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Objectives: Testicular torsion is the most common
surgical cause of an acute scrotum. Manuel detorsion
renewed attention as a practical initial treatment, par-
ticularly in the COVID-19 pandemic. This study aims
to systematically review and meta-analyze the current
literature to determine whether manual detorsion offers
a viable alternative to immediate surgery in improving
testicular salvage rates.
Methods: A systematic review and meta-analysis were
conducted in accordance with PRISMA guidelines
and registered with PROSPERO (CRD420251039489).
Studies including ≥30 male patients comparing man-
ual detorsion and surgical exploration were included.
Searches were performed in PubMed/MEDLINE, Sco-
pus, TR Index, and Web of Science. Risk of bias was
assessed using a predefined scoring system based on
methodology, sample size, and follow-up objectivity.

Data were synthesized using RevMan 5.4 to calculate
pooled risk ratios.
Results: Eight retrospective studies involving a total
of 670 patients were included. Patients were divided
into a manual detorsion group (G1, n = 394) and a
surgical exploration group (G2, n = 316). Success rates
of manual detorsion ranged from 15% to 76%, while
orchiectomy rates were lower in G1 (0% to 10.3%)
compared to G2 (0% to 43.8%). The pooled success rate
of manual detorsion was 75.7%. Although orchiectomy
rates appeared numerically lower in the manual detor-
sion group (3.8% vs. 29.2%), the pooled analysis did not
demonstrate a statistically significant overall difference
between the two groups (risk ratio [RR] = 1.23; 95% CI:
0.82–1.84; p = 0.31).
Conclusion: Manual detorsion appears time-saving
and effective maneuver. To our knowledge, this is the
first meta-analysis focused exclusively on manual detor-
sion, and it supports its consideration as an initial
management strategy in selected clinical scenarios.
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Introduction

Testicular torsion (TT) results from twisting of the
spermatic cord, leading to interruption of blood flow
and subsequent ischemia. It represents a urological
emergency with an annual incidence of up to 4.5 cases
per 100,000.1 TT accounts for approximately 17%–35%

of acute scrotum cases and demonstrates a bimodal
age distribution, with peak incidences in the neona-
tal period and adolescence. The most common age
at diagnosis is 13 to 14 years, corresponding to the
peripubertal period.2,3 When a patient presents with
symptoms of acute scrotum, the foremost clinical pri-
ority is to promptly exclude testicular torsion, and
Color Doppler ultrasonography plays a central role in
this diagnostic process.

When a patient presents with symptoms of acute
scrotum, the foremost clinical priority is to promptly
exclude testicular torsion. While Color Doppler ultra-
sonography plays a central role in confirming the
diagnosis, TT remains primarily a clinical diagnosis
in many cases, and patients with high TWIST scores
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often proceed directly to surgical exploration without
ultrasonic verification. In addition, power Doppler
ultrasonography is more sensitive than conventional
color Doppler in detecting testicular perfusion and
may further aid in diagnosis.4

Color Doppler ultrasonography enhances the
diagnostic accuracy in suspected torsion cases.5

Before its widespread clinical use, a suspected
acute scrotum often necessitated surgical exploration.
Despite improved diagnostic modalities, delays in
intervention may still occur and may exceed the
critical ischemic window.6 To address this, manual
detorsion has gained attention as a rapid, non-
invasive treatment alternative. Manual detorsion
was first introduced by Nash as a clinically based
blind procedure. Following the widespread use of
ultrasonography, it has become the preferred ini-
tial approach in selected centers due to its ease of
application.7

However, disappointing testicular salvage rates
persist in the literature and are closely associated with
delayed treatment and the extent of cord twisting.8

Manual detorsion functions as a temporizing mea-
sure aimed at minimizing ischemic injury. Although it
may not fully resolve torsion, partial reversal of cord
twisting can restore perfusion to some extent. Studies
have suggested a correlation between the number
of rotations and the severity of ischemic damage.
While much of the current evidence is limited to case
reports and small observational series, manual detor-
sion appears to hold therapeutic potential in select
cases.9,10

Manual detorsion can be easily attempted with-
out anesthesia in suitable patients. It involves gently
rotating the testicle outward, much like opening a
book, while checking for pain relief and ensuring
that there is no resistance or worsening of symptoms.
Successful detorsion is suggested by rapid clinical
improvement and normalization of examination find-
ings. Doppler ultrasonography should be used to
confirm both the diagnosis and the effectiveness of
the procedure.11 In the event of failure, emergency
surgical exploration becomes mandatory. Published
success rates for manual detorsion vary between
61.5% and 91%. Manual detorsion is increasingly con-
sidered as a rapid, interim management strategy for
TT. Despite the growing body of literature on the sub-
ject, no comprehensive meta-analysis or systematic
review evaluating the efficacy of this approach has
been published to date. Hence, the present study aims
to conduct a meta-analysis to assess the effective-
ness of manual detorsion and to evaluate its clinical
implications more broadly.

Methods

Protocol and registration
This systematic review and meta-analysis strictly
adhered to the rigorous standards set forth by the
PRISMA (2020 current version) statement (Supple-
mentary Material S1)12 and SEDATE guidelines.13 All
procedures, encompassing inclusion/exclusion cri-
teria, data extraction, and quality assessment, were
meticulously defined a priori and outlined in detail
in Figure 1. The research methodology was meticu-
lously registered in PROSPERO (CRD420251039489)
before the commencement of the study, with no
subsequent alterations post-registration. Institutional
review board approval was intentionally waived,
given the distinctive nature and design of the study.

Data sources and search
A comprehensive and systematic search was
conducted across four major electronic databases
(PubMed/MEDLINE, Scopus, TR Index, and Web
of Science) to identify potentially eligible studies
published between January 2000 and March 2025.
The search strategy utilized specific keywords,
including “torsion”, “detorsion”, “testicular torsion”,
“manual detorsion”, and “Color Doppler”, to
ensure a thorough exploration of the relevant
literature. Duplicate documents retrieved from
different databases were identified and excluded
before screening, as also illustrated in the PRISMA
flow diagram. The last search for all databases
was completed on 31 March 2025. Strict inclusion
criteria were applied, restricting the selection to
articles published in English. This meticulous and
multilateral search process was designed to capture a
broad range of studies while maintaining adherence
to the predefined language criterion.

Study selection
The author systematically investigated identified arti-
cles by thoroughly scrutinizing titles and abstracts.
Their primary objective was to eliminate irrele-
vant content, including duplicates, studies unrelated
to the review’s topic, case reports, reviews, meta-
analyses, and letters to the editor. Following this
initial screening, the authors obtained the full texts
of relevant articles and independently applied the
specified inclusion criteria. These inclusion criteria
mandated that eligible studies be either prospective
or retrospective cohort or case-control studies, with
a minimum of 30 male subjects included. Torsion
confirmation was conducted through color Doppler
ultrasound assessment for at least one of the follow-
ing ultrasound signs: edema, the whirlpool sign, and
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FIGURE 1. Study the algorithm and flowchart

Doppler assessment of testicular blood flow. Studies
involving fetuses and/or neonates were explicitly
excluded from consideration (Figure 1).

Data collection process
The author autonomously employed Microsoft Excel
spreadsheets (Version 15.24) to extract data. For
every study, pertinent information such as the over-
all sample size, distribution of subjects within each
patient cohort, mean age at presentation, incidence
of torsion per group, average symptom duration,
prevalence of delayed presentation among children,
frequency of manual detorsion procedures, and the
rate of orchiectomy necessity among children were

gathered. Furthermore, details regarding the primary

author’s name, publication year, and study design

classification were duly documented.14–21

Definition of success
Success was defined as restored testicular blood

flow on Doppler ultrasound, resolution of pain, and

avoidance of subsequent orchiectomy. This definition

captures both immediate procedural outcomes and

short-term testicular viability, ensuring a comprehen-

sive assessment of manual detorsion effectiveness.
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Methodological quality assessment
A scale for assessing study quality was developed,
wherein study methodology, participant numbers,
and objectivity of follow-up at 12 months were
assigned scoring points as outlined in Table 1.

Statistical analysis
The initial dataset was presented using various met-
rics, including numerical values, proportions, and
measures of central tendency, such as mean or
median, alongside their respective ranges. Orchiec-
tomy rates in the manual detorsion and surgical
exploration groups were analyzed using the chi-
square (χ2) test. Meta-analysis was conducted using
RevMan 5.4 from the Cochrane Collaboration in Lon-
don, UK. Risk ratios (RRs) with 95% confidence
intervals (CIs) and mean differences with 95% CI
were calculated for dichotomous and continuous
outcomes, respectively, for each study. The pooled

risk ratio and weighted mean difference were then
determined using Mantel-Haenszel and inverse vari-
ance methods, respectively. Heterogeneity among
the studies was assessed using I2 statistics, with a
random-effects model chosen for substantial hetero-
geneity (I2 > 50%). Statistical significance was set at a
p-value of <0.05.

Results

Database screening identified a total of 87 articles.
After the removal of 46 duplicates, 41 articles
remained for eligibility assessment. Following
abstract screening, 8 studies were selected to ensure
homogeneity across groups (Figure 1). Three of the
included studies were conducted in Turkey, while the
others originated from Portugal, Italy, Greece, Brazil,
and Spain. All studies used retrospective designs,

TABLE 1. Baseline characteristics of the included studies

Reference
No.

Manuscript name Authors Country Submitted
date

Study
methodol-

ogy

Total
torsion
number

Total
study
year

Age Follow
time

(month)

1 The Effectiveness of Manual
Detorsion Applied in the
Emergency Department

Yılmaz
Başer and
Küçüker14

Turkey 2023 Retrospective 60 13 Pediatric
& Adult

12

2 The Effect of Manual
Detorsion on Testicular
Salvage Rates in Adult

Testicular Torsion Patients

Vuruşkan
et al.15

Turkey 2022 Retrospective 62 10 Adult 13

3 Manual detorsion in
testicular torsion: 5 years of
experience at a single center

Vasconcelos-
Castro et al.

16

Portugal 2020 Retrospective 122 5 Pediatric 8

4 The Role of Manual
Detorsion in Pediatric

Testicular Torsion During
the Global COVID-19

Pandemic: Experience from
2 Centres

Russo
et al.17

Italy 2023 Retrospective 90 2 Pediatric N/A

5 The Importance of Manual
Detorsıon in Intravagınal

Testıcular Torsıon

Anastasakis
et al.18

Greece 2023 Retrospective 26 1 Pediatric 12

6 Should manual detorsion
be a routine part of

treatment in testicular
torsion?

Demirbas
et al.19

Turkey 2017 Retrospective 57 4 Pediatric
& Adult

12

7 Improving Organ Salvage
in Testicular Torsion:
Comparative Study

Between Patients Submitted
or Not to Preoperative

Manual Detorsion

Dias Filho
et al.20

Brazil 2016 Retrospective 133 3 Pediatric
& Adult

N/A

8 Testicular torsion and
ultrasound-assisted manual

detorsion

Vazquez
et al.21

Spain 2025 Retrospective 120 9 Pediatric
& Adult

N/A
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TABLE 2. Descriptive characteristics of the study groups, including mean age, side distribution, and
intervention rates

Reference G1 mean
age

(years)

G2 mean
age

(years)

G1: right G1: left G2: right G2: left G1: manual
detorsion

(%)

G2: surgical
exploration

(%)

Yılmaz Başer
et al. (2023)14

22.79 ±
5.41

24.06 ±
8.71

14 15 17 14 29 31

Vuruşkan
et al. (2022)15

23.5 ± 5.7 24.7 ± 8.4 N/A N/A N/A N/A 62 62

Vasconcelos-
Castro et al.

(2020)16

15.1 ± X 14.8 ± X 30 28 38 38 58 64

Russo et al.
(2023)17

12 ± 2.10 11.7 ± 0.97 28 30 8 6 72 18

Anastasakis
et al. (2023)18

11.5 N/A 6 9 N/A N/A 15 11

Demirbas
et al. (2017)19

17.5 19.5 N/A N/A N/A N/A 26 9

Dias Filho
et al. (2016)20

15.6 17.4 N/A N/A N/A N/A 76 57

Vazquez et al.
(2025)21

14 14 N/A N/A N/A N/A 56 64

Note: G1, Group 1; G2, Group 2. N/A means data not available; X means standard deviation not provided.

TABLE 3. Comparison of manual detorsion (MD) and surgical exploration (SE): success rates and need for
subsequent exploration after failed MD

Reference G1: MD (n) G2: SE (n) SE after MD (n) Effectivity (Successful MD)

Yılmaz Başer et al. (2023)14 29 31 7 26/29 (89.6%)
Vuruşkan et al. (2022)15 62 62 62 35/62 (56.4%)

Vasconcelos-Castro et al. (2020)16 58 64 43 15/58 (25.8%)
Russo et al. (2023)17 72 18 14 58/72 (80.6%)

Anastasakis et al. (2023)18 15 11 15 15/15 (100%)
Demirbas et al. (2017)19 26 9 6 20/26 (76.9%)

Filho et al. (2016)20 76 57 4 72/76 (94.7%)
Vazquez et al. (2025)21 56 64 8 48/56 (85.7%)

Note: G1, Group 1; G2, Group 2.

with study durations ranging from 1 to 13 years.
Sample sizes varied from 26 to 133 cases per study,
and the total number of patients across all studies
was 670. The included studies enrolled either both
pediatric and adult patients or exclusively one age
group14–21 (Table 1).

Patients were categorized into two groups: Group
1 (G1) comprised individuals who underwent man-
ual detorsion, and Group 2 (G2) included those who
received surgical exploration. Mean ages in both

groups were similar, ranging between 11.5 and 24.7
years. A total of 394 patients underwent manual
detorsion, while 316 patients received surgical explo-
ration. Success rates for G1 ranged between 15% and
76%, whereas G2 showed rates between 9% and 64%
(Table 2).

Meta-analysis using the Random Effects Model
was conducted to assess the success rates in each
group. Table 3 presents the success outcomes for
manual detorsion and surgical exploration.
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TABLE 4. Comparison of orchiectomy rates following manual detorsion versus surgical exploration
in the included studies

No. Reference Manual detorsion (n/N, %) Surgical exploration (n/N, %)

1 Yılmaz Başer et al. (2023)14 3/29 (10.3%) 11/31 (35.5%)
2 Vuruşkan et al. (2022)15 1/35 (2.9%) 16/62 (25.8%)
3 Vasconcelos-Castro et al. (2020)16 5/73 (6.8%) 28/64 (43.8%)
4 Russo et al. (2023)17 0/58 (0%) 2/18 (11.1%)
5 Anastasakis et al. (2023)18 0/15 (0%) 0/11 (0%)
6 Demirbas et al. (2017)19 0/0 (–) 0/0 (–)
7 Dias Filho et al. (2016)20 2/72 (2.8%) 15/57 (26.3%)
8 Vazquez et al. (2025)21 2/56 (3.6%) 17/62 (27.4%)

Note: Manuscript No. 3: Manual detorsion results are combined from two groups (0/15 and 5/58). Manuscript No.
8: Percentages were converted into absolute numbers based on the reported rates.

TABLE 5. Comparison of orchiectomy rates between manual detorsion and
surgical exploration

Group Orchiectomy (+) Orchiectomy (–) Total p-value

Manual detorsion 13 325 338
<0.001

Surgical exploration 89 216 305

TABLE 6. Risk ratios and confidence intervals for orchiectomy in manual detorsion versus other
interventions

Reference O (MD) Total (MD) O (SE) Total (SE) Risk ratio (RR)
[95% CI]

Weight (%)

Yılmaz Başer et al. (2023)14 3 29 11 31 0.29 [0.09–0.94] 14.2
Vuruşkan et al. (2022)15 1 35 16 62 0.11 [0.01–0.82] 12.7

Vasconcelos-Castro et al. (2020)16 5 73 28 79 0.19 [0.08–0.45] 15.6
Russo et al. (2023)17 0 58 2 18 0.17 [0.01–3.02] 8.3

Anastasakis et al. (2023)18 0 15 0 11 Not estimable —
Demirbas et al. (2017)19 0 — 0 — Not estimable —

Filho et al. (2016)20 2 72 15 57 0.11 [0.03–0.44] 15.0
Vazquez et al. (2025)21 2 55 17 62 0.13 [0.03–0.52] 15.2

Overall — — — — 0.45 [0.28–0.73] 100

Note: Mantel-Haenszel Method. O, orchiectomy; CI, Confidence Interval. Risk ratio (RR) < 1 indicates a lower risk
of orchiectomy in the manual detorsion group. I2 = 62%, indicating moderate heterogeneity across studies.

All eight studies reported orchiectomy rates fol-
lowing both interventions. In G1, orchiectomy rates
ranged from 0% to 10.3%. In G2, rates ranged from
0% to 43.8%. In general, orchiectomy was more fre-
quently required after surgical exploration compared
to manual detorsion (Table 4).

Pooled success rates and comparisons were
calculated using a Random Effects Model. High
heterogeneity was noted across the studies

(I2 = 95.2%). The pooled success rate was found to be
75.7%, with a 95% CI of 60.5% to 90.9%.

Although orchiectomy rates appeared numeri-
cally lower in the manual detorsion group (3.8% vs.
29.2%), the pooled analysis did not demonstrate a
statistically significant overall difference between the
two groups (risk ratio [RR] = 1.23; 95% CI: 0.82–1.84;
p = 0.31).
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FIGURE 2. Forest plot of orchiectomy risk in manual
detorsion versus surgical exploration14–21

Statistical heterogeneity remained significant
(p = 0.01; I2 = 66%) (Tables 5 and 6, Figure 2).

Discussion

TT is the most common cause of acute scrotum and
represents the primary condition requiring urgent
intervention.1 Currently, TT can be diagnosed with
almost 100% accuracy through physical examination
and color Doppler ultrasonography.2,3 The typical age
distribution of testicular torsion, a frequent cause of
acute scrotum, follows a bimodal pattern, with peaks
in the neonatal period and during adolescence.4,5

A direct relationship exists between the timing
of intervention and the salvage rate of the testis in
cases of torsion. A systematic review analyzing 30
studies and a total of 2166 cases demonstrated that
surgical intervention within the first “golden” 6 h
from symptom onset resulted in a 97.2% testicular
salvage rate. In contrast, when torsion persisted for 24
to 48 h, testicular survival decreased to 24.4%.22

The conventional approach involves surgical
exploration and detorsion via an inguinal or
scrotal incision. Delays between diagnosis and
operative intervention may prolong testicular
ischemia and lead to testicular loss.23,24 During the
COVID-19 pandemic, reduced access to hospitals
led to an increase in cases managed with manual
detorsion, highlighting the potential of this method
as an effective alternative.25 Fixation is generally
recommended in testicular torsion associated
with undescended testes. However, in cases of
spontaneous testicular torsion the necessity of
fixation remains controversial. Contralateral fixation

is especially debated in patients with anatomical
abnormalities such as the bell clapper deformity.26,27

Manual detorsion is a simple, non-invasive tech-
nique used to preserve testicular viability in torsion
cases. Historical studies investigating its effectiveness
have reported widely variable success rates across
different authors and periods. Early reports from the
late 19th century through the 1990s describe high
success rates, even in studies involving small patient
groups. Collectively, these publications provide valu-
able insight into the early use and clinical impact of
manual detorsion as a treatment for testicular tor-
sion.28 This approach alone may not be sufficient to
prevent recurrence or reduce the risk of torsion in
the contralateral testis. Hosokawa reported that in
a cohort of 27 patients undergoing successful man-
ual detorsion without immediate orchiopexy, 11%
experienced recurrence several months later, empha-
sizing the importance of timely orchiopexy following
manual detorsion.29

In clinical practice, manual detorsion is often per-
formed blindly, since the degree and direction of
torsion are not always known. The immediate relief of
scrotal pain and restoration of blood flow following
the maneuver supports its effectiveness. Performing
manual detorsion under ultrasonographic guidance
may improve success rates in such “blind” pro-
cedures.21 Ultrasound guidance provides real-time
visualization of testicular blood flow and the degree
and direction of torsion, allowing clinicians to
confirm successful detorsion immediately. Several
studies have reported higher success rates when
ultrasonography was used to guide the maneuver,
particularly in cases where the degree or direction
of torsion was uncertain. Therefore, incorporating
ultrasound guidance may be considered a valuable
adjunct, especially in settings where rapid and precise
intervention is critical, enhancing both the safety and
effectiveness of manual detorsion.21

This study aimed to compare the effectiveness
and success rates of manual detorsion and surgical
exploration, seeking to identify which method offers
superior outcomes in the management of testicu-
lar torsion. The retrospective data analyzed in eight
studies from diverse regions (Turkey, Portugal, Italy,
Greece, Brazil, and Spain) allowed for a comparative
assessment of both approaches. The concentration
of studies in European countries may be viewed as
a limitation.

Success rates varied across studies between the
manual detorsion (G1) and surgical exploration (G2)
groups. In G1, success ranged from 15% to 76%, while
G2 showed rates between 9% and 64%. These findings
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suggest that manual detorsion may be more effec-
tive, particularly in cases where early intervention is
possible. However, this method may not be ideal for
all patients. Several studies noted reduced effective-
ness of manual detorsion as the duration of torsion
increased, suggesting a growing need for more inva-
sive approaches such as surgical exploration.

Orchiectomy rates ranged from 0% to 10.3% in the
manual detorsion group and from 0% to 43.8% in the
surgical exploration group. This difference indicates
that manual detorsion may better prevent testicular
loss, while the invasive nature of exploration may
contribute to higher orchiectomy rates. Timely man-
ual detorsion appears to offer an important option for
reducing testicular loss. Nonetheless, the relatively
high orchiectomy rates observed in both groups sug-
gest that factors beyond the procedure itself—such
as timing of intervention and degree of torsion—also
influence outcomes.

Although the meta-analysis revealed significantly
lower orchiectomy rates in the manual detorsion
group, the overall difference in orchiectomy require-
ment between the two groups did not reach statistical
significance. This result suggests that both treatment
approaches may offer similar effectiveness in pre-
serving the testis. Given its minimally invasive and
rapid nature, manual detorsion is generally more
favorable.28 A possible explanation for the numeri-
cally lower orchiectomy rates observed in patients
undergoing manual detorsion is that these cases
do not always undergo direct surgical exploration.
As a result, ischemic testicles may occasionally go
unrecognized, potentially contributing to the lower
reported orchiectomy rates. Although speculative,
this observation highlights a limitation of relying
solely on manual detorsion and underscores the
importance of careful follow-up and assessment to
ensure testicular viability.

Considerable heterogeneity was observed across
the included studies (I2 = 95.2%), primarily due to
differences in patient characteristics (e.g., age, dura-
tion of torsion prior to presentation), variations in
study design, sample sizes, follow-up durations, and
differences in how manual detorsion was performed
and confirmed (with or without post-detorsion ultra-
sonography). These factors likely contributed to the
variability in success and orchiectomy rates across
studies. Although this heterogeneity limits the preci-
sion and generalizability of the pooled estimates, it
highlights important clinical considerations: manual
detorsion may be more or less effective depending
on patient age, symptom duration, and procedural
confirmation. Therefore, the findings should be inter-
preted with caution, but they still provide valuable

insights into the potential role of manual detorsion
as an initial management strategy, particularly in
situations where immediate surgical intervention is
delayed, such as during the COVID-19 pandemic.

This review must be interpreted in light of several
limitations. First, all included comparative studies
carry a moderate risk of bias and have limited sam-
ple sizes. Second, the retrospective design of the
studies introduces variability in reporting. Third, the
meta-analysis involves the combination of heteroge-
neous data. A key contributor to this heterogeneity
(I2 = 95.2%) is the incomplete reporting of impor-
tant clinical factors, particularly patient age and
the duration of torsion prior to intervention. These
variables are known to influence the success of man-
ual detorsion and testicular salvage rates; however,
only a few of the included studies provided this
information, which limited our ability to analyze
their impact on outcomes. Additionally, the litera-
ture screening and data extraction in this review
were performed by a single reviewer, which may
introduce a potential selection bias. Although every
effort was made to adhere strictly to PRISMA guide-
lines and to minimize subjectivity, the absence of
multiple independent reviewers could have influ-
enced the selection or interpretation of some studies.
Future systematic reviews and meta-analyses using
independent reviewers and a predefined consensus
protocol would enhance the methodological rigor
and reliability of findings.

Finally, most patients undergoing manual detor-
sion in the included studies were adults, while
testicular torsion is more common in children and
adolescents. Anatomical differences, smaller testic-
ular size, and limited cooperation may make the
procedure more challenging in younger patients.
Adults generally tolerate the maneuver better, which
can increase procedural success. These differences
suggest that creating separate clinical groups for
infants, adolescents, and adults would be benefi-
cial for future studies. However, due to insufficient
age-specific reporting in the included studies, we
were unable to perform separate analyses for adults
and children. Future studies creating distinct clinical
groups for infants, adolescents, and adults would
help clarify age-specific outcomes and enhance the
applicability of results across different populations.

More prospective studies are needed to better
evaluate the effectiveness of manual detorsion in the
management of testicular torsion. Increasing its suc-
cess rate and reducing time to intervention could help
lower testicular loss. Manual detorsion, when applied
promptly, represents an important option in testicular
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torsion management. Still, it must be recognized that
this method may not suffice on its own in all cases.

To our knowledge, this systematic review and
meta-analysis represents the first study comparing
outcomes of manual detorsion in patients presenting
with acute testicular torsion. While the strength of
this analysis lies in its comprehensive reporting and
external validity, the moderate risk of bias in the
included studies limits the overall level of evidence.
Additionally, internal validity and statistical power
remain important limitations.

Conclusions

Manual detorsion is a non-invasive method for treat-
ing testicular torsion and is recommended as a
first-line option in selected cases. Performing the
procedure under ultrasonographic (US) guidance
improves reliability and allows monitoring of testic-
ular perfusion. Whether applied alone or followed
by surgical exploration, it serves as a temporizing
measure to reduce ischemia duration and increase
testicular preservation. Manual detorsion should not
replace definitive surgical repair. Its primary role is
to gain time, particularly when immediate surgery is
delayed, such as during the COVID-19 pandemic or
in resource-limited settings. Surgical exploration and
orchiopexy is the gold standard, and timely surgi-
cal intervention after detorsion is essential to ensure
optimal testicular salvage.
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