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Urgent Care Evaluation and
Management of Acromioclavicular

Separation

Urgent Message: Urgent care management of acromioclavicular joint separation
consists of patient education on immobilization and pain management with consideration
for emergency department referral when red flags are present.
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Editor’s Note: While the images presented here are au-
thentic, the patient case scenarios are hypothetical.

Abstract
Acromioclavicular (AC) joint separation is a shoulder
injury that involves the articulation between the acro-
mion process of the scapula and the distal end of the
clavicle. Separation occurs most frequently from direct
trauma, such as a fall, often experienced while playing
sports or cycling. As a result of this trauma, the acro-
mioclavicular (AC) ligament and coracoclavicular (CC)
ligament may become torn, resulting in joint instability.
Diagnosis is guided by a thorough history, physical
examination, and plain radiograph films. The history
likely identifies the mechanism of injury as well as
other potential problems. Physical examination in-
cludes inspection and palpation of the AC joint to assess
range of motion and strength and to identify potential
neurovascular compromise. Plain films evaluate joint

Questions for the Clinician at the Bedside

. Which demographics are most likely to present
with an acromioclavicular joint separation?

. What is the name of the classification system for
acromioclavicular joint injuries?

. Which patients presenting with
acromioclavicular joint separation should be
referred to the emergency department?

. When would a patient with a suspected
acromioclavicular joint separation require
surgery?

alignment and classify the injury according to the Rock-
wood classification system, which categorizes AC sep-
arations on a scale ranging from I-VI to determine the
optimal treatment. Types I-II are treated conservatively,
while IV-VI are treated surgically. Type III injuries are
subject to provider and patient preference.

Urgent care management of AC separation should
consist of patient education on recovery, immobiliza-
tion, and pain management with acetaminophen and
nonsteroidal anti-inflammatory medications. The pro-
vider must also rule out red flags, and if present, refer
to the emergency department.
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Clinical Scenario

25-year-old male presented to urgent care for right-sided

shoulder pain following a fall during an intramural soc-

cer game earlier the same day. He reported sharp pain
at the distal end of the clavicle that worsened with move-
ment. He denied fever, vomiting, chest pain, shortness of
breath, abdominal pain, and head trauma. On exam, the
right shoulder was tender with palpation over the acro-
mioclavicular (AC) joint, and he had full range of motion
(ROM), despite feeling pain with articulatory motion. His
lungs were clear to auscultation bilaterally. His heart had
a regular rate and rthythm with no murmurs, gallops, or
rubs. His neck had full range of motion with no pain on
palpation and no swelling or discoloration.

Background and Epidemiology

Shoulder pain affects 5%-47% of adults.! In an epidemi-
ologic analysis of emergency departments and athletes,
shoulder injuries represented 4.35% of reported injuries.
Approximately 9% of shoulder injuries involve the AC
joint.? The majority of AC injuries occur in individuals
in their 20s and are 5 times more likely to happen to men
than women. Nearly all of these injuries occur during
contact sports such as hockey, soccer, American football,
and high velocity/impact sports such as skiing/snow-
boarding or mountain biking.*® A cohort study out of
Oslo, Norway, found that among a patient population,
24% of AC injuries were due to soccer, 16% to cycling,
11% to martial arts, and 18% to skiing/snowboarding.°

Understanding the Anatomy

The shoulder joint is composed of 3 bones: the hume-
rus; the scapula; and the clavicle. The insertion of the
humerus into the glenoid cavity of the scapula is termed
the glenohumeral joint (GH). The insertion of the clav-
icle onto a bony process of the scapula, termed the ac-
romion, is known as the AC joint.

The acromion and clavicle are held together by the
acromioclavicular and coracoclavicular ligaments. These
provide horizontal and vertical stability, respectively.
During shoulder injuries, adjacent structures may be
damaged including:

m The axillary nerve, which supplies the deltoid and

teres minor muscles

m The axillary artery, which helps supply the entire

upper extremity

® The humeral head, which sits in the glenoid cavity

and is stabilized by the muscles of the rotator cuff;
the rotator cuff muscles are commonly termed
“SITS,” and include the supraspinatus, infraspina-
tus, teres minor, and subscapularis muscles’
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History

An AC separation may occur from direct trauma, such
as a mechanical fall, or a syncopal episode. The mech-
anism classically is a direct blow to the superior aspect
of the joint with the arm adducted (at the patient’s
side) resulting in damage to the joint and surrounding
ligaments.!*

Obtaining a detailed history of the injury from the
patient is vital in determining the management of the
condition. It is important to determine the onset, mech-
anism, location of pain, and exacerbating and relieving
factors. Assessment of neurovascular compromise in-
cludes inquiring about numbness and paresthesia.*

In the absence of a clear traumatic mechanism, a cli-
nician should consider referred pain from cardiac or
abdominal/diaphragmatic etiology and inquire about
chest pain/discomfort, dyspnea, diaphoresis, fever, ab-
dominal pain, or mental status changes.® In patients
with risk factors for malignancy, targeted questions re-
garding history of cancer, unexplained weight loss, or
other constitutional symptoms may be considered.® Ad-
ditionally, a clinician should be encouraged to rule out
arthritic and rheumatological causes of pain.’

Physical Examination
Examination may include inspection for visible defor-
mities, erythema, swelling, ecchymosis, skin dimpling,
and asymmetry of the shoulder girdle when compared
to the contralateral side. Skin tenting may be present
over the AC joint. Palpation typically reveals point ten-
derness at the AC joint and may demonstrate a palpable
depression between acromion and humeral head indi-
cating hyperlaxity of the glenohumeral joint, also
known as an empty sulcus sign. Active and passive
range of motion should be assessed, with attention to
pain during shoulder abduction, adduction, flexion,
extension, internal, and external rotation.
Examination may include the O’Brien test.” The
O'Brien test is performed by flexing the shoulder to
90°, adducting it 10°-15°, and internally rotating the
arm so the thumb points downward while the examiner
applies a downward force to the forearm. The maneuver
is then repeated with the arm in external rotation
(thumb upward). If the patient feels pain with both ex-
ternal and internal rotation, it can indicate AC joint
pathology. ? A neurovascular examination should be
performed including upper extremity distal pulses and
sensation.!* The resting position of the arm should be
noted as patients with acromioclavicular joint separa-
tion often demonstrate protective posturing of the af-
fected extremity.* Consideration of shoulder dislocation
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Figure 2. Acromioclavicular Separation With
Widening of Acromioclavicular Joint Space

X-ray indicating likely Rockwood type Il acromioclavicular separation.
Image courtesy of Experity Teleradiology.

is also warranted; anterior dislocations present in ab-
duction and external rotation, posterior dislocations in
adduction and internal rotation, and inferior disloca-
tions in abduction with the elbow flexed and hand be-
hind the head.**°

Diagnostic Testing
Radiography
The primary imaging modality for AC separation is a
plain film x-ray including anteroposterior, Zanca, and
axillary views of the affected shoulder. 1 Findings may
include widening of the joint space (Figures 2-3) or
displacement of the clavicle relative to the acromion.
These findings are typically compared with the contra-
lateral shoulder to more accurately assess the extent of
the injury. 1#

The severity of the injury is commonly classified with
the Rockwood classification system (Table 1).

Rockwood Classification and Its Limitations

Management of acromioclavicular joint injuries is
guided by the Rockwood classification. Type I and II
injuries are typically treated conservatively,!'> whereas
management of type III injuries remains controversial
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Figure 3. Acromioclavicular Separation With Superior
Displacement of Distal Clavicle Relative to Acromion
g

ﬁ:ﬂ

X-ray indicating likely Rockwood type Il acromioclavicular separation.
Image courtesy of Experity Teleradiology.

and may involve either operative or nonoperative ap-
proaches. One study found that approximately 80% of
patients with a type III injury have favorable outcomes
with nonoperative treatment.'* However, in a follow-
up study, 18-20 years postinjury, patients with Rock-
wood type III injuries managed nonoperatively were
found to have higher rates of bony prominence and
joint instability than those treated surgically.'* Surgical
treatment may be appropriate in patients who require
expedited return to high-demand activities such as ath-
letes, military personnel, or manual laborers!. Type IV-
VI injuries generally require surgical intervention.'
The Rockwood classification system remains the most
widely used method for classifying AC joint injuries.
However, alternative methods have been proposed such
as the ISAKOS modified Rockwood classification and
the circles measurement technique. The ISAKOS classi-
fication is used solely to further classify Rockwood type
III injuries, breaking them down into 2 subtypes—type
IIIA (stable) and IIB (unstable)—to help address the
controversy around management.* However, differen-
tiating between the 2 subtypes does require additional
imaging and follow-up limiting its clinical use in an
urgent care setting. The circles measurement technique
compares the center-to-center distance between 2 circles
drawn at the lateral clavicle and anteromedial acromion
on radiographic films, then measures this distance
against the same measurement on the contralateral un-
injured shoulder to generate a single value. This tech-
nique has been used to classify Rockwood types II-V
and has demonstrated good reliability (intraclass cor-
relation coefficient of 0.976). Given this reliability, the
circles measurement may provide additional insight
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Table 1. Rockwood Classifications*

Type AC Ligament CC Ligament AC Joint Deltoid and Trapezius Muscles
I Sprained Intact Normal alignment with Intact
tenderness over AC joint
Il Complete Tear Sprained; interval Disrupted joint space Partial detachment possible
widened <25% widened in transverse
plane
I Complete Tear Complete tear; interval | Dislocated with clavicle Moderate likelihood of detachment from
widened 25%-100% displaced superiorly distal clavicle
v Complete Tear Complete tear Dislocated with clavicle Severe likelihood of detachment from
displaced posteriorly distal clavicle
\Y Complete Tear Complete tear; interval | Dislocated with clavicle Severe likelihood of detachment from
widened 100%-300% | displaced superiorly distal clavicle
Vi Complete Tear Intact with decreased Dislocated with clavicle Intact, partial, or complete detachment
or reversed interval displaced inferiorly from distal clavicle
usually in the sub
coracoid position
AC = acromioclavicular; CC = coracoclavicular.

into managing Rockwood injuries and may help iden-
tify patients with a type III injury who would be a can-
didate for surgical intervention vs conservative treat-
ment. Despite this technique’s potential, it is not a
mainstay in clinical practice.!”

Advanced Modalities

If plain radiographs are inconclusive or there is concern
for additional injury beyond the AC joint itself, clini-
cians may consider additional imaging from computed
tomography (CT), ultrasound (US), or magnetic res-
onance imaging (MRI). US and MRI are effective at eval-
uating rotator cuff pathology including partial- or full-
thickness tears of the rotator cuff tendons. In partial
rotator cuff tears, MRI was found to be more sensitive
than an ultrasound probe (74% vs 52%).!8 The American
College of Radiology recommends the use of CT to
identify scapular fractures that may have been missed
on plain radiographs.

Urgent Care Management

Management of AC joint separation in an urgent care
setting is primarily focused on determining whether
the injury can be managed conservatively or requires
surgical intervention. Plain film radiographic imaging
plays a large role in determining the severity of the in-
jury with treatment recommendations stemming from
the Rockwood criteria. '#
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Conservative Treatment

Conservative treatment can be both nonpharmacologi-
cal and pharmacological depending on patient prefer-
ence. Nonpharmacological methods include ice, activity
modification, and temporary immobilization with a
sling and swathe for comfort."!> As symptoms improve,
patients should begin gradual mobilization with pro-
gressive range-of-motion exercises to maintain function
and facilitate recovery. Pharmacological management
focuses on pain control and includes nonsteroidal anti-
inflammatory medication and/or acetaminophen.!°

Outpatient Referral

Most low-grade AC joint injuries have favorable out-
comes with conservative management.! Patients who
remain symptomatic after 7 days of nonoperative treat-
ment may warrant further evaluation.?® Injuries type
III and higher warrant referral as they may require sur-
gical intervention.

Indications for Referral to ED
If a patient presents with any of the following symp-
toms, consider referring them immediately to the nea-
rest emergency department (ED):
m Severe pain that cannot be controlled by analge-
sics
® Hemodynamic instability
m Concern for open fracture, infection, or pneumo-
thorax
® Neurovascular compromise
B Polytrauma

www.jucm.com



URGENT CARE EVALUATION AND MANAGEMENT OF ACROMIOCLAVICULAR SEPARATION

“Management of AC joint
separation in an urgent care
setting is primarily focused on
determining whether the injury
can be managed conservatively
or requires surgical intervention.”

Red Flags and Legal Pitfalls

® Document neurovascular status.

® Obtain multiple views of the shoulder to evaluate
for shoulder dislocation.

® Include acute coronary syndrome, pulmonary em-
bolism, pneumothorax, and aortic dissection on the
differential if the patient’s history, symptoms, risk
factors, or mechanism of injury do not clearly support
a musculoskeletal cause.

u Consider a posterior shoulder dislocation in patients
whose mechanism of injury included falling onto a
flexed and adducted arm, patients with seizure activ-
ity, and patients with a history of electrical shock or
burn.

Clinical Scenario Conclusion

Plain radiographs at urgent care demonstrated AC joint
separation consistent with a low-grade Rockwood type
II injury. Given the absence of neurovascular compro-
mise, polytrauma, or associated fracture, the injury was
managed conservatively. The patient was placed in a
sling and swathe and told to advance movement as tol-
erated. Acetaminophen and ibuprofen were rec-
ommended for pain control.

Takeaway Points

m Low-grade AC injuries diagnosed as Rockwood type I
and II are managed conservatively. High-grade AC
injuries diagnosed as Rockwood type IV-VI are treated
surgically.

m Rockwood type III injuries are initially treated con-
servatively but may be considered for surgical treat-
ment on a case-by-case basis.

m If symptoms persist for longer than 7 days, the patient
may be a candidate for further evaluation. M

Manuscript submitted March 27, 2026, accepted September
3, 2026.
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