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Abstract
Keywords Background: Ankyloglossia (tongue-tie) is a congenital restriction of tongue
ankyloglossia, tongue-tie, mobility with potential impacts on breastfeeding, orval functions, and-

frenotomy, frenuloplasty, speech controversially—speech.
development, articulation, ENT, Objective: To synthesize current evidence on the relationship between

pediatrics, breastfeeding ankyloglossia and early speech development and to propose pragmatic, criteria-

based indications for otolaryngology (ENT) intervention.
Article History Methods:  Narrative — review  of epidemiology, classification  systems,
Received: 01 July 2025 pathophysiology, assessment approaches, outcomes of frenotomy/frenuloplasty, and
Accepted: 11 September 2025 guideline recommendations regarding timing and candidacy for surgery.

Published: 22 September 2025 Results: Ankyloglossia is common (=3-10%) and wvariably defined. High-quality
evidence supports benefit of frenotomy in breastfeeding dyads with latch-related
pain and transfer difficulty; evidence linking isolated tongue-tie to early speech

Copyright @Author delay is mixed, with most studies showing limited or conditional improvement
. *

Corresponding Author: unless there is demonstrable articulation impairment (especially lingual-alveolar

Dr. Amber Shams and interdental sounds), mechanical restriction on exam, and failed trial of

targeted speech therapy. Surgery is most compelling for severe anterior ties with
functional limitation (poor protrusion/elevation, inability to lick lips or alveolar
ridge) and clearly documented speech sound errors attributable to reduced lingual
mobility.

Conclusions: Speech outcomes after release are best in children with objective
mobility  restriction, specific articulation errors, and  pre-/posttherapy
documentation. A staged pathway—screen — SLP-led therapy — ENT evaluation
— selective release—minimizes over-treatment while supporting children who truly

benefit.
INTRODUCTION
Ankyloglossia is characterized by a short, tight, or tongue range of motion. The clinical community
anteriorly attached lingual frenulum that limits broadly agrees on its potential to impair
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breastfeeding; whether it independently causes
early speech delay or persistent articulation
disorders remains debated. This review
synthesizes anatomy, classification, epidemiology,
functional assessment, and outcome data to
answer a practical question: When should ENT
intervene for speech concerns?

Anatomy, Classification, and Epidemiology

The lingual frenulum is a midline mucosal fold
with variable collagen and elastin composition;
aberrant attachment or inelasticity can restrict
elevation and protrusion. Common classification
systems include Kotlow (length-based), Coryllos
(anterior-posterior types), and Hazelbaker
Assessment Tool for Lingual Frenulum
Function (HATLFF), which integrates
appearance and function. Prevalence estimates
range 3-10%, with a male predominance and
familial clustering reported.

Speech Development and Mechanistic Rationale
Early speech requires precise lingual elevation to
the alveolar ridge and dentition for /t, d, n, 1/
and midline grooving and protrusion for /s, z, r,
th/. A restrictive frenulum may limit:

Elevation — difficulty with alveolar sounds;
Protrusion — interdental fricatives and licking
movements;

Lateralization/grooving — sibilants.

However, many children compensate via jaw
movements or alternative placements, and typical
language delay (vocabulary, grammar) is not
caused by ankyloglossia.

Evidence Linking Ankyloglossia to Speech
Outcomes

Breastfeeding: Multiple RCTs and meta-analyses
show shortterm reduction in maternal nipple
pain and improved latch after frenotomy in
symptomatic dyads.

Speech: Evidence is heterogeneous.
Observational studies suggest improvement in
preoperative  mobility
restriction and error patterns are documented.

articulation  when

Systematic reviews emphasize low-to-moderate

certainty and recommend selective surgery,
ideally after SLP trial unless restriction is severe.

Orofacial function: Improvements in tongue
mobility, oral hygiene (licking/cleaning), and
certain feeding tasks are more consistently
observed than generalized speech/language gains.

Assessment: What to Document Before
Considering Surgery

Functional Exam: Protrusion beyond vermilion
border, elevation to incisive papilla/alveolar
ridge, lateralization, cupping/grooving, snapback.

Standardized Tools: HATLFF or validated
mobility scales; photo/video documentation of
range of motion.

Speech-Language Pathology (SLP) Evaluation:
Singleword articulation test and connected
speech sample;

Stimulability and intelligibility;

Error specificity: alveolars (/t, d, n, 1/), sibilants
(/s, /), interdental (/0, 8/);

Response to 4-8 weeks of targeted therapy
(elevation/protrusion drills, oral placement cues).

Differential Diagnoses: Oral-motor dyspraxia,
hearing loss, structural anomalies (palate), dental
malocclusion,  global  developmental  or
neuromuscular disorders.

Indications and Timing for ENT Intervention
(Speech-Focused)

Offer/consider frenotomy or frenuloplasty
when ALL of the following are present:

(A) Objective restriction on exam (poor

elevation/protrusion; tie tethered near tongue
tip; HATLFF function score reduced).

(B) Specific, persistent articulation errors
plausibly linked to tongue immobility (especially
alveolars/interdentals), documented by SLP.
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(C) Limited improvement after a structured SLP
trial (typically >4-8 weeks) or SLP deems progress
impossible without increased mobility.

(D) Age-appropriate readiness (usually >3-4 years
for reliable speech assessment) or earlier
intervention if severe mechanical restriction
causes feeding, drooling, oral hygiene, or social
issues.

Immediate/earlier intervention (no prolonged
SLP trial) is reasonable for:

Severe anterior ties (Coryllos Type 1-2) with
near-absent elevation and clear functional
compromise;

Combined feeding, dental, or oral hygiene
problems;

Failed prior conservative measures with strong
child/family preference after counseling.

Surgical Options and Perioperative
Considerations

Frenotomy (simple division): Quick, minimal
anesthesia in infants; in older children often
under GA.

Frenuloplasty (e.g., Z-plasty, 4-flap): For dense,
inelastic ties or need to lengthen and prevent
scar-re-tethering; may reduce recurrence when
mobility is severely restricted.
Risks:  Bleeding, pain, ulceration, re-
adhesion/scar tethering, salivary duct injury
(rare).

Adjuncts: Post-op myofunctional/SLP therapy
to reinforce elevation, protrusion, and correct
articulatory  placement;  avoid  aggressive
“ . ”» .

stretching wound” regimens unsupported by
evidence.

Outcomes

Children meeting the A-D criteria above show
the highest likelihood of articulation gains and
parentreported functional improvements. Non-
selective release in children without documented
speech errors or mobility restriction yields
minimal or no speech benefit and risks
overtreatment.

Ethical & Counseling Points

Provide balanced information on uncertain
speech benefits and well-established
breastfeeding benefits.

Emphasize shared decision-making with explicit
goals (e.g., target sounds to improve) and a plan
for post-operative SLP.

Avoid labeling posterior oral mucosal folds
without functional limitation as “pathologic” ties.

Research Gaps

Standardized, validated functional mobility
scales with speech-specific thresholds.
Well-powered  trials comparing SLP  wvs.
SLP+release using blinded articulation outcomes.
Longterm data on recurrence and quality-of-life
endpoints.

Practical Algorithm

Suspected ankyloglossia — Functional exam &
HATLFF — SLP assessment (errors linked to
mobility?) — 4-8 weeks targeted therapy —
Reassess.

If persistent, specific articulation errors +
objective restriction, discuss ENT release + plan
post-op SLP. If no errors or good progress,
continue therapy; avoid surgery.

Conclusion

For speech concerns, not all tongue-ties are
equal. The best candidates for ENT intervention
are children with clear mobility restriction,
specific articulation errors, and inadequate
response to targeted SLP. A stepwise,
multidisciplinary pathway balances benefit with
prudent avoidance of unnecessary procedures.
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