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Abstract: Angular pregnancies are rare and difficult to diagnose. Evidence suggests they are associ-
ated with a higher risk of intrauterine growth restriction and abnormal third stage of labor due to
a retained placenta. The lack of standardized AP diagnostic criteria impacts on their correct identi-
fication and makes the treatment of potential complications challenging. We present a case of the
successful conservative surgical management of a retained placenta after a term AP also complicated
by intrauterine growth restriction. Moreover, to identify the best evidence regarding AP diagnostic
criteria and retained placenta therapeutic approaches, we have realized an expert literature review.
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1. Introduction

Angular pregnancy (AP) is a rare entity with less than 100 reported cases in the
available literature [1,2]. Howard Kelly first described it in 1898 as an implantation of
the embryo in the lateral angle of the uterine cavity, medial to the utero-tubal junction [3].
It must be differentiated from interstitial pregnancy by the different displacement of the
round ligament, which, in turn, is lateral in AP, and medial in the interstitial ones [4].

However, this theoretical definition appears to be challenging in routine clinical
practice [5]. According to Howard Kelly’s definition [2,6,7], AP can be considered as
potentially evolutive, and pregnancy outcomes are good [8]. On the other hand, interstitial
pregnancy is more often associated with serious complications such as uterine rupture [9].
Therefore, the correct differential diagnosis is crucial.

AP can present as an asymmetrical and painful enlargement of the uterus during the
first trimester of pregnancy [8]. If suspected in advanced gestation, anamnesis, ultrasound,
the location and characteristics of the placenta, which appears thickened and confined
asymmetrically in the uterine angle, are crucial signs for the identification of such cases [3].

Term AP appears to be associated with an increased risk of intrauterine growth
restriction and abnormal third stage of labor due to a retained placenta [10]. The lack
of standardized AP diagnostic criteria impacts on their correct identification and makes
the treatment of potential complications challenging. We present a case of the successful
conservative surgical management of a retained placenta after a term AP also complicated
by intrauterine growth restriction. Moreover, to identify the best evidence regarding AP
diagnostic criteria and retained placenta therapeutic approaches, we have realized an
expert literature review.
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2. Case Report

A 37-year-old nulliparous woman was admitted to the obstetrics and gynecology
unit of the Annunziata hospital (Cosenza, Italy), with a diagnosis of premature rupture
of membranes (PROMs), at 36 weeks and 3 days of gestation. The maternal anamnesis
was negative and pregnancy conception spontaneous. During the first trimester dating
ultrasound, a suspicion of an abnormal embryo implantation in the upper right angle of
the uterus arose. The gestational sac was fully surrounded by endometrium, without an
“interstitial line sign” and with a myometrial mantle thickness of 9 mm; the whole picture
was highly suggestive of an angular pregnancy. After an accurate consultation, the woman
opted for an expectant management approach and close follow-up.

Pregnancy was complicated by a late-onset intrauterine growth restriction according
to the most recent diagnostic criteria of the International Society of Ultrasound in Obstetrics
and Gynecology (ISUOG) [11] (estimated fetal weight below the 3rd centile with abnormal
uterine arteries Doppler). At hospital admission upon ultrasound review, the placenta
appeared to be located in the upper right lateral side of the uterus (Figure 1).
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Figure 1. Ultrasound evaluation of placenta location.

A vaginal delivery of a 2 kg male newborn occurred spontaneously after two days.
The Apgar score at the 1st, 5th and 10th minute was, respectively, 10/10/10. Thirty minutes
after delivery, despite active management of the third stage of labor, the placenta was still
not delivered. An ultrasound evaluation showed the presence of an entangled placenta
within the right uterine angle, and, according to Herman Ultrasound findings [12], the
myometrium appeared thin at the placenta insertion but more than 2 mm (Figure 2), and
there was no evidence of accreta spectrum.

Thus, after one hour of observation and the acquisition of a detailed informed consent,
mentioning conservative versus non-conservative potential treatment, the patient was
conducted in the operating room with the diagnosis of a retained placenta after angu-
lar pregnancy.

Two consecutive manual removals were attempted, without success. A third one by a
senior operator was performed and failed due to a mechanical difficulty at placental extrac-
tion. Therefore, given the persistent uterine bleeding, around 600 mL, the administration
of Oxytocin (20 IU, 500 mL normal saline, continuous infusion) and Tranexamic acid (1 g,
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100 mg/mL) was started. The patient was informed about the need for a surgical treatment;
therefore, she underwent a laparotomic exploration. The uterus appeared asymmetrically
enlarged, with an irregular right cornual bulge, at the site of the trapped placenta (Figure 3).
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Given the good hemodynamic control, taking into account the young maternal age
and the desire for fertility sparing, a hysterotomy of the right cornual region was performed
with the subsequent manual removal of the entangled placenta. As a conclusion, the
uterine breach was sutured from the posterior to anterior uterine wall with a single layer
of interrupted stitches (Figure 4A–D). The total estimated blood loss was 800 mL, with a
post-operative Hb of 9.3 g/dL.

No intra-operative complication occurred. The post-partum was uneventful and after
five days, the patient was discharged. To date, the woman is in a good health condition.

Placental histopathological analysis has shown areas of placental infarction character-
ized by ischemic and fibrinoid necrosis, images available on Figure 5.
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Figure 5. (A,B). Placental histopathological analysis: Hematoxylin and eosin 10×. (A): ischemic
necrosis and (B): fibrinoid necrosis.

3. Literature Review
3.1. Search Strategy

The PubMed, Scopus, Google Scholar and Web Of Science databases were searched
electronically in February 2023, considering only papers from 1930 to the current year.
Given the too heterogeneous definition of angular, interstitial and cornual pregnancies,
it was decided to use the following three different search strings: “angular pregnancy
AND retained placenta”, “cornual pregnancy AND retained placenta” and “Interstitial
pregnancy AND retained placenta”. The reference lists of relevant articles and reviews
were hand-searched for additional reports. The inclusion criteria were women diagnosed
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with an AP, that ended up with a live birth newborn, in which a retained placenta occurred.
We excluded all the cases in which angular pregnancies ended too early, were terminated in
the first trimester, cases of abnormally adherent placenta (placenta accreta) and cases finally
diagnosed as interstitial or cornual pregnancies. The different AP therapeutic approaches
were evaluated: surgical (demolitive and conservative) and/or conservative (pharmacolog-
ical, manual removals and expectant management). For each kind of management, every
complication was described. We decided to consider only full-text articles published in
English. Two authors (G.B., P.Q.) independently searched and reviewed all papers and
agreed about potential eligibility or paucity. Afterwards, they extracted the relevant data
from each paper.

3.2. Literature Review Results

Between the different search strings and databases, a total of 81 papers were identified.
No guidelines or other systematic reviews were found. Forty-six papers were excluded
because of duplication (41), the full text not being available (2) and not being in the English
language (3). Thirty-five papers were therefore assessed for a first analysis: twenty-three
were excluded because they did not meet the eligibility criteria. Twelve studies were
included in the final analysis involving fifteen cases [3,10,13–22], as shown in the Prisma
flow diagram available on Figure 6.
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All selected cases were singleton pregnancies. The mean maternal age was 27 years
old, the gestational age at birth was available for 11/15 (73.3%) cases, the mean gestational
age was 35 weeks, the birth weight was described in 8/15 cases and the mean was 2225 g.
Based on the available data, an intrauterine growth restriction was found in 50% of the
available cases (4/8). Twelve women delivered vaginally (12/15, 80%), whereas three
patients underwent a caesarean section (3/15, 20%). In two cases, a maternal history of a
uterine Mullerian anomaly was detected (complete and partial septate uterus) and four
out of fifteen patients (26.6%) reported having undergone a previous uterine surgery. The
presence of a fetal anomaly was reported in three cases out of fifteen (3/15, 20%). In
detail, these were a fetal bilateral hydronephrosis associated with an atrial septal defect,
a pulmonary agenesis of the right lung and a tetralogy of Fallot [23,24]. The suspicion
of being in front of an angular pregnancy during the first trimester dating ultrasound
occurred only in one case (1/15, 6.6%), the remaining were diagnosed after birth. One
patient underwent post-partum magnetic resonance imaging and computed tomography
for a better evaluation of the placental entrapment. We have evaluated the therapeutic
approaches for each of the above-mentioned cases; two out of fifteen cases (2/15, 13.3%)
were resolved with an expectant management, two (2/15, 13.3%) with a manual removal of
the placenta, in one case a curettage allowed for the expulsion of the retained placenta, six
women (6/15, 40%) received a conservative surgical treatment such as a hysterotomy and
finally, four (4/15, 26.6%) underwent a total or subtotal hysterectomy. The complication
rate for the surgical approaches (hysterotomy, hysterectomy, curettage) was 0%, while in the
conservatively managed cases (expectant management and manual removal), both fever
and hemorrhage requiring blood transfusions occurred in two of four cases (50%). In the
two cases complicated with hemorrhage, one patient needed the apposition of compressive
uterine sutures, while a uterine artery embolization procedure was required for the other
one. Placental histopathological analysis was performed in only one case and no significant
abnormalities were reported.

A description of each case is provided on Table 1.
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Table 1. AP retained placenta cases, literature review.

Maternal Age
(Years)

Gestational
Age (Weeks)

Birth Weight
(Grams)

Birth Weight
Percentile
(Centile)

Maternal or Fetal
Pathological
Condition

Previous
Uterine Surgery

First Trimester
Ultrasound
Evaluation

Additional
Instrumental
Evaluations

Mode of
Delivery

Therapeutic
Approach Complications

Gibberd 1936 [13] 25 36 1820 <2.5◦ no no no no vaginal delivery subtotal
hysterectomy no

Blaikley 1936,
case 1 [14] n.a n.a. n.a. n.a. n.a. n.a. n.a. no vaginal delivery subtotal

hysterectomy no

Blaikley 1936,
case 2 [14] n.a. n.a. n.a. n.a. n.a. n.a. n.a. no vaginal delivery subtotal

hysterectomy no

Naidu 1962 [15] 35 n.a. n.a. n.a. n.a. no no no vaginal delivery total
hysterectomy no

Deckers 2000 [16] 33 38 2685 9◦ no Cesarean section no no vaginal delivery hysterotomy no

Shekhar 2010 [17] 26 30 n.a. n.a. n.a.

LPS left
adnexectomy,

right
cystectomy

no no vaginal delivery hysterotomy no

Lee 2012 [18] 34 35 2270 19.5◦ septate uterus no no no vaginal delivery hysterotomy no

Amin 2014 [19] 25 31 1800 67.6◦
bilateral

hydronephrosis,
CHD (asd with left to

right shunt)

no no no vaginal delivery hysterotomy no

Alanbay 2016 [3] 34 32 1650 6◦ no Cesarean section yes no Cesarean
delivery manual removal

excessive bleeding
requiring

compression
sutures and blood

transfusions

Bijurström
2018 [20] 33 n.a. n.a. n.a. partial septate uterus curettage no no vaginal delivery curettage no

Xavier 2019 [21] 16 35 n.a. n.a. n.a. n.a. no no vaginal delivery hysterotomy no

Nakatsuka 2020,
case 1 [10] 30 39 3212 32.2◦ no no no CT, MRI vaginal delivery expectant

management fever

Nakatsuka 2020,
case 2 [10] 31 36 1810 <2.5◦ pulmonary agenesis

of the fetal left lung no no no Cesarean
delivery

expectant
management

fever,
haemorrhage

requiring UAE and
blood transfusions

Nakatsuka 2020,
case 3 [10] 31 37 2550 10.9◦ tetralogy of Fallot no no no Cesarean

delivery manual removal No

Rajbhar 2021 [22] 26 34 n.a. n.a. no no no no vaginal delivery hysterotomy no

Legend: n.a: not available; LPS: laparoscopic; CHD: congenital heart defect; CT: computed tomography; MRI: magnetic resonance imaging; UAE: uterine arteries embolization.
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4. Discussion
4.1. Angular Pregnancy Diagnosis

AP is a difficult entity to diagnose, due to the lack of agreement regarding the definition
and differential diagnosis. The words cornual, interstitial and angular pregnancies are
often used interchangeably. Cornual pregnancy is a completely different entity, subsequent
to a Mullerian anomaly. Indeed, according to its most recent definition, it is considered
as “a conception that develops in the rudimentary horn of a uterus with a Mullerian
anomaly” [8,23]; the differential diagnosis between angular and interstitial pregnancies
is more difficult. Indeed, it is made up on the basis of different parameters: firstly, the
direction of the round ligament displacement from the gestational sac, the AP displaces
it upward and outward whereas the interstitial one displaces this last medially [8,23,25].
Moreover, in an AP, the embryo locates in the lateral wall of the uterus and is surrounded by
the endometrial layer, whereas in the case of an interstitial pregnancy, the embryo locates in
the muscular layer of the emerging uterine tube, and it does not take any contact with the
endometrial layer [3]. Additional sonographic signs typical of AP are the demonstration of
a so-called “double sac” (the presence of surrounding endometrium around the gestational
sac, specifically composed of a decidual reaction layer and a chorionic ring) [26,27], a
myometrial coat thickness of at least 5 to 8 mm [1] and the absence of the “interstitial
line sign” (which is typical of an interstitial pregnancy) [28]. The best time to properly
diagnose an AP is the first trimester, during the first trimester dating scan. Doubtful
cases may also benefit from a three-dimensional ultrasound evaluation which allows for a
better visualization of the endometrial canal, and/or from a magnetic resonance imaging
examination. This last technique helps in the differential diagnosis between an AP and
interstitial pregnancy; the first may present with a gestational sac surrounded by a T2
hyperintense endometrium whereas the second one may present with a gestational sac
surrounded by a T2 hypointense myometrium [29,30].

It is crucial to make a differential diagnosis between these two entities because they
have a completely different prognosis; if angular pregnancy has been defined by the Euro-
pean Society of Human Reproduction and Embryology [26] as “a variation of a normally
implanted intrauterine pregnancy, rather than a form of ectopic pregnancy” [26], which
associates with a live birth rate in 69–80% cases [2,7], the interstitial one is considered to be
an ectopic pregnancy, responsible for around 20% of all maternal deaths [8]. A misdiagnosis
of an interstitial pregnancy can lead to uterine rupture and maternal shock early on during
pregnancy [9].

4.2. AP Complications
4.2.1. Fetal Growth Restriction and Retained Placenta

Fetal growth restriction occurred in four out of eight of the described cases, and none of
those women suffered from a Mullerian anomaly, a well-known condition associated with
a higher risk of growth restriction [31]. Contrary to the normal placental growth pattern,
in the case of an AP, the placenta must adopt a rigid uterine angle shape. This condition,
in association with placental adhesion anomalies and muscular weakness at the level of
placental plat, has been postulated to play a role in fetal growth [3]. Moreover, recent
evidence suggests an underlying association between growth restriction, pre-eclampsia,
preterm birth and retained placenta, which reflects the possible impact of a defective
placentation on the fetal well-being. All these conditions are part of a larger spectrum of
disorders of defective or impaired deep placentation. These disorders are known to be
associated with enhanced oxidative stress and apoptosis within the placenta, which in
turn have been shown to associate with a retained placenta [32,33]. However, the little
numbers of our literature review cases do not allow for any generalization regarding a
retained placenta after an AP and growth restriction; therefore, further prospective studies
are needed.
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4.2.2. Retained Placenta

A higher risk of an abnormal third stage of labor due to a retained placenta in the
case of an AP has been reported in the available literature. The incidence is around double
with respect to the general obstetric population (4% versus 2.7% in high-income countries
and 1.5% in low-income countries) [34,35]. Taking into account that the main factor re-
sponsible for placenta delivery after birth is the retro-placental myometrial contraction, it
can be postulated that in the presence of an AP, the thin retro-placental myometrial wall
causes an ineffective contractility, which may contribute to the occurrence of a retained
placenta [36,37]. According to the available guidelines, a prolonged third stage of labor
can be diagnosed 30 min after birth if managed actively whereas after 60 min if managed
physiologically [37,38]. After birth and prior to diagnosing the placenta to be retained,
active management, with Oxytocin administration (10 units, intravenous or intramuscular),
uterine massage and umbilical cord gentle traction, is recommended to facilitate a sponta-
neous placental separation [37,38]. Once a retained placenta is diagnosed, an attempt at
manual removal, with an adequate analgesia [37–39], should be offered to the patient. If
this last technique fails, either a “banjo” curette or large oval forceps (Sopher or Bierer) can
be used [34]. However, in the presence of an inaccessible placenta like in the case of an AP,
manual removal, but also curettage can be challenging and ineffective. Therefore, in the
suspicion of such a case after the failure of conservative treatments, a surgical conservative
management, like a hysterotomy at the level of the myometrium overlying the placenta,
can be taken into account. Our case demonstrated a retained placenta after an AP had been
properly suspected during the first trimester dating scan; therefore, operators’ awareness
regarding the potential risk of an abnormal third stage of labor allowed for a successful sur-
gical conservative management without any complications. Up to 2023, only six previous
cases have described a conservative surgical management of a retained placenta after an
AP; therefore, further studies are needed to better evaluate the efficacy and safety of such
a technique.

5. Conclusions

AP is a difficult entity to diagnose, but an accurate study of the placenta location
allows operators to be aware of being in front of such a condition that in most cases, led to
an uneventful pregnancy. In the presence of an AP, attention should be paid to fetal growth
assessment through gestation, and, in the eventuality of a retained placenta after birth, if
conservative strategies fail, then surgical treatment should be taken into account. With this
purpose, a uterine hysterotomy should be considered due to its safety and effectiveness.
In such cases, the possible complications associated with the presence of a uterine scar
(placenta accreta spectrum disorders and/or uterine rupture) should be taken into account
for further pregnancies.
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3. Alanbay, İ.; Öztürk, M.; Karaşahin, K.E.; Yenen, M.C. Angular pregnancy. Turk. J. Obstet. Gynecol. 2016, 13, 218–220. [CrossRef]
4. Durand, Y.G.; Capoccia-Brugger, R.; Vial, Y.; Balaya, V. Diagnostic dilemma between angular and interstitial ectopic pregnancy:

3D ultrasound features. J. Ultrasound. 2022, 25, 989–994. [CrossRef]
5. Tulandi, T. Angular Pregnancy, Interstitial Pregnancy, Caesarean Scar Pregnancy and Multidose Methotrexate. J. Obstet. Gynaecol.

Can. 2017, 39, 611–612. [CrossRef]
6. Doubilet, P.M.; Benson, C.B.; Bourne, T.; Blaivas, M. Diagnostic criteria for nonviable pregnancy early in the first trimester. N.

Engl. J. Med. 2013, 369, 1443–1451. [CrossRef]
7. Bollig, K.J.; Schust, D.J. Refining Angular Pregnancy Diagnosis in the First Trimester: A Case Series of Expectant Management.

Obstet. Gynecol. 2020, 135, 175–184. [CrossRef]
8. Finlinson, A.R.; Bollig, K.J.; Schust, D.J. Differentiating pregnancies near the uterotubal junction [angular, cornual, and interstitial]:

A review and recommendations. Fertil. Res. Pract. 2020, 6, 8. [CrossRef]
9. Marfori, C.Q.; Kotzen, M. Angular vs. interstitial pregnancy: A case report highlighting diagnostic nuances with stark manage-

ment differences. Case Rep. Womens Health 2018, 19, e00068. [CrossRef]
10. Nakatsuka, E.; Mimura, K.; Endo, M.; Miyake, T.; Kakigano, A.; Matsuzaki, S.; Kawanishi, Y.; Tomimatsu, T.; Kimura, T.

Conservative management for adherent placenta after live birth in angular or interstitial pregnancies: A new entity “angular
placenta attachment”. Taiwan. J. Obstet. Gynecol. 2020, 59, 975–979. [CrossRef]

11. Lees, C.C.; Stampalija, T.; Baschat, A.; da Silva Costa, F.; Ferrazzi, E.; Figueras, F.; Hecher, K.; Kingdom, J.; Poon, L.C.; Salomon,
L.J.; et al. ISUOG Practice Guidelines: Diagnosis and management of small-for-gestational-age fetus and fetal growth restriction.
Ultrasound Obstet. Gynecol. 2020, 56, 298–312. [CrossRef]

12. Herman, A.; Weinraub, Z.; Bukovsky, I.; Arieli, S.; Zabow, P.; Caspi, E.; Ron-El, R. Dynamic ultrasonographic imaging of the third
stage of labor: New perspectives into third-stage mechanisms. Am. J. Obstet. Gynecol. 1993, 168, 1496–1499. [CrossRef]

13. Gibberd, G.F. Angular pregnancy associated with incarceration of the placenta during the third stage of labor. Guy’s Hosp. Rep.
1936, 86, 486.

14. Blaikley, J.B. Two Cases of Angular Pregnancy: [Section of Obstetrics and Gynæcology]. Proc. R. Soc. Med. 1936, 29, 1648–1650.
15. Naidu Prema, M.; Kanakadurgamba, K. Angular or tubo-uterine pregnancy. J. Obstet. Gynaecol. India 1962, 12, 638–644.
16. Deckers, E.A.; Stamm, C.A.; Naake, V.L.; Dunn, T.S.; McFee, J.G. Hysterotomy for retained placenta in a term angular pregnancy.

A case report. J. Reprod. Med. 2000, 45, 153–155.
17. Shekhar, S.; Verma, S.; Motey, R.; Kaushal, R. Hysterotomy for retained placenta with imminent uterine rupture in a preterm

angular pregnancy. Acta Obstet. Gynecol. Scand. 2010, 89, 1615–1616. [CrossRef]
18. Lee, D.; Johnson, J. Hysterotomy for retained placenta in a septate uterus: A case report. Case Rep. Obstet. Gynecol. 2012, 2012,

594140. [CrossRef]
19. Amin, S.V.; Siddesh, A.; Baratnur, S.; Hebbar, S.S. Retain womb in retained placenta: Hysterotomy for retained bilobed placenta

in a preterm angular pregnancy. Int. J. Reprod. Contracept. Obstet. Gynecol. 2014, 3, 1122–1124. [CrossRef]
20. Bjurström, J.; Collins, S.; Langhoff-Roos, J.; Sundberg, K.; Jørgensen, A.; Duvekot, J.J.; Groenbeck, L. Failed manual removal of the

placenta after vaginal delivery. Arch. Gynecol. Obstet. 2018, 297, 323–332. [CrossRef]
21. Xavier, J.; Feitosa, F.; Alves, J. Hysterotomy for Placental Delivery after Angular Pregnancy: A Case Report. JSM Obstet. Gynecol.

2019, 5, 1–3.
22. Rajbhar, S.; Keshkar, M. Angular pregnancy: An under-recognised entity presenting with retained placenta. Int. J. Reprod.

Contracept. Obstet. Gynecol. 2021, 10, 2914–2916. [CrossRef]
23. Cunningham, F.; Leveno, K.J.; Bloom, S.L.; Dashe, J.S.; Hoffman, B.L.; Casey, B.M.; Spong, C.Y. Ectopic pregnancy. In Williams

Obstetrics, 25th ed.; McGraw-Hill: New York, NY, USA, 2014.
24. Quaresima, P.; Fesslova, V.; Farina, A.; Kagan, K.O.; Candiani, M.; Morelli, M.; Crispi, F.; Cavoretto, P.I. How to do a fetal cardiac

scan. Arch. Gynecol. Obstet. 2023, 307, 1269–1276. [CrossRef]
25. Jansen, R.P.; Elliott, P.M. Angular intrauterine pregnancy. Obstet. Gynecol. 1981, 58, 167–175.
26. ESHRE Working Group on Ectopic Pregnancy; Kirk, E.; Ankum, P.; Jakab, A.; Le Clef, N.; Ludwin, A.; Small, R.; Tellum, T.;

Töyli, M.; Van den Bosch, T.; et al. Terminology for describing normally sited and ectopic pregnancies on ultrasound: ESHRE
recommendations for good practice. Hum. Reprod. Open 2020, 2020, hoaa055. [CrossRef]

27. Richardson, A.; Hopkisson, J.; Campbell, B.; Raine-Fenning, N. Use of double decidual sac sign to confirm intrauterine pregnancy
location prior to sonographic visualization of embryonic contents. Ultrasound Obstet. Gynecol. 2017, 49, 643–648. [CrossRef]

28. Grant, A.; Murji, A.; Atri, M. Can the Presence of a Surrounding Endometrium Differentiate Eccentrically Located Intrauterine
Pregnancy from Interstitial Ectopic Pregnancy? J. Obstet. Gynaecol. Can. 2017, 39, 627–634. [CrossRef]

29. Liu, W.; Xie, W.; Zhao, H.; Jiao, X.; Sun, E.; Jiang, S.; Zheng, N.; Wang, Z. Using MRI to differentiate upper-lateral intracavitary
pregnancy and interstitial pregnancy for the patients with pregnancies in the uterotubal junction during the first trimester. Eur.
Radiol. 2022, 32, 6619–6627. [CrossRef]

https://doi.org/10.1067/j.cpradiol.2022.11.005
https://doi.org/10.23937/2377-9004/1410015
https://doi.org/10.4274/tjod.42402
https://doi.org/10.1007/s40477-022-00668-1
https://doi.org/10.1016/j.jogc.2017.03.105
https://doi.org/10.1056/NEJMra1302417
https://doi.org/10.1097/AOG.0000000000003595
https://doi.org/10.1186/s40738-020-00077-0
https://doi.org/10.1016/j.crwh.2018.e00068
https://doi.org/10.1016/j.tjog.2020.09.033
https://doi.org/10.1002/uog.22134
https://doi.org/10.1016/S0002-9378(11)90788-1
https://doi.org/10.3109/00016349.2010.516354
https://doi.org/10.1155/2012/594140
https://doi.org/10.5455/2320-1770.ijrcog20141251
https://doi.org/10.1007/s00404-017-4579-2
https://doi.org/10.18203/2320-1770.ijrcog20212695
https://doi.org/10.1007/s00404-023-06951-8
https://doi.org/10.1093/hropen/hoaa055
https://doi.org/10.1002/uog.15966
https://doi.org/10.1016/j.jogc.2017.03.087
https://doi.org/10.1007/s00330-022-08786-4


Diagnostics 2023, 13, 3492 11 of 11

30. Quaresima, P.; Saccone, G.; Pellegrino, R.; Vaccarisi, S.; Taranto, L.; Mazzulla, R.; Bernardo, S.; Venturella, R.; Di Carlo, C.; Morelli,
M. Incidental diagnosis of a pancreatic adenocarcinoma in a woman affected by gestational diabetes mellitus: Case report and
literature review. Am. J. Obstet. Gynecol. MFM 2021, 3, 100471. [CrossRef]

31. Karami, M.; Jenabi, E. The association between Mullerian anomalies and IUGR: A meta-analysis. J. Matern. Fetal Neonatal Med.
2019, 32, 2408–2411. [CrossRef]

32. Favilli, A.; Tosto, V.; Ceccobelli, M.; Parazzini, F.; Franchi, M.; Bini, V.; Gerli, S. Risk factors for non-adherent retained placenta
after vaginal delivery: A systematic review. BMC Pregnancy Childbirth 2021, 21, 268. [CrossRef]

33. Endler, M.; Saltvedt, S.; Cnattingius, S.; Stephansson, O.; Wikström, A. Retained placenta is associated with pre-eclampsia,
stillbirth, giving birth to a small-for-gestational-age infant, and spontaneous preterm birth: A national register-based study. BJOG
2014, 121, 1462–1470. [CrossRef]

34. Franke, D.; Zepf, J.; Burkhardt, T.; Stein, P.; Zimmermann, R.; Haslinger, C. Retained placenta and postpartum hemorrhage: Time
is not everything. Arch. Gynecol. Obstet. 2021, 304, 903–911. [CrossRef]

35. Weeks, A.D.; Mirembe, F.M. The retained placenta-new insights into an old problem. Eur. J. Obstet. Gynecol. Reprod. Biol. 2002,
102, 109–110. [CrossRef]

36. Patwardhan, M.; Hernandez-Andrade, E.; Ahn, H.; Korzeniewski, S.J.; Schwartz, A.; Hassan, S.S.; Romero, R. Dynamic Changes
in the Myometrium during the Third Stage of Labor, Evaluated Using Two-Dimensional Ultrasound, in Women with Normal and
Abnormal Third Stage of Labor and in Women with Obstetric Complications. Gynecol. Obstet. Investig. 2015, 80, 26–37. [CrossRef]

37. National Collaborating Centre for Women’s and Children’s Health [UK]. Intrapartum Care: Care of Healthy Women and Their Babies
during Childbirth; National Institute for Health and Care Excellence [UK]: London, UK, 2014.

38. WHO Guidelines for the Management of Postpartum Haemorrhage and Retained Placenta; World Health Organization: Geneva,
Switzerland, 2009.

39. Committee on Practice Bulletins-Obstetrics. Practice Bulletin No. 183: Postpartum Hemorrhage. Obstet. Gynecol. 2017, 130,
e168–e186. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.ajogmf.2021.100471
https://doi.org/10.1080/14767058.2018.1432588
https://doi.org/10.1186/s12884-021-03721-9
https://doi.org/10.1111/1471-0528.12752
https://doi.org/10.1007/s00404-021-06027-5
https://doi.org/10.1016/S0301-2115(01)00592-9
https://doi.org/10.1159/000370001
https://doi.org/10.1097/AOG.0000000000002351

	Introduction 
	Case Report 
	Literature Review 
	Search Strategy 
	Literature Review Results 

	Discussion 
	Angular Pregnancy Diagnosis 
	AP Complications 
	Fetal Growth Restriction and Retained Placenta 
	Retained Placenta 


	Conclusions 
	References

