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Abstract: The diagnosis and the clinical way of treatment the inflammatory periapical lesions is a common issue in the dental office. 
Instead of the most often seen lesions as periapical granuloma and the radicular cyst there is other non inflammatory pathology that can 
imitate them. Differentiating them and choosing the right way of treatment is essential for the outcome of the patient. One of these 
lesions is the periapicalcemental dysplasia. It is one of the most common fibro-osseus lesions in the periapical tooth region. It develops 
asymptomatically and has three stages. The first one is a radiolucency forming around the apex of the tooth with a possible loss of 
lamina dura of the surrounding alveolar bone and in that way it imitates an inflammatory process. The next stage is characterized by a 
mix of radiolucencies and radiopacities. The next stage is a complete radiopacity of the periapical region of the tooth with a border of 
radiolucency. We are presenting a case of a periapicalcemental dysplasia.
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1. Introduction 

The most common pathologic conditions in the alveolar 
bone derived from necrotic dental pulp are periapical lesions 
(0,[2],[3]).Periapical granuloma and radicular cyst can be 
considered as the most important lesions, which can be seen 
in the teeth with necrotic pulp or improper root canal therapy 
([3],[4]). The treatment of inflammatory periapical lesions is 
extraction, root canal therapy, apical surgery, or in some 
cases, the combination of these.[5] Some lesions with non-
inflammatory origin can mimic them. Periapicalcemental 
dysplasia (cementoma) is one of the most common subtypes 
of the jaw fibrosseous lesions that often involves the 
periapical region of the anterior mandible. This lesion is 
usually asymptomatic ([6]).The histopathologic features 
show the cellular mesenchymal tissue and collagen fibers 
with small blood vessels, a mixture of woven or lamellar 
bones, and cementum-like particles ([6],[7]).It has three 
stages of maturation based on radiographic features. In early 
stage, it has well-defined unilocular radiolucency feature 
rounding the root apex, and there is loss of lamina dura. In 
this stage, the lesion is similar to some endodontic 
inflammatory lesion such as dental granuloma or radicular 
cyst ([6],[7]). The second stage of maturation, also known as 
mixed stage, can be seen as the radiopaque components 
within the radiolucent area. In final stage, the lesion may be 
totally radiopaque with radiolucent border. To differentiate 
these lesions from endodontic lesions, in addition to the 
pulpal vitality testing, radiographic follow-up and 
histopathologic analysis is very important and helpful 
([5],[8],[9]).

Aim

To present two cases of periapicalcemental dysplasia and to 
help the dentists diagnose this condition.

Clinical Case 1

A healthy female patient was referred to Assoc. Prof. 
Stanimirov for evaluation of an asymptomatic radiolucency 
at the apex of the first mandibular molar. Following a 
clinical evaluation that included pulp testing, a diagnosis of 
periapicalcemental dysplasia was made. No treatment was 
rendered but follow-up visits were recommended.

Clinical Case 2
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A healthy male patient was referred to prof. Stanimirov for 
evaluation of an asymptomatic radioopacity surrounded with 
radiolucecny at the apex of the lower right K9. Following a 
clinical evaluation that included pulp testing, a diagnosis of 
periapicalcemental dysplasia was made. No treatment was 
rendered but follow-up visits were recommended.

2. Results and Discussion 

At the time of observation of any periapical lesion, the first 
probable diagnosis is inflammatory endodontic lesion. Thus, 
in the first step, medical and dental history as well as 
intraoral examination including dental and periodontal 
evaluations should be done. History of any kind of pain or 
teeth hypersensitivity should be recorded. Most of 
inflammatory periapical lesions have no symptom until 
acute inflammatory reaction. Swellings or displacement of 
the adjacent teeth have been observed only in very large 
lesions. Radiographic evaluations are very important to 
differentiate lesions from each other. Lesions of endodontic 
origin do not separate from root apex by changing the view 
of x-ray radiation. In the final step, pulpal vitality tests 
including thermal and electrical tests can be useful for 
diagnosing vital from nonvital teeth. Although, the results of 
tests are not always definitive, the teeth with periapical 
inflammatory lesions most often do not respond to vitality 
tests 

3. Conclusion 

To avoid any mistreatment, the dentist should know all 
odontogenic and nonodontogenic lesions that may present in 
periapical areas. It is recommended to perform paraclinical 
tests especially vitality tests in addition to clinical and 
radiographic examinations. In suspicious cases, biopsy of 
the lesion, referral to the pathologist, and long-term follow-
up is required.
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