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Ankyloglossia refers to a congenitally tight lingual frenulum that limits
the motion of the tongue. Whether the release of a tight lingual
frenulum in neonates improves breastfeeding is not clear. Because
many of the symptoms of ankyloglossia overlap those of other
breastfeeding difficulties, a team partnership is necessary.

INTRODUCTION

The American Academy of Pediatrics (AAP) recommends exclusive breast-
feeding for about 6 months, with continuation of breastfeeding for 2 years or
longer as mutually desired by mother and infant.1* The importance of breast-
feeding is supported by the World Health Organization,2 the Centers for Disease
Control and Prevention,3 the American Academy of Pediatric Dentistry,4 the
American Dental Association,5 and numerous other organizations. When breast-
feeding problems arise, families look to health care professionals, including pe-
diatricians and lactation specialists, for help. For the sake of nursing dyads
searching for solutions to breastfeeding issues, a team approach is best.

DEFINITION

Ankyloglossia is a condition present at birth that restricts the tongue’s
range of motion because of a short or tight band of tissue called the

* The word chestfeeding may be used by transgender, nonbinary, and other parents
to describe how they feed their infants. It may refer to human milk or human milk-
substitute feeding, from a person who lactates or not. Health outcomes in published
literature reflect breastfeeding and may not be applicable to chestfeeding. Because
of this broad and variable definition, chestfeeding and breastfeeding are not always
synonymous, and the words are not interchangeable. Throughout this document, the
words breastfeeding and human milk will be used.
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lingual frenulum, which tethers the bottom of the tongue’s
tip to the floor of the mouth. A restrictive lingual frenulum
may interfere with breastfeeding by not allowing the infant
to extend and elevate their tongue to grasp the nipple with
suckling.

PROBLEM

There are no uniform accepted diagnostic criteria for the diag-
nosis of ankyloglossia. There is a lack of consensus for treat-
ment of ankyloglossia, leading to wide practice variation in the
United States and internationally.6–12 At the same time, the di-
agnosis of ankyloglossia and the frequency of performing a fre-
notomy has increased recently worldwide.7–12 Some medical
practitioners and researchers are concerned that infants and
children are being overdiagnosed with ankyloglossia.13–16 Two
published systematic reviews of ankyloglossia and breast-
feeding have noted no clear criteria for the diagnosis of an-
kyloglossia and a lack of good evaluation of treatments,
including frenotomy, on breastfeeding outcomes.6,17 The
Academy of Breastfeeding Medicine and the American
Academy of Otolaryngology–Head and Neck Surgery
(AAO-HNS) both released statements on ankyloglossia
in breastfeeding dyads13,18 that summarize the issues associ-
ated with infant ankyloglossia. Based on research and infor-
mation published in peer-reviewed journals, this AAP clinical
report will present the currently available information on
diagnosis and treatment of ankyloglossia and make expert
recommendations to help pediatricians care for the breast-
feeding infant.

ANATOMY OF ANKYLOGLOSSIA AND PHYSIOLOGY OF
LACTATION

The embryologic development of tongue is a complicated
process that starts around the fourth or fifth week of ges-
tation, originating with the pharyngeal arches, and has
key influence on shaping the oral cavity.19 Frenula are
membranous folds of mucous membrane that attach one
anatomic structure to another. Intraorally, there are sev-
eral potential frenula: the lingual frenulum, the maxillary
labial frenulum, and the buccal frenula. Frenula are de-
fined in Text Box 1. Tight frenula can create constrictions
between 2 structures (eg, tongue and gums), which can
affect the movement and the function of these structures.

Anatomic work by Mills et al shows that the lingual
frenulum is not a discrete band of tissue but a dynamic
midline fold of a layer of fascia under the oral mucosa.
The fold extends across the floor of the mouth and in-
serts in the inner arc of the mandible. When the tongue
is elevated, a midline fold is formed. Branches of the lin-
gual nerve and, in some infants, part of the genioglossus
muscle were found located superficially in the fold cre-
ated by the movement of the tongue. In infants, tongue
movement partially depends on the length of the anterior

tongue, the location of the frenulum insertions on the floor
of the mouth, and the ventral tongue. The lingual frenulum
appearance varies along a continuum from translucent to
opaque. A translucent frenulum is a mucosal layer alone. An
opaque frenulum consists of mucosa, fascia, and at times, the
genioglossus muscle. The lingual frenulum does not connect
to the posterior tongue (tongue base) (Fig 1).20

Consequently, Mills et al suggest that the term “posterior
tongue tie” is anatomically incorrect nomenclature and
that its use should be discontinued. Mills et al assert that
ankyloglossia cannot be diagnosed solely by the appear-
ance of the lingual frenulum.20,21 The AAO-HNS, in its con-
sensus statement, could not reach agreement on the
definition of posterior ankyloglossia (Fig 2).13 With the
finding of Mills et al that the band of tissue at the base
of the tongue often contains the genioglossus muscle,
this muscle may lengthen with use in feeding, and the
infant’s feeding abilities may improve with time.22

Breastfeeding requires coordination of tongue eleva-
tion and extension. The tongue must aid in milk removal
from the nipple and safely remove the milk bolus from
the oral cavity. When an infant has adequate latch on the
nipple, milk flow occurs because the anterior tongue low-
ers and creates an intraoral vacuum. As the tongue
raises, the vacuum is decreased, and the milk bolus is
transferred to the pharynx. The nipple elongates to the
junction of the hard and soft palate, and is not distorted
by tongue movement.23

Anatomic variations of the lingual frenulum do not
necessarily lead to difficulties with breastfeeding. Fewer
than 50% of infants with physical findings consistent
with ankyloglossia had difficulty breastfeeding.24–26 In
this clinical report, the combination of a tight lingual
frenulum and concomitant breastfeeding difficulties that
do not improve with lactation support are referred to as
“symptomatic ankyloglossia.”21,27,28 Other factors such as
abnormal oral anatomy, infant suckling ability, and ma-
ternal breast anatomy also play roles in symptomatic
ankyloglossia.

TEXT BOX 1
Definitions
� Symptomatic ankyloglossia – infant with physical examination
consistent with a restrictive frenulum and difficulty with feeding whose
difficulties are not improved with lactation support.

� Frenotomy, frenectomy, or frenulectomyy – a surgical procedure to
release a frenulum. The term frenotomy is used in this clinical report.

Locations of intraoral frenula
� Lingual frenulum – connects the underside of the tongue to the floor
of the mouth.

� Maxillary labial frenulum – attaches the maxillary lip to the alveolar
mucosa above the maxillary central incisors.

� Buccal frenula – connects the buccal mucosa to the alveolar mucosa
in the posterior region of the maxilla and/or mandible.
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EPIDEMIOLOGY

Three different studies focused on ankyloglossia diagnoses
in the United States, Canada, and England found that its
frequency of diagnosis in neonates ranges from 1.7% to
10.7%.24–26 Walsh and Benoit15 and Wei et al12 used inpatient
hospital databases to evaluate incidence of ankyloglossia
diagnoses and performance of lingual frenotomies over
time in the United States. They reported an almost 10-fold
increase in the diagnosis of ankyloglossia between 1997 and
2012, and a further doubling between 2012 and 2016. Rates
of performance of frenotomy also increased 10-fold between
1997 and 2012 and doubled between 2012 and 2014 (Figs 3

and 4). Compared with the general population, children with
ankyloglossia or frenotomy were more often male, privately in-
sured, and from higher median-income zip codes, and varied
by geographic region. Other demographic or socioeco-
nomic factors have not been studied to date. Similar
trends of markedly increased rates of diagnosis and
treatment, as well as geographic variation, have been re-
ported in Canada,8,9 Australia,10 and Denmark.11 These
significant increases in the incidence of ankyloglossia di-
agnoses and the rates of frenotomy performance may be
attributable to true increased incidence, improved diag-
nostic accuracy, or overdiagnosis.

FIGURE 1
Anatomic-based diagram of lingual frenulum structure. Diagram illustrating coronal section of floor of mouth: (1) Current, presumed understanding of lin-
gual frenulum structure: A submucosal band: (a) tongue relaxed, (b) tongue elevated, raising lingual frenulum. Red line: Oral mucosa. Green oval: Coronal
section of connective tissue band. (2) Our newly proposed anatomically based understanding of lingual frenulum structure: Red line: Oral mucosa, green
line: Floor of mouth fascia, with genioglossus suspended from fascia. (a) Tongue relaxed, floor of mouth fascia immediately beneath mucosa. (b–d) Varia-
tions in frenulum morphology with tongue elevated to raise frenulum. (b) Transparent frenulum: Mucosal fold elevates above fascia to form fold, with fascia
remaining low/at base of fold. (c) Opaque frenulum: mucosal and fascia elevate together to form fold. (d) Thick frenulum: Mucosa and fascia elevate to-
gether, with genioglossus also drawn into fold.20 [Color figure can be viewed at wileyonlinelibrary.com] Image credit: Mills N, Pransky SM, Geddes DT,
Mirjalili SA. What is a tongue tie? Defining the anatomy of the in-situ-lingual frenulum. Clin Anat. 2019;32:749–761. Clinical Anatomy published by Wiley Period-
icals, Inc. on behalf of American Association of Clinical Anatomists. Used under the terms of the Creative Commons Attribution License.

FIGURE 2
(A) An example of anterior ankyloglossia with the lingual frenulum attaching at the tongue tip, limiting tongue mobility. (B) Posterior attachment of lingual
frenulum. In the AAO-HNS consensus statement, consensus was not reached regarding the definition of posterior ankyloglossia. Some in the consensus
group would describe this figure as an example of posterior ankyloglossia if there are objective findings of restricted tongue mobility caused by the lingual
frenulum.13 Images used with permission from Messner AH, Walsh J, Rosenfeld RM, Schwartz SR, Ishman SL, Baldassari C. Clinical consensus statement: an-
kyloglossia in children. Otolaryngol Head Neck Surg. 2020;162(5):597–611.
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ASSESSMENT OF SYMPTOMATIC ANKYLOGLOSSIA: MATERNAL
PAIN, POOR LATCH, AND POOR MILK TRANSFER

Symptomatic ankyloglossia is defined as a restrictive lin-
gual frenulum that causes problems with breastfeeding
that are not improved with lactation support (Text Box 1).
Breastfeeding difficulties are common in the postpartum

period. Nipple pain and a poor or ineffective latch are among
the most common complaints of breastfeeding mothers.29–32

However, most breastfeeding difficulty is not related to
symptomatic ankyloglossia. Breastfeeding difficulty as
it relates to ankyloglossia has not been uniformly
defined, but several retrospective or nonrandomized

FIGURE 3
Number of inpatient newborn ankyloglossia diagnoses in United States by year.12 Image used with permission from Wei EX, Tunkel D, Boss E, Walsh J. Ankylo-
glossia: update on trends in diagnosis and management in the United States. 2012–2016. Otolaryngol Head Neck Surg. 2020;163(5):1029–1031.

FIGURE 4
Number of inpatient infant frenotomies in United States by year.12 Image used with permission from Wei EX, Tunkel D, Boss E, Walsh J. Ankyloglossia: update
on trends in diagnosis and management in the United States, 2012–2016. Otolaryngol Head Neck Surg. 2020;163(5):1029–1031.
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studies and case reports have identified increased inci-
dence of maternal nipple pain,26,33 poor infant latch,26

inadequate infant weight gain,23,34 and neonatal hyper-
natremic dehydration35 in infants with ankyloglossia
when compared with other breastfeeding neonates.
Nipple pain alone as a marker of symptomatic ankylo-
glossia is insufficient, because between 34% and 96%
of breastfeeding mothers experience nipple pain in the im-
mediate postpartum period.36 Timing or persistence of
symptoms may be important, because most nipple pain
peaks at about 3 days postpartum and decreases to mild
levels for most women within 7 to 10 days.36 A thorough
feeding evaluation is described below.

PEDIATRICIAN’S ROLE IN DIAGNOSING ANKYLOGLOSSIA

The partnering of pediatricians and lactation specialists
together for the sake of the nursing dyad is important
and outlined in the algorithm below (Fig 5). A pediatri-
cian considering the diagnosis of ankyloglossia leading to
breastfeeding difficulty, especially with insufficient growth,
should start with the differential diagnosis of poor weight
gain and ineffective latch. Important aspects to review may
include:

� A review of the prenatal course, including intrapartum
and postpartum medications, breastfeeding history, breast
surgeries, breast and nipple anatomy, and family history

� Infant feeding history including any abnormal fea-
tures (coughing, choking, color change, bilious emesis,
early tiring) and/or breastfeeding difficulties (nipple
pain, nipple trauma, long feeding times, difficulty stay-
ing attached to the breast)

Perform a complete infant physical examination with
special attention to:

� Visual inspection of the face, jaw, neck, and oropharynx
� Atypical features including dysmorphic features, micro-

gnathia, retrognathia, and cleft lip and/or palate
� Assessment of tongue movement and coordination

with a clean, gloved finger in the mouth to test the
suck reflex and to palpate the hard and soft palate

� Appearance of lingual frenulum, including the inability
of the infant to extend tongue over the lower alveolar
ridge or lift tongue midway to the palate, or a heart-
shaped tongue on extension

� Assessment of milk transfer using pre- and postfeeding
weights, observation of a feeding session, and assessment
of weight gain using World Health Organization growth
standards.37,38

The differential diagnosis of ineffective feeding or poor
growth includes infection, congenital heart disease, congenital
adrenal hyperplasia, inborn errors of metabolism, and

intestinal obstruction. Pediatricians need to work with pedi-
atric nurses in their practice or refer to lactation professio-
nals to assess latch and breastfeeding using a standardized
tool such as the Latch, Audible Swallowing, Type of Nipple,
Comfort, and Hold assessment score39 or Infant Breastfeed-
ing Assessment Tool.40 If a dentist is consulted, the dentist
can also collaborate with the team defined above, including
the infant’s primary health care provider. As always, a team
approach to this issue is best.

TOOLS FOR EVALUATION OF ANKYLOGLOSSIA

Numerous tools for assessing the severity of ankyloglossia
have been published in peer-reviewed journals and encourage
formal scoring of the observed tongue movement (Table 1).
These screening tools include: the Hazelbaker Assessment
Tool for Lingual Frenulum Function, the shortened form of
the Assessment Tool for Lingual Frenulum Function, the Fre-
notomy Decision Tool for Breastfeeding Dyads, the Bristol
Tongue Assessment Tool, the Neonatal Tongue Screening
Test, and Kotlow’s grading system.41–46

Unfortunately, none of the tools have been validated.
The Agency for Healthcare Research and Quality reported
that a standardized approach to identifying and classify-
ing ankyloglossia and a good description of the natural
history of ankyloglossia by severity, including long-term
risk of feeding problems, are needed.6

TREATMENTS FOR SYMPTOMATIC ANKYLOGLOSSIA

As with any procedure performed on an infant, it is impor-
tant to obtain and document informed consent, which in-
cludes explaining information such as alternatives (waiting/
observation/revisiting lactation specialist), risks of bleeding
and infection, pain control, and postprocedure care.

Historically and currently, the most common approach
to infant frenotomy is scissor clipping of the frenulum, with
or without previous clamping. Fingers, a grooved retractor, or
cotton-tipped applicators can be used to retract the tongue.
Typical blunt-tip scissors technique has not been reported to
have complications17,47 and usually does not require anes-
thetic or sutures in the newborn infant.

Recently, there has been a marked increase in the use of la-
ser for frenotomy by physicians, oral surgeons, and dentists.48

There are no comparative data on the use of laser versus
clipping for frenotomy in infants younger than 6 months that
support routine use. The AAO-HNS reached a consensus that
“there is insufficient evidence to support claims that one
technique of frenotomy, such as laser, is superior to other
techniques.”13

Other treatments supported by some health care profes-
sionals include physical therapy, craniosacral therapy, or
myofascial therapies.49 These treatments also are not well-
studied and often require out-of-pocket costs for families.
Postfrenotomy stretching exercises in which the parents open
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the wound several times to prevent reattachment are not
recommended and may cause oral aversion.50,51 Although
osteopathic manipulation treatment has been shown to be

helpful for latching problems in breastfeeding newborns,52

there is no research looking specifically at its role in helping
with breastfeeding problems related to ankyloglossia.

FIGURE 5
Ankyloglossia algorithm. Created by: Maya Bunik, MD, MPH, FAAP.
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TABLE 1 Summary of Scoring Systems for Assessment of Ankyloglossia and Reliability and Validity Data

Source Scoring System
Anatomic Versus

Functional Interrater Reliability Validity
Used in Other

Published Studies

Kotlow 201148 Based on insertion of lingual
frenulum from the tip of the
tongue

Class 1: Frenulum inserts
0–3 mm from tip of tongue

Class 2: Frenulum inserts
4–6 from tip of tongue

Class 3: Frenulum inserts
7–9 mm from tip of tongue

Class 4: Frenulum inserts
10–12 mm from tip of tongue
or submucosally

Anatomic No No —

ATLFF (Hazelbaker
201041)

Anatomic factors: Shape of
tongue when lifted, length
and elasticity of frenulum,
and attachment of frenulum
to inferior alveolar ridge

Functional factors: Lateralization
of tongue, cupping of the
tongue, lift of tongue,
peristalsis of tongue,
extension of tongue, and
snap-back of the tongue

Anatomic and
functional

Moderate (kappa 5 0.44)
(Madlon 200668)

Anatomic items (kappa 5
0.4–0.6)

Function items of tongue
cupping, peristalsis, snap-
back and spread low (kappa
<0.05)

Lateralization, lift, and tongue
extension (kappa >0.65),
agreement on
recommendation for
frenotomy (kappa 5 0.92)
(Amir 200642)

No Madlon 2006,68 Rickie
2005,68 Amir 200643

Shortened ATLFF
(Amir 200642)

Recommended shortened form
of ATLFF using anatomic
factors and functional factors
of lateralization, lift, and
extension of tongue

Anatomic and
functional

(kappa of 0.4–0.6) for anatomy
items

Lateralization, lift, and tongue
extension (kappa >0.65),
agreement on
recommendation for
frenotomy (kappa 5 0.92)
(Amir 200642)

No Emond 2014,55 Ingram
201543

Frenotomy Decision
Tool for
Breastfeeding
Dyads (Srinivasin
201948)

Infant scored on inability to
maintain latch, endless feeds,
poor milk transfer and poor
weight gain, and anatomic
findings of inability to rest
tongue on roof of the mouth,
cup tongue, or maintain
suction on finger or breast,
diminished lateral tongue
movement, and to protrude
tongue past the gum line

Anatomic and
functional

No No —

Bristol tongue
Assessment Tool
(Ingram 201543)

Tongue tip appearance: 0–2
Location of frenulum attachment

to gum/ridge or floor of
mouth: 0–2

Lift of tongue while crying: 0–2
Protrusion of tongue: 0–2

Anatomic and
functional

Cronbach’s a of 0.708 No —

Neonatal Tongue
Screening Test (de
Andrada Fraga
2020,27 Martinelli
2012,44 de Almeida
201869)

Tongue and lip appearance at
rest and crying, evaluation of
frenulum

Max score 12, >7 is altered
lingual frenulum

Anatomic and
functional

Intraclass correlation coefficient 5
0.77 (95% CI, 0.64–0.89)
(de Almeida 201869)

No de Andrada Fraga
202027

ATLFF, Assessment Tool for Lingual Frenulum Function; CI, confidence interval.

PEDIATRICS Volume 154, number 2, August 2024 7

Downloaded from http://publications.aap.org/pediatrics/article-pdf/doi/10.1542/peds.2024-067605/1683125/peds.2024-067605.pdf
by guest
on 30 July 2024



RESEARCH CHALLENGES

There are several small, randomized trials of frenotomy. Re-
cent reviews of these trials have concluded that these studies
have not answered the question of whether frenotomy in in-
fants with feeding difficulties results in longer-term breast-
feeding success and resolution of maternal pain. Both reviews
suggest that frenotomy causes a short-term reduction in nip-
ple pain among breastfeeding mothers and an inconsistent
positive effect on infant breastfeeding.17,47 Because breastfeed-
ing pain is one of the most common reasons for early breast-
feeding cessation,29 decreasing pain is an important outcome
of frenotomy to achieve continued breastfeeding. Because of
the small number of studies and the high incidence of meth-
odologic issues, including a lack of well-conducted randomized
trials examining breastfeeding duration or exclusivity, defini-
tive breastfeeding benefit has not been shown.17,47

The only methodologically acceptable way to assess the
efficacy of frenotomy on breastfeeding outcomes is through
appropriately powered, blinded, randomized controlled tri-
als with an appropriate follow-up period and sufficient
breastfeeding support to the control group. The most signif-
icant problem with this group of studies is that none fol-
lowed the control group in its natural state (with unaltered
ankyloglossia) beyond 2 weeks of age, which is inadequate
to assess improvement over time. All control infants were
subject to frenotomy anywhere from later in the same day as
the intervention group to, at the very latest, 2 weeks after the
procedure was performed in the intervention group.24,53–56

The maxillary labial frenulum, a normal oral structure
present in all infants, has also recently been implicated in
breastfeeding issues. Some researchers suggest correction of
the maxillary labial frenulum for children with thick, short,
or prominent maxillary labial frenula and breastfeeding is-
sues, proposing that a tight band can limit the ability to
have an adequate latch because of an inability to fully flange
the upper lip.45 Kotlow has described an unvalidated four-
type grading system.45 Santa Maria et al evaluated the Kot-
low grading system by having several examiners examine a
cohort of neonates and found both poor intrarater and in-
terrater reliability.57 They scored greater than 80% of all
newborn infants as having highest grade of maxillary labial
frenulum. The high incidence would suggest that this visual
grading system is not a valid indicator of the impact of the
maxillary labial frenulum on breastfeeding.57 In addition to
diagnoses made by the grading system and poor lip flang-
ing, lip dimpling, blanching of the maxillary labial frenulum
with elevation, bony remodeling of the alveolar ridge, and
gastroesophageal reflux have been proposed as signs of a
tight maxillary labial frenulum,58 but lack supporting evi-
dence in the peer-reviewed literature.

Several observational cohort studies58–60 have attempted to
evaluate the release of the maxillary labial frenulum. All stud-
ies have included patients who simultaneously underwent lin-
gual frenotomy. These studies were severely limited because

of the lack of a control group in a population that has a high
propensity for improvement over time, the lack of a validated
tool to measure the effect of maxillary labial frenulum on
breastfeeding, and the performance of 2 simultaneous proce-
dures in study participants, which negates any ability to deter-
mine the potential effect of maxillary labial frenotomy on
breastfeeding. No randomized controlled trials of labial maxil-
lary frenulum release have been performed to evaluate any of
the functional or observational measures and the proposed im-
pact of maxillary labial frenulum on breastfeeding. Concern
has been noted in the literature that performing unnecessary
procedures may have monetary influence.61 A Google search
on August 11, 2023, showed that practitioners are asking for
several hundred dollars to perform frenotomy, but parents are
not made aware that an alternative, such as an otolaryngology
visit, is covered by both Medicaid and commercial insurance.

Shah et al found no correlation between the appearance
of the maxillary labial frenulum and breastfeeding problems,
and no relationship between the appearance of the maxil-
lary labial frenulum and ankyloglossia.62 Messner et al con-
cluded that infants normally have an upper lip frenulum,
the upper lip frenulum is not well defined, and its relation-
ship to breastfeeding problems is unclear, and maxillary lip
ties may be being overdiagnosed in some areas.13

Buccal frenula are also being released by some physicians
and dentists to help with breastfeeding. There are no known
physiologic reasons, published reports, or consensus among ex-
perts as to how buccal tie is defined or how it might impact
breastfeeding. The AAO-HNS reached consensus that “surgery
to release a buccal tie should not be performed.”13 The Acad-
emy of Breastfeeding Medicine statement reports that there is
no evidence for surgically treating maxillary or buccal frenula.18

INTERNET AND SOCIAL MEDIA

The Internet and social media have contributed to the increase
in awareness of ankyloglossia and use of frenotomy. Informa-
tion online contains varying levels of accurate information in-
cluding evidence from reliable health care organizations, but
also personal testimonies, blogs, targeted advertising of frenot-
omy services, and misinformation related to frenotomy. For
example, the normal newborn finding of sucking blisters is
often used as a sign of tethered oral tissues.63 Pediatricians
should be aware of the concerns of parents who may have
arrived at their own diagnosis from social media.64 Parents
may have trouble determining which information is reliable
and unbiased. They may need help from their pediatrician to
make a good decision about their infant’s breastfeeding is-
sues and possible ankyloglossia.

COST

Frenotomies can be covered under both medical and
dental insurance. Most infants are covered by a medical
insurance policy soon after birth, either private insurance
or Medicaid. In some states, Medicaid may cover a fre-
notomy, and some may require previous approval.
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CONCLUSIONS AND RECOMMENDATIONS
1. Ankyloglossia is a variation of a normal oral structure.

Symptomatic ankyloglossia is defined as a restrictive lin-
gual frenulum that causes problems with breastfeeding
that are not improved with lactation support. Infants
with ankyloglossia and normal feeding patterns need no
intervention. Frenotomy for other problems or to pre-
vent issues such as speech articulation or obstructive
sleep apnea in the future is not evidence based.18

2. Posterior ankyloglossia is a poorly defined term, lacking
agreement from experts, and should not be used as a
reason to perform surgical intervention on an infant.

3. Labial and buccal frenae are normal oral structures
unrelated to breastfeeding mechanics and do not re-
quire surgical intervention to improve breastfeeding.
Sucking blisters are a normal finding in newborn in-
fants, and as such, are not suggestive of pathology.

4. Suboptimal breastfeeding is a complex issue and every
nursing dyad with painful or ineffective feeding should
have a complete breastfeeding assessment before any
treatment is offered.65,66 Here, multidisciplinary commu-
nication and management between lactation specialists,
feeding therapists, surgeons, and pediatricians are para-
mount for the best outcome for the family.

5. Newborn infants with possible symptomatic ankyloglos-
sia need close monitoring, support of breastfeeding while
in the hospital, early postdischarge follow-up, and moni-
toring of weight gain in their medical home.

6. Surgical intervention for symptomatic ankyloglossia, ver-
sus laser, can reasonably be offered after other causes of
breastfeeding problems have been evaluated and treated.
Frenotomy may decrease maternal nipple pain.6,17,67 Al-
though the evidence is not strong, addressing pain is im-
portant for successful continued breastfeeding.

7. Frenotomy should be performed by a trained profes-
sional, either the medical home provider or another to
whom the medical home refers the patient. The perform-
ing professional should be experienced in the medical
care of newborns and older infants and should maintain
needed privileges for the procedure. As with any surgical
procedure, before performing a frenotomy, the perform-
ing provider should take a “time out” to:
a. Obtain a signed consentb
b. Discuss alternatives, risks, and benefits of the procedurec
c. Discuss and provide pain control optionsd
d. Document previous receipt of intramuscular vitamin Ke
e. Provide information on postsurgical care and follow-up

8. Attention to prevention of surgical complications, hemor-
rhage risk, pain mitigation, and evidence-based postsurgical
care is recommended. Postoperative stretching exercises
are not evidence-based and are not recommended.

9. Further research including a standardized approach to
identifying and classifying ankyloglossia, long-term
outcome measures, and a good description of the nat-
ural history of ankyloglossia by severity, including
long-term risk of feeding problems, is needed.
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