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Abstract
Introduction  Acute acromioclavicular joint (ACJ) injuries are among the most common shoulder injuries in active young 
adults. The most frequently used surgical treatments include the hook plate implantation and arthroscopic treatment using 
flip-button systems. The aim of this study was to evaluate the results of treating acute ACJ injuries using a new minimally 
invasive implant based on a flip-button system.
Material and methods  From January 2016 to October 2019, a total of 20 patients with acute ACJ injuries (1 × Type III, 
3 × Type IV, 16 × Type V) underwent surgery using the Twinbridge implant (Smith & Nephew). It is a prefabricated con-
struct consisting of two Endobuttons connected with an UltraTape. One button is placed under the coracoid using a special 
aiming device and two buttons are placed on the clavicle. Preoperatively, 1 day postoperatively, 3 months and at least 1 year 
postoperatively, patients were clinically examined and bilateral stress view and axial radiographs were obtained. At final 
follow-up, the simple shoulder test (SST), Taft score, Constant score, and ACJ instability (ACJI) score were recorded and a 
side-to-side ratio of the coracoclavicular (CC) distance was calculated.
Results  All 20 patients were contacted at final follow-up at a mean of 28 (min. 13, max 50) months. Six patients were not 
willing to come for a clinical and radiographic examination and were contacted via telephone. All six patients were free 
of complaints. Another two patients free of complaints refused radiographs at final follow-up. The patients presented a 
mean SST of 99.6% (20 patients, min. 91.7, max. 100), Taft score of 11.6/12 points (12 patients, min. 10, max. 12), ACJI 
of 85.5/90 points (12 patients, min. 78, max. 90), and a Constant score of 97.1 (14 patients, min. 81.0, max. 100) for the 
affected shoulder. Preoperative stress view images revealed a mean side-to-side difference of the CC distance with a ratio 
of 1:2.34 (min. 1:1.80, max. 1:3.33). At final follow-up, CC distance was calculated with a mean ratio of 1:1.12 (min. 1.1, 
max. 1:1.38). Axial images showed a proper position in all cases. A “perfect” radiological result was achieved in six patients 
(50%) with a side-to-side CC distance of less than 10% (ratio 1:1.1 or less). A Rockwood type II result was achieved in five 
patients (42%) with a distance of 10 to 25% (ratio 1.11–1.25). One (8%) presented with a Rockwood type III result with a 
difference of more than 25% (ratio 1:1.38) and was considered a radiological failure.
Conclusions  When used correctly, the Twinbridge implant offers good-to-excellent clinical and radiographic results using 
a minimally invasive surgical technique. Complication rate is comparable to other button-systems.
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Introduction

Sprains or dislocations of the acromioclavicular joint (ACJ) 
account for 12% of all shoulder injuries and are very com-
mon injuries among active, mostly male, adults [27]. In 
2013, Beitzel et al. [6] published a current concepts review 
summarizing 151 different surgical techniques for ACJ 
reconstruction. Of the several techniques described [10, 
12, 16], in recent years, the hook plates minimally invasive 
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technique or arthroscopic techniques using button-systems 
have gained popularity [2, 3, 5, 14, 19].

Major disadvantages of the hook plate are the need 
for implant removal and the potential loss of correction 
after removal [8, 9, 16, 26]. In contrast to the hook plate, 
arthroscopic implantation of button-systems is technically 
demanding and thus mostly performed by specialized shoul-
der surgeons [3]. The reported clinical results after arthro-
scopic ACJ stabilization were excellent but radiologically 
a significant side-to-side difference in the coraco-clavicu-
lar distance was observed due to a loss of reduction [11, 
21, 22]. Petersen et al. published in 2010 a suture-button 
technique called minimally invasive ACJ reconstruction 
(MINAR—Karl Storz, Tuttlingen, Germany) which is per-
formed in a straightforward open approach without the need 
for arthroscopy [17], where one button is placed under the 
coracoid process and one on top of the clavicle. This tech-
nique could also be used by less specialized surgeons and 
the published clinical results were excellent [15, 20]. How-
ever, the reported complication rate was 10.8–14.3%, and 
radiologically, there still was a significant loss of reduction 
[4, 20, 23].

Here, we publish the results of a comparable button-
technique using a flip-button implant called the Twinbridge 
(Smith & Nephew). One button is placed under the coracoid 
process and two buttons are placed on top of the clavicle. 
The procedure can either be performed in a minimally inva-
sive manner or arthroscopically.

The hypothesis was that the clinical and radiological 
results are at least comparable to the published results for 
similar techniques.

Material and methods

From January 2016 to October 2019, a total of 20 consecu-
tive patients with acute ACJ injuries (1 × Type III, 3 × Type 
IV, 16 × Type V according to Rockwood [18]) were operated 
on with the Twinbridge implant (Smith & Nephew). Eight-
een surgeries were performed by the first author, two by the 
senior author, both specialized and experienced shoulder 
surgeons. All surgeries were done within 2 weeks of the 
trauma. Preoperatively, directly postoperatively, 3 months 
and at least 1 year postoperatively, patients were clini-
cally examined and stress view and axial radiographs were 
obtained. At the final follow-up, the range of motion, simple 
shoulder test (SST), Taft score, Constant score, and ACJ 
instability (ACJI [22]) score were recorded. All follow-up 
examinations were performed by the first author.

Surgical Technique

All surgeries were carried out in the beach chair position. 
After drawing of anatomic landmarks, a sabre cut incision 
was made approximately 3 cm medial to the AC joint (Fig. 1 
A + B).

The underlying fascia was incised perpendicular to the 
skin incision in a longitudinal direction. The anterior bor-
der of the lateral clavicle was exposed, and the tissue was 
prepared down to the coracoid process. The fascia lateral 
to the coracoid process was incised and spread to a size of 
approximately 1 cm. The aiming device was inserted and 
its hook was positioned under the coracoid process. The 

Fig. 1   A + B Anatomical landmarks and skin incision
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drill guide was inserted, and a 2.4 mm K-wire was drilled 
through the bone. The drill guide was removed but the 
K-wire left in place. The correct position in the center of 
the coracoid process was verified manually and if correct 
the wire was overdrilled with a 4.5 mm drill. If in doubt, the 
correct position of the K-wire in the center of the coracoid 
was verified by fluoroscopy. The Twinbridge implant (Fa. 
Smith & Nephew), a prefabricated construct consisting of 
two endobuttons connected by an ultratape, was modified 
by changing the two sutures (UPS 5 polyester) originally 
inserted for flipping the distal button to the central holes 
of the distal endobutton (the area where the ultratape runs 
through) but not through the proximal button (Fig. 2).

The distal button was brought into the drill hole in the 
coracoid process using a needle holder and pushed through 

the hole using the stump side of the K-wire. The button was 
flipped by pulling back all tapes and sutures.

Another drill hole was made in the lateral clavicle approx-
imately 4.5 cm medial to the AC joint using the 4.5 mm 
drill and a second hole approximately 1.5 cm lateral to the 
first was made using only the K-wire. Then, by using shut-
tle sutures inserted through the holes with help of a spinal 
needle, the proximal button loaded with the ultratape was 
pulled through the medial drill hole and the four free sutures 
were pulled through the lateral drill hole. The clavicle was 
reduced under visual and radiographic control, and the zip 
loop construct of the ultratape was tied over the button on 
the upper side of the clavicle. Another button was loaded 
with the four free sutures (2 pairs) which were then tied over 
the second lateral button (Fig. 3A). Care was taken to fully 
close the trapezoidal and deltoid fascia, subcutaneous tissue 
and skin (Fig. 3B).

Postoperative treatment included recommendation to 
wear a sling for 3 weeks and restrict range of motion to 90° 
of abduction and anteversion for the first 6 weeks. From the 
7th week, full range of motion was allowed under guidance 
of a physiotherapist with emphasis on the scapulothoracic 
motion. Contact sports and full return to activities were 
allowed 4 months after surgery.

Radiological follow‑up

Preoperatively, directly postoperatively, 3 months and at 
least 1 year postoperatively, patients were clinically exam-
ined, and bilateral stress view and axial radiographs were 
obtained. Preoperatively, 3 months post-surgery and at final 

Fig. 2   Modified Twinbridge implant with ultratape and polyester 
sutures

Fig. 3   A + B Endobuttons on clavicle before closure of fascia and skin
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follow-up, stress radiographs were acquired with the patient 
carrying a 10 kg kettlebell in each hand. Radiographs imme-
diately (one day) after surgery were taken without weight.

On each axial radiographs, the horizontal position of the 
lateral clavicle was evaluated, and on the bilateral stress 
views, the coracoid-clavicular (CC) distance was meas-
ured using Horos for Macintosh. Since radiographs were 
done without a calibrated measuring device, the ratio of the 
CC distance of the affected to the healthy side was calcu-
lated. These values were used to classify the injury severity 
according to Rockwood and to calculate the ACJI [22] at 
final follow-up. All measurements were done by the first 
author.

A side-to-side difference at final follow-up was classified 
as “perfect” if it was less than 10% (1:1.1), Rockwood type II 
if 10 to 25% (1:1.11–1:1.25), Rockwood type III if 26–100% 
(1:1.26–1:1.9), and Rockwood type V if it was more than 
100% (1:2.0).

Informed consent was obtained from all patients. The 
study was approved by the local ethical committee (blinded 
for review 28/2018).

Statistical analysis

Statistical analysis was performed using Microsoft Excel 
16.12.27. A p value < 0.05 was considered significant (paired 
t test).

Results

Mean age of patients at time of injury was 37 (min. 17, 
max. 65) years. Seventeen patients were male and three 
patients were female. Six injuries happened during a fall in 
cycling, five while playing soccer, two each in Judo, eques-
trian, motorcycling, and skiing/snowboarding, and one while 
walking.

Mean time between trauma and surgery was 6.7 (min. 1, 
max. 12) days.

All 20 patients were contacted at final follow-up at a mean 
of 28 (min. 13, max, 50) months. Six patients were not will-
ing to come for a clinical and radiographic examination and 
were only contacted via telephone. All six patients were free 
of complaints and had unrestricted range of motion. Another 
two patients refused the radiographic examination at final 
follow-up. These two were also free of complaints and had 
unrestricted range of motion. Thus, 12 patients completed 
all final examinations including radiographs, and 14 were 
available for clinical examination. These patients presented 
a mean SST of 99.6% (20 patients, min. 91.7, max. 100), 
Taft score of 11.6/12 points (12 patients, min. 10, max. 12), 
ACJI of 85.5/90 points (12 patients, min. 78, max. 90), and a 
Constant score of 97.1 (14 patients, min. 81.0, max. 100) for 

the affected shoulder. The contralateral side showed a mean 
SST of 99.6% (min. 91.7, max. 100), Taft score of 11.9/12 
points (min. 11, max. 12), ACJI of 89.6/90 points (min. 85, 
max. 90), and a Constant score of 99.9 (min. 99, max. 100). 
Clinical evaluation of anteroposterior stability of the lateral 
clavicle was routinely done at last follow-up and did not 
show any instability compared to the contralateral side.

Statistically significant differences (affected vs. contralat-
eral shoulder) were only found for the ACJI (p = 0.009).

Radiological outcome

The preoperative stress view images (example see Fig. 4A) 
revealed a mean side-to-side difference of the CC distance 
with a ratio of 1:2.34 (min. 1.80, max. 3.33).

Sixteen were classified as grade V injuries (ratio 
1:2–1:3.33), three as grade IV (ratio 1:1.86–1:1.89), and one 
as grade III (ratio 1:1.89) according to Rockwood. On the 
1 day postoperative radiograph (bilateral stress view without 
weight + axial), nine showed an overcorrection of a mean 
ratio of 1:1.45 (min. 1:1.13, max. 1:2.3). In eight without 
overcorrection, the mean ratio was 1:1.32 (min. 1:1, max. 
1:1.83). The postoperative radiograph was not available for 
three patients. In all cases, the axial images showed good 
horizontal alignment.

In bilateral stress views with 10 kg weight three months 
after surgery, two showed an overcorrection of 1:1.33 and 
1:1.11. Thirteen showed a correction to a mean ratio of 
1:1.14 (min. 1:1, max. 1:1.38). In five cases, radiographs 
were not available.

At final follow-up (Fig. 4B), CC distance was calcu-
lated for 12 patients with a mean ratio of 1:1.12 (min. 1:1, 
max. 1:1.38). Axial images showed a proper position in all 
cases (Fig. 4C). None showed an overcorrection, and eight 
patients did not have radiographs. Thus, a “perfect” result 
was achieved in six patients (50%) with a side-to-side CC 
distance of less than 10% (ratio 1:1.1 or less). A Rockwood 
type II result was achieved in five patients (42%) with a dis-
tance of 10–25% (ratio 1.11–1.25). One (8%) presented with 
a Rockwood type III result with a difference of more than 
25% (ratio 1:1.38) and was considered a radiological failure. 
Clinically, she was free of complaints and fully returned to 
sports. Thus, 92% showed a perfect or good radiological 
result at final follow-up.

Complications

In one patient, the coracoid button was placed too laterally, 
leading to a dislocation of the button. At final follow-up 
(36 months post-surgery), the ratio of the side-to-side dif-
ference of the CC distance was found to be 1:1.13 and the 
patient was symptom-free. One patient developed a pneu-
mothorax 5 days postoperatively, probably due to surgery, 
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because in this particular case, the aiming device was not 
used. She was also free of complaints but was the only 
patient with a SST less than 100 (91.7 points). Two patients 
showed ossifications and migration of the medial button 
into the clavicle without clinical consequences. One patient 
presented with a fracture of the coracoid 6 months after sur-
gery, which was treated conservatively. At final follow-up 
of 15 months, he was free of complaints with a CC distance 
of a ratio of 1:1.09.

No patient was reoperated during the study period.

Discussion

The most important finding of the present study is that mini-
mally invasive AC-joint reconstruction using the Twinbridge 
construct leads to good-to-excellent clinical results. At least 
one year after surgery, shoulder function was found to be 
comparable to the contralateral shoulder. Ninety-two percent 
presented with excellent to good radiological results with 
loss of reduction of less than 25%.

A comparable technique was published by Rosslen-
broich et  al. [19, 20]. They investigated 83 patients 
treated with a minimally invasive AC-joint reconstruc-
tion (MINAR). This system also uses a subcoracoidal 
flip-button, but only one clavicular button [20]. Despite 
excellent clinical results with a mean Constant score of 
94.7, the revision rate with nine patients (10.8%) was 
high. Of them, eight experienced a recurrent dislocation 
and 21.6% showed radiological failure (loss of reduction 
of more than 50%) at mean follow-up of 39 months. CC 

distances were not measured, and radiological failure 
did not correlate with clinical results. Recently, Baner-
jee et al. also published a high rate of radiological failure 
despite excellent clinical results of the MINAR system [4]. 
The study included 45 patients with a mean follow-up of 
25.3 months. Despite excellent clinical results and a high 
patient satisfaction rate, only 14 patients (31.1%) had a 
perfect reduction in the vertical plane as measured by a CC 
distance of up to 10% compared to the contralateral side.

In a current-concepts review, Gowd et al. published an 
overall failure rate of 18.3% on average of button tech-
niques for AC-joint reconstructions [12]. Most commonly 
used was the arthroscopic TightRope Technique (Arthrex, 
Naples, FL/USA) [3] with a failure rate of 20.5% [12]. 
However, it has to be admitted that there is no clear defi-
nition of failure. Respective definitions might differ and 
include loss-of reduction, CC distance of more than 50% 
or of more than 25% [12, 24, 25].

As published by Schliemann et al. [23], malposition-
ing of the coracoid tunnel and subsequent button disloca-
tion might be the main reason for failure. In their study, 9 
out of 63 patients (14.3%) had revision surgery of which 
eight had recurrent instability. The coracoid tunnel was 
placed too far lateral in six cases and too far anterior in 
two cases, one patient had a coracoid fracture. Although 
the mean difference of the CC distance was only 1.4 mm, 
five patients presented with a complete loss of reduction 
and recurrent Rockwood V injuries. Positioning of the 
coracoid tunnel too far laterally and a coracoid fracture 
was also observed in our study.

Fig. 4   A, B, C Stress radiographs before and after reconstruction and axial view confirming horizontal alignment
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Another possible explanation of the high radiological fail-
ure rate might be the use of only one clavicular button and the 
non-absorbable suture in the MINAR system. However, results 
of a modified technique with one coracoidal and two clavicular 
buttons published by Breuer et al. [7] showed a loss of reduc-
tion of 2.1 mm side-to-side difference of the CC distance. In 
their study, 59% of the patients did not have any loss of reduc-
tion. The technique described by Breuer et al. is comparable 
to the technique presented here. Although their study included 
65 patients, the results are comparable. Hence, we decided to 
use two buttons on the clavicula.

Several studies focused on the arthroscopic TigthRope (Fa. 
Arthrex) technique. Good results were reported by Glanzmann 
et al. with a minimum follow-up of 24 months after double 
TightRope stabilization [11]. The mean CC distance was 2 mm 
in 19 patients with Rockwood III or IV injuries. A failure was 
defined as a CC distance of more than 2 mm and happened 
in six patients. Salzmann et al. [21] reported good clinical 
results after a mean follow-up of 30.6 months in 23 patients 
but unsatisfactory AC joint alignment in eight cases either 
in the coronal, axillary, or both planes. However, the clini-
cal results did not correlate with the radiological alignment. 
The mean CC distance reported by Scheibel et al. [22] after 
arthroscopic double TightRope reconstruction was 4.2 mm. 
Twenty-eight patients with only high-grade Rockwood V 
injuries were evaluated at a mean follow-up of 26.5 months. 
Radiologically 42.9% presented signs of posterior instability 
and had significantly inferior Taft and ACJI scores. These find-
ings support the theory that in arthroscopic ACJ reconstruc-
tion, an additional horizontal cerclage might reduce the risk 
of persistent posterior translation [13]. However, there is still 
no clear evidence of its superiority over CC reconstruction [1]. 
It should be mentioned that the implant presented here could 
also be used arthroscopically.

Several limitations of the present study have to be men-
tioned. The sample size with 20 patients was relatively low 
and some patients were not willing to come for follow-up 
examinations. Only 12 patients underwent the last follow-up 
radiographic control. Radiographs were not scaled to reli-
ably measure the CC distance. Thus, a ratio, independent of 
possible magnifications was calculated. The ACJI score was 
calculated using axial radiographs to evaluate horizontal sta-
bility, although it was originally described using Alexander 
views. These are more suitable to detect dynamic horizontal 
instability.

Conclusions

When used correctly, the Twinbridge implant offers good-to-
excellent clinical and radiographic results using a minimally 
invasive surgical technique. Complication rate is comparable 
to other button-systems.

Funding  Open Access funding enabled and organized by Projekt 
DEAL.

Declarations 

Conflict of interest  The costs of the study were covered by Smith & 
Nephew. All authors received speaking fees by Smith & Nephew. The 
first author received speaking fees also by Conmed.

Ethical approval  The study was approved by the local ethical commit-
tee (University of Witten/Herdecke 28/2018).

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, 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 Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted 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 licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Aliberti GM, Kraeutler MJ, Trojan JD, Mulcahey MK (2020) 
Horizontal Instability of the acromioclavicular joint: a systematic 
review. Am J Sports Med 48(2):504–510

	 2.	 Balke M, Schneider MM, Akoto R et al (2014) Acute acromiocla-
vicular joint injuries: changes in diagnosis and therapy over the 
last 10 years. Unfallchirurg 118(10):851–857

	 3.	 Balke M, Schneider MM, Shafizadeh S et al (2013) Current state 
of treatment of acute acromioclavicular joint injuries in Germany: 
is there a difference between specialists and non-specialists? A 
survey of German trauma and orthopaedic departments. Knee 
Surg Sports Traumatol Arthrosc 23(5):1447–1452

	 4.	 Banerjee M, Spüntrup C, Bouillon B et al (2020) High rate of 
radiological failure despite excellent clinical results of minimally 
invasive acromio-clavicular joint reconstruction (MINAR). Acta 
Sci Orthop 3(11):58–64

	 5.	 Bathis H, Tingart M, Bouillon B, Tiling T (2001) The sta-
tus of therapy of acromioclavicular joint injury results of a 
survey of trauma surgery clinics in Germany. Unfallchirurg 
104(10):955–960

	 6.	 Beitzel K, Cote MP, Apostolakos J et al (2013) Current concepts 
in the treatment of acromioclavicular joint dislocations. Arthros-
copy 29(2):387–397

	 7.	 Breuer R, Unterrainer A, Komjati M et al (2019) Minimally inva-
sive AC joint reconstruction system (MINAR((R))) in modified 
triple-button technique for the treatment of acute AC joint disloca-
tion. J Clin Med 8(10):1683

	 8.	 Di Francesco A, Zoccali C, Colafarina O, Pizzoferrato R, Flamini 
S (2012) The use of hook plate in type III and V acromio-clav-
icular Rockwood dislocations: clinical and radiological midterm 
results and MRI evaluation in 42 patients. Injury 43(2):147–152

	 9.	 Eschler A, Gradl G, Gierer P, Mittlmeier T, Beck M (2012) Hook 
plate fixation for acromioclavicular joint separations restores cora-
coclavicular distance more accurately than PDS augmentation, 

http://creativecommons.org/licenses/by/4.0/


1355European Journal of Orthopaedic Surgery & Traumatology (2023) 33:1349–1355	

1 3

however presents with a high rate of acromial osteolysis. Arch 
Orthop Trauma Surg 132(1):33–39

	10.	 Frank RM, Cotter EJ, Leroux TS, Romeo AA (2019) Acromio-
clavicular joint injuries: evidence-based treatment. J Am Acad 
Orthop Surg 27(17):e775–e788

	11.	 Glanzmann MC, Buchmann S, Audige L, Kolling C, Flury M 
(2013) Clinical and radiographical results after double flip but-
ton stabilization of acute grade III and IV acromioclavicular joint 
separations. Arch Orthop Trauma Surg. [Epub ahead of print]

	12.	 Gowd AK, Liu JN, Cabarcas BC et al (2019) current concepts in 
the operative management of acromioclavicular dislocations: a 
systematic review and meta-analysis of operative techniques. Am 
J Sports Med 47(11):2745–2758

	13.	 Hann C, Kraus N, Minkus M, Maziak N, Scheibel M (2018) Com-
bined arthroscopically assisted coraco- and acromioclavicular sta-
bilization of acute high-grade acromioclavicular joint separations. 
Knee Surg Sports Traumatol Arthrosc 26(1):212–220

	14.	 Kraus N, Haas NP, Scheibel M, Gerhardt C (2013) Arthroscopi-
cally assisted stabilization of acute high-grade acromioclavicular 
joint separations in a coracoclavicular double-tightrope technique: 
V-shaped versus parallel drill hole orientation. Arch Orthop 
Trauma Surg 133(10):1431–1440

	15.	 Metzlaff S, Rosslenbroich S, Forkel PH et al (2016) Surgical treat-
ment of acute acromioclavicular joint dislocations: hook plate ver-
sus minimally invasive reconstruction. Knee Surg Sports Trauma-
tol Arthrosc 24(6):1972–1978

	16.	 Moatshe G, Kruckeberg BM, Chahla J et al (2018) Acromioclav-
icular and coracoclavicular ligament reconstruction for acromio-
clavicular joint instability: a systematic review of clinical and 
radiographic outcomes. Arthroscopy 34(6):1979–1995

	17.	 Petersen W, Wellmann M, Rosslenbroich S, Zantop T (2010) Min-
imally invasive acromioclavicular joint reconstruction (MINAR). 
Oper Orthop Traumatol 22(1):52–61

	18.	 Rockwood CA (1984) Injuries to the acromioclavicular joint. In: 
Rockwood CA, Green DP (eds) Fractures in adults, 2nd edn. JB 
Lippincott, Philadelphia, pp 860–910

	19.	 Rosslenbroich S, Wellmann M, Raschke MJ, Zantop T, Petersen 
W (2009) Minimalinvasive akromioklavikulargelenk-rekonstruk-
tion (MINAR). Obere Extremität 4(3):154–159

	20.	 Rosslenbroich SB, Schliemann B, Schneider KN et al (2015) Min-
imally invasive coracoclavicular ligament reconstruction with a 
flip-button technique (MINAR): clinical and radiological midterm 
results. Am J Sports Med 43(7):1751–1757

	21.	 Salzmann GM, Walz L, Buchmann S et al (2010) Arthroscopically 
assisted 2-bundle anatomical reduction of acute acromioclavicular 
joint separations. Am J Sports Med 38(6):1179–1187

	22.	 Scheibel M, Droschel S, Gerhardt C, Kraus N (2011) Arthroscopi-
cally assisted stabilization of acute high-grade acromioclavicular 
joint separations. Am J Sports Med 39(7):1507–1516

	23.	 Schliemann B, Rosslenbroich SB, Schneider KN et al (2015) Why 
does minimally invasive coracoclavicular ligament reconstruction 
using a flip button repair technique fail? An analysis of risk fac-
tors and complications. Knee Surg Sports Traumatol Arthrosc 
23(5):1419–1425

	24.	 Takase K, Yamamoto K (2016) Arthroscopic procedures and 
therapeutic results of anatomical reconstruction of the coracocla-
vicular ligaments for acromioclavicular Joint dislocation. Orthop 
Traumatol Surg Res 102(5):583–587

	25.	 Vascellari A, Schiavetti S, Battistella G, Rebuzzi E, Coletti N 
(2015) Clinical and radiological results after coracoclavicular 
ligament reconstruction for type III acromioclavicular joint dis-
location using three different techniques A retrospective study. 
Joints 3(2):54–61

	26.	 von Heideken J, Bostrom WH, Une-Larsson V, Ekelund A (2013) 
Acute surgical treatment of acromioclavicular dislocation type V 
with a hook plate: superiority to late reconstruction. J Shoulder 
Elbow Surg 22(1):9–17

	27.	 Webb J, Bannister G (1992) Acromioclavicular disruption in first 
class rugby players. Br J Sports Med 26(4):247–248

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Minimally invasive reconstruction of acute acromioclavicular joint injuries using the TwinBridge button system
	Abstract
	Introduction 
	Material and methods 
	Results 
	Conclusions 

	Introduction
	Material and methods
	Surgical Technique
	Radiological follow-up
	Statistical analysis

	Results
	Radiological outcome
	Complications

	Discussion
	Conclusions
	References




