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Chorionic bump at early stage 
of gestation: an interesting 

ultrasound finding. Case report 
and literature review

Chorionic bump represents a rare abnormality of the 
gestational sac and, until now, there has been conflicting 
evidence related to its association with adverse perinatal 
outcomes. It appears as a bulge from the choriodecidual 
surface into the gestational sac which often decreases in 
size with time and rarely persists beyond the first trimester. 
Our case report presents and discusses a chorionic bump 
diagnosed early in pregnancy. After adequate counseling, 
the patient opted for termination of pregnancy; the 
embryonic karyotype was normal (46, XY). Taking into 
accoung the relative rarity of this entity, we review the 
available literature in order to raise awareness on this 
interesting sonographic finding.
Keywords: chorionic bump, miscarriage, ultrasound, case 
report

Chorionic bump reprezintă o anomalie rară a sacului gesta­
țional, posibil asociată cu o serie de complicații perinatale. 
Aspectul sonografic este acela al unei formațiuni protruzive în 
interiorul sacului gestațional de la nivelul suprafeței coriode­
ciduale ale cărei dimensiuni de obicei se reduc pe parcursul 
sarcinii, rareori persistând în trimestrul al treilea. În acest 
articol vom prezenta un caz diagnosticat precoce în sarcină 
cu chorionic bump. Pacienta a fost consiliată adecvat privind 
posibilele complicații obstetricale asociate acestui diagnostic, 
iar aceasta a decis întreruperea la cerere a cursului sarcinii. 
Testarea genetică a produsului de concepție a evidențiat un 
cariotip masculin normal (46, XY). Având în vederea raritatea 
acestui aspect ecografic, vom prezenta un review al datelor 
publicate până în prezent în literatura de specialitate referitoare 
la chorionic bump.
Cuvinte-cheie: chorionic bump, avort, ecografie, prezentare 
de caz
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Introduction
A chorionic bump (CB), which was first reported by 

Harris et al. in 2006, has often been described as an ir-
regular, convex bulge from the choriodecidual surface into 
the first-trimester gestational sac(1). It is tipically located 
within the thickest part of the developing placenta, chorion 
frondosum(2). 

The incidence of CB is between 1.5 and 7 per 1000 preg
nancies(3) and the viable pregnancy outcome rate is reported 
between less than 50% to 65% and even higher (83%) if the 
pregnancy is otherwise normal(4). The presence of CB on 
early first-trimester ultrasound increases threefold the risk 
of miscarriage and adverse pregnancy outcomes, making 
it an ultrasound marker that requires a close surveillance 
throughout the pregnancy to prevent the long-term com-
plications and provide adequate counseling to the patient(5).

The most common sonographic findings of CB are a 
protrusion from the chorionic wall into the gestational 
sac, having a central hypoechoic region and a peripheral 

hyperechoic rim, with no vascularity; a less comon aspect 
is a hyperechoic protrusion with no vascularity(6).

The purpose of this paper is to present a case diagnosed 
with chorionic bump at early stage of gestation and to review 
the data available in literature regarding this entity and the 
perinatal outcomes of pregnancies associated with it.

Case presentation
A 27-year-old Caucasian, gravida 1 (births 0, abortus 

0), with 5 weeks and 2 days of amenorrhea and a positive 
urinary pregnancy test, presented in our department of 
fetal medicine for an early scan. The pregnancy was spon-
taneous and planned. The patient’s medical history was 
uneventful. The transvaginal ultrasound examination re-
vealed an unique intrauterine gestational sac, the yolk sac 
and a round hypoechogenic image with a hyperchogenic 
border withing the gestational sac measuring 1.4/1.3 cm 
(Figure 1). Upon color and power Doppler examination, 
no vascular flow was detected. The seric concentration 
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of free beta-HCG was 107,516.99 mUI/mL. The patient 
was rescanned after two weeks and a live embryo became 
visible with a CRL of 9.9 mm (corresponding to 7 weeks 
and 1 day). The sonographic appearance and size of the 
echogenic mass remained unchanged (Figures 2 and 3). 
We established that the diagnosis was a chorionic bump 
and the patient was counseled on the available data ex-
isting in literature regarding this obstetric complication. 
The patient opted for surgical termination of pregnancy 
(dilatation and curettage) and the embryonic karyotype 
came back normal (46, XY). The patient was discharged 
and is currently attempting to conceive again.

Discussion
Chorionic bump is a rare condition usually diagnosed 

in the first trimester of pregnancy as a bulge from the 
choriodecidual surface into the gestational sac. It often 
decreases in size with time and rarely persists beyond 
the first trimester(7), although a recent case has been de-
scribed being diagnosed in the third trimester(3). 

The clinical significance and etiology of the CB remain 
unclear. The existing data hypothesize that the CB might 
be a hematoma, which has been consistently supported 
by sonographic findings and histopathological analysis(6). 
Baalman et al. were of the opinion that the mechanism 
behind chorionic bumps was the extensive necrosis of the 
decidualized endometrium(8).

While some authors suggest that a chorionic bump 
detected during the 11-week to 13-week scan is a tran-
sient, incidental finding with probably no relevant clini-
cal significance(9), a recent systematic review and meta-
analysis which included 173 pregnant women with CB 
and 1263 pregnant women without CB (control group) 
showed that the presence of CB at the first-trimester ul-
trasound significantly increased the risk of miscarriage 
and adverse pregnancy outcomes and reduced the rate 
of live newborns(5). After presenting all this information 
to our patient, she decided to terminate the pregnancy, 
in consequence we were unable to make any comments 
regarding the pregnancy outcome.

Another recent paper published by Lu et al. revealed 
that an increased incidence of chorionic bump was ob-
served in patients with intrauterine operations and/or 
adverse maternal history. The early detection of CB, big-
ger relative size and multiple lesions are factors likely to 
be associated with poorer pregnancy outcomes(10). 

Wax et al. demonstrated in their study that a sono-
graphically isolated CB is associated with a significantly 
increased likelihood of aneuploidy in high-risk fetuses(11). 
Two pregnancies having CB were subsequently diagnosed 
with complete mole and trisomy 18, respectively, and the 
authors hypothesized that placental pathology (including 
edema and hydropic villi) may contribute to or cause the 
ultrasound findings of some CB(12). 

The coexistence of neural tube defects (acrania) and CB 
was reported and this association was potentially attrib-
uted to folate deficiency(13). In our case, the patient opted 
for karyotype of the embryo and, thus, aneuploidy was 
excluded. There is no specific management or guidelines 

Figure 1. Transvaginal scan showing the gestational 
sac, the yolk sac and the round hypoechogenic image 
with a hyperchogenic border (the chorionic bump)

Figure 2. Second ultrasound examination, two weeks 
later. The embryo is visible within the gestational sac 
and the chorionic bump has not changed its sonogra­
phic appearance

Figure 3. Typical ultrasound aspect of the chorionic 
bump as a bulge from the choriodecidual surface into 
the gestational sac
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for pregnancies diagnosed with CB and it remains un-
clear whether there is an intervention that might reduce 
the risk of miscarriage in affected patients(6). Due to the 
associated risk of  poor obstetric outcome, these cases 
should be followed-up with serial ultrasound examina-
tions throughout the pregnancy(14).

Conclusions
We presented in our paper a case of chorionic bump 

diagnosed sonographically early in pregnancy and also 

the newest data published on this relatively rare condi-
tion. The clinical inference is that CB on first-trimester 
sonography does not guarantee a secure prediction and it 
is important to consider it as an ultrasound marker that 
requires close surveillance throughout pregnancy in order 
to prevent complications and be able to provide adequate 
couseling to the patients.   n
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