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Abstract 

Hall crowns are a simple technique used in paediatric dentistry to treat restorable caries in primary molars in patients 
who are unwilling to accept conventional restorations. The use of Hall crowns has increased significantly due to the 
acceptance of the technique, and it is now commonly taught to dental undergraduates in the UK. Separator placement 
for Hall crowns can be difficult and may sometimes prevent Hall crowns from being utilised. This article describes the 
advantages and disadvantages of using rubber dam clamp forceps for the placement of separators for Hall crowns in 
comparison to other well-known methods. 
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1. Introduction

Caries is a very common condition in children, often leading to pain, infection, disrupted growth, lost education, and 
difficulty with socialising [1]. Children who are uncooperative for dental care often require general anaesthesia for 
dental treatment, which can be associated with morbidity or even, in rare cases, mortality. Extraction of the primary 
dentition is the most common reason for young children to have a general anaesthetic in the UK, and it has a significant 
financial burden for the NHS [2]. Therefore, methods that can prevent caries and its progression and can be used in 
uncooperative or patients with reduced cooperation can significantly reduce the morbidity associated with general 
anaesthesia and caries. 

Caries control in dentistry has changed significantly with a move towards a more minimal invasive approach. Initially, 
it was thought that all caries must be removed before restoration, but it is now widely accepted that partial caries 
removal such as atraumatic restorative technique (ART), and stepwise excavation (in particular in deep carious cavities 
with a risk of pulpal exposure) are effective [3]. Other methods of caries control have also gained acceptance including 
silver diamine fluoride and the silver modified atraumatic restorative technique (SMART), both of which can be 
completed in a single visit and do not require local anaesthesia [4]. The major disadvantage of treatments that use silver 
diamine fluoride is the permanent black staining that occurs. 

The utilisation of Hall crowns as a viable restorative option for carious primary molars has gained popularity, in 
particular in the UK and during the COVID-19 pandemic as it is not considered an aerosol generating procedure. Several 
systematic reviews have shown the success of Hall crowns in comparison to other techniques, including stainless steel 
crowns, which require crown preparation [5, 6, and 7]. Hall crowns have few contraindications but include insecure 
airway, allergy to nickel, and patients at risk of bacterial endocarditis. The disadvantages of Hall crowns include the 
need (in most cases) for separators, poor aesthetics, and increased clinical time (2 visit technique).  
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2. Material and methods 

This article was completed after consulting up to date literature on this topic including relevant textbooks, systematic 
reviews and guidelines on the Hall technique. 

3. The Hall technique 

The Hall technique is only indicated for primary molars with caries restricted to dentine. Teeth with a history of 
irreversible pulpitis or dental infection are not suitable for Hall crowns [8]. The technique involves no local anaesthesia, 
no need for pre-treatment (e.g. silver diamine fluoride), and no need for caries removal. However, it is advised that a 
full clinical history and radiographs be performed. 

In order to create space for Hall crowns, separators are used both mesially and distally of the tooth. Current techniques 
for separator placement include dental floss, orthodontic separator placing pliers, and mosquito forceps (although 
Spencer Wells forceps may be used in a similar manner). Table 1 shows the advantages and disadvantages of each of 
these techniques. 

Table 1 Advantages and disadvantages of different techniques for separator placement 

Technique for 
separator placement 

Advantages Disadvantages 

Dental floss Cheap. 

No extra equipment is 
required. 

Most commonly taught 
technique. 

Less risk of damage to 
adjacent teeth or tissues as 
you are not using dental 
instruments for the 
placement of separators. 

It can take more time than other techniques. 

It is more difficult to extend the separator compared to 
other techniques. 

Downward pressure is more difficult to apply. 

More technique-sensitive than using orthodontic 
separator placing pliers and mosquito forceps. 

Orthodontic separator 
placing pliers 

Allows easier placement and 
extension of separators. 

Quicker than using floss. 

More expensive than floss. 

Extra equipment is required. 

Not all practices will have orthodontic instruments 
(may be limited to specialist orthodontic practices). 

Mosquito forceps Allows easier extension of 
separators. 

Quicker than using floss. 

More expensive than floss. 

Risk of possible damage to the separator from forceps. 

Downward pressure is more difficult to apply. 

It requires two forceps. 

It may be difficult in patients who have a small mouth 
opening. 

Not all dental practices will have mosquito forceps. 

4. Rubber dam clamp forceps for separator placement 

Rubber dam has many indications in dentistry and it is utilised for any clinical situation which requires moisture control 
or airway protection. Most commonly, this includes root canal therapy, composite restorations, fissure sealants, or the 
management of deep carious lesions. Therefore, most dental practices will likely have rubber dam clamp forceps as part 
of their armamentarium. 

Rubber dam clamp forceps can also be used effectively to place separators for Hall crowns, and this technique is 
described below (see Figure 1) [9]. 
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4.1. Equipment 

 Rubber dam clamp forceps (the author advocates using Stokes rubber dam clamp forceps). 
 Separators. 

 

Figure 1 Technique for separator placement using rubber dam clamp forceps 

4.2. Technique 

 Place the separator in the grooves on the rubber dam clamp forceps. 
 Extend the rubber dam clamp forceps so that the separator is just wide enough to seat comfortably between 

the interdental space. 
 Ensure the separator has not moved from within the groove or torn, and the separators should be straight and 

not twisted. 
 The rubber dam clamp forceps are inverted for separator placement. 
 Place the separator interdentally using a rocking motion and applying downward pressure simultaneously. 

Movement should be controlled and care must be taken to not apply excessive downward pressure, which can 
lead to soft tissue injuries. 

 Close the rubber dam clamp forceps and remove them from the mouth. 
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4.3. Advantages 

 Shorter learning curve than using other techniques, as most dentists are already accustomed to using rubber 
dam clamp forceps. 

 The separator is held straight and is not twisted, making it easier to place, with greater downward pressure 
possible compared to floss. 

 The separator can be stretched more and with less effort compared to using floss. 
 Separator placement is achieved much more quickly than with using other techniques. 
 It may be more effective in patients with smaller mouths as only the rubber dam clamp forceps need to be 

placed inside the mouth. 
 The rubber dam clamp forceps can also be used to remove the separator if required. 
 The technique may be more suitable for patients with a gag reflex. 

4.4. Disadvantages 

 Some paediatric or special care patients may find the rubber dam clamp forceps threatening compared to floss. 
The author refers to the rubber dam clamp forceps as 'rubber band stretchers'. 

 The rubber dam clamp forceps would need to be sterilised prior to each patient. 
 If the separator is stretched excessively, there can be more of the separator above the crown, and therefore, 

this may become an annoyance to the patient. This can be overcome by measuring the buccal-lingual width of 
the teeth (to receive separators) and using this information before separator placement. 

 There is a risk of damage to adjacent teeth or tissue with sudden movements from the patient or incorrect 
technique   

5. Conclusion 

Hall crowns are a useful technique for paediatric patients who are dentally anxious and not cooperative for conventional 
restorations on teeth which do not have pulpal caries. Separator placement for Hall crowns may be difficult to complete, 
particularly when there are tight contacts, abnormal anatomy, or reduced cooperation from the patient. Rubber dam 
clamp forceps can be used effectively for separator placement and provide several advantages compared to the other 
techniques (especially floss) reported in the literature. However, the technique requires careful patient selection and 
may not be suitable for all patients. 
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