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Transition Your Patients
When Cost is a Factor.

T ransition Crowns
& Bridges are
fabricated using
a thermo-pressed

Polyoxymethylene resin. This
material is extremely dense
and homogeneous and will
not break down or stain like
the acrylics that we have
been using in dentistry for
temporization. I have found
this material to be very
durable, non-abrasive, and
color stable. I have fabricated
many cases in this new mate-
rial at Glidewell Laboratories
in Newport Beach, CA. They
have continually improved
the technology and esthetics
for this unique resin within
their own in-house Research
& Development Department.

To illustrate an application for
Transition Crowns & Bridges,
here is a example from a
patient who is a recent immi-
grant from Russia.The patient
was in pain and had less than
adequate restorations (figure
1). Porcelain fused to metal
would be a financial hard-
ship for him at this time.
The patient would have 
likely elected for extractions 
which would have continued 
to exacerbate his dental 
condition. At the clinical 

Product Specifications
• Indications include anterior & posterior single unit crowns.
• Anterior & posterior bridges with maximum pontic span of 33mm.
• Fabricated on pre-operative or prepared models.
• Any temporary or permanent cements can be used.
• Three year replacement warranty.

Product Indications
• Ideal for patients with limited finances.
• Compromised cases such as bruxers, periodontal therapy,

terminal illness, implants, and elderly patients.
• Provisionals during implant osseointegration or periodontal therapy.

provisionalization. I am able
to remove and re-cement as
often as needed, which is
convenient for patients
undergoing implant or bone
grafting and for long 
term periodontal therapy.
Transitions are also ideal for
incremental loading after
implant surgery.

Prior to the availability of
Transitions, I used BioTemps.
The BioTemps are still a fan-
tastic short term temporary.
However, I find that I have to
replace BioTemps at about
six months after initial place-
ment, due to wear and loss of
vertical dimension. With
Transition Crowns & Bridges,
I do not have to worry about
replacement until I am ready
to provide a more definitive
restoration, such as porcelain
fused to metal or metal free
ceramics.What I am finding is
that on more and more cases
I am utilizing the Transition
Crowns & Bridges. The 

material is flexible enough to
be biocompatible with the
periodontics without losing
its integrity, yet durable
enough to last for three years
or more. Also, they do not
wear the opposing dentition
or cause excessive shock to
the bone. Even in long span
situations, I can remove and
re-cement Transitions without
having to make repairs.

In closing, I find Transition
Crowns & Bridges are an
ideal restorative material that
provide patients with a
strong interim material until
their oral conditions or mon-
etary position dictates a more
permanent outcome. This is 
a economical, predictable,
durable, and esthetic material
that can be beneficial for any
practice.

Figure 20 - The upper cuspid and
lower, first bicuspid were restored
with Transition Crowns, for long
term provisionalization during heal-
ing of bone graft.

Figure 19 - The upper right first
bicuspid was restored with a
Transition Crown for this patient
that has recently undergone bone
grafting.

Figure 21 - I restored my mouth
with Transition Crowns, that were
temporarily cemented for mid term
provisionalization.

Figure 22 - My Transition Crowns
have not broken down, worn or
stained, although I intentionally
over-stressed them.

Figure 1 - The patient was in pain and had less than adequate restorations.
The patient was also bothered by malocclusion. Porcelain fused to metal
would be a financial hardship for him at this time.

Figure 2 - The Transition Crowns & Bridges were permanently cemented
with Panavia 21 for long term intra-oral service.
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appointment, preparations
were made with 1.7mm
reduction on all surfaces.
Tissue was retracted, impres-
sions and bite registration
taken, then chairside tempo-
raries were made and
cemented. The laboratory
then fabricated the Transition
restorations.

At the next clinical appoint-
ment the Transition Crowns
were simply tried in, rinsed
with water and cemented for
long term usage with Panavia
21. By utilizing Transition
Crowns & Bridges, we were
able to eliminate decay and at
the same time replace miss-
ing teeth to make some dra-
matic esthetic and functional
changes (figure 2). These
restorations greatly enhanced
his oral condition and far sur-
passed his expectations
(figure 3-8).

The patient stated that it was
the first time in his adult life
that he felt comfortable smil-
ing.This is an ideal treatment
for a patient that could not
normally afford the immedi-
ate cosmetic and functional
result necessary to alleviate
pain.Although there will be a
need to address his situation
within the next three to five
years, he is now able to pre-
sent himself with confidence
and high self-esteem for
future employment and social
situations.This is only one of
the ways that I, as a dentist,
have found to serve my
patients better.

The next patient had an
extremely discolored upper
right central and an opaque
PFM on his upper left central
(figure 9).The patient wanted

a whiter and straighter smile
that eliminated the spaces in
the anterior section. At this
time, the patient could not
afford orthodontics or perma-
nent restorations, but desired
a better smile to improve his
appearance. The treatment
plan was presented with
Transition Crowns only as an
interim option. The patient
elected to begin treatment
immediately with Transition
Crowns.

First we started with pre-
operative upper and lower
impressions and bite registra-
tion, which was sent to the
lab to fabricate Transition
Crowns (figure 10). The lab
prepared the teeth to be
restored using a 1mm stan-
dard preparation (figure 11).
The Transition Crowns were
completed using the pre-
scribed shade and returned
for final preparation and
cementation.

At the clinical appointment,
the teeth were prepared
using 1.7mm reduction on all
surfaces with a standard
chamfer margin (figure 12).
To verify adequate reduction
of the teeth for future PFM
restorations, a transparent
“preparation stent” was used
to verify that adequate reduc-
tion was achieved (figure
13). The splinted Transition
Crowns were tried in to eval-
uate the fit (figure 14-15). A
carbide bur was used to make
adjustments. The restorations
were then rinsed with water
and dried thoroughly.An ethyl
methacrylate (Splintline/Lang
or Snap/Parkell) was utilized
to optimize the internal 
fit and marginal adaptation 
(figure 16). The excess was

trimmed and the restoration
was finished, utilizing basic
composite polishing tech-
niques (figure 17). The
restorations were seated
using Temp Bond for easy
removal, when the final PFM
restorations are seated. The
patient was extremely
pleased to see his new
Transition Crowns and espe-
cially how his smile had been
improved in just one clinical
appointment (figure 18).

I also prescribe Transition
Crowns & Bridges for my
patients that are engaged in
periodontal therapy. The
patient, shown in figure 19
and 20, had undergone some
bone grafting, and also need-
ed several restorations to cor-
rect the occlusal relationship
and stabilize mobile teeth.
The Transition Crowns are
strong enough to stabilize the
situation, yet they will not
wear the natural opposing
dentition. In fact, a tooth that
was originally scheduled for
extraction now has a good
possibility of being saved.
These results are due to a
combination of successful
periodontal therapy,as well as
stabilization with the
Transition restorations. In the
following photo the upper
right first bicuspid was
restored with Transition (fig-
ure 19). Notice the natural
appearance when compared
to the adjacent PFMs. On the
upper left side, the cuspid,
first bicuspid, and opposing
first bicuspid were restored
with Transition Crowns
(Figure 20).

Transition Crowns & Bridges
are also ideal for full mouth
reconstruction, especially for

bruxers. This material is
strong and resilient to break-
age and wear. It’s also indicat-
ed for older patients, or
patients with a debilitating
disease. In these cases, the tra-
ditional approach may be
considered over-treatment.

On a subjective basis, I can
personally attest to the fol-
lowing observations since I
currently have full arch 
maxillary and mandibular
Transition Crowns in my own
mouth (figure 21-22).

The feeling I get from
Transition Crowns & Bridges
is one of greater security.
They are stronger than other
temporary materials on
today’s market. I have inten-
tionally over-stressed the
restorations by chewing ice,
and biting on other food
products that are normally
not recommended with tem-
poraries.Transition Crowns &
Bridges are also smooth
enough to chew sticky foods
without problems. I find that
the material resembles natur-
al teeth in this respect.

I have also found that other
temporary materials absorb
odors and will stain over
time. This gives the patient
bad breath and loss of cos-
metics through discoloration.
I have found that Transitions
do not absorb liquids or stain.

My Transition Crowns have
remained stable unlike the
other materials that I have
used. They have preserved
my vertical dimension and
have maintained my chewing
efficiency. I believe that
Transition Restorations are
the best choice for long-term

Figure 3 - Pre-operative mandibular
occlusal view. Note the long span
area needing lower bridge to restore
occlusion.

Figure 18 - The patient was ecstatic
to see his new Transition Crowns.
His smile has been improved in just
one clinical appointment.

Figure 7 - Right quadrant before
treatment.Although not visible, the
teeth are in crossbite and rotated.

Figure 5 - Pre-operative maxillary
occlusal view.The irregular align-
ment of anterior teeth and bilateral
edentulous areas are shown.

Figure 8 - Right quadrant after
Transition Crowns & Bridges were
cemented.

Figure 6 - Maxillary occlusal view
after Transition Crowns & Bridges
were cemented.

Figure 4 - Mandibular occlusal view
after Transition Crowns & Bridges
were cemented.

Figure 15 - The contours, fit and 
bite are verified.The crowns are
then rinsed with water and dried 
thoroughly.

Figure 16 - An ethyl methacrylate
(Splintline/Lang, Snap/Parkell) is 
utilized to optimize the internal fit
and margins.

Figure 17 - Excess reline material is
trimmed.The restorations are then
polished utilizing basic composite
polishing techniques.

Figure 9 - The patient presented had
a extremely discolored right central
and opacious PFM on left central.

Figure 12 - Teeth were prepared for
splinted crowns using 1.7mm reduc-
tion on all surfaces with a standard
chamfer margin.

Figure 13 - A transparent prepara-
tion stent was used to verify ade-
quate reduction of the teeth for
future PFM restorations.

Figure 14 - These Transitions were
made from the pre-operative model
at the laboratory. Before reline, the
shells are tried in.

Figure 10 - Pre-operative working
model is duplicated.The duplicate
model is used for preparation.

Figure 11 - The laboratory carefully
prepared the pre-operative model
with 1mm standard reduction.The
Transition Crowns were then made.
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