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ABSTRACT
A case of type IV injury of the right acromioclavicular joint dislocation is described. Detection of a type IV
injury is important because surgery is advised. Computed tomography scanning is necessary to confirm the
clinical suspicion of a type IV injury, especially in patients with multiple injuries or those with painful inju-
ries which preclude taking an axillary view or a Stryker notch view.
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CLINICAL DETAILS
A 34-year-old motorcyclist sustained a road traffic
accident where he fell and landed on his right shoulder.
The patient had significant pain and limited movement
of his shoulder on presentation. Physical examination
showed abrasion over the posterior aspect of the right
shoulder (Figure 1). There was a palpable bony pro-
minence over the postero-superior aspect of the right
shoulder. Careful examination from above revealed
that the bony prominence was the distal clavicle, which

was inclined in a posterior direction compared to the
non-injured side (Figure 2). Severe tenderness, espe-
cially over the distal half of the clavicle, was evident.
Neurological examination of the right upper limb was
normal. Plain radiograph confirmed a dislocation of
the right acromioclavicular joint (Figure 3). A Stryker
notch view and axillary view could not be undertaken
because pain precluded movement of the shoulder.
A computed tomography (CT) examination, with 3-
dimensional (3D) reconstruction of the right shoulder
was arranged. This confirmed a type IV injury of the
right acromioclavicular joint (Figure 4). Open re-
duction and internal fixation with two 2.0 mm trans-
acromioclavicular Kirschner wires was performed.
There was extensive muscle and soft tissue disruption
around the clavicle resulting from the injury (Figure 5).

Figure 1. Photograph showing abrasion over the posterior aspect
of the right shoulder.

Figure 2. Photograph of the right shoulder with skin marking show-
ing the posterior displacement of the distal clavicle.
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Postoperative radiography confirmed the reduced pos-
ition of the acromioclavicular joint (Figure 6).

COMMENTS
Injury to the acromioclavicular joint is common. The
majority of injuries occur when the patient falls with
his or her arm adducted, striking the shoulder against
the ground or some other firm object.1 The resultant
force produces inferior displacement of the scapula in
relation to the clavicle. With increasing force, the cora-
coclavicular ligaments become involved, followed by
the deltoid and trapezius muscles, and ultimately the
overlying fascia is torn. The currently accepted classi-
fication of acromioclavicular joint injuries includes
six different types.2 Type I injury is a sprain injury of
the acromioclavicular ligament. In type II injury, a mod-
erate to heavy force applied to the point of the shoulder

Figure 3. Anteroposterior radiography of the right shoulder show-
ing a relative upward displacement of the distal clavicle and a
significant increase in the coracoclavicular interspace.

Figure 4a. Composite CT image of the right shoulder demonstrat-
ing the posterior displacement of the clavicle relative to the
acromion.

Figure 4b. 3-D reconstruction film clearly showing the posterior
displacement of the distal clavicle (arrows) with respect to the
humeral head (hollow arrows) and the acromion (arrowheads).
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Figure 5. Operative photograph showing detachment of the
deltoid muscle from the anterior aspect of the distal clavicle
(white arrows) and the acromion (white arrowheads).

Figure 6. Postoperative radiograph confirming reduction of the
acromioclavicular joint.
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disrupts the acromioclavicular ligaments, but the
coracoclavicular ligaments remain intact. There is
minimal upward displacement of the distal clavicle.
Type III injury occurs when a severe force is applied
to the point of the shoulder, resulting in disruption of
both the acromioclavicular and the coracoclavicular
ligaments. The clavicle is displaced upward and the
coracoclavicular interspcae is 25 to 100% greater than
normal. Type IV injury consists of disruption of the
coracoclavicular ligaments and the acromioclavicular
ligament, and posterior displacement of the distal end
of the clavicle into the trapezius muscle. In a type V
injury, a violent force applied to the point of the
shoulder, causes not only complete disruption of both
sets of ligaments, but also disrupts the deltoid and
trapezius muscle attachments and creates a major
separation between the clavicle and the acromion.
Type VI injury involves inferior dislocation of the
clavicle to the subcoracoid position.

Posterior dislocation of the distal end of the clavicle  is
relatively rare.2 Examination of the patient from above
reveals that the displaced distal end of the clavicle has a
posterior inclination when compared with the opposite
shoulder. Radiographic findings associated with type
IV injury include a relative upward displacement of the
distal clavicle from the acromion, and a variable degree
of increase in the coracoclavicular interspace. The most
striking feature, however, is posterior displacement of

the distal clavicle as seen on axillary view or Stryker
notch view.2 In some patients with type IV injury, the
coracoclavicular space in the anteroposterior view
may appear to be displaced slightly, as in type II or
type III injuries, or may appear similar to the normal
side.2 Detection of type IV injury is important because
surgery is indicated.2,3 In contrast, for patients with
a type I, type II, and some patients with a type III
injury, especially those who are inactive or in seden-
tary occupations, conservative management involving
observation only is appropriate.2

CONCLUSION
For patients with multiple injuries, or those with pain
which precludes taking an axillary or a Stryker notch
view, a CT scan is mandatory to confirm any clinical
suspicion of type IV injury. Surgery is advisable in such
patients.2,3
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