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Abstract: In this article we report the case of a 29 years old male affected by a true cementoma, 
and we discuss over   the clinicopathologic features, tratment and prognosis. Although this 
neoplasm is rare it is important for the dental practitioner to be aware of the clinical features which 
can lead to an early diagnosis and treatment of this lesion.
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Summary: True cementoma, also known as benign cementoblastoma, is a very rare and benign 
odontogenic neoplasm that origins from the mesenchymal tissue. It usually occurs under the third 
decade with a predominancy for the posterior permanent teeth of the mandibula. Although it is a 
benign lesion it requires a surgical approach because of in not self-limiting growth ( as happens for 
the cementoma). We describe the case of a 29 years old male affected by true cementoma.

Introduction: True cementoma is a true neoplasm, first described by Norberg (1) , that forms a 
mass of cementum (or cementum like tissue)  on the root of tooth. It is a rare lesion that represents 
< 1% of the odontogenic tumors. The most involved area is the mandibula ( 50% molar and 
premolar area), and is never associated to the anterior teeth.(2,3,)
Morphologically the true cementoma is a mass which is well defined, dense radiopaque, arising 
from the root’s apex and tending to obliterate its anatomy. Periferically the mass is surrounded by a 
uniform radiolucent rim and the lesion obscures the lamina dura.
Histologically we report plump cementoblasts separated by cemental partitions.
The true cementoma has a slow growth which tends to expand the bony plates.(4,5,6)

Case Report: A 29 years old male come to our attention for a painful swelling located at the first 
molar of the mandibula (tooth 3.6). (fig.1)
The radiographs demonstrated an approssimatively circular and radiopaque mass of about 1 cm of 
diameter associated to the roots of tooth 3.6,  surrounded by a radiolucent halo, and not involving 
the Inferior Alveolar Nerve. To establish the vitality he involved tooth underwent electric pulp test 
and ethyl chloride test and the response was of vital tooth. The oral examination also showed a good 
oral health and hygiene, with only a mesial displacement of tooth 3.7, due to the mass.
Surgery time for the enucleation started with a vestibular fullthickness envelope extended from 3.4 
to 3.7 to identify and isolate the mental nerve and the lesion. The lesion was easily identified due to 
the perforation of the cortex.
We proceded with the luxation of the tooth using extraction forceps and delivered it vestibularly 
with all the mass.
The second step was the curettage of the bone cavity and the filling with deprotheinized bovine 
bone and the remodellation of the area interested by the lesion.
The envelope was sewed with a  4-0 sintetic suture ( Poliglicolic acid covered with policaprolate -
co-glicolide) and the patient was administered with antibiotics  (claritromicin RM) 500 mg once a 
day for 5 days. To preserve the second molar (3.7) from mobility and also to save the post-
extractive space we inserted a space manteiner.
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The specimen underwent histologic evaluation that evidenced a not carious mandibular molar with 
roots embedded in a spherical mass of hard tissue. There was also a resorption of the apical third of 
the roots. Histologically we reported broad trabeculae of cellular cementum with areas of cemental 
islands and multinucleated cementoclasts aand prominent cementoblasts.  Periferically we observed 
the usual radiating columns of cementum which are perpendicular to the surface of the lesion.

fig 1

Discussion
True cementoma is a slow growing odontogenic tumor that arises from the mesenchymal tissue, 
exactly from cementoblasts. It is a rare lesion, first described in 1930 by Norberg (1), with less then 
150 cases reported in literature.(2-10)
Patient usually present with pain and swelling in the involved area; more then 50% of patient are 
aged under 20 ( 75% aged < 30) (8,12) and the lesion is located in mandibula in more then the 70% 
of cases ( with a predominant location at first molar and second premolar).
The pathognomonic rX appearance of true cementoma is very usefull to make a differential 
diagnosis with other periapical radiopacity like cementoblastoma, ostoblastoma, odontoma, 
periapical cemental dysplasia, condensing osteitis and hypercementosis.

1) Cementoblastoma and osteoblastoma are very similar (13) by the histological aspect, but the 
first one has a strict association with the root, while the second one arises in the medullar 
cavity of a wide range of bones,

2) Odontome is usually not linked to the root and has also a heterogeneous radiopacity 
showing the presence of multiple dental tissues.

3) Periapic cemental dysplasia is a smaller lesion with changes in radiographic apparance  from 
radiolucent to radiopaque.

4) Condensing osteitis does not present the well defined periferical radiolucent rim typical of 
the true cementoma.

5)  Hypercementosis is a small lesion without pain or swelling
Although  true cementoma has been described as a benignant solitary neoplasm with a slow growth 
there were also reported some cases of aggressive behaviour.(14,15)
We consider the true cementoma not really benignant due to the location, the not self-limited 
growth that can lead to a complete destruction of the involved area and also due to the treatment 
required. In fact the treatment of choice consists in the complete removal of the lesion with the 
involved tooth ( or teeth). It is also possible a more conservative approach with  endodontic surgery 
(apicoectomy) which can be used for little lesion on a tooth that could be strategic and that can be 
completely enucleated without compromission of adjacent teeth (16,17). 
It is to consider that this approach can lead to a risk of recurrence of the neoplasm.
We consider that it is very important for dental practitioner to have aknowledgement with this 
neoplasm, also like for the others, to be able to recognize it and to make differential diagnosis from 
other similar radioopaque lesions which could need a different medical or surgical approach.
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