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Abstract

Introduction: tongue-tie or ankyloglossia, is a congenital condition that results when the inferior lingual frenulum is too
short and is attached to the tip of the tongue, limiting its normal movements. The restriction of lingual mobility during
childhood and adolescence can cause alterations in bone growth of the orofacial structures and the oral functions of the
child. Also it affects speech; feeding, oral hygiene as well as social environment. Ankyloglossia can be observed at
different ages with specific indications for treatment for each group. Case Report: The aim of this article is to relate a
case of ankyloglossia in a boy child of seven-year-old who was examined in the department of pediatrics in the center of
Consultations and Dental Treatment of Rabat. According to Kotlow’s classification the child was diagnosed with type I1I
ankyloglossia and treated by frenectomy followed by speech therapy for an immediate rehabilitation. A marked
improvement in the movement of the tongue was observed at follow up visits in the treated case. Discussion and
Conclusion: The routine examination of the lingual frenulum permits the identification of insertion abnormalities and
enables the establishment of the most appropriate therapeutic approaches.
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Introduction

criteria based on the length of the lingual frenulum,
amplitude of tongue movement [5, 6, 7, 8], heart-shaped
look when the tongue is protruded and/or thickness of
the fibrous membrane [9,10,11].

Tongue tie or ankyloglossia is a congenital variation
characterized by a short lingual frenulum which may
result in restriction of tongue mobility and thus impact
on function. [l]. Etymologically, the term
“ankyloglossia” originates from the Greek words
“agkilos” (curved) and “glossa” (tongue). The first use
of the term “ankyloglossia” in the medical literature
dates back to the 1960s, when Wallace defined tongue-
tie as “a condition in which the tip of the tongue cannot
be protruded beyond the lower incisor teeth because of

In children, ankyloglossia can lead to breastfeeding
difficulties, uncoordinated sucking, speech disorders,
poor oral hygiene, malocclusion, gingival recession and
bullying during childhood and adolescence. [12,13].

The purpose of the present article was to describe a

a short frenulum linguae, often containing scar tissue”
[2] [3]. The incidence of tongue tie varies from 0.2%-
5%, with a male child predilection. There is continuing
controversy over the diagnostic criteria and treatment of
ankyloglossia[4]. Several studies establish diagnostic
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clinical case of ankyloglossia, which was treated by
lingual frenectomy followed by speech therapy for an
immediate rehabilitation of the lingual muscle.
Additionally, information on the indications, surgical
techniques for the treatment of ankyloglossia in
children were presented.
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A seven-year-old boy child accompanied by his mother, presented at the service of Pediatric dentistry of the Center of
Consultations and Dental Treatment of Rabat for management of the oral condition. The general examination didn’t
reveal any particular general pathology nor known drug allergy.

The extraoral examination revealed a straight facial profile, lower lip protrusion, and a dolichofacial pattern. The
intraoral clinical examination showed promandibulie [Fig 1] with anterior open bite, interincisal diastema and worsening
of the growth pattern as the tongue assumes a lower position.
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Fig 1: Intraoral view showing the promandibulie with anterior open bite and interincisal diastema.

The frenulum was a short, thick, fibrosed and smaller in length [Fig 2]. When subject was asked to protrude, reduced
tongue movements were observed with inability to protrude the tongue fully, impossibility of the tongue to touch with its
tip the retro-incisal papilla on the palate. A heart shape during lingual protrusion, reduction of sublingual space, space
between central inferior incisors due to the tensile force exerted by the lingual frenum during speech and deglutition were
also noted [Fig 3], the child showed also speech difficulties.

Fig 2: Endobuccal view showing Fig 3: Clinical aspect of the tongue during
Ankyloglossia, short and tight lingual frenulum. protrusion; heart-shaped tongue.

The diagnosis of reduced tongue mobility was retained and lingual frenectomy was indicated and was conducted with
parental consent. Before surgical treatment, the assessment of oral status was systematic to reduce oral sepsis and
perform surgery under better conditions.
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Treatment was realized under topical anesthesia (2% lidocaine with 1:100,000 epinephrine) on tongue’s inferior surface
[Fig 4]. After achieving good anesthesia, two hemostats (one curved and the other straight) were placed against the
tissues over the superior and inferior aspects of the frenulum, respectively, with their tips meeting in the deep aspect near
the base of the tongue. The incision was made with a #15c blade following the hemostatic pliers, cutting through the

upper aspect of the frenulum [Fig 5]. Fiber remnants were excised, blunt dissection was performed and 4-0 non
resorbable silk sutures were placed over the wound.
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Fig 4: Infiltrative anesthesia of the Fig 5: Excised triangular tissue held with the hemostats and
lingual nerve excision of fiber remnants.

Tension free closure was checked through the insertion of the first suture at the middle of the wound. Additional sutures
were placed along the tongue base and on the floor of the mouth. [Fig 6]

Fig 6 : Silk sutures placed over the wound

Postoperative care includes paracetamol, mouthwash containing chlorhexidine, as well as recommendations on diet and
maintaining good oral hygiene. The postoperative period was uneventful. After one week, the remaining sutures were
removed [Fig 7].The tongue was evaluated and early mobilization was indicated to minimize scarring and improve

tongue range of motion. Patient is asked to perform tongue exercises that are designed to improve protrusion, elevation,
and side-to-side motion 3 or more times daily.
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Fig 7 : Clinical aspect of the surgical site on the seventh postoperative day

Patient was referred to a speech therapist to have his tongue movement and speech articulation improved.
Although some improvement in tongue mobility occurred in the early postoperative period, a noticeable gain in mobility
has been noted 1month postoperatively [Fig 8, 9]. Further improvements were observed 3 months after surgery.

Fig 8, 9: control visit one month after surgery showing easier lingual mobility

The child was followed-up for 6 months postoperatively, with no recurrence and nor difficulty in phonetics and during
intake of food, such fact suggested an excellent prognosis for the case.
[Fig 10, Fig 11, Fig 12]

Fig 10: The child mouth wide open can touch with the tip of his tongue the retro-incisal papilla on the palate
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Fig 11: Lateral tongue movements ( left and right)
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Fig 12 : Easy lingual propulsion

At this stage the patient was sent to Dentofacial orthopedics service for the treatment of 3rd class malocclusion due to the
low lingual position which cause an excessive development of mandibular bone and an hypo development of maxillary

bone that wasn’t driven in its expansion by the tongue thrust.

Discussion

Opinions range widely regarding the significance of
ankyloglossia. This term has been used to describe
different situations, such as a tongue that is fused to the
floor of the mouth as well as a tongue with impaired
mobility due to a short and thick lingual frenulum. [14]

According to Kotlow’s classification, tongue tie is
classified as Class I (Mild Ankyloglossia: 12-16mm),
Class II (Moderate Ankyloglossia: 8-11mm), Class III
(Severe  Ankyloglossia:  3-7 mm) and Class
IV(Complete Ankyloglossia: Less than 3mm) [15].
According to this classification our case was of Class
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IIT severe ankyloglossia with tongue protrusion of 5
mm.

Hazelbaker [16] developed a descriptive assessment
tool for lingual frenulum function, however, it is
complex, lengthy and has not been validated in a
controlled manner. [17]

Ankyloglossia or Tongue tie affects speech, feeding,
oral hygiene as well as social environment. It causes
blanching of soft tissue during tongue retrusion and also
exerts force on mandibular anteriors. [18]
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Moreover, it interferes in tooth brushing process,
consequently, favoring the risk of plaque accumulation,
tissue inflammation onset, and gingival recession. [19]

In our case, ankyloglossia is associated with Class III
malocclusion. However there is limited evidence to
show that ankyloglossia and abnormal tongue position
may affect skeletal development and be associated with
malocclusion. [20, 21]. A complete orthodontic
evaluation, diagnosis, and treatment plan are necessary
prior to any surgical intervention. [21, 13].
Histologically, the lingual frenulum is composed of a
conjunctive tissue rich in collagen and elastic fibers,
with some muscular fibers, blood vessels, and fat cells,
covered by a stratified pavimentous epithelium. [22]

Children diagnosed with ankyloglossia were subjected
to different therapeutic approaches. The choice of the
therapeutic depends on the impacts associated with
tongue-tie: [23, 24, 25, 26]

o If they are non-existent or very low, the practitioner
will refrain from making a surgical intervention and
speech therapy will be proposed.

Case Report

e If the functional effects are orthophonics or
orthodontics, surgery will be performed as soon as
possible.

o If we have localized gingival recession on the lingual
aspect of the mandibular incisors associated with
ankyloglossia , elimination of plaque-induced gingival
inflammation can minimize gingival recession without
any surgical intervention. [27]. When recession
continues even after oral hygiene management, surgical
intervention may be indicated. [27] [13]

e If other impacts are noted, the need for a surgical
treatment will be studied case by case.

e If ankyloglossia is very severe, surgery will be
immediately proposed.

Nowadays, several surgical techniques have been
described to correct an abnormal frenulum: frenotomy
and frenectomy[28]. In the case presented in this article,
we opted for frenectomy technique. This choice was
based on appropriate circumstances carefully evaluated
preoperatively.

We illustrate the therapeutic approach proposed above by the following scheme [Fig 13].

Ankyloglossia

Evaluation and
classification

Complete
Severe

Medium

Moderate

surgical
intervention

speech
disorders

Malocclusion
associated

associated
gingival
recession

low associated
problems

surgical surgical b 6 oral hygiene
intervention+ intervention+ and surgical
speech therapy speech therapy speech therapy intervention

Fig 13: Decision tree facing ankyloglossia
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Based on available evidence, frenotomy (the clipping of the lingual frenulum) cannot be recommended for all infants
with ankyloglossia. It is the most indicated technique for babies since it is a conservative, simple and quick procedure
that may be performed in the dental office settings during initial consultation. [25]

The limitation of this technique is the possibility of recurrence and the need to perform complementary procedures to
release the tongue satisfactorily. [28]. As age advances, frenulum grows in length and normal function is established.
Frenulectomy is recommended, if it persists. [14]

Frenectomy corresponds to the complete excision of the frenulum. This procedure is more invasive and difficult to be
performed in young children, although the results are more predictable, decreasing the recurrence rate. [29,21]. Each of
these procedures (frenotomy or frenectomy) involves surgical incision, establishing hemostasis, and wound management.
Dressing placement or the use of antibiotics is not necessary because infection is distinctly uncommon.

Nowadays, other techniques are used in the treatment of ankyloglossia. The use of electrosurgery or laser technology
for frenectomies has demonstrated a shorter operative working time, a better ability to control bleeding, reduced intra-
and post-operative pain and discomfort, fewer postoperative complications. These procedures require special instruments,
extensive training as well as skillful technique and patient management. [13]

The Myofunctional therapy is a program of specific exercises that strengthen the tongue. The myofunctional
rehabilitation begins one week before the surgical intervention, and the patient is explained the lingual praxis that will be
carried out in the following weeks. The objective of this protocol is that the patient learns the exercises without pain. [30]

Thus, Collaboration with the speech therapist is necessary to complete the therapeutic approach. [23]

Conclusion

Through this clinical case, we have shown the interest
of a careful clinical examination in children to make
early diagnosis of lingual dysfunction, and in order to
choose the best therapeutic approach. If not well
treated, in fact, it can create problems not only related
to feeding and speech, but also involving growth and
posture.
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