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Plain language summary
Purpose. To offer clear and practical guidance for clinicians who 
treat babies with tongue-tie when breastfeeding problems are 
present.

Background. Tongue-tie can limit a baby’s tongue move- 
ment and may contribute to breastfeeding difficulties, poor latch, 
and nipple pain for the mother. There is ongoing debate about  
how best to diagnose and treat this condition.

Study characteristics. A group of experts reviewed 2 recent 
high-quality systematic reviews summarizing all available scien- 
tific research on tongue-tie in infants and its effect on feeding.  
The group used a structured process (called GRADE) to evaluate 
the strength of the evidence and develop recommendations.

Key results. The proposed recommendations emphasize the 
following:

•	 Using a combination of methods to check how tongue  
looks or how well it moves to see if a baby is truly tongue- 
tied. 

•	 Understanding that tongue-tie might be 1 of the reasons  
a baby is having trouble breastfeeding. 

•	 Thinking of tongue-tie release as an option only when  
feeding issues persist after getting help from experts like 
lactation consultants.

•	 Having a clear conversation with the parents about the 
possible benefits and risks of the procedure. 

•	 Recognizing medical scissors, laser, or electrosurgery as 
acceptable ways to release tongue-tie.

•	 Not using numbing gels or creams before the procedure  
in babies.

•	 Talking about concerns with follow-up stretching exer- 
cises, since there is not enough proof that they help, and  
they might cause discomfort or harm.
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•	 Explaining that while problems are rare, tongue-tie release 
procedure can sometimes lead to minor bleeding, mouth 
sores, scarring, swelling, or a fussy baby.

Conclusions. Because current scientific evidence is limited, 
all recommendations are conditional. Dentists and parents  
should work together, ideally with lactation consultants and 
pediatric health care providers to decide on the best, individual- 
ized plan for each baby based on clinical findings and family  
preferences. More high-quality research is needed to guide  
future care.

Guideline
Breastfeeding difficulties can arise from a variety of causes, in- 
cluding the mother’s breastfeeding technique and milk supply 
and the infant’s ability to latch and suckle properly. Many breast- 
feeding dyads experience difficulties, including sore nipples, 
milk stasis in the breast, and inadequate infant weight gain due  
to inefficient milk transfer at the breast.1 While some infants  
may experience feeding difficulties due to a restrictive lingual  
frenum (frenulum) attachment, known as ankyloglossia or 
tongue-tie, surgical intervention is not always necessary.2,3 Early 
identification of potential breastfeeding problems is crucial 
for ensuring successful lactation outcomes.4

When making clinical decisions, it is essential to recognize 
oral frena as anatomical structures that link intraoral structures.5 
The lingual frenum connects the underside of the tongue to  
the floor of the mouth and can attach at the tongue’s tip, just  
posterior to the tip, mid-tongue, or further posteriorly. Recent  
anatomical research has revealed that the lingual frenum is not  
a discrete band but rather a dynamic midline fold of tissue  
(fascia) located beneath the oral mucosa that forms when the 
tongue elevates.6

The American Academy of Pediatric Dentistry (AAPD)5 
defines ankyloglossia as “a congenital developmental anomaly  

of the tongue characterized by a short, thick lingual frenum  
resulting in limited tongue movement (partial ankyloglossia) or  
by the tongue appearing to be fused to the floor of the mouth  
(total ankyloglossia).” According to the American Academy of 
Otolaryngology-Head and Neck Surgery (AAO-HNS),7,8 anky-
loglossia is defined as “a condition of limited tongue mobility  
caused by a restrictive lingual frenum”. The Academy of Breast- 
feeding Medicine (ABM)1 further clarifies that a visible frenum 
without associated feeding dysfunction represents a normal 
anatomical variation rather than a pathological restriction. Simi- 
larly, the American Academy of Pediatrics (AAP)9 describes  
ankyloglossia as a variation within normal oral anatomy, noting 
that symptomatic cases are characterized by a restrictive lingual 
frenum causing breastfeeding difficulties that persist despite 
lactation support.

Providers (pediatric dentist, dentist, oral surgeon, otolaryn- 
gologist, pediatric otolaryngologist) often perform a simple 
incision or a full release of oral frena in infants, depending on 
their judgment, but inconsistent use of terminology in scienti- 
fic literature complicates the assessment of effectiveness by 
the extent of release. The AAPD’s policy statement5 provides 
explicit definitions: frenectomy (or frenulotomy) is defined as 
a simple cutting or incision of the frenum, and frenectomy (or  
frenulectomy) is defined as complete removal of the frenum, 
including its attachment to the underlying bone.

Scope and specific objectives. The AAPD intends for this 
guideline to inform clinicians about evidence-based recom-
mendations for diagnosing and managing a restrictive lingual 
frenum in infants that contributes to feeding dysfunction. With 
the direction of the Evidence-Based Dentistry Committee, 14 
individuals and 1 librarian were selected to participate in the 
expert workgroup (WG) to formulate a clinical practice guide- 
line based on 2 systematic reviews (SRs) of the literature. The  
WG was comprised of 10 pediatric dentists from private prac- 
tice and academic settings, 1 pediatrician and breastfeeding 
medicine specialist, 1 neonatologist, and 2 pediatric otolaryngol-
ogists. The WG defined the Participants, Index Test, Reference 
Standard, Target Condition (PIRT); Population, Exposure, 
Outcome (PEO); and the Population, Interventions, Compari- 
sons, and Outcomes (PICO) to be assessed and formulated a 
comprehensive list of relevant clinical questions,10,11 which were 
reviewed and approved by the stakeholders including the  
AAPD’s Council on Clinical Affairs, Council on Scientific Affairs, 
and Evidence-Based Dentistry Committee.

To develop a clinical practice guideline, the WG met be- 
tween July 2023 and November 2025 to systematically search, 
select, synthesize, appraise, and contextualize the best available 
evidence to create evidence-based recommendations.

Clinical questions. Clinical questions asked were: (1) In  
the context of breastfeeding in infants, what are the diagnostic 
criteria for symptomatic or restrictive lingual frenum attach- 
ment? (2) In infants, does a restrictive lingual frenum influence 
mother-infant outcomes related to feeding? (3) For infants with 
feeding difficulties, does the release of restrictive lingual frenum 
influence the mother-infant feeding outcomes compared to in- 
fants with no frenum release? (4) For infants diagnosed with 
restrictive lingual frenum, does the method of release influence  
the mother-infant outcomes related to feeding? (5) For infants  
who have undergone frenum release, does postprocedure care 
influence the mother-infant outcomes related to feeding? (6)  
What are the adverse events reported in the mother-infant dyad 
associated with frenum release in infants?

GLOSSARY of TERMS and ABBREVIATIONS 

95% CI: 95 percent confidence interval.
AAO-HNS: American Academy of Otolaryngology-Head and Neck Surgery.
AAP: American Academy of Pediatrics.
AAPD: American Academy of Pediatric Dentistry.
ABM: Academy of Breastfeeding Medicine.
ADA: American Dental Association.
AGREE: Appraisal of Guidelines for Research and Evaluation. 
Ankyloglossia (or restrictive lingual frenum or tongue-tie): Lingual frenum 
causing both anatomic restriction and functional impairment related to mobil- 
ity (lateralization, lift, extension, spread, cupping, peristalsis, and snapback) of  
the tongue.
ATLFF: Assessment Tool for Lingual Frenulum Function.
BTAT: Bristol Tongue Assessment Tool.
CDT: Current Dental Terminology.
CO2: Carbon dioxide.
(EtD): Evidence-to-Decision.
GRADE: Grading of Recommendations, Assessment, Development and Evaluation. 
HATLFF: Hazelbaker Assessment Tool for Lingual Frenulum Function.
RCT: Randomized clinical trial.
SMD: Standardized mean difference.
SRs: Systematic reviews. 
Symptomatic ankyloglossia: Ankyloglossia associated with feeding difficulties  
in the mother-infant dyad.
TABBY: Tongue-tie and Breastfed Babies Assessment Tool.
VAS: Visual Analog Scale.
VKDB: Vitamin K deficiency bleeding. 
WG: Working Group.
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Note: The terminology used throughout this guideline (eg, 
mother-infant dyad, maternal self-efficacy, maternal nipple pain) 
reflects the underlying evidence base, which derives exclusively  
from studies conducted on cisgender mother-infant breastfeed- 
ing dyads using outcome measures developed for and studied  
in this population. The WG acknowledges that lactation and  
infant feeding occur across diverse family structures and that 
individuals other than birth mothers may serve as lactating  
caregivers. Clinicians are encouraged to use affirming language 
appropriate to each family’s circumstances and preferences,  
while recognizing that the generalizability of these findings to  
other lactating persons has not been established. Additionally, 
guidance on medical management of feeding difficulties is  
beyond the scope of this document.

Search strategy and evidence inclusion criteria. For pur- 
poses of guideline development, the WG agreed a priori to use 
the findings of 2 AAPD SRs10,11 on diagnosis and management 
of restrictive lingual frenum associated with feeding difficulties 
that included a Grading of Recommendations, Assessment, 
Development, and Evaluations (GRADE) level of certainty  
assessment. Therefore, the WG analyzed data from 2 SRs10,11  
and utilized the GRADE Evidence-to-Decision (EtD) Frame- 
work12 to develop a clinical practice guideline. The WG also  
utilized the SRs’ comprehensive literature searches in  
MEDLINE (PubMed), Ovid MEDLINE, EMBASE, CINAHL, 
Cochrane Library, and OpenGrey to identify randomized con- 
trolled trials (RCTs), nonrandomized studies, and SRs to  
address peripheral issues that were not included in the SRs,  
such as patient preferences and cost implications.

Assessment of evidence. The WG reviewed a variety of  
studied outcomes and their assessment methods and ranked  
them a priori as critical, important (but not critical), and of  
limited importance. Critical outcomes included diagnostic cri- 
teria for ankyloglossia in infants, association of ankyloglossia  
with feeding difficulties, and feeding difficulties such as nipple  
pain, latch improvement, and adverse events. Additional out- 
comes rated as important included method of frenum release, 
postprocedure care, and feeding outcomes such as maternal 
self-efficacy, infant weight gain, feeding time, milk transfer, 
gastroesophageal reflux, oral aversion, quality of life, missed 
diagnosis, and misdiagnosis.10,11 Considering the variation in  
units of measure of outcomes, where possible the authors re- 
analyzed data and calculated the standardized mean difference  
(SMD) to measure the effect in a standardized manner. To cal- 
culate SMDs, the corresponding authors of included publica- 
tions were contacted for additional information/data as  
needed. To communicate the findings of the SRs using clinically  
informative statements, the size of the estimate interpreted from 
SMDs was categorized as large effect, moderate effect, small  
important effect (interpreted as statistically significant), or trivial 
effect (interpreted as small, unimportant, or statistically non- 
significant or no effect).13 The certainty of the evidence was  
assessed using the GRADE approach, which recognizes the  
certainty of evidence as high, moderate, low, and very low based  
on serious or very serious issues, including the risk of bias,  
imprecision, inconsistency, indirectness of evidence, and publi- 
cation bias.12 The WG evaluated and obtained consensus on  
the certainty of evidence for each studied outcome.

Values and preferences. Parents (parent, caregiver) of in- 
fants with ankyloglossia may view reduced maternal nipple  
pain, successful latch, maternal comfort, and infant weight gain  
as important outcomes.10,11 Families may consider surgical release 
of lingual frenum acceptable if feeding difficulties are clearly  

impacting breastfeeding or maternal well-being; however, many 
prefer to first pursue conservative options, such as lactation 
support, positioning, and other interventions.9 Cultural attitudes, 
previous experiences, and access to lactation services may influ- 
ence individual preferences. Some parents value potential future 
benefits for speech or oral motor development, while others 
place greater weight on avoiding pain or unnecessary early-life 
procedures.5

There is growing concern about the potential for overdi- 
agnosis and overtreatment, particularly given the recent increase 
in frenotomy rates.14 Health care providers differ in their  
weighting of benefits vs harms. The maternal and infant breast- 
feeding dyad should be recognized as a vulnerable patient  
population, and care should be taken to ensure adequate sup- 
port services, education and counseling, and shared decision 
making.8 Recent media attention has increased public interest in 
evidence-based recommendations for assessment and treatment. 
Although lingual frenotomy is generally considered a safe and 
well-tolerated procedure, clinicians’ recommendations could 
vary depending on how strongly they value desirable effects,  
such as reduced nipple pain experienced by breastfeeding mo- 
thers and improved breastfeeding outcomes, relative to undesi- 
rable effects such as discomfort, bleeding, or procedural  
complications.10,11 As with any intervention, this should be a  
shared decision between the clinician and the parents, incorpor- 
ating the parents’ values and preferences, with attention to the 
risks and the benefits of each alternative.1

Formulation of recommendations. The clinical question(s) 
informed by the included SRs10,11 were subject to the clinical 
practice guideline development process following the Appraisal  
of Guidelines for Research and Evaluation (AGREE II) tool.15  
The recommendations were developed by the GRADE EtD 
process and are referred to in the current document as evidence- 
based recommendations. As a part of the process, the WG ob- 
tained consensus on domains such as priority of the problem, 
certainty of the evidence, balance between desirable and unde- 
sirable consequences, patients’ values and preferences, accepta- 
bility, and feasibility.16

The recommendations presented are primarily based on 
direct evidence from the included SRs. No recommendation 
was made for interventions that lacked supporting evidence or  
if the available evidence had very serious indirectness and/or 
uncertain applicability. The supporting evidence informing the 
evidence-based recommendations has been described in the 
summary of findings sections.

Understanding and interpreting the recommendations. 
Management decisions for a restrictive lingual frenum causing 
feeding difficulties in a mother-infant dyad should involve a  
multidisciplinary team and shared decision making with the 
parent after informed consent. The formulated evidence-based 
recommendations aim to help clinicians, clinician educators,  
parents, and policymakers make informed decisions regarding 
the management of infant ankyloglossia. The recommendations 
are intended to aid clinical judgement and not replace it.

The strength of an evidence-based recommendation was 
assessed to be either strong or conditional, which presents dif- 
ferent implications for patients, clinicians, and policymakers  
(Tables 1 and 2).11 The recommendations are presented in  
Table 3. A decision tree has been presented to summarize avail- 
able evidence and aid clinicians in decision making (Figure).

A recommendation statement with must or shall indi- 
cates an imperative need and/or duty and is an essential or  
indispensable item/mandatory; a recommendation with should 
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indicates the recommended need and/or duty is highly desirable;  
and a recommendation with may or could indicates the free- 
dom or liberty to follow a suggested alternative.17

In this guideline, all recommendations are conditional and 
supported by very low-certainty evidence. To ensure consis-
tency, recommendations addressing process and safety, such 
as structured assessment, multidisciplinary referral, adverse 
event monitoring, and lactation support, use should, as these 
reflect professional standards and patient safety obligations 
that hold independent of the certainty of evidence. Recommen- 
dations on diagnosis and therapeutic interventions–such as  
whether to offer frenotomy, expected outcomes, surgical tech- 
nique selection, and postprocedure stretching–use may, reflect-
ing genuine uncertainty in the benefit-harm balance and the 
individualized nature of the decision. Clinicians are encouraged 
to engage in shared decision making with parents, incorpora- 
ting the best available evidence, clinical expertise, and parental 
values and preferences.

Recommendations
Clinical question #1. In the context of breastfeeding in infants, 
what are the diagnostic criteria for symptomatic or restrictive 
lingual frenum attachment?

Recommendations. 
– 	For mother-infant dyads presenting with suspected in- 

fant tongue-tie (ankyloglossia), clinicians should use a 
structured assessment approach to evaluate both ana- 
tomical features and tongue function, with particular 
attention to how the restriction affects feeding outcomes 
(conditional in favor, very low certainty of evidence). 

–	 A restrictive lingual frenum in infants, causing both ana- 
tomical limitation and functional impairment of the  
tongue, may be diagnosed as ankyloglossia (conditional 
in favor, very low certainty of evidence). 

–	 A restrictive lingual frenum in infants may be diagnosed  
as symptomatic ankyloglossia after a comprehensive 
evaluation confirms anatomical restriction and functional 

Table 1.      GRADE INTERPRETATION OF STRENGTH OF RECOMMENDATIONS21

Implications Strong recommendations Conditional recommendations

For patients Most individuals in this situation would want the 
recommended course of action, and only a small 
proportion would not.

The majority of individuals in this situation would want the suggested  
course of action, but many would not.

For clinicians Most individuals should receive the recommended 
course of action. Adherence to this recommendation 
according to the guideline, could be used as a quality 
criterion or performance indicator. Formal decision 
aids are not likely to be needed to help individuals 
make decisions consistent with their values and 
preferences.

Recognize that different choices will be appropriate for different patients, 
and that you must help each patient arrive at a management decision con- 
sistent with his or her  values and preferences. Decision aids may well be  
useful in helping individuals make decisions consistent with their values  
and preferences. Clinicians should expect to spend more time with patients  
when working toward a decision.

For policymakers The recommendation can be adapted as policy in 
most situations, including for the use as performance 
indicators.

Policymaking will require substantial debates and the involvement of many 
stakeholders. Policies are also more likely to vary between regions. Perform- 
ance indicators would have to focus on the fact that adequate deliberation 
about the management options has taken place.

GRADE certainty in the evidence

High Very confident that the true effect lies close to that of the estimate of the effect.

Moderate Moderately confident in the effect estimate. The true effect is likely to be close to the estimate of the effect.
Low Confidence in the effect estimate is limited.
Very low Very little confidence in the effect estimate.

Table 2.      INTERPRETATION OF STRENGTH OF RECOMMENDATIONS

Type of recommendation What it means for families What it means for clinicians

Strong recommendation  
for an intervention

The benefits clearly outweigh any downsides;  
the treatment is likely to help.

This treatment should be routinely offered in most situations,  
as there is moderate- to high-quality evidence and strong con- 
fidence in its effectiveness.

Conditional recommendation 
for an intervention

The treatment might help; benefits seem to 
outweigh downsides, but the WG is less certain, 
or it may depend on the individual.

It may be appropriate in some situations. Consider the patient’s  
values, preferences, and context. Shared decision making is recom-
mended as other interventions may be equally or more effective.

Conditional recommendation 
against an intervention

The downsides seem to outweigh the benefits;  
the treatment may not help or may even cause 
some harm, but it could be right in some specific 
cases.

It is usually avoided. Clinicians are encouraged to look at altern- 
ative options, but it could be considered when other preferred  
options are unavailable, unsuitable, or declined by the patient. 
Clinical judgment and individualization are key.

Strong recommendation 
against an intervention

The downsides clearly outweigh any benefits;  
the treatment is more likely to fail or harm than 
help.

This treatment should generally not be provided because the  
evidence indicates it is ineffective or potentially harmful.
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impairment of the tongue is associated with feeding  
difficulties (conditional in favor, very low certainty of  
evidence).

Summary of findings. The SR10 included 14 studies (2002- 
2025) across 5 countries that evaluated 5 different assessment  
tools for diagnosing restrictive lingual frenum in feeding in- 
fants. The Bristol Tongue Assessment Tool (BTAT)/Tongue-tie 

and Breastfed Babies Assessment Tool (TABBY), which used 
anatomical and functional assessments (tongue lift and protru-
sion) demonstrated favorable psychometric properties across 
4 studies,18-21 with acceptable internal consistency (Cronbach’s 
a=0.708), strong correlation with the Hazelbaker Assessment  
Tool for Lingual Frenulum Function (HATLFF; r=0.89), and  
a diagnostic threshold score of no more than 5.

Table 3.       RECOMMENDATIONS

Recommendations Strength Certainty

Clinical question #1. In the context of breastfeeding in infants, what are the diagnostic criteria for symptomatic or restrictive lingual frenum attachment?

For a mother-infant dyad presenting with suspected infant tongue-tie (ankyloglossia), clinicians should use a structured 
assessment approach to evaluate both anatomical features and tongue function, with particular attention to how the  
restriction affects feeding outcomes.

Conditional  
in favor

Very low 

A restrictive lingual frenum in infants causing both anatomical limitation and functional impairment of the tongue may  
be diagnosed as ankyloglossia.

Conditional  
in favor

Very low 

A restrictive lingual frenum in infants may be diagnosed as symptomatic ankyloglossia after a comprehensive evaluation  
confirms anatomical restriction and functional impairment of the tongue is associated with feeding difficulties. 

Conditional  
in favor

Very low 

Clinical question #2. In infants, does a restrictive lingual frenum influence mother-infant outcomes related to feeding?

For the mother-infant dyad, a restrictive lingual frenum may be associated with maternally reported feeding difficulties  
and poor latch. Clinicians should consider referral for evaluation by a multidisciplinary team to support a comprehensive  
diagnosis of feeding difficulties.

Conditional  
in favor

Very low 

Clinical question #3. For infants with feeding difficulties, does the release of restrictive lingual frenum influence the mother-infant feeding outcomes compared 
to infants with no frenum release?

Surgical release of the lingual frenum (frenotomy/frenectomy) may be considered for carefully selected mother–infant 
dyad experiencing significant feeding difficulties attributed to symptomatic ankyloglossia, where symptoms persist despite 
comprehensive lactation support, and after discussion of uncertain evidence quality, variable outcomes, and potential risks  
and benefits of the procedure with the family.

Conditional  
in favor

Very low 

For infants with symptomatic ankyloglossia, surgical release of the lingual frenum may provide improvement in maternal  
self-efficacy, maternal pain, poor latch, and sucking issues, which may be sustained over time. Clinicians may consider a  
frenum release procedure as an adjunct to comprehensive feeding support, with realistic expectations about the potential  
benefits for these feeding difficulties.

Conditional  
in favor

Very low 

Given the limited, conflicting, or contradictory evidence, improvement in tongue movement, feeding time, weight gain,  
gastric reflux issues, milk transfer, irritability, or infant exhaustion may not be considered as the primary indication for  
surgical release of the lingual frenum in infants with symptomatic ankyloglossia. Comprehensive feeding support should  
be the first line of treatment for these feeding difficulties

Conditional  
in favor

Very low 

Clinical question #4. For infants diagnosed with restrictive lingual frenum, does the method of release influence the mother-infant outcomes related to feeding?

In infants, lingual frenum release with scissors or laser may improve maternal self-efficacy and reduce nipple pain more  
effectively than electrosurgery. Clinicians should use their expertise, individual patient factors, and parent values and  
preferences in selecting the method (scissors, lasers, electrosurgery) of surgical release.

Conditional  
in favor

Very low 

Considering the lack of evidence on effectiveness, the absence of established safety guidelines, and the potential risk of 
methemoglobinemia, clinicians should not use topical anesthetics prior to frenotomy or frenectomy in infants.

Conditional 
against

Very low 

Clinical question #5. For infants who have undergone frenum release, does post-procedure care influence mother-infant outcomes related to feeding?

For infants who have undergone frenotomy or frenectomy to release symptomatic ankyloglossia, ongoing lactation support 
for the mother-infant dyad should be maintained, with regular follow-up assessments to monitor wound healing and  
evaluate resolution of feeding difficulties.

Conditional  
in favor

Very low 

Limited evidence suggests low adherence to post-procedure protocols among mother-infant dyads. Partial compliance with  
post-release stretching exercises has been associated with potential adverse outcomes, including recurrence, scarring, and  
bleeding. Given the limited evidence on benefit and potential for harm, postrelease stretching exercises may not be routinely 
recommended. If considered, the decision should be made through shared decision making, incorporating clinical expertise, 
individual patient factors, and parent values and preferences, with clear counseling on potential benefits and harms.

Expert consensus

Clinical question #6. What are the adverse events reported in the mother-infant dyads associated with frenum release in infants?

Adverse events associated with frenum release in infants, although uncommon, may include bleeding, ulceration, scarring, 
swelling, and irritability. Clinicians should implement adverse event monitoring and facilitate shared decision making,  
including family counseling on bleeding precautions and expected patterns of healing.

Conditional  
in favor

Very low 
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The HATLFF22-25 showed significant limitations, with 55% 
to 63% of cases being unclassifiable and only moderate inter- 
rater reliability (κ=0.44 to 0.49). The Neonatal Tongue Screen- 
ing Test (NTST) demonstrated poor psychometric properties  
with low internal consistency (α=0.28) and substantial test- 
retest instability.21,22 The New York University-Tongue-Tie Case  
Definition (NYU-TTCD) achieved 93% expert consensus but  
lacked clinical validation,26 while the Coryllos classification  
showed variable prevalence rates (62% to 78%) across studies.27,28

While evidence favors the use of assessment tools that in- 
clude both comprehensive anatomical and functional evalua- 
tions, none of the available tools delivers a truly comprehensive 
assessment. Additionally, all assessment tools received very low 
certainty ratings due to risk of bias, limited validation, and 
observational study designs.

Remarks. Current evidence reveals 5 different assessment 
tools with no validated consensus instrument, creating a 3.5- 
fold variation in prevalence estimates (4.8% to 17%) that sig- 
nificantly impacts resource allocation and clinical decisions.  
This leads to unreliable identification, with potential variation 
in diagnoses based on provider, tool, or setting, contributing to  
both missed cases needing interven- 
tion and unnecessary procedures.

Standardized assessment can im- 
prove diagnostic consistency by check- 
ing for anatomic restriction, functional 
impairment of the tongue (lateraliza- 
tion, lift, extension, spread, cupping, 
peristalsis, and snapback), and the pre- 
sence of unresolved feeding difficulties. 
Implementation needs to be feasible, 
requiring protocol development that 
can be easily integrated into existing 
workflows across diverse settings. De- 
spite very low certainty evidence,  
standardization benefits likely outweigh 
the risks. Consistent diagnosis could 
enable reliable clinical decisions, 
appropriate referrals, timely lactation 
support, and improved outcomes for 
families experiencing feeding diffi- 
culties potentially related to restrictive  
lingual frenum. While overdiagnosis  
remains an unquantified concern, the  
risk of procedural complications  
(4.0%)11 may be reduced further with 
improved diagnostic consistency.

Clinical question #2. In infants, does 
a restrictive lingual frenum influence 
mother-infant outcomes related to 
feeding?

Recommendations. For the mother-
infant dyad, a restrictive lingual frenum 
may be associated with maternally re- 
ported feeding difficulties and poor 
latch. Clinicians should consider refer- 
ral for evaluation by a multidisciplinary 
team to support a comprehensive di- 
agnosis of feeding difficulties (condi- 
tional in favor, very low certainty of 
evidence).

Summary of findings. The SR10 included 10 studies (2005- 
2025) across 6 countries and demonstrated that ankyloglossia 
was associated with symptoms related to feeding challenges, 
though with very low certainty evidence. Maternally reported 
feeding difficulties occurred more frequently in infants with 
ankyloglossia compared to infants without ankyloglossia.29 

The SR10 also presented very low certainty evidence of an asso- 
ciation of latch issues and ankyloglossia. Anatomical and 
functional assessments revealed significantly lower HATLFF 
morphology scores (6.5 vs 9.5) and function scores (11.6 vs  
13.1) in affected infants, indicating measurable structural and 
functional limitations.30 Maternal outcomes included reduced 
breastfeeding self-efficacy scores (56.0 vs 59.6),31 representing 
an important psychological dimension beyond mechanical 
feeding issues. Infants with ankyloglossia showed lower ex- 
clusive breastfeeding rates compared to those without ankylo- 
glossia at 1 month (64.7% vs 74.6%) and 4 months (23.5%  
vs 37.1%),32 suggesting that while mothers may persist with 
some breastfeeding despite difficulties, exclusive breastfeeding 
success is compromised. A reverse analysis examining ankylo- 
glossia prevalence among infants with feeding difficulties yielded 

Figure 1. Evidence-based decision tree for management of infant-mother dyads presenting with ankyloglossia and  
feeding difficulties in the dental office.

  *	 Ankyloglossia in infants: Restrictive lingual frenum causing both anatomic restriction and functional impairment (lateralization, lift, extension, spread, cupping, peristalsis,  
and snapback) of tongue.

**	 Symptomatic ankyloglossia in infants: Ankyloglossia associated with feeding difficulties in mother-infant dyad.
    †	 Multidisciplinary evaluation & management: Comprehensive medical evaluation to exclude alternative causes of feeding difficulties (eg, airway and craniofacial conditions),  

followed by detailed breastfeeding assessment and a trial of conservative management by a lactation consultant or feeding therapist prior to surgical consideration.
    ††	 Shared decision making: A collaborative process in which clinicians and families exchange information about the best available evidence, potential risks and benefits of  

treatment options, individual clinical findings, and parental values and preferences, to reach a mutually informed decision regarding the management of ankyloglossia.
          ‡	 Multispecialty team: The multispecialty team is led by the surgical provider (pediatric dentist, dentist, oral surgeon, otolaryngologist, or pediatric otolaryngologist) and in- 

cludes 1 or more of the following: lactation consultant, breastfeeding medicine specialist, pediatrician, and feeding therapist, based on the needs of the mother–infant dyad.
  ‡    ‡ 	 Surgical release of frenum also referred to as frenotomy (simple incision) and frenectomy (complete excision).
   §	 Do not use topical anesthetics due to potential risk of methemoglobinemia.
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a pooled odds ratio of 10.33 (95% CI: 0.89-120.55), while not 
statistically significant, suggested a bidirectional relationship 
between restrictive lingual frenum and feeding problems.29,33  
Studies examining posteriorly attached lingual frenum (Coryllos 
Class III-IV) presented conflicting data, with 1 study finding 
minimal differences in breastfeeding cessation rates, sore nip- 
ples, and latch issues,27 while the other reported gradual de- 
creases in maternal confidence and increases in maternal pain 
scores across Class II-IV frenum types.28

All outcomes received very low certainty ratings due to the 
predominance of single-study evidence, high risk of bias, cross- 
sectional designs, and substantial heterogeneity in assessment 
methods and populations.

Remarks. Observational studies show associations between 
a restrictive lingual frenum and multiple feeding outcomes,  
including breastfeeding difficulties and latching problems, pro- 
longed feeding duration, nipple pain, and infant exhaustion.  
The pattern of associations across multiple domains may suggest 
potential clinical relevance beyond normal feeding variation;  
however, it cannot establish causality, especially given the multi- 
factorial nature of breastfeeding difficulties. Also, except for feed- 
ing difficulties and poor latch, other outcomes are supported 
by limited or conflicting data.

Successful breastfeeding depends on multiple maternal, 
infant, and environmental factors and requires assessment that 
recognizes potential associations between restrictive lingual fre- 
num and feeding difficulties within a broader feeding evaluation 
framework, rather than an isolated focus on tongue anatomy. 
Primary concerns include the risk of misclassifying normal va- 
riants or typical feeding challenges as pathological or failing to 
consider additional etiological or contributing factors, which  
could potentially lead to unnecessary interventions. The risk  
may be mitigated by collaborating with multidisciplinary team 
members adept at diagnosing feeding difficulties and imple- 
menting the protocol within existing workflows. Assessment 
of the lactating parent’s breast, nipple, or associated regions  
should be performed exclusively by a physician or a lactation  
consultant. This guideline does not support dentists conducting 
comprehensive lactation examinations.

The ABM recommends a detailed clinical breastfeeding 
assessment, including documenting maternal history, physical 
examination, evidence of nipple trauma and poor breast drain- 
age, and infant history and physical examination, with an em- 
phasis on the detailed oral anatomic findings before treating 
ankyloglossia.1

Medical evaluation must rule out causes, including nasal 
obstruction, airway issues, laryngopharyngeal reflux, and cra- 
niofacial anomalies, and assess contraindications such as jaw  
abnormalities, neuromuscular problems, hypotonia, and coagul- 
opathy.8 In addition to the surgeon (pediatric dentist/dentist/ 
oral surgeon/otolaryngologist/pediatric otolaryngologist), the 
team may include 1 or more of the listed providers: lactation 
consultants, pediatricians, breastfeeding medicine specialists,  
and feeding therapists. The current evidence on the association  
between frenum attachment type (anterior vs posterior) and  
feeding difficulties is insufficient; therefore, no recommendation  
was made regarding a posteriorly attached lingual frenum.

Clinical question #3. For infants with feeding difficulties, does  
the release of restrictive lingual frenum influence the mother-
infant feeding outcomes compared to infants with no frenum 
release?

Recommendations. 
– 	Surgical release of the lingual frenum (frenotomy/

frenectomy) may be considered for carefully selected 
mother-infant dyads experiencing significant feeding  
difficulties attributed to symptomatic ankyloglossia, 
where symptoms persist despite comprehensive lacta- 
tion support and after discussion of uncertain evidence 
quality and variable outcomes, and potential risks and 
benefits of the procedure with the family (conditional 
in favor, very low certainty of evidence). 

– 	For infants with symptomatic ankyloglossia, surgical 
release of the lingual frenum may provide improvement 
in maternal self-efficacy, maternal pain, poor latch, and 
sucking issues, which may be sustained over time. Clin- 
icians may consider a frenum release procedure as an  
adjunct to comprehensive feeding support, with realistic  
expectations about the potential benefits for these feed- 
ing difficulties (conditional in favor, very low certainty of 
evidence). 

– 	Given the limited, conflicting, or contradictory evidence, 
improvement in tongue movement, feeding time, weight 
gain, gastric reflux issues, milk transfer, irritability, or 
infant exhaustion may not be considered as the primary 
indication for surgical release of the lingual frenum in 
infants with symptomatic ankyloglossia. Comprehensive 
feeding support should be the first line of treatment for  
these feeding difficulties (conditional in favor, very low 
certainty of evidence).

Summary of findings: Maternal self-efficacy. Single-arm 
studies included in the AAPD SR11 demonstrated substantial 
improvements in maternal perception of feeding, with success  
rates progressing from 64% immediately post procedure to  
73% short-term and 87% long-term. However, controlled  
studies showed mixed evidence, with some demonstrating a clear  
benefit34,35 while others showed minimal differences between  
groups.36-39 Two large cohort studies using the Breastfeeding 
Self-Efficacy Scale-Short Form (BSES-SF) scale showed consis- 
tent improvement patterns, with Ghaheri et al. 201728 studying  
ankyloglossia (78% posterior attachment cases) noting sustained 
long-term improvement. The study reported relative mean im- 
provements (RMI) of 24% to 43% for Coryllos Class I-II and 
35% to 40% for Class III-IV cases at 30-day follow-up. All 
evidence received very low certainty ratings due to study design 
limitations and the risk of bias.

Latching issues. Four single-arm studies included in the SR11 

demonstrated large improvements in Latch, Audible swallowing, 
Type of nipple, Comfort, Hold (LATCH) scores with SMDs 
greater than 1.0 at both the short-term and long-term follow- 
up. However, 3 RCTs showed no difference between the freno- 
tomy and control groups.25,36,40 Eight prestudies/poststudies in 
the SR11 showed substantial improvement rates, ranging from 
51% to 94%, with higher success rates at longer follow-up 
periods, progressing from 75% short-term improvements to 
82% long-term improvements. The contrast between large pre- 
improvements post improvements and minimal RCT differ- 
ences suggests that control groups may also improve substantially 
over time. All evidence received very low certainty ratings.

Breastfeeding pain. Eleven single-arm studies in the SR11 
demonstrated substantial pain reduction rates, with an 86%  
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reduction in the short term and 64% long-term, though with 
notable variation. Controlled studies using validated pain  
scales (Short-Form McGill Pain Questionnaire [SF-MPQ],  
Visual Analog Scale [VAS], Wong-Baker FACES Pain Rating  
Scale) showed small pain reduction favoring frenotomy (SMD  
-0.35 [-0.70, 0.01]).25,34,36,37,41 Seven preVAS/postVAS studies  
showed notable pain reductions across all timepoints with large  
SMDs.28,40,42-46 Ghaheri et al,28 studied posteriorly attached lin- 
gual frenum and noted 30-day relative mean improvements of  
61% to 76% for Class I-II and 60% to 67% for Class III to  
IVcases. Pain reduction evidence received very low to low cer- 
tainty ratings but demonstrated large, sustained effects over time.

Sucking issues. Three single-arm studies included in the  
SR11 showed consistent improvement rates of 56.5% to 65%,  
with a pooled improvement of 59%. One small, controlled  
study favored frenotomy (5.56% vs 33.33% ongoing issues);  
however, the sample sizes were unbalanced.47 Evidence was  
rated as having very low certainty but suggested improvement  
based on limited data.

Feeding time. Limited evidence from 2 studies showed pro- 
gression, with 68% short-term improvement increasing to 93% 
long-term improvement.48,49 However, 1 controlled study  
showed contradictory findings, with higher rates of lengthy  
breastfeeding in the frenotomy group.38 Evidence was rated with 
very low certainty due to limited studies and a lack of standard- 
ized definitions.

Weight gain. Prestudies and poststudies included in the  
SR11 showed variable improvement patterns, with short-term  
reductions in poor weight gain from baseline rates of 15.7%- 
23.0% to postprocedure rates of 3.3% to 13.6%. Evidence 
was rated as having very low certainty with inadequate data for  
long-term assessment.

Infant exhaustion. Only 1 study included in the SR11 
provided evidence, showing contradictory findings where con- 
trols achieved better improvement in infant exhaustion (89.9% 
vs 81.5%).38 Evidence was rated as having very low certainty  
with inadequate data for assessment.

Milk transfer. Limited evidence from 1 study included in  
the SR11 showed nearly doubled milk transfer rates from  
5.6 mL/min to 10.5 mL/min (88% increase) post procedure.  
Another study showed similar rates of insufficient milk supply 
between frenotomy and control groups (16.9% vs 16.1%).38 
Evidence was rated as having very low certainty with inade- 
quate data for assessment.

Gastroesophageal reflux. Studies using the validated Revised 
Infant Gastroesophageal Reflux Questionnaire (I-GERQ-R)  
scale included in the SR11 showed progression from moderate  
short-term reduction (SMD=-0.66) to large, long-term reduc- 
tion (SMD=-0.96). Ghaheri et al,28 studying posteriorly attached  
lingual frena, reported 30-day relative mean improvements  
of 23% to 37% for Class I-II and 20% to 21% for Class III- 
IV cases. Other studies showed improvement rates of 44.0%  
to 76.7% using various methods.50,51 Evidence was rated as  
having very low certainty but suggested moderate to large im- 
provements over time. 

Tongue movement. RCT evidence from the SR11 showed  
large SMDs favoring frenotomy for HATLFF function scores, 
though it was not statistically significant due to confidence 
intervals crossing 0. One large study demonstrated 95% im- 
provement in general tongue movement at the 3-month follow- 
up.52 Evidence was rated as having very low certainty but  
favored postfrenotomy tongue movement improvements.

Irritability. Limited evidence from 1 study included in 
the SR11 showed fussiness was present in 68.5% of infants at  
baseline, with improvement reported in 76% at short-term and  
95% at long-term follow-up after frenotomy. Evidence was  
rated as having very low certainty but favored postfrenotomy 
improvements.

Remarks. There is no evidence to support prophylactic  
surgery to release ankyloglossia in infants in the absence of  
documented feeding difficulties. Evidence from multiple  
prefrenotomy and postfrenotomy studies shows improvements  
in critical outcomes, including maternal nipple pain and latch 
quality, alongside important outcomes such as maternal self-
efficacy and sucking issues following frenotomy. At the same  
time, comparisons show minimal differences between the fre- 
notomy and control groups, suggesting that control groups may  
also improve substantially over time through natural adaptation 
or other concurrent interventions. Despite very low certainty 
evidence, the combination of improvements in critical outcomes 
(pain and latch), minimal serious risks, high parental accepta- 
bility, and feasible implementation conditionally supports fre- 
notomy in carefully selected cases.11 However, there is a need for 
comprehensive feeding assessment, realistic outcome expecta- 
tions, and systematic follow-up rather than routine surgical 
intervention, acknowledging that many feeding difficulties re- 
solve with supportive care alone and that, while surgery may  
provide modest and variable benefits across individuals, it is not 
risk-free.

The sparse and heterogeneous evidence base undermined  
the confidence in outcomes such as feeding duration, infant  
exhaustion, weight gain, irritability, and transfer efficiency. Sam- 
ple sizes were often small, outcome measures lack standardi- 
zation, and the high risk of bias prevalent throughout the  
literature is especially problematic for these less-established out- 
comes. Despite evidence showing association between frenotomy 
and reduction in infant gastroesophageal reflux, the multifac- 
torial etiology of reflux–including physiologic transient relaxa- 
tions of the lower esophageal sphincter, frequent large-volume  
feedings, and supine positioning that predispose infants to 
regurgitation53–makes it difficult to isolate ankyloglossia as 
a primary cause or establish its surgical release (frenotomy or 
frenectomy) as an evidence-based treatment approach for 
infant gastric reflux. Unlike the critical outcomes of pain and 
latch difficulties, parental values regarding these functional 
parameters are poorly understood. Parents may prioritize 
immediate feeding success over measures of tongue mobility, 
irritability, infant reflux, or milk transfer efficiency. The un- 
certain clinical relevance of these outcomes makes it difficult 
to weigh potential benefits against the established 4.0% com- 
plication rate.11 Given the limited evidence, inadequate weight 
gain alone should not drive surgical intervention; however, 
infants demonstrating significant weight loss or failure to 
thrive despite comprehensive feeding support may require ex- 
pedited multidisciplinary evaluation, including consideration 
of frenum release. Frenum release performed primarily to im- 
prove feeding duration, infant gastric reflux, irritability, or 
transfer efficiency lacks sufficient evidence to justify the proce-
dural risks and resource utilization, particularly when many 
feeding challenges are resolved with comprehensive lactation 
support alone. When present alongside established maternally 
reported feeding difficulties, nipple pain, and latch problems,  
they may provide supporting evidence for intervention.
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Clinical question #4. For infants diagnosed with restrictive  
lingual frenum, does the method of release influence the  
mother-infant outcomes related to feeding?

Recommendations. 
–	 In infants, lingual frenum release with scissors or laser 

may improve maternal self-efficacy and reduce nipple 
pain more effectively than electrosurgery. Clinicians  
should use their expertise, individual patient factors, and 
parent values and preferences in selecting the method 
(scissors, lasers, electrosurgery) of surgical release (condi-
tional in favor, very low certainty of evidence). 

– 	Considering the lack of evidence on effectiveness, 
absence of established safety guidelines, and potential 
risk of methemoglobinemia, clinicians should not use 
topical anesthetics prior to frenotomy or frenectomy in  
infants (conditional against, very low certainty of  
evidence).

Summary of findings. Two studies included in the SR11 
compared different release methods, with laser frenotomy  
showing superior improvement in maternal self-efficacy scores  
compared to electrosurgery (8.4-point vs 4.2-point improve-
ment). Pain reduction analysis revealed scissors and laser  
methods achieving similar effectiveness (84% vs 83% pain re- 
duction rates), while electrosurgery showed minimal benefits. 
VAS pain analysis demonstrated the largest reduction with  
scissors (SMD=-1.89, 95 percent confidence interval [95% 
CI]=-3.04, -0.74), followed by lasers (diode laser SMD=-1.02, 
95% CI=-1.21, -0.84; Carbon dioxide [CO2] laser SMD=-0.96, 
95% CI=-1.36, -0.56) and electrosurgery (SMD=-0.29, 95%  
CI=-0.50, -0.08). Evidence was rated very low certainty, sug- 
gesting scissors and laser frenotomy show comparable effective- 
ness, followed by electrosurgery.

Remarks. Evidence from limited comparative studies sug- 
gests similar outcomes between scissors and laser techniques,  
with both methods demonstrating superior effectiveness com- 
pared to electrocautery. Safety profiles are similar between  
methods. Scissors may involve more intraoperative bleeding but 
require no specialized training beyond basic surgical skills. CO2 
lasers are mainly absorbed by water in oral soft tissues, which  
leads to precise and shallow energy delivery for accurate ablation. 
In contrast, diode lasers are absorbed by hemoglobin and me- 
lanin, allowing them to penetrate deeper into tissue but also 
causing more thermal spread to surrounding areas. Although  
the limited current clinical studies do not show significant dif- 
ferences in outcomes between these laser types, the basic science 
behind laser-tissue interactions indicates that CO2 lasers may 
provide more controlled surgery with less risk of thermal da- 
mage to nearby tissues.54,55

Laser and electrosurgery techniques may reduce immediate 
bleeding but carry risks of tissue burns with improper use and 
require specific equipment training and maintenance. The most 
significant consideration is resource allocation and accessibility, 
with lasers requiring capital investment and ongoing costs, while 
scissors are universally available and require minimal resources.  
The combined use of scissors with electrosurgery to achieve 
hemostasis is frequently used in hospital settings, providing the 
benefits of both methods while reducing the risk of bleeding; 
however, there is currently a lack of studies assessing the effec- 
tivness of this technique. Training requirements also differ  
substantially, with laser use requiring specialized training in  
equipment operation, safety protocols, and tissue effects. Clini- 
cians should consider their clinical expertise, available resources, 
and the values and preferences of the patient’s parent when  

deciding between scissors, lasers, and electrosurgery until more 
definitive evidence becomes available to support one method  
over the other.

In terms of surgical technique, the majority of studies in- 
cluded in the SR11 referenced frenotomy rather than complete 
frenectomy, although terminology was frequently inconsis-
tent. Two studies28,46 describing a “complete release” involving  
diamond-shaped wounds created with lasers or electrosurgery, 
however, referred to these procedures as “frenotomy.” Conse- 
quently, the WG was unable to assess the impact of the type of 
procedure (frenotomy vs frenectomy) on feeding difficulties. 
Clinicians are encouraged to exercise clinical judgement in de- 
termining whether a simple incision (frenotomy) or a complete 
excision (frenectomy) is indicated on an individual basis, bearing 
in mind that only 1 Current Dental Terminology (CDT) code 
currently exists for the procedure, D7962–Lingual frenectomy.

Ovental et al.56 assessed the analgesic effects of topical  
benzocaine applied prior to lingual frenotomy in infants and  
found no significant difference in the average duration of crying 
(<1 minute) between the benzocaine and control groups. The  
US Food and Drug Administration57 advises against the use of 
topical products containing benzocaine for children younger  
than 2 years old, citing minimal benefit for treating oral pain  
and a rare but serious risk of methemoglobinemia, but serious 
risk of methemoglobinemia. Although even more rarely,  
prilocaine-lidocaine cream has also been reported to be associ-
ated with methemoglobinemia.58 Therefore, the risk-benefit 
assessment favors a conditional recommendation against its use 
in infants. The use of oral sucrose was not evaluated in the SRs 
informing this guideline. However, clinicians may consider 
administering oral sucrose before frenotomy, consistent with the 
2020 AAO-HNS7 clinical consensus statement, indicating that 
sucrose reduces pain responses in infants during procedures.

Clinical question #5. For infants who have undergone frenum 
release, does postprocedure care influence the mother-infant 
outcomes related to feeding?

Recommendations. 
–	 For infants who have undergone frenotomy or frenectomy 

to release symptomatic ankyloglossia, ongoing lactation 
support for the mother–infant dyad should be maintained, 
with regular follow-up assessments to monitor wound 
healing and evaluate resolution of feeding difficulties 
(conditional in favor, very low certainty of evidence).

–	 Limited evidence suggests low adherence to postproce- 
dure protocols among mother–infant dyads. Partial com- 
pliance with postrelease stretching exercises has been 
associated with potential adverse outcomes, including 
recurrence, scarring, and bleeding. Given the limited 
evidence on benefit and potential for harm, postrelease 
stretching exercises may not be routinely recommended. 
If considered, the decision should be made through  
shared decision making, incorporating clinical expertise, 
individual patient factors, and parent values and prefer- 
ences, with clear counseling on potential benefits and  
harms (expert consensus).

Summary of findings. Most studies included in the SR11 that 
evaluated frenotomy employed follow-up strategies to evaluate  
and monitor postprocedure resolution of feeding difficulties. 
However, the evidence on the effectiveness of postprocedure 
care was poorly reported in the literature and was rated to be 
of very low certainty because of indirectness, study designs, and 
the risk of bias. Two studies included in the SR11 examined post 
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frenotomy stretching exercises but found significant compli- 
ance challenges, with adherence rates of only 43.5% to 57.1%. 
Among compliant patients, outcomes showed some promise:  
100% resolution of feeding difficulties in the stretching groups  
vs 84% in nonstretching groups, and lower unfavorable scar- 
ring rates (11.1% vs 28.0%).59 However, breastfeeding conti- 
nuation rates showed only marginal improvement with massage 
(96.7% vs 92.2%),60 and recurrence rates yielded mixed results 
across studies.59,60

Notably, non-adherent patients performed worse than those 
receiving no intervention at all, suggesting potential harm from 
incomplete stretching protocols. This finding, combined with 
consistently low compliance rates and unclear mechanisms for  
why partial adherence worsens outcomes, indicates limited evi- 
dence to support routine postfrenotomy massage.59

Postprocedure stretching carries potential risks, including 
wound dehiscence, delayed healing, bleeding, and infection.  
While one study reported increased bleeding risk,61 another  
study found no adverse events when parents were directly ques- 
tioned about complications.60 The evidence was rated as having  
very low certainty due to compliance issues and study design 
limitations.

Remarks. Given the limited evidence, the WG was unable  
to formulate a formal evidence-based recommendation on post 
release stretching exercises following the surgical release of the 
frenum. Current evidence supports focusing postprocedure care 
on comprehensive feeding assessment and lactation support; 
however, the postfrenotomy stretching exercises lack clear 
additional benefit and may cause potential harm related to scar- 
ring and oral aversion. The low compliance rates suggest parents 
may find exercise regimens burdensome or distressing. One  
study showed that partially adherent patients had worse out- 
comes than either adherent or nonstretching groups.59 This  
suggests that partial or inconsistent stretching exercise perform- 
ance may be more harmful than no exercise at all. Additionally,  
stretching significantly increased bleeding risk (26.7% vs typical  
2.0% to 5.0% rates),61 raising safety concerns about routine 
implementation.

Clinical question #6. What are the adverse events reported in  
the mother-infant dyad associated with frenum release in  
infants?

Recommendations. Adverse events associated with frenum 
release in infants, although uncommon, may include bleeding, 
ulceration, scarring, swelling, and irritability. Clinicians should 
implement adverse event monitoring and facilitate shared  
decision making, which includes family counseling focused on 
bleeding precautions and expected patterns of healing (condi- 
tional in favor, very low certainty of evidence).

Summary of findings. Eight studies included in the SR,11 
encompassing 1,203 infants, reported a pooled adverse event  
rate of 4.0% (48 per 1,203 cases). Bleeding complications do- 
minated adverse events, reported in 6 studies, with a rate of 
1.8% in one high-quality RCT.25 Postprocedure stretching  
exercises significantly increased bleeding risk (26.7% vs typical 
2% to 5% rates).61 Healing complications, including ulcers  
(33% of adverse events), scar tissue formation (38%), and irri- 
tability (19%), were reported.39 Structural damage, including 
salivary duct injury, occurred in only 2 cases, and revision pro- 
cedures were needed in 1.8% of cases.39,62 Notably, no life- 
threatening complications, permanent disabilities, or hospital  
readmissions requiring extended care were reported across any 
study. Although this indicates a potentially positive safety profile, 

true complication rates may be underestimated due to systematic 
underreporting and the absence of standard adverse event moni- 
toring protocols across the various disciplines conducting these 
procedures. Evidence was rated as having very low certainty  
due to study design limitations and the absence of validated  
outcome measures for adverse event reporting.

Remarks. The 4.0% pooled adverse event rate from 1,203 
procedures across 8 studies suggests that frenotomy is a low-risk 
procedure.11 The adverse event profile is dominated by bleeding 
complications. Vitamin K deficiency bleeding (VKDB) may 
present as early onset (within the first 24 hours of life), classic  
onset (between days 2 and 7), or late onset (between day 8 and 
6 months of age). Although VKDB risk is generally low,  
administering vitamin K before the procedure can help reduce 
bleeding risk. Prior to performing a frenum release, clinicians 
should verify administration of vitamin K prophylaxis and en- 
sure that parents are informed that infants who have not re- 
ceived vitamin K may be at an increased bleeding risk.63  
Clinicians should engage in shared decision making with parents 
regarding the benefits and harms of proceeding with the pro- 
cedure in the absence of vitamin K prophylaxis. Another 
critical finding is that postprocedure stretching exercises signi- 
ficantly increase bleeding risk to 26.7% compared to typical  
rates of 2.0% to 5.0%.61 Currently, the AAP9 does not recom- 
mend postoperative stretching exercises, given the limited 
evidence on benefits and potential risk of oral aversion. The  
SRs that informed the current guideline, unfortunately, did  
not find any studies on oral aversion that met the inclusion  
criteria. Importantly, the evidence reveals important gaps in 
adverse event monitoring and reporting, as most studies lack 
standardized adverse event definitions, systematic monitoring 
protocols, or adequate follow-up duration to capture delayed 
complications.

Implications for practice
The evidence supports several critical implications for clinical 
decision making that align with the evidence-based recom-
mendations presented in this guideline. Clinicians should utilize 
structured diagnostic approaches that combine both anatomical 
(morphological) and functional assessments when evaluating 
mother-infant dyads presenting with feeding difficulties related  
to suspected ankyloglossia, with an emphasis on functional im- 
pact on feeding outcomes rather than anatomical appearance  
alone.

The BTAT/TABBY, with a diagnostic threshold of 5 or 
less, demonstrates favorable psychometric properties, including 
acceptable internal consistency (Cronbach’s α=0.708) and  
strong correlation with HATLFF (r=0.89), though all assess- 
ment tools received very low certainty evidence ratings.10 Infants 
may be diagnosed with symptomatic/restrictive lingual frenum  
only when a thorough assessment reveals signs of both ana- 
tomic and functional impairment of the tongue associated with  
feeding difficulties.

A multidisciplinary team approach is essential for the com- 
prehensive diagnosis of feeding difficulties, as recommended in 
this guideline. The evidence demonstrates that restrictive lingual 
frenum may be associated with feeding difficulties and a re- 
duction in maternal self-efficacy, supporting the need for col- 
laborative evaluation rather than isolated surgical decision.11  
Caloway et al. demonstrated that 62.6% of infants referred for  
frenotomy did not require surgery following a comprehensive  
multidisciplinary feeding evaluation.2
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When surgical release is considered, frenotomy may be  
offered to carefully selected mother-infant dyads experiencing 
significant feeding difficulties attributed to restrictive lingual 
frenum, following comprehensive lactation support and after 
discussion of uncertain evidence quality and variable outcomes. 
The evidence supports moderate to large improvements in  
maternal self-efficacy, maternal pain, poor latch, and sucking  
issues, with these improvements sustained over time.11

Regarding surgical technique, scissors, lasers, or electrosur- 
gery may be used with a similar safety profile. Limited com- 
parative evidence suggests that the use of scissors and CO2 lasers  
is associated with superior outcomes for pain reduction and 
maternal self-efficacy.11 Clinicians should not use topical anesthe- 
tics prior to frenotomy due to a lack of evidence on effectiveness, 
safety guidelines, and the potential risk of methemoglobinemia.

Postprocedure care should focus on maintaining ongoing 
lactation support with regular follow-up assessments to monitor 
wound healing and evaluate resolution of feeding difficulties.  
The evidence indicates that postfrenotomy stretching exercises 
have low compliance rates (43.5% to 57.1%) and the potential 
for negative outcomes with partial adherence.11

Adverse event monitoring and shared decision making  
should be implemented, including family counseling focused  
on bleeding precautions and expected patterns of healing.  
While adverse events are uncommon (pooled rate=4.0%), they  
may include bleeding, ulceration, scarring, swelling, and irrita- 
bility.11 Clinicians should be prepared to manage potential  
complications and have established emergency management 
protocols in place. Postprocedure bleeding is typically minor  
and self-limiting; applying direct pressure with gauze is the  
standard initial treatment.63,64 Signs that warrant urgent medical 
evaluation include persistent bleeding unresponsive to pressure, 
respiratory distress, excessive swelling, or difficulty feeding. 
Caregivers should receive clear discharge instructions outlining 
expected healing patterns and warning signs.7

All clinical decisions should emphasize that the current 
evidence remains of very low certainty, requiring individualized 
assessment and comprehensive informed consent regarding the 
uncertain evidence quality and variable outcomes.

Implications for research
Research priorities should focus on addressing the significant 
evidence gaps identified in this clinical practice guideline to 
strengthen future guideline recommendations. The development 
and validation of standardized diagnostic criteria that reliably 
combine both anatomical and functional assessments represents 
the most critical need, particularly given the current reliance on 
very low certainty evidence for all diagnostic tools.19,22,42

Clinicians and researchers should note that prestudies and 
poststudies without control groups may overstate treatment  
benefits, as improvements can result from various nontreatment 
factors and be part of the natural history of untreated symp- 
tomatic ankyloglossia. At the same time, adverse effects are  
often underreported due to limited monitoring and short follow- 
up periods. This imbalance in evidence may favor interventions  
and minimize potential harm, which is important to remember  
when advising families. High-quality randomized controlled  
trials with adequate sample sizes are needed to move beyond  
the current predominance of observational studies. Future trials 
should address the specific clinical questions outlined in this 
guideline, including comparative effectiveness of different sur- 
gical techniques, appropriate use of terminology specific to the  
extent of release (frenotomy or simple incision vs frenectomy or 

complete excision), optimal timing of intervention, and long- 
term outcomes of both treated and untreated cases. The con- 
trast between large preimprovements and postimprovements 
and minimal RCT differences suggests that control groups also 
improve substantially over time, highlighting the need for  
appropriate control group design.25,36,40

Research into the association between frenum attachment 
type (anterior vs posterior) and feeding difficulties is needed, as  
the current evidence was insufficient to formulate recommenda-
tions on the posteriorly-attached lingual frenum.10 This repre- 
sents a significant clinical gap related to the diagnosis and  
treatment of posteriorly-attached lingual frenum. Standardized 
adverse event reporting and monitoring systems must be devel- 
oped to provide more reliable safety data beyond the current 
4.0% pooled rate, which likely represents underreporting due  
to a lack of standardized protocols across disciplines perform- 
ing these procedures.11

Other areas of research interest include the investigation of 
postprocedure care protocols, particularly regarding stretching 
exercises, reasons behind worsened outcomes related to partial 
adherence, and the development of evidence-based postoperative 
management strategies that are both effective and achievable 
in clinical practice.11 Additionally, long-term follow-up studies 
are needed to inform the broader impact of both intervention 
and non-intervention decisions. Research should also focus on 
developing decision-making algorithms that can reliably identify 
which mother-infant dyads are most likely to benefit from sur- 
gical intervention vs conservative management.64,65 Given the 
increasing global rates of ankyloglossia diagnosis and frenotomy 
procedures, understanding the factors driving these trends and 
establishing evidence-based criteria for appropriate patient selec- 
tion represents a critical public health research priority to ensure 
optimal resource utilization and patient outcomes.66,67

All studies informing this guideline were conducted on cis- 
gender mother-infant breastfeeding dyads. Future research  
should include diverse lactating individuals, including trans- 
gender persons, nonbinary individuals, and nonbirthing care- 
givers, to determine the generalizability of findings on feeding 
outcomes, self-efficacy, and pain reduction. Validation of  
outcome instruments in these populations is also needed.

Cost effectiveness
Cost-effectiveness for therapies with proven health benefits and 
minimal adverse effects is an important consideration for clini-
cians, patients, and third-party payors. Office-based frenotomy 
demonstrates substantial cost savings compared to operating  
room procedures under general anesthesia. One study reported 
surgical fees of approximately $850 for office-based frenotomy  
vs $4,300 to $6,700 for operating room procedures.68

However, a randomized controlled trial examining cost- 
effectiveness within the UK’s National Health Service found 
no significant differences in health care resource use, costs, or  
benefits between frenotomy and breastfeeding support alone. 
The study noted substantial uncertainty in determining value 
for money due to small sample size and high crossover rates, 
indicating that current evidence is insufficient to conclude 
frenotomy offers cost-effective benefits over comprehensive  
lactation support alone.39

Current Medicaid coverage for CDT code D7962 (lingual 
frenectomy) varies significantly by state and individual plans,  
with coverage requirements often including detailed documenta-
tion of medical necessity and preauthorization. Private insurance 
coverage is inconsistent, with studies showing only 19%  to 23%  
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of procedures covered by private insurance and 51% to 69%  
requiring a highly variable out-of-pocket cost. Patients with 
multiple oral tie diagnoses typically incur higher treatment  
costs.66 Considering these challenges, it may be beneficial to 
establish a distinct CDT code for infant lingual frenotomy, 
which involves a simple incision to release the frenum, without 
removing tissue. This new code may be suggested to the American 
Dental Association (ADA) Code Maintenance Committee, 
as it would differentiate this simpler procedure from more 
involved treatments such as frenectomy (D7962–complete 
tissue removal) and frenuloplasty (D7963–a complex procedure 
involving frenum excision with muscle repositioning and flap 
closure). Such differentiation could enhance reimbursement 
options for simpler procedures. Additionally, as infants are  
more likely to have medical rather than dental insurance cover- 
age, dentists may have to submit frenum release procedures  
using specific Current Procedural Terminology (CPT) codes to 
medical insurance or refer to providers who can, while ensuring 
families understand their payment options.

Available evidence indicates generally high satisfaction rates 
with frenotomy procedures. Studies report 84% to 92% of  
parents being satisfied or very satisfied with their decision to  
pursue treatment, regardless of whether performed in office or 
operating room settings.65,68 Satisfaction appears related to per- 
ceived feeding improvements rather than surgical setting, with 
84% of families reporting immediate postprocedure improve- 
ment within 1 day to 2 weeks.65

Workgroup, stakeholders, review, and quality assurance
In February 2023, the AAPD Board of Trustees approved a  
panel nominated by the Evidence-Based Dentistry Committee  
to develop a new evidence-based clinical practice guideline on  
management of ankyloglossia and breastfeeding difficulties of  
infants in the dental office. The WG consisted of pediatric den- 
tists, pediatricians, and pediatric otolaryngologists who are  
involved in research, education, and clinical practice across a 
variety of settings, including private practice.

The recommendations were circulated for feedback from 
internal stakeholders, including members of the AAPD Council 
on Clinical Affairs, AAPD Council on Scientific Affairs, AAPD 
Council on Post-Doctoral Education, AAPD Research and  
Policy Center, and the AAPD Evidence-Based Dentistry Com- 
mittee, as well as the external stakeholders, such as the ADA, 
American Dental Education Association (ADEA), International 
Association of Paediatric Dentistry (IAPD), American Associa- 
tion for Dental, Oral, and Craniofacial Research (AADOCR), 
AAP Section on Oral Health, AAP Section on Breastfeeding,  
AAP Section on Otolaryngology-Head and Neck Surgery, 
AAO-HNS, ABM, United States Lactation Consultant Associ- 
ation (USLCA), and the International Lactation Consultant 
Association (ILCA). Revisions were made by the WG based on  
the feedback received, and the final version of the recommenda- 
tions was produced. This clinical practice guideline adhered to  
the AGREE II15 instrument to ensure methodological quality  
of the reported guideline.

Target population(s), end users, and settings
This guideline is intended primarily for pediatric dentists man- 
aging infants with ankyloglossia in a dental setting. Other clini- 
cians treating infants, policymakers, and parents may also benefit 
from this document.

Guideline implementation
This first AAPD evidence-based guideline on management of 
ankyloglossia and lactation of infant patients in the dental office  
is published in both the journal Pediatric Dentistry and The  
Reference Manual of Pediatric Dentistry. Additionally, AAPD 
members will be notified of the new guideline via social media, 
newsletters, and presentations. The guideline is available as an 
open-access publication on the AAPD’s website. Guidelines  
are used by insurers, patients, and health care practitioners to  
determine the quality of care. Adherence to guideline recom- 
mendations and best practices is likely to reduce inappropriate  
care and improve outcomes.

Guideline updating process
The AAPD’s Evidence-Based Dentistry Committee will monitor 
the research to identify new evidence that may impact the cur- 
rent recommendations. These recommendations will be updated 
five years from the time of the last systematic search unless the 
Evidence-Based Dentistry Committee determines an earlier revi- 
sion or update is warranted.
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