the coracoid tunnel by button inserter. All 
sutures were grasped and pulled proximally to flip the coracoid button. a 2 mm K-wire was used to drill clavicle 
tunnels, which located at the midline approximately 45 mm and 20 mm from the end of the clavicle. The reduction 
of ACJ was accomplished by pulling on the sutures sequentially. Once the position of the implant and reduction 
of AC joint are confirmed to be satisfactory on fluoroscopy, the sutures were tied (Fig. 1).

Group B: A straight incision was made spanning the distal clavicle to proximal to the coracoid. The deltoid was 
dissected off the anterior-superior clavicle subperiosteally, which allowed exposing the base of coracoid and the 
distal clavicle. A 4.5 mm drill was well-centered between the medial and lateral edges of coracoid to establish the 
coracoid tunnel. The clavicular tunnels were created by 2.0 mm K-wire at superior surface of the clavicle approx-
imately 45 mm and 20 mm medial to the end of the clavicle. Two strands of Ethibond (Johnson & Johnson, New 
Brunswick, NJ, USA) sutures were placed through the first and fourth holes of the coracoid button to reconstruct 
trapezoid portion of CC ligament. One strand of FibreWire suture (Smith&Nephew Inc, Memphis, TN, USA) was 
placed through the closed loop as traction suture. All sutures and loop were pulled through the coracoid tunnel 
from the bottom and the coracoid button was flipped and set underneath the coracoid process. When the loop 
just came out from the top of the clavicle tunnel, a clavicle button was inserted into it and tied. Two strands of 
Ethibond suture are passed through the lateral clavicle tunnel. Then the suture tails were passed through the holes 
of the second clavicle button and tied (Fig. 2).

Rehabilitation and follow-up. All patients were managed by simple sling immobilization for at least two 
weeks. Exercise of upper limb joints was required in the first four weeks of rehabilitation. It was recommended 
to begin passive motion of the shoulder four weeks after surgery. Physical examination was conducted and the 
X-rays were taken to measure the CC distance. The function of the shoulder was evaluated by using the CMS.

Age(years)

Group 
A(n = 30)

Group 
B(n = 30) p

39.37 ± 15.31 42.20 ± 13.49 0.450

Gender

    male 18 12 0.121

    female 12 18

Injury side

    Left 16 11 0.194

    Right 14 19

Cause of injury

    Traffic 8 12 0.379

    Sports 9 5

    Electric scooter 13 13

Time from injury to surgery(days) 5.30 ± 1.42 5.17 ± 1.51 0.726

Follow-up(months) 27.67 ± 2.48 28.30 ± 2.51 0.330

Table 1. Baseline characteristics of study groups.
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Radiographic assessment. Radiological follow-up was at 4, 8 and 12 weeks and then at 12 months and 
finally at the last follow-up. Anteroposterior and stress radiographs views of both shoulders were obtained. 
Diagnosis of acute AC dislocation Rockwood type III was based on the clinical and radiographic examination 
of calculated AC and coracoclavicular distances compared with the contralateral side. The postoperative CCD 
increased by 50% over healthy side was defined as radiological failure.

Figure 1. Schematic drawing of Endobutton.

Figure 2. Schematic drawing of Twin Tail TightRope.
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Statistical analysis. SPSS 19.0 software (SPSS Inc, Chicago, IL, USA) was used for all statistical analyses. 
Normally distributed data were presented as mean ± SD using the Kolmogorov-Smirnov test. Statistical testing 
utilized unpaired t-test for continuous variables, χ2 test and Fisher’s exact test for categorical variables. Statistical 
significance was defined as p < 0.05 (two-tailed).

Results
clinical and radiographic outcomes. Patients visiting the hospital from April 2013 to May 2016 with 
acute Rockwood III acromioclavicular dislocations were considered for inclusion in the study. 60 patients were 
followed up for 27.9 months (range, 24 to 32). X-rays of all affected shoulders presented reduction of ACJ one day 
after surgery.

Incision Length in Group A was (4.34 ± 0.82) cm (range, 3.2–5.8), which was shorter than that in Group 
B (6.43 ± 0.86) cm (range, 5.3–8.5). The Operational time was shorter in Group A, in which the time was 
(32.20 ± 5.47) min (range, 25–41), compared with Group B, in which the time was (47.60 ± 3.95) min (range 40 
to 55). The blood loss was less in Group A with an average amounts of (44.97 ± 9.47) ml (range 30 to 60) com-
pared with an average amounts of (74.70 ± 15.32) ml (range 50 to 100) (Table 2).

There was no statistically significant difference in preoperative CMS of shoulder and CC distance between the 
two techniques. In Group A the CMS improved from 69.57 ± 3.10 (range, 65–75) preoperatively to 93.70 ± 1.78 
(range, 91–96) at the final follow-up (p < 0.001). In Group B the CMS improved from 69.73 ± 3.29 (range, 65–75) 
preoperatively to 93.27 ± 1.59 (range, 91–96) at the final follow-up (p < 0.001). There was no statistically signifi-
cant difference regarding the CMS at the final follow-up between the two groups(p = 0.326).

At the one day postoperative and final follow-up, no difference was found between the two groups regarding 
the CC distance (p > 0.05; Table 3). Three cases(1 in Group A, 2 in Grope B) suffered slight loss(increased < 50% 
normal CC distance).

complications. On the 2 years follow-up, no complications including wound infection and neural injury 
were found in both groups. Postoperative complications occurred in only one patient in Group B. the patient 
suffered a breakage of loop 3 months postoperatively, which led to re-dislocation of ACJ. The patient accepted a 
revision surgery using the Tightrope system.

Subgroup analysis. A few cases (n = 17) had a horizontal displacement, so we corrected it with horizontal 
cerclage. Subgroup analysis of this group of patients found that there was no statistical difference in terms of CMS 
and CCD among subgroups (Table 4).

Discussion
Two portions of the CC ligament maintain the stability of ACJ. Debski et al.12 proved the conoid ligament 
restrains the movement against anterosuperior force of clavicle and the trapezoid ligament against the posterior 
force of clavicle. The Weaver-Dunn and Bosworth techniques, with their various modifications, are currently the 
most popular procedures in use13,14, alongside various fixation methods, like screws, pins, hook plates. Recently, 
hook plate is widely used. The hook end of the plate underneath the acromion may lead to shoulder pain, subac-
romial impingement and damage on the supraspinatus tendon. Plate retention may cause acromial osteolysis or 
fracture15. It is necessary to remove the plate after 3 to 6 months when the ligaments are restored. Kienast et al.16 
performed good outcomes of reduction using the hook plate in 313 patients of Rockwood type III–V ACJ disloca-
tion, while almost all patients reported pain or discomfort after surgery. A high incidence of complications of soft 
tissue infections, fracture of the acromion and loss of reduction were reported after removal of the hook plate17.

Group 
A(n = 30)

Group 
B(n = 30) p

Incision length (cm) 4.34 ± 0.82 6.74 ± 0.83 <0.01

Operational time(min) 32.20 ± 5.47 47.60 ± 3.95 <0.01

Blood loss(ml) 44.97 ± 9.47 74.70 ± 15.32 <0.01

Table 2. Comparison of surgical parameters.

Group 
A(n = 30)

Group 
B(n = 30) p

Constant-Murley Score

   Preoperative 69.57 ± 3.10 69.73 ± 3.29 0.841

   Final follow-up 93.70 ± 1.78 93.27 ± 1.59 0.326

Coracoclavicular distance

   Preoperative 23.50 ± 2.08 23.57 ± 2.69 0.915

   1 day post operation 10.57 ± 1.14 10.47 ± 1.15 0.734

   Final follow-up 11.40 ± 1.13 11.47 ± 1.19 0.825

Table 3. Comparison of functional and radiological results.
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Internal fixation can only achieve a reduction of ACJ temporarily, which will increase the risk of re-dislocation. 
The stability of anatomical structures of ACJ still relies on those surrounding ligamentous tissues, especially the 
CC ligaments. Therefore, reconstructing CC ligament as close to the original anatomy as possible may stabi-
lize the ACJ and improve the shoulder function. A biomechanical study performed by Saier et al.18 suggested 
that combined AC and CC reconstruction can adequately re-establish physiological horizontal ACJ stability. 
Therefore, it is likely that a combined surgical procedure with double suture-button devices and AC suture tape 
cerclage can adequately re-establish horizontal AC joint stability.

Ligamentous reconstruction method as the flip-button technique precedes conventional internal fixation 
in some aspects4: it will regain biomechanical stability of ACJ, and avoid interference of soft tissues and liga-
ments around acromion. It allows early functional exercise for patients and accelerates the recovery of shoulder 
function. It permits micro-motion of ACJ which conforms to biomechanical principle. The technique renders it 
unnecessary to remove the implants, which is cost-effective.

The Endobutton system is a device initially designed for anterior cruciate ligaments graft fixation19. It consists 
of one-size titanium button and multiple, pre-measured loop sizes. The triple Endobutton technique applying 
for coracoclavicular (CC) ligament reconstruction was first reported by Lim20. The Twin Tail Tightrope system 
features two independent clavicle button tails and is designed to help reduce and stabilize the ACJ. Each clavicle 
button is independently joined the coracoid button with a continuous loop of FiberWire. The twin tails enable the 
surgeon to stabilize the ACJ with a device that matches the normal CC ligament anatomy.

The study compared the surgical outcomes between Twin Tail Tightrope system and Endobutton system for 
treatment of acute Rockwood type III AC dislocations. Both techniques can provide satisfactory postoperative 
shoulder function and low incidence rate of reduction loss. There is an imperfection that the length of closed loop 
is prefabricated, in some cases of our own, inaccurate selections not only caused more operation time and blood 
loss, also led to loss of reduction or over-reduction of ACJ.

As to the incision length, how the flip-button is set underneath the coracoid process determines the incision 
location and exposure area. The coracoid button of Endobutton system is pulled from bottom of coracoid while 
that of Twin Tail Tightrope system is inserted from above to below of coracoids. In view of this, we just need to 
make a short transverse incision on anterior clavicle, and a slight dissection of the tissues above coracoid base, 
which is less invasive.

Using Twin Tail Tightrope system, we achieved anatomical reduction right after the operation in all cases 
without differences compared with Endobutton system. In our series we discovered three cases (10%) with a slight 
loss of reduction in the study during the first three months, one in Group A (7.1%) and two in Group B (12.5%). 
No further loss of reduction was observed after that which proved the significance of proper restraint in the early 
stages of treatment. The results in Group A showed significant differences compared with literature21. This differ-
ence shows that the stability of twin tails device is better than a single tail.

According to the CMS, there was no significant difference between the two methods. In the meantime, their 
CMS showed similar outcomes compared with other literatures22.

conclusion
The two techniques offered satisfying clinical outcomes, but Twin Tail Tightrope system was associated with a 
shorter operative procedure, a smaller scar and less blood loss.

Received: 13 December 2018; Accepted: 25 February 2020;
Published: xx xx xxxx

References
 1. Johansen, J. A., Grutter, P. W., McFarland, E. G. & Petersen, S. A. Acromioclavicular Joint Injuries: Indications for Treatment and 

Treatment Options. J. Shoulder Elb. Surg. 20, S70–S82 (2011).
 2. Guy, D. K., Wirth, M. A., Griffin, J. L. & Rockwood, C. J. Reconstruction of Chronic and Complete Dislocations of the 

Acromioclavicular Joint. Clin Orthop Relat Res. 138–149 (1998).
 3. Tauber, M. Management of Acute Acromioclavicular Joint Dislocations: Current Concepts. Arch. Orthop. Trauma. Surg. 133, 

985–995 (2013).
 4. Cook, J. B. & Tokish, J. M. Surgical Management of Acromioclavicular Dislocations. Clin. Sports Med. 33, 721–737 (2014).

horizontal 
cerclage

Non- horizontal 
cerclage P

n = 17 n = 33

CMS

   Preoperative 66.32 ± 3.10 68.54 ± 2.58 0.735

   Final follow-up 92.17 ± 1.11 93.12 ± 1.54 0.456

CCD

   Preoperative 22.23 ± 1.98 23.11 ± 1.56 0.875

   1 day post operation 9.87 ± 1.04 10.01 ± 1.05 0.694

   Final follow-up 11.38 ± 1.03 12.01 ± 1.35 0.795

Table 4. Subgroup analysis of horizontal cerclage.

https://doi.org/10.1038/s41598-020-61488-z


6Scientific RepoRtS |         (2020) 10:4447  | https://doi.org/10.1038/s41598-020-61488-z

www.nature.com/scientificreportswww.nature.com/scientificreports/

 5. Joukainen, A., Kroger, H., Niemitukia, L., Makela, E. A. & Vaatainen, U. Results of Operative and Nonoperative Treatment of 
Rockwood Types III and V Acromioclavicular Joint Dislocation: A Prospective, Randomized Trial with an 18- to 20-Year Follow-
Up. Orthop. J. Sports Med. 26, 565–574 (2014).

 6. Beitzel, K. et al. Current Concepts in the Treatment of Acromioclavicular Joint Dislocations. Arthroscopy. 29, 387–397 (2013).
 7. Arirachakaran, A. et al. Comparison of Surgical Outcomes Between Fixation with Hook Plate and Loop Suspensory Fixation for 

Acute Unstable Acromioclavicular Joint Dislocation: A Systematic Review and Meta-Analysis. Eur. J. Orthop. Surg. Traumatol. 26, 
565–574 (2016).

 8. Darabos, N. et al. Is AC TightRope Fixation Better than Bosworth Screw Fixation for Minimally Invasive Operative Treatment of 
Rockwood III AC Joint Injury? Injury. 46(Suppl 6), S113–S118 (2015).

 9. Porschke, F. et al. Sports Activity After Anatomic Acromioclavicular Joint Stabilisation with Flip-Button Technique. Knee Surg. 
Sports Traumatol. Arthrosc. 25, 1995–2003 (2017).

 10. Barth, J. et al. Is Coracoclavicular Stabilisation Alone Sufficient for the Endoscopic Treatment of Severe Acromioclavicular Joint 
Dislocation (Rockwood Types III, IV, and V)? Orthop. Traumatol. Surg. Res. 101, S297–S303 (2015).

 11. Ye, G., Peng, C. A., Sun, H. B., Xiao, J. & Zhu, K. Treatment of Rockwood Type III Acromioclavicular Joint Dislocation Using 
Autogenous Semitendinosus Tendon Graft and Endobutton Technique. Ther. Clin. Risk Manag. 12, 47–51 (2016).

 12. Debski, R. E., Parsons, I. R., Fenwick, J. & Vangura, A. Ligament Mechanics During Three Degree-Of-Freedom Motion at the 
Acromioclavicular Joint. ANN. Biomed. Eng. 28, 612–618 (2000).

 13. Kumar, V. et al. Modified Weaver-Dunn Procedure Versus the Use of a Synthetic Ligament for Acromioclavicular Joint 
Reconstruction. J. Orthop. Surg. 22, 199–203 (2014).

 14. Liu, H. H., Chou, Y. J., Chen, C. H., Chia, W. T. & Wong, C. Y. Surgical Treatment of Acute Acromioclavicular Joint Injuries Using a 
Modified Weaver-Dunn Procedure and Clavicular Hook Plate. Orthopedics. 33 (2010).

 15. Chiang, C. L., Yang, S. W., Tsai, M. Y. & Kuen-Huang, C. C. Acromion Osteolysis and Fracture After Hook Plate Fixation for 
Acromioclavicular Joint Dislocation: A Case Report. J. Shoulder Elb. Surg. 19, e13–e15 (2010).

 16. Kienast, B. et al. Mid-Term Results After Operative Treatment of Rockwood Grade III-V Acromioclavicular Joint Dislocations with 
an AC-hook-plate. Eur. J. Med. Res. 16, 52–56 (2011).

 17. Tucek, M., Chochola, A., Vanecek, V. & Buskova, K. Surgical Treatment of Acromioclavicular Dislocation: Tension Band Wiring 
Versus Hook Plate. Rozhl. Chir. 94, 437–444 (2015).

 18. Saier, T. et al. Value of Additional Acromioclavicular Cerclage for Horizontal Stability in Complete Acromioclavicular Separation: 
A Biomechanical Study. Knee Surg. Sports Traumatol. Arthrosc. 23, 1498–1505 (2015).

 19. Barrett, G. R., Papendick, L. & Miller, C. Endobutton Button Endoscopic Fixation Technique in Anterior Cruciate Ligament 
Reconstruction. Arthroscopy. 11, 340–343 (1995).

 20. Lim, Y. W. Triple Endobutton Technique in Acromioclavicular Joint Reduction and Reconstruction. Ann. Acad. Med. Singapore. 37, 
294–299 (2008).

 21. Motta, P., Maderni, A., Bruno, L. & Mariotti, U. Suture Rupture in Acromioclavicular Joint Dislocations Treated with Flip Buttons. 
Arthroscopy. 27, 294–298 (2011).

 22. Vrgoc, G. et al. Operative Treatment of Acute Acromioclavicular Dislocations Rockwood III and V-Comparative Study Between 
K-wires Combined with FiberTape((R)) Vs. TightRope System((R)). Injury. 46(Suppl 6), S107–S112 (2015).

Acknowledgements
We would like to thank Mrs. Wang Zhi-yan for providing technical assistance and thoughtful discussions. The 
authors received no specific funding for the work reported here.

Author contributions
M.A. Yong designed the study; Y.U. Wei-zhong and WANG Hui performed surgeries; WANG Yu-chen analyzed 
clinical and Radiographic outcomes and wrote the manuscript.

competing interests
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to Y.-c.W.
Reprints and permissions information is available at www.nature.com/reprints.
Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2020

https://doi.org/10.1038/s41598-020-61488-z
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Surgical treatment of acute Rockwood III acromioclavicular dislocations—Comparative study between two flip-button technique ...
	Materials and methods
	Surgical methods. 
	Rehabilitation and follow-up. 
	Radiographic assessment. 
	Statistical analysis. 

	Results
	Clinical and radiographic outcomes. 
	Complications. 
	Subgroup analysis. 

	Discussion
	Conclusion
	Acknowledgements
	Figure 1 Schematic drawing of Endobutton.
	Figure 2 Schematic drawing of Twin Tail TightRope.
	Table 1 Baseline characteristics of study groups.
	Table 2 Comparison of surgical parameters.
	Table 3 Comparison of functional and radiological results.
	Table 4 Subgroup analysis of horizontal cerclage.




