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Prior to Bjorn’s emphasis on finishing, 
the orthodontic community had shown little 
or no interest in the subject. A search of 
articles with ”finishing” in the title revealed a 
total of 24 articles. Of the seven AJO articles 
listed, only three were published prior to Dr. 
Zachrisson’s. One looked at apical resorp-
tion on incisors in 54 finished cases,3 while 
another was promoting a tooth positioner.4 
The first one, published in 1929, dealt only 
with model finishing.5 Of the AJO articles 
written since Dr. Zachrisson’s, one was an 
assessment method of what needed to be 
done to achieve a good finish,6 two looked 
at quality of finish and how it affected 
relapse,7,8 and one compared two different 
finishing regimens.9 The European Journal of 
Orthodontics has published only one article 
with ”finishing” in the title, but it was about 
enamel color change on debonding after 
various finishing procedures.10 The Journal 
of Orthodontics (formerly the British Journal 
of Orthodontics) has not published anything 
on this subject.

In his landmark two-part in-
terview entitled “Excellence 

in Finishing,” published in JCO 
in 1986, Dr. Bjorn Zachrisson 
was the first clinician to re-
ally focus our thoughts on this 
aspect of clinical care.1,2 I have 
had the privilege of listening 
to Bjorn almost every year 
since 1994, as he invariably 
gives an incredibly thoughtful 
and entertaining lecture to the 
Angle Society of Europe every 
January.
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In contrast, JCO 
has 16 articles with “fin-
ishing” in the title; it is clearly 
a subject of interest to JCO readers. 
In 1968, Dr. Henry Kaplan was the first 
author to draw attention to the importance 
of archwire bending and the use of elastics 
to obtain the best finish.11 Dr. Robert Chiap-
pone explained in detail the gnathological 
aspects of finishing and how to manipulate 
patients correctly to allow the occlusion 
to be recorded, reproduced on an articula-
tor, and then improved with a positioner.12 
Another tooth-positioner article emphasized 
the importance of establishing centric rela-
tion,13 and Bench and colleagues detailed 
finishing procedures and retention in rela-
tion to Bioprogressive therapy.14

Then came the classic 1986 articles by 
Dr. Zachrisson, which led to a series of fur-
ther articles on the same subject in relation 
to preadjusted15,16  and lingual appliances,17 
as well as various other clinical pearls and 
roundtable discussions among eminent 
clinical orthodontists.18 The blue touch pa-
per had indeed been lit! 

Bjorn was the first to the explain the im-
portance of individualized treatment goals 
and how molar and premolar positions vary 

f r o m Class II to Class 
III cases, emphasizing per-
fection of the ”social six” as his 
main treatment goal. He was certainly 
ahead of his time on this particular subject!

He was willing to alter not only the size 
of the tooth, but also the shape and axial 
inclination, to maximize the esthetic result. 
The profile was considered both cephalo-
metrically, in a visualized treatment objec-
tive, and clinically. Bjorn was the first person 
to really put his head above the parapet in 
stating, “The face is more important than 
the dentition.” I emphasize these points to 
my postgraduate trainees on a daily basis: 

Chip in right central incisor and triangular morpholo-
gy of four upper incisors corrected by grinding and 
slenderizing before bracket placement.1
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Crowding promotes good gingival fill-in before treat-
ment in 54-year-old woman with malaligned, triangu-
lar upper incisors. Slenderizing was necessary after 
space opening to avoid interdental gingival reces-
sion. Incisal edges were recontoured.1

cephalometrics are all well and good to con-
firm (or contradict) a clinical impression, but 
first and foremost, we are treating a patient, 
not a radiograph or a set of dental study 
models. 

Bjorn stated that lower-incisor procli-
nation is OK, provided there is a biological 
reason for doing so, but the routine extrac-
tion of lower first premolars (popular in 
the United Kingdom in the 1980s) was not 
recommended for fear of flattening the pro-
file. Maintenance of intercanine width was 
recommended to avoid relapse in the long 
term. All extremely sound guiding principles 
practiced widely today. 

Bjorn also recommended taking a 
panoramic radiograph and a cephalogram 
three-fourths of the way through treatment, 
rather than after appliances were removed, 
so that adjustments beneficial to the actual 
patient could be made. Keep in mind, this 
was a full eight years ahead of the first Brit-
ish Orthodontic Society Radiological Guide-
lines!

He demonstrated a healthy skepti-
cism for mounting cases on an articulator, 
a point with which I would wholeheartedly 
concur, as there is a lack of evidence of any 
real benefit apart from the manufacturers 
of articulators. Almost all problems can be 
detected by carefully analyzing patients and 
their dentitions—clinicians just need to open 
their eyes.

Adjusting upper-incisal edges was 
recommended in the vast majority of cases 
to maximize esthetics, as were altering the 
mesiodistal width and labiolingual thick-
ness when indicated. All this was done with 
copious air/water spray, while stripping was 
performed with air coolant to maximize visu-
alization of the procedure. Occlusal equili-
bration was limited to reducing occasional 

traumatic cusps in adult periodontal cases, 
as there is little evidence of any beneficial 
effect of extensive equilibration. Triangular 
teeth in adults were often extensively re-
shaped to minimize the appearance of black 
triangles, even in children needing lateral-
incisor or canine substitution (preferably at 
the beginning of treatment to aid in bracket 
positioning).

Once again, Dr. Zachrisson emphasized 
the need to get the premolars and the ca-
nines in the correct positions—he was less 
interested in the molar positions. Again, this 
is the mantra taught to all of my students on 
a daily basis: the upper-canine relationship 
bilaterally is the key to all things in ortho-
dontics. Ignore that at your peril! 
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from a small contact point that could en-
hance the prospects of long-term alignment. 
A recent JCO Readers’ Corner showed that 
most orthodontists now strip in 20% of their 
cases, and nearly half of those surveyed 
perform stripping in as many as 50% of their 
patients.19 In other words, Bjorn’s instruc-
tions from 30 years ago paved a way for a 
major change in clinical practice. 

He also emphasizes the need for ex-
emplary oral hygiene throughout treatment, 
prescribing .05% sodium fluoride mouth-
rinse for all his patients. This, together with 
careful management of white-spot lesions 
when they appear, will maximize the occlu-
sal results of generations of future patients. 

The profession of orthodontics owes 
a debt of gratitude to Dr. Bjorn Zachrisson 
for opening our eyes as to what is important 
and what is possible, allowing us achieve 
that last 10% in the struggle for clinical 
excellence.
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Retention regimens were discussed in 
detail in the second part of the interview. In 
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how to strip posteriorly as well as anteri-
orly, emphasizing the importance of leaving 
smooth, self-cleansing surfaces. The aim 
was often to manufacture a contact area 

Top row: Jensen retainer. Middle row: Thin (.0215") 
wire retainer bonded to six anterior teeth (left), and 
plate with Adams clasps and soldered wraparound la-
bial wire (right). Bottom row: Thick (.032") wire retain-
ers bonded to terminal teeth—3-3 (left) and 43-34 
(right).2
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Class II, division 2 case before and after treatment. Note good molar and cuspid occlusion with midlines coinciding. 
Rotations of upper lateral incisors are overcorrected (11/10). Note small interincisal angle after treatment. Molar 
bands are left in place during retention to allow use of headgear if needed.2


