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Abstract:   
Cementoblastoma, known as true cementoma, is a rare, benign, odontogenic tumor that tends to be 
associated with the roots of the mandibular first molars and which is seldom associated with the 
maxillary teeth. The benign cementoblastoma (BC) or ''true'' cementoma is a rare benign neoplasm 
arising from the odontogenic ectomesenchyme and representing about 1% to 6.2% of all odontogenic 
tumors. The BC more frequently affects young males in an age range of 2030 years, occurring in the 
mandible about 3 times more than in the maxilla, and it is always physically attached to the tooth roots. 
This tumor is often asymptomatic until it produces pain, expansion or swelling of the jaw segment or 
compression of the inferior alveolar nerve. It usually presents as a distinct lesion with characteristic 
radiographic and histopathologic features. Pain, expansion and, radiographic radiopacity surrounded 
by a peripheral radiolucent halo are the most striking features. 
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Introduction: 
Cementoblastoma is a rare benign neoplasm of cementoblasts.1 It arises from the odontogenic 
ectomesenchyme and was first described by Dewey in 1927. Some class of authors say that it was 
described by Norberg in 1930. It consists of proliferating cementum tissue with functional 
cementoblasts.2,3,4 The benign cementoblastoma is recognized in WHO classification (1971) of 
periapical odontogenic tumors as one of the four types of cementum producing disorders. The 
other three are periapical cemental dysplasia, cementifying fibroma and gigantiform familial 
cementoma. 5 The WHO defines benign cementoblastoma as “a neoplasm characterized by the 
formation of sheets of cementum like tissue containing a large number of reversal lines and a lack 
of mineralization at the periphery of the mass or in more active growth area.”5 It accounts for less 
than one percent of all the odontogenic tumors.6 It is a large bulbous mass of cementum or 
cementum like tissue on roots of teeth.7 The case reported is with a three-year history of swelling 
and pain in the left maxillary molar region. 

Discussion: 
Pindborg and Kramer’s WHO classification defines it as a genuine neoplasm, characterized by 
formation of leaves of cementum like tissue. 8 

In the past the benign cementoblastoma was recognized in the World Health Organization’s 
classification of odontogenic tumours as one of the cementoma neoplasias. Recently the benign 
cementoblastoma is included into ‘Mesenchyme and/or odontogenic ectomesenchyme, with or 
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without odontogenic epithelium’ odontogenic tumours. The lesion derives from mesenchymal 
tissue, although its aetiology is unknown. 2  

Generally, cementoblastoma is seen in young adults in the second and third decades of their lives 
with approximately one half occurring under the age of 20 years and approximately three quarters 
occurring under the age of 30 years. 3,6 Few reports have indicated that females were predominantly 
involved than males. Present case was also reported in a 23 year old female 3 The tumor is 
predominantly localized in the molar region. 77% occurs in molar region of mandible and 23% in 
molar region of maxilla.8 Grossly, a round to ovoid, well-circumscribed mass of hard, calcified 
tissue surrounds the root of the affected tooth. 3  

Radiographically, cementoblastoma presents as a round radiopaque mass confluent with the tooth 
root encircled by a thin radiolucent periphery fused with roots of a vital teeth. The tumour size 
radiographically usually ranges from 0.5 to 5.5 cm, the average size being 2.1 cm. It can also 
behave in a locally aggressive manner resulting in bony expansion, root resorption, displacement 
of adjacent teeth, and jaw deformity. Jaw expansion and perforation of cortex has been noted in 
high percentages in recurrent tumors. 9,10 Early lesions may be radiolucent and well circumscribed 
and envelope one or both roots usually extending midway up to the root surface. They may be 
totally lucent or contain calcific flecks. Advanced lesions show a radio opaque mass fused to the 
root and separated by a fibrous capsule. The radiolucent corresponding zone comprises of 
uncalcified matrix arranged in radiating columns. 

 Histopathologically the lesion is characterized by deposition of unmineralised eosinophilic matrix 
rimmed by plump cementoblasts that are continuous with normal cemental layer of one of the tooth 
roots. 11 

It clinically resembles the lesions such as bone tumors, especially osteoblastoma, cementifying 
fibroma, periapical cemental dysplasia, condensing osteitis and also atypical hypercementosis 
which may make the diagnosis a challenging task. 1  

The differential diagnosis for a periapical radio-opacity should include cementoblastoma along 
with osteoblastoma, odontome, periapical cemental dysplasia, condensing osteitis and 
hypercementosis. It is differentiated from the osteoblastoma by its location in close association 
with the tooth’s root. The odontome is generally not fused with the adjacent tooth and it does not 
appear as a homogeneous radiopacity, thus suggesting the presence of multiple dental hard tissues. 
Periapical cemental dysplasia generally presents as a smaller lesion than cementoblastoma and it 
shows a progressive change in the radiographic appearance over time, being initially radiolucent, 
then a mixed lesion and finally a radiopaque lesion. Condensing osteitis lacks a peripheral 
radiolucent halo. In cementoblastoma, the outline of the root of the involved tooth is usually 
obscured due to root resorption and fusion of the tumor with the tooth, whereas in 
hypercementosis, there is an intact lamina dura.3 

The histopathological differential diagnosis of cementoblastoma includes osteoblastoma and 
osteosarcoma. It is differentiated from osteoblastoma by its presentation as cementum-like tissue 
with numerous reversal lines. This lesion is differentiated from osteosarcoma by the absence of 
malignant features. The differentiation of the above mentioned lesions from cementoblastoma 
requires a correlation with the clinical and the radiographic findings.3 
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Due to the benign neoplastic nature of the lesion, the treatment of choice is complete removal of 
the lesion with extraction of the associated tooth.12 Enucleation of the tumor through apicoectomy 
following root canal treatment with no recurrence during 4 year follow-up has also been reported. 
An excellent prognosis is usually achieved after complete removal of the tumor. 10 

Brannon et al (2002) analyzed 44 cases of cementoblastoma with special emphasis on the clinical 
behavior, treatment, and recurrence rate of these relatively rare benign odontogenic neoplasms and 
documented recurrence in 13 cases (37.1%).13 

Conclusion: 
Cementoblastoma is a rare odontogenic neoplasm which is distinguishable from similar lesions by 
its fusion to the involved tooth. The amount and the duration of pain varies in patients and this has 
different effects on the establishing a definite diagnosis of the disease. This neoplasm is rare but 
clinician should be aware of the clinical and radiological features that help in making diagnosis 
and treatment and then confirming by histopathology. 
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