PosITION STATEMENT (CP 2002-02)

Ankyloglossia and breastfeeding

he term ‘ankyloglossia’ comes from the Greek words

‘agkilos’ for crooked or loop and ‘glossa’ for tongue (1,2).
Ankyloglossia (‘tongue-tie’, short frenulum) is observed in
newborns and children when the lingual frenulum is too
short and attached to the very tip of the tongue, limiting its
normal movements. It is defined in terms of function, rather
than on the basis of objective anatomical measurement (3-
5). This condition is diagnosed when a patient cannot pro-
trude his/her tongue past the incisial edge of the lower
gingiva; when he/she attempts to do so, the tip of the tongue
becomes heart-shaped and remains behind the lower gum
edge. When the mouth is open, it is impossible for the
patient to touch the roof of his/her mouth with the tip of the
tongue. However, little research has identified a causal rela-
tionship between tongue-tie, lactation problems, speech dis-
orders and other oral motor disorders (eg, problems with
swallowing or licking) (6-9). The present statement focuses
specifically on the evidence surrounding the association of
ankyloglossia and breastfeeding difficulties.

ETIOLOGY, PHYSIOLOGY AND
POSSIBLE PATHOLOGY

During early development, the tongue is fused to the floor of
the mouth. Cell death and resorption free the tongue, with
the frenulum left as the only remnant of the initial attach-
ment (10). Tongue-tie is the result of a short fibrous lingual
frenulum or a highly attached genioglossus muscle (4),
affecting from 0.02% to 4.4% of newborn infants
(11-13). The lingual frenulum usually becomes less promi-
nent as a natural process of the child’s growth and develop-
ment, when the alveolar ridge grows in height and the
teeth begin to erupt (9). This process occurs during the first
six months to five years of life. Ankyloglossia is defined as
complete if there is a total fusion between the tongue and
the floor of the mouth or partial if it arises from a short lin-
gual frenulum, the latter being by far the most common
type (8,9).

The role of a short lingual frenulum as a cause of breast-
feeding difficulties has been described in multiple anecdotal
reports linking partial ankyloglossia to decreased tongue
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mobility and a potential inability to latch on properly (3,14-
18).

It is important to remember that the swallowing mecha-
nism of the newborn and infant is different from the adult
or older child. It has been noted that for successful nursing
to occur, the infant must latch on to the mother’s areola
with his/her upper gum ridge, buccal fatty pads and tongue.
Suckling begins with the forward movement of the jaw and
tongue. The tongue helps to make a better seal, but with
minimal active action. The anterior edge of the tongue
thins, cupping upwards to begin a peristaltic ripple back
toward the throat. At the same time, the lower jaw squeezes
milk from the ductules. Finally, the posterior part of the
tongue depresses to allow milk to collect in the oropharynx
before swallowing (18). It is clear that restriction of the
tongue movements must be quite extreme to interfere with
sucking and swallowing (3,9,19).

Messner et al (10), in a prospective study, reported the
incidence of ankyloglossia in a well baby population and
tried to determine whether patients with this condition
experienced breastfeeding difficulties. Only 50 babies of the
1041 newborns that were screened in the well baby nursery
had tongue-tie as defined by their very broad definitions.
This incidence of 4.8% corresponds with what is reported in
the literature (11-13). No cases of complete ankyloglossia
were identified. Thirty-six mothers of affected infants were
paired with 36 mothers of control infants. They all breastfed
for a period of two to six months. Thirty (83%) of the 36
infants with ankyloglossia were successfully breastfed during
the study period compared with 33 (92%) of the 36 control
infants (P=0.29). Mothers of infants with ankyloglossia
reported more breastfeeding difficulties than mothers of
controls. However, as stated above, the duration of breast-
feeding was similar in both groups (10).

MANAGEMENT
Management of tongue-tie is usually conservative, requiring
no intervention beyond parental education and reassur-
ance. Infants must be observed closely when a complete
fusion of the tongue is found, and frenulectomy must be per-
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formed (20).

For partial ankyloglossia, if a tongue-tie release is deemed
necessary, a referral to an ear, nose and throat specialist, oral
surgeon or a physician experienced with the procedure
should be made. Release of the tongue-tie appears to be a
minor procedure, but may cause complications such as bleed-
ing, infection or injury to Wharton’s duct (21).

A simple incision or ‘snipping’ of a tongue-tie (frenecto-
my) is the most common procedure performed for partial
ankyloglossia. However, postoperative scarring may limit
tongue movement even more (20,21). Excision with
lengthening of the ventral surface of the tongue or a
Z-plasty release is another procedure with less postoperative
scarring, but has the inherent risks of general anesthesia (11).
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CONCLUSION
Ankyloglossia is relatively uncommon in the newborn pop-
ulation. Most of the time, it is an anatomical finding with-
out significant consequences for the newborn or infant
affected by this condition. Current evidence seems to
demonstrate that despite ankyloglosssia, most newborns are
able to breastfeed succesfully (7,10).

Surgical intervention is not usually warranted, but may
be necessary if the association between significant anky-
loglossia and major breastfeeding problems has been identi-
fied (20).

More definitive recommendations must await more pre-
cise criteria for diagnosis along with the appropriately
designed clinical trials.

anomalies in the neonate, by race and gender, in an urban setting.
Pediatr Dent 1990;12:157-61.

13. Jorgenson R], Shapiro SD, Salinas CF, Levin SL. Intraoral
findings and anomalies in neonates. Pediatrics 1982;69:577-82.

14. Conway A. “Ankyloglossia” to snip or not to snip: Is that the
question? ] Hum Lact 1990;6:101-2.

15. Berg KL. Tongue tie (Ankyloglossia) and breast feeding: A review.
] Human Lact 1990;6:109-12.

16. Notestine EG. The importance of the identification of ankyloglossia
as a cause of breast feeding problems. ] Hum Lact
1990;6:113-5.

17. Marmet CH, Shell E, Marmet R. Frenotomy may be necessary to
correct breastfeeding problems. ] Hum Lact 1990;6:117-21.

18. Wight NE. Management of common breastfeeding issues.
Pediatr Clin North Am 2001;48:321-44.

19. Sarin YK, Zaffar M, Sharma AK. Tongue-tie: Myths and truths.
Indian Pediatr 1992;29:1585-6.

20. Levy PA. Tongue-tie: Management of a short sublingual frenulum.
Pediatr Rev 1995:16:345.

21. Bernam S, Johnson C, Chan K, Kelley P. Oral congenital
malformations. In: Hay W Jr, Hayward AR, Groothius JR ,
Levin MJ, Sondheimer JM, eds. Current Pediatric Diagnosis &
Treatment, 15th edn. New York: McGraw-Hill, 1995:491.

Members: Drs Cecilia Baxter, Edmonton, Alberta; Fabian P Gorodznsky, London, Ontario; Moshe Ipp, Toronto, Ontario, Denis Leduc,
Montreal, Quebec (chair); Cheryl Mutch, Burnaby, British Columbia; Linda Spigelblatt, Montreal, Quebec (director responsible); Sandra Woods,

Val-d’Or, Quebec

Liaison: Dr Somesh Barghava, Ottawa, Ontario (representing the Community Paediatrics Section, Canadian Paediatric Society)
Principal authors: Drs Fabian Gorodzinsky, London, Ontario; Joseph Telch, Unionville, Ontario
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