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Definitions
▪A frenulum attachment beneath the tongue is a variant of normal anatomy. 

▪Ankyloglossia is when the frenulum is abnormally short or dense and limits the 
range of tongue movement (1-10% of the population).

▪Restricted tongue movement can cause difficulty with breastfeeding in 25-50% 
of babies with ankyloglossia. 

▪0.25-5% of newborn babies may have feeding problems related to ankyloglossia



Tongue-tie Release Surgery

International guidelines support 

tongue-tie release surgery (frenotomy 

or frenectomy) for babies with 

ankyloglossia, while acknowledging that 

evidence is weak. 



Remember

▪A lingual frenulum is normal anatomy

▪Ankyloglossia describes restricted tongue function caused 
by a lingual frenulum which limits tongue movement 

▪At least 50% babies with ankyloglossia can still breastfeed 
normally
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Project Initiation (Canterbury Initiative supported)

▪Consultation

▪ Anxiety from primary and tertiary clinicians 

▪ Consumer pressure

▪ Service demands

▪ Confusion about anatomy

▪Baseline stats known

▪Agreement in department to standardise assessment of ankyloglossia

▪BTAT trial, intervention threshold set ≤5

▪AUDIT

▪Forum – consensus reached



2 forums over several months

• New clinical pathway to be developed with:
• Assessment delayed until the baby is at least 48 hours old 
• Equitable access to frenotomy surgery

• Combined assessment with a BTAT threshold  (≤4)and breastfeeding review 
• Intervention rate ≤4%
• Repeat audit
• New outpatient clinic
• Centralised triage 
• Digital records
• Additional capacity was developed for community based lactation consultant 

assessments. 

• Education and training plan



BTAT
Bristol tongue assessment tool

Total Score 0-8

Appearance / Lift / Protrusion / Attachment





CWH Tongue-Tie clinic Audit 2016

▪Total 309 babies

▪37% female, 63% male

▪Age at referral median 5 days

▪Age at clinic appointment median 9 days

▪All ethnicities represented

▪Symptoms for babies who were released and not-released were similar

▪Interestingly constant feeding/ poor transfer of milk meant babies were 
less likely to be deemed to need release on review. 



Comments from declined group
▪3 had gone to private provider and had release post decline from 
CWH

▪20 happy or improved on own 

▪1 very disappointed that had been declined

▪1 very anxious but had improved over time  



Feeding 2016 Audit, longitudinal 
data (BTAT ≤5)

•A significant improvement in exclusively/fully BF rate from 
43% to 54% (p=0.03) was observed in the 157 of these 
dyads who received a frenotomy. 

•Only 23% improved
• 34% continued to exclusively or fully BF

• 42% either stopped  or continued to not breastfeed

•The exclusively/fully BF rate in the 22 infants who did not 
receive a frenotomy did not change (p=0.73). 

•So its helpful for some but which ones…



No statistically significant difference

▪In released rate male vs female

▪In reports of feeding difficulties after clinic 
▪No feeding difficulties reported in 87% released group, 

100% non-released

▪All groups improved over time (Frenotomy vs non)

▪Babies who were not released avoided unnecessary surgery



Current CDHB pathway
▪Preferred release after 48 hours

▪After 48 hours for review by LC or approved LMC

▪Full Breast feeding review is undertaken

▪Referral made to Women’s OPD

▪Vitamin K must be given 48 hours prior to clinic 

▪Referrals triaged by OPC charge with Neonatal SMO backup for any queries
▪ ≤8weeks to Neonatal clinic

▪ >8weeks to ORL (or if complex anatomy)

▪Declined – written explanation returned to referrer by fax





Post clinic 

▪Written info given to parents and returned to referrer.

▪Strongly recommended to seek further BF review in week after (LMC or LC)



Add video of baby 



Potential complications

▪Bleeding

▪Scarring

▪Trauma to adjacent tissues

▪Oral aversion

▪Laser plume
▪ Collapse 

▪ Resus
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