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CURVED-CANAL PROTOCOL CHECKLIST

13-point curved canal checklist
Use this chairside checklist when the canal stops behaving like a straight line. The aim is controlled diagnosis,
reproducible glide path confirmation, short rotary engagement, and early stop-or-refer decisions.

01
DIAGNOSE AND ORIENT

Assume the canal is more
curved than the root looks

Root form underestimates canal
complexity, especially in mesial roots and
apical hooks.

Treat a straight-looking root as incomplete
information. The Root Canal Anatomy in
Permanent Dentition notes that nearly all canals
curve in the apical third, often in a buccolingual
direction that standard radiographs can hide.
Mesial roots and apical hooks can turn after the
coronal and middle thirds appear manageable.
Start with the expectation that the file will meet a
curve, and make the clinical aim preservation of
the original path, not straightening the canal into
the shape the instrument prefers.

YouTube: How to Get Down Super Curved Root
Canals

02
DIAGNOSE AND ORIENT

Read the pre-operative
image with the end in mind

Visualize the final prepared pathway before
choosing files, taper, and working strategy.

Before access and shaping, study the root
outline, canal disappearance, periodontal
ligament changes, restorations, and likely
furcation anatomy. Picture the final centered
preparation and working length before selecting
taper or file sequence. Ask where the first file is
likely to contact the outer wall and where debris
may compact. This turns the image into a
treatment plan rather than a background record,
and it gives the clinician a reason to use smaller
scouting files, lighter engagement, or a different
stop point.

YouTube: How to Master a 90 Degree Curved Root
Canal

03
DIAGNOSE AND ORIENT

Use angled radiographs or
CBCT when needed

Add information before shaping if the
curve disappears, splits, or projects in more
than one plane.

Angled radiographs help reveal curvature hidden
in the buccolingual plane. Versiani and co-
authors report that proximal curvatures can be
more severe than the clinical view suggests, and
secondary S-shaped curves are more common in
mandibular teeth than many clinicians expect.
CBCT is not a routine substitute for careful
radiography, but it is justified when the canal
disappears, anatomy is calcified or previously
treated, symptoms do not match the image, or
an extra canal, fused root, or multiplanar curve
would change the access or shaping decision.

YouTube: How to Get Down Super Curved Root
Canals

04
DIAGNOSE AND ORIENT

Refine access before
negotiation

Remove coronal interferences so the file
can follow the canal rather than bend
around preventable obstruction.

Access is not about making the tooth look open;
it is about giving the first file a controlled path
into the canal. Remove restrictive dentin, shelves,
and triangles that make a small file bend
coronally before it reaches the true curve. Use
magnification, illumination, and conservative
ultrasonics where they improve direction.
Preserve pericervical dentin, but do not confuse
contracted access with controlled access. If the
first instrument drags coronally, refine the access
before asking it to negotiate apically.

YouTube: How to Get Down Super Curved Root
Canals

05
PROVE THE GLIDE PATH

Flood the chamber and
scout with a small file

Use irrigant and a small pre-curved #08 or
#10 K-file to find the path with tactile
feedback.

The first file is a probe, not a shaper. Flood the
chamber with irrigant or lubricant so debris can
move and tactile feedback remains readable. A
small pre-curved #08 or #10 K-file should
advance in short, patient movements, then be
withdrawn, cleaned, irrigated, and reintroduced.
If the file feels vague, springy, or blocked, stop
and re-orient instead of increasing pressure. The
aim is to identify the canal pathway before any
rotary file is asked to work.

YouTube: How to Achieve Patency with One Manual
File

06
PROVE THE GLIDE PATH

Pre-curve only the last few
flutes

Place the curve in the terminal 1-2 mm so
the tip can read anatomy without over-
bending the shaft.

The useful curve belongs at the tip. Pre-curve
only the terminal 1-2 mm, roughly the last few
flutes, so the instrument can read the canal while
the shaft stays controllable. Re-curve after
withdrawal if the tip has straightened. Match the
direction of the curve to the radiographic plan
and the tactile signal from the canal. A long
exaggerated bend can create a false direction,
increase wall contact, or make the clinician
believe the file is following anatomy when it is
actually pushing into dentin.

YouTube: Glide Path Management Secrets of Hand
Filing

https://www.youtube.com/watch?v=RuBSBbQy-8A
https://www.youtube.com/watch?v=R47fPIfqi-I
https://www.youtube.com/watch?v=RuBSBbQy-8A
https://www.youtube.com/watch?v=RuBSBbQy-8A
https://www.youtube.com/watch?v=h2nAoBXb53g
https://www.youtube.com/watch?v=jc18a1msVCE


07
PROVE THE GLIDE PATH

Confirm slip-slide
movement

A confirmed glide path lets the file return
to length passively after being withdrawn
slightly.

A glide path is not simply a file reaching length
once. It must be reproducible. Withdraw the
small file slightly, then confirm it slips back to
working length without force. The movement
should feel smooth and repeatable, not screwed,
dragged, or pushed through resistance. This
confirms the pathway has been followed well
enough for the next instrument. If the file does
not return passively, irrigate, recurve, re-enter,
and keep scouting before progressing to
mechanical glide path or shaping.

YouTube: Glide Path Management - Working Length
and Patency

08
SHAPE LIGHTLY

Let rotary files follow, not
discover

A shaping file should work in an already
known pathway instead of negotiating the
curve under load.

Rotary files are safest when they shape a
pathway that has already been proven. Even
flexible nickel-titanium instruments under load
have a tendency to straighten toward their own
shape, which can shift the preparation toward
the outer wall. Use rotary only after hand
scouting and glide path preparation have created
a reproducible route. Let the file cut lightly and
withdraw as soon as it hesitates. If the file is
being used to find the curve, the sequence has
moved too quickly.

YouTube: Cleaning and Shaping, Using Rotary Files

09
SHAPE LIGHTLY

Use short controlled
engagement

Advance in small movements, withdraw,
clean flutes, irrigate, and check that the file
still re-enters cleanly.

Curvature concentrates contact, torsional load,
and cyclic fatigue. Use short engagement so the
file is never trapped deep in the curve with
packed flutes. Advance a small distance,
withdraw, clean, irrigate, and check that the
instrument re-enters without changing the
pathway. This rhythm also makes resistance
easier to interpret. A file that cuts for too long
without being cleaned can become a wedge
rather than a shaper, especially in narrow mesial
roots and apical hooks.

YouTube: How to Master a 90 Degree Curved Root
Canal

10
SHAPE LIGHTLY

Recapitulate before debris
becomes a block

Small-file recapitulation protects working
length and reduces apical compaction in
the curve.

Curved canals collect debris where files cannot
work evenly. Isthmuses, fins, lateral canals, and
apical ramifications cannot be completely
instrumented, so irrigation and recapitulation are
part of the shaping strategy. Use a small file to
confirm patency and preserve working length
before debris becomes a ledge or block. The
anatomy literature repeatedly shows that canal
systems are more complex than the main canal.
Recapitulation is therefore a control check, not a
ritual.

YouTube: Glide Path Management - Working Length
and Patency

11
SHAPE LIGHTLY

Reduce apical pressure as
the radius tightens

A decreasing radius curve increases cyclic
fatigue and transportation risk even after a
glide path is present.

The tighter the radius, the more consequence
each millimetre of apical pressure carries. In
curved canals, larger apical enlargement can
remove extra dentin without producing complete
preparation of the canal outline. As the curve
tightens, reduce apical pressure, shorten
engagement, clean more often, and consider
whether the final size or taper should be
conservative. The aim is not to make the canal
round at any cost; it is to disinfect and shape
while preserving dentin and the original exit
pathway.

YouTube: Glide Path Management - Irregular Glide
Path

12
STOP AND DECIDE

Stop when feedback
changes

Resistance, loss of slip-slide, repeated
debris blocking, or sudden file pull should
trigger reassessment.

Changed feedback is clinical information. Stop if
the file no longer returns to length, debris
repeatedly blocks the canal, the instrument pulls
into the curve, working length changes, or the
radiograph no longer matches the tactile path.
Irrigate, recurve, scout again, and consider
another image before proceeding. Speed and
force do not solve uncertainty; they usually hide
it until the canal is transported, ledged, blocked,
or the instrument is damaged.

YouTube: How to Fix a Ledge in Root Canal

13
STOP AND DECIDE

Refer before control is lost

Referral is a clinical control decision when
visibility, access, curvature, or tactile
feedback becomes unreliable.

Referral is not failure; it is preservation of
options. Consider referral when curvature is
severe, multiplanar, S-shaped, calcified, ledged,
previously treated, or associated with symptoms
and pathology that suggest missed anatomy.
Refer when visibility is poor, access cannot be
refined safely, working length is unstable, or a
reproducible glide path cannot be created. The
best time to refer is before transportation,
perforation, separation, or unnecessary dentin
removal makes the case harder for everyone.

YouTube: The number one root canal technique to
prevent file separation
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The curved-canal checklist combines the local EndoTech source folder with anatomy, curvature, cyclic-fatigue, shaping, apical-enlargement, isthmus, and irrigation literature. The page uses these sources
to support small-file scouting, reproducible glide path control, short rotary engagement, recapitulation, and early stop-or-refer decisions.
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https://www.youtube.com/watch?v=qLzjL-MOtoU
https://www.youtube.com/watch?v=85_GP2e-p3A
https://www.youtube.com/watch?v=R47fPIfqi-I
https://www.youtube.com/watch?v=qLzjL-MOtoU
https://www.youtube.com/watch?v=O9yclUIPCqA
https://www.youtube.com/watch?v=fNTY_ZFBM_4
https://www.youtube.com/watch?v=Z1roelZuN6s

