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Abstract: Сementoblastoma is a relatively rare benign odontogenic tumour which is characterized with a slow growth and is connected 
with the root of a vital tooth. We present a case of cementoblastoma of the upper jaw in a 13- year old girl. Сlinical, radiological and 
hystopathological findings are discussed as well as the surgical approach. 
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1. Introduction 
 
Cementoblastoma is a relatively rare benign odontogenic 
tumor, originating from the odontogenic mesenchymal cells 
[3, 8, 13]. The frequency of the tumor is between 1 and 6% 
amongst all odontogenic tumors [9, 11]. It is classified as a 
real benign neoplasm with infinite growth potential [3, 5, 8]. 
It is suggested that cementoblastoma, periapical cemental 
dysplasia and cementifying fibroma originate from the 
mesenchymal cells of the PDL, which are capable of 
differentiation into bone, cement and fibrous connective 
tissue [6, 17]. The lesion is found mostly around the first 
mandibular permanent molar [3] and rarely in the upper jaw 
[15]. The tumor rarely occurs in children under 10 years of 
age [15].  
 
The purpose of this article is to present a rare case of 
cementoblastoma affecting first upper premolar; to discuss 
the clinical situation, the radiographic findings, differential 
diagnosis and surgical treatment in the context of the 
contemporary literature.  
 
2. Case Report 
 
The patient, female, 13 years old, was undergoing 
orthodontic treatment for 3 years. After the completion of 
the treatment, the orthodontist requires OPG for evaluation 
of the third molars. The x-ray showed pathological changes 
in the region of the first upper left premolar.  
 
The clinical examination reveals mild expansion of the 
buccal cortical plate apically to the tooth 14. The tooth is 
vital, without any cavities and in normal position. An oval 
shaped, dense, uniform lesion with well-defined borders, 
measuring 1-1,5 cm is found on the OPG. The lesion is 
merging with the apical third of the root, which in turn can`t 
be identified (fig. 1). 
 

 
Figure 1: OPG showing well defined lesion at the apical 

third of the root of tooth 14 
 
Review of the previous OPG from the orthodontic file of the 
patient doesn`t show any changes in the area (fig.2). The 
tooth 14 is in the appropriate developmental stage and 
position according to the age of the patient. The growth zone 
doesn`t show any pathological changes.  
 

 
Figure 2: OPG made two years before the cementoblastoma 

discovery 
 
The analysis of the clinical and radiographic findings points 
to the preliminary diagnosis of cementoblastoma. Periapical 
cemento-osseous dysplasia, ossifying fibroma and odontoma 
were discussed as differential diagnosis. The parents were 
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informed about the nature of the disease and the proposed 
treatment and after obtaining informed consent an operation 
under general anesthesia was scheduled.  
 
3. Surgical Protocol 
 
After raising a trapezoid mucoperiosteal flap, the buccal 
cortical plate was removed over the tumor. We were 
cautious not to damage the roots of the adjacent teeth. We 
found a lesion periapically to tooth 14 with tooth (cement) 
alike structure, fused with the root and projecting buccally 
(fig. 3). The macroscopic findings revealed a mass with 
dense osseous central core surrounded by less mineralized 
fibrous connective tissue. We did not found well defined 
capsule, but nevertheless the lesion was well circumscribed 
from the surrounding healthy bone. We found that the 
margin between the pathological tissues and the normal 
cancellous bone is ill defined in some sections in 
conjunction to the maxillary sinus. The neoplastic lesion was 
originating from and comprising the apical third of the root, 
which undoubtedly lead to extraction of the affected tooth 
together with the tumor removal. After curettage and 
additional osteotomy of the socket and the tumor site, (fig 
4.) the wound was irrigated with saline and the flap was 
repositioned and sutured.  
 

 
Figure 3: Intraoperative view 

 

 
Figure 4: After tumor removal 

 
Histopathological examination confirmed the diagnosis of 
cementoblastoma.  
 
4. Discussion 
 
Cementoblastoma is found predominantly amongst younger 
patients in the second or third decade of life. Almost half of 
the cases are patients under 20 years of age [1, 14, 15]. The 

youngest patient is 5-years old boy and the oldest 72-years 
old woman [12]. Although it is a rare occurrence, it is 
possible for the tumor to develop in conjunction with 
deciduous teeth [7, 10]. The true cementoma is affecting 
both sexes equally [14, 15]. It is characteristic for the 
cementoblastoma always to be connected to the root of the 
affected tooth [1, 13, 14, 15], most commonly the first 
mandibular molar [1, 14, 15]. Besides the swelling of the 
buccal and lingual cortical bone, pain is a common clinical 
sign [1, 14, 15].  
 
Radiographic image of the cementoblastoma is of a 
homogenous round dense formation with well-defined 
borders, surrounded by a zone of decreased density, 
resembling capsule [1, 13, 14, 15]. The most important 
characteristic pointing to the diagnosis is the relation of the 
lesion with the root of a tooth [4, 14, 15]. Histopathologicaly 
cementoblastoma is presented by dense masses of acellular 
cement-like matter surrounded by fibrovascular stroma with 
multinucleated cells.  
 
Treatment of the cementoblastoma includes extraction of the 
affected teeth [14, 15], and removal of the tumor with 
curettage and peripheral osteotomy of the adjacent bone [4].  
In the presented case we have two x-ray images, from which 
we can define the period of the tumor development. On the 
first OPG (fig. 2) there is no sign of pathology. Only slight 
widening of the tooth growth zone is visible. On the next 
image (fig. 1) the lesion is readily visible. In this case 
cementoblstoma has developed in a period of 4 years. It is 
considered that the tumor is growing some 0,5 cm yearly [2, 
16] which is in accordance with our clinical findings.  
 
It is worth mentioning that in the beginning the affected 
tooth is awaiting the physiological eruption time. By the 
time of the tumor diagnosis, the tooth has erupted in normal 
position in the arch. In the presented case we find 
development of cementoblastoma in erupting, vital 
maxillary premolar. From the radiographic image it is 
obvious that the tumor is spreading over the apical third of 
the root and is attached to it. From a pathogenetic standpoint 
the question about the beginning of the tumor development 
in relation to the developmental stage of the growing tooth 
remains open. In our case the root formation is not finished, 
and the reasons can be: 1. The tumor has developed at this 
stage of root formation; 2. The tumor has invaded and 
destructed the root.  
 
From the literature review the question whether 
cementoblastoma can develop in adult patients with 
completed root formation and whether the tumor has 
developed after the completion of root formation remains 
unclear. 
  
5. Conclusion  
 
Cementoblastoma is a benign tumor evolving from 
neoplastic cementoblasts. Most of the tumors present on 
radiographic examination as rounded homogenous dense or 
heterogenous image. Because of this the differential 
diagnose includes many pathological conditions with similar 
radiographic appearance: the periapical cemento-osseous 
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dysplasia, ossifying fibroma, periapical condensing osteitis, 
odontoma etc.  
 
We conducted the surgical operation in compliance with the 
guidelines described in the literature. During the four years 
follow up there is no sign of recurrence. High levels of local 
recurrence are associated with cementoblastoma treatment in 
previous studies. They are attributed to the removal of the 
tumor and attempt to save the teeth. It is shown that 
cementoblastoma has propensity for recurrence and tumor 
remnants can overgrow. The recommended surgical 
treatment includes removal of the tumor together with 
extraction of the affected teeth, curettage and peripheral 
osteotomy.  
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