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Neonatal ankyloglossia, otherwise known as 
tongue-tie, is a common anomaly with a report-
ed incidence of about 4%. The condition and its 

treatment, frenotomy, have been around for centuries, 
with historical references dating back to the Torah, and 
found through the Middle Ages into the twentieth cen-
tury. Historical texts refer to midwives, who were said 
to have left one fingernail long to free the tongue of af-
fected infants.1

However common this procedure has been through-
out history, its popularity has fallen out of practice for 
various reasons. In recent years, as breastfeeding rates 
have risen among the general population, attention has 
shifted back to the tongue-tied infant due to the possible 
link between the condition and breastfeeding difficul-
ties. One of the major reasons the procedure of freeing 
the tied tongue has remained a topic of dispute among 
medical professionals is that a causal relationship be-
tween the condition and breastfeeding difficulties has 
not been definitively established; rather, research shows 
that the presence of tongue-tie puts the infant-mother 
dyad at an increased risk for breastfeeding problems. 

The International Association of Tongue Tie Profes-
sionals defines tongue-tie as an “embryological remnant 
of tissue in the midline between the undersurface of the 
tongue and the floor of the mouth that restricts normal 
tongue movement.”2 By this definition, tongue-tie is not 
defined by the presence of tissue, but by whether or not 
the tissue restricts normal function. This article evalu-
ates the current research on the impact of tongue-tie on 
the breastfeeding infant-mother dyad, and the midwife’s 
role in diagnosis and performing frenotomy. 

Ankyloglossia in history

Historically, the complications associated with 
tongue-tie not only relate to breastfeeding, but also 

to speech impediments. The word “ankyloglossia” is de-
rived from two Greek words: agkilos meaning curved, 
crooked, or looped, and glossa meaning tongue. In 200 
AD, the Greek surgeon Galen recommended cauteriza-
tion of the tissue.3 More than one account is given in the 
Bible, evidencing the prevalence of the condition back 
several millennia. Paul of Aegina, a Byzantine surgeon 
in the seventh century, recommended the “division of the 
ligature.”3 In the Middle Ages, Fabrizio d’Aquapendente, 
an Italian surgeon, reported that midwives of his day 
would keep either their thumb or pinky fingernail long 
to divide the tongue of newborn infants.1 In the eigh-
teenth century, many sources referenced the need for 
clipping the tongue to facilitate breastfeeding. In 1794, 
a medical text provided the following account (as cited 
in Griffiths, 2004): “A child’s being tongue-tie[d] will im-
pede and hinder his sucking freely...He may be observed 
to hold his own very often...The mouth must be exam-
ined and the tongue set at liberty by cutting a ligament 
or string which will be found to confine the tongue down 
to the lower part of the mouth and which is done by the 
surgeon with little or no pain to the child who will com-
monly take to the breast immediately after the operation 
without any inconvenience to him and there is never any 
danger to be apprehended from the bleeding or any oth-
er consequence of the operation.”4

What did they know then, that we do not know now? 
By the twentieth century, physicians reviewing literature 
on the subject determined that cases where improve-
ment occurred post-frenotomy were the result of “sug-
gestion and overcoming a neurotic element.” They did 
not see the treatment of tongue-tie as helpful and safe, 
but rather considered it “violent and possibly danger-
ous.”1 Charles Horton, a physician conducting research 
in the 1960s and 1970s on tongue-tie, reported that the 
procedure was so strongly opposed in the early twenti-
eth century that at the time of his report in 1969, “no 
surgery [was] performed in many medical centers.”1 Par-
alleling opposition to the procedure, the shift away from 
breastfeeding and towards bottle-feeding decreased the 
need for the procedure, and education surrounding the 
procedure was lost. As breastfeeding rates began to rise 
in the 1970s with new information about the benefits of 
breastmilk, the tongue-tie issue was reignited. However, 
many doctors still held the belief that the procedure was 
unnecessary.5 

A survey published in 2000 found the majority (69%) 
of lactation consultants believed tongue-tie was fre-
quently associated with breastfeeding problems, but 
that pediatricians and ear, nose, and throat doctors 
(ENTs) believed that it rarely or never caused problems 
(90% and 70%). Pediatricians were the least likely to 
recommend surgical treatment at only 21% of the time, 
compared to 53% of the time for ENTs.6 Despite several 
well-designed studies published in the last 15 years, the 
opinion that tongue-tie is not a problem still persists. 

FiguRE 1  lATCh SCoring TABlE.14 Copyright © 2006, John Wiley and Sons. Reprinted with permission.

score 0 1 2
l  latch Too sleepy or reluctant repeated attempts grasps breast
 no latch achieved hold nipple in mouth Tongue down
  Stimulate to suck lips flanged
   rhythmic sucking

a  Audible  none A few with stimulation Spontaneous and
     swallowing   intermittent (<24 
   hrs old)
   Spontaneous and   
   frequent (>24 hrs   
   old)

t  Type of inverted Flat Everted (after   
     nipple   stimulation)

c  Comfort Engorged Filling Soft
 (breast/nipple) Cracked, bleeding, reddened/small Tender
 large blisters, or blisters or bruises
 bruises Mild/moderate 
  discomfort

h  hold  Full assist (staff holds Minimal assist (i.e. no assist from 
(positioning) infant at breast) elevate head of bed; staff
  place pillows for  Mother able to
  support) position/hold
  Teach one side;   infant
  mother does other
  Staff holds and then 
  mother takes over
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Researchers are calling on professionals to change their 
practices to reflect evidence-based medicine.7

The role of the tongue in breastfeeding

The physiology of suckling is complex, involving neg-
ative and positive pressures exerted by movements 

of the infant’s tongue and jaw (Box 1). The function of 
the tongue when breastfeeding requires a wide, gaping 
position with a large portion of the areola pulled back 
to the soft palate in the infant’s mouth. The nipple is 
held between the upper gum and the tongue. The tongue 
protrudes past the lower alveolar ridge, protecting the 
nipple from compression, while also shaping the nipple 
and areola into a teat. This position is maintained with 
flanged lips and constant suction. Full extension and el-
evation of the tongue is necessary to maintain suction 
and roll the milk out of the breast in a peristaltic motion. 
As milk enters the mouth, the tongue forms a trough 
shape as the lateral sides cup the nipple and areola, fun-
neling milk into the back of the throat. Swallowing oc-
curs once enough milk has collected in the pharynx.8 

The essential components needed for successful 
breastfeeding are not required in bottle-feeding, name-
ly unbroken suction and free movement of the tongue. 
When placed in the mouth, the nipple of a bottle drips 
milk even without any suckling. In the tongue-tied baby, 
the tongue is unable to protrude past the lower alveolar 
ridge, triggering the “phasic bite reflex” as the lower 
alveolar ridge is stimulated, and chomping results. Al-
though it is possible to “chomp” more milk from the 
bottle than the breast for a tongue-tied infant, even a 
bottle-fed baby may not be able to receive adequate nu-
trition due to impaired suckling.9

Incidence and impact of tongue-tie 

Ankyloglossia is present in approximately 4% of the 
population, with one study finding it to be more 

than twice as common among males than females.10,11 
Tongue-tied babies commonly present with latching dif-
ficulties and continuous feeding cycles, and their moth-
ers with nipple pain and trauma. In one prospective con-
trolled study of 1,041 newborns, 50 were found to be 
tongue-tied (4.8%). Breastfeeding difficulties were expe-
rienced by 25% of those affected compared to 3% in the 
control group, making breastfeeding difficulties 8 times 
more likely among tongue-tied infants.10

Another study determined the incidence of ankylo-
glossia in the general population of neonates to be 3.2% 
(88/2,763), compared to a 12.8% (35/273) incidence among 
infants presenting with breastfeeding problems. It found 
the rate of ankyloglossia in infants with breastfeeding 
difficulties to be 4 times that of the general population.11 
These studies indicate that breastfeeding difficulties are 
experienced by 25% to 44% of babies with tongue-tie. In 
effect, this means a baby with tongue-tie is 4 to 8 times 
more likely to experience breastfeeding difficulties when 
compared with an infant not affected by the condition. 

Is frenotomy effective?

A 2005 randomized controlled trial of 201 infants with 
ankyloglossia sought to determine the effectiveness 

of frenotomy on breastfeeding difficulties compared 
with support by a lactation consultant.12 This study con-

cluded that frenotomy was a significantly more effec-
tive therapy than intensive support by a lactation con-
sultant, with a 96% improvement rate in the frenotomy 
group compared to a 3% improvement rate in the lacta-
tion consultant support group.12

A 2002 prospective study of 263 tongue-tied infants 
concluded that frenotomy improves milk transfer, infant 
growth, and maternal nipple pain.11 The researchers ar-
gued that when performed “carefully and with sterile 
technique, frenuloplasty is a simple, safe, and effective 
procedure for dyads that have difficulty with breastfeed-
ing secondary to neonatal ankyloglossia.” Maternal pain 
scores were also found to be reduced from 6.9 +/- 2.31 
to 1.2 +/- 1.52. However, in this study participants knew 
that the release had been performed, which could have al-
lowed the placebo effect to influence pre- and post-frenot-
omy pain scores.11 The placebo effect is important to ac-
count for when considering the effects of tongue-tie, due 
to the subjective nature of assessments of improvement. 

In 2012, a double-blind randomized controlled study 
sought to establish whether improvement in breastfeed-
ing post-frenotomy, as determined by maternal report-
ing and observation by a qualified specialist, was due 
to the placebo effect.13 Researchers blinded participants 
and randomized 57 infants with ankyloglossia and 
breastfeeding difficulties to frenotomy or nondivision. 
In the frenotomy group, 78% of mothers reported im-
mediate improvement, whereas 48% of mothers in the 
non-frenotomy group reported immediate improvement. 
This finding was statistically significant with a p-value 
of <0.02. At day one, 90% (54/60) reported improved 
feeding, but this was reported in an unblinded state. 
This study also examined the incidence of presenting 
complications: 78% of participants had latch difficulties, 
65% nipple pain/trauma, 62% inefficient feeding, and 
32% had all three complications. Post-frenotomy, ob-
servers reported improved latch, which was calculated 
by a LATCH scoring system (Figure 1), to be the only 
objective change. Subjective improvements reported by 
the mother included a better latch, reduced pain, the 
baby sucking differently, feeding feeling more effective, 
and a less frantic, more relaxed feed.13 

These studies shed light on the effectiveness of fre-
notomy on many different levels. Frenotomy improves 
breastfeeding difficulties 96% of the time, compared to 
improvement only 3% of the time for mothers who only 
receive lactation support. Frenotomy lowers maternal 

For tongue-tied infants and their 
mothers, frenotomy improved 
breastfeeding difficulties 96% of 
the time, compared to improvement 
only 3% of the time when mothers 
just received lactation support.
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pain scores, while also improving latch both subjectively 
and objectively; these findings were the result of blinded 
randomized controlled trials demonstrating that the ef-
fects are not due to the placebo effect. Additionally, re-
searchers also concluded that frenotomy increased milk 
transfer and improved infant growth.

Diagnosing tongue-tie

Problematic tongue-tie initially becomes apparent 
when symptoms develop for the breastfeeding dyad. 

Because appearance alone is an inadequate indication 
for frenotomy, use of other diagnostic tools is impor-
tant.5 Together, the LATCH and the Hazelbaker Assess-
ment Tool for Lingual Frenulum Function (HATLFF) 

tools can be used to assess the breastfeeding dyad and 
how tongue-tie is impacting their relationship (Fig-
ures 1 and 2). LATCH is a scoring system that evalu-
ates breastfeeding,14 and HATLFF assesses the impact of 
tongue-tie on the mobility of the tongue. If there is any 
question or confusion as to what is causing the breast-
feeding problems, these tools should be used in conjunc-
tion with the support of a lactation consultant. 

Diagnosis should hinge on analysis and observa-
tion of feeding problems, rather than appearance of the 
tongue, because frenulum length is not a good predictor 
of breastfeeding difficulties.4,5 The primary symptoms 
include difficulty latching, sore nipples or nipple dam-
age, long or continuous feeds, and poor weight gain. 
HATLFF was determined to have almost perfect reliabil-
ity with 2 assessors agreeing 96% of the time on recom-
mendations for frenotomy based on the tool.15 Another 
study determined that the HATLFF had a 100% agree-
ment rating between lactation consultants and ENTs.16 
Although this tool has not been adopted as the standard 
method of diagnosis, it is the most objective tool avail-
able. Criticism that the tool takes too much time to use 
in a busy clinic setting is less applicable to the practices 
of many CPMs.

To identify tongue-tie, first examine the infant’s 
tongue during the newborn exam and chart anything 
out of the ordinary, including any resistance felt when 
sweeping under the tongue. In the presence of any 
breastfeeding difficulties, closely evaluate the infant’s 
tongue. When the infant cries, the tongue should lift 
high up towards the roof of the mouth. This is not the 
case with tongue-tied babies, whose tongues may lift up 
at the sides in a cupping shape, but remain secured at 
the midline by the frenulum (Figure 3). The frenulum 
may attach at different points along the tongue. If it ex-
tends to the tip, the tongue may look heart-shaped or 
notched while relaxed or with protrusion.17 The tongue 
can also be secured so tightly to floor of the mouth that 
the tongue remains flat with minimal elevation; it may 
look short and protrusion will be limited.18 When a baby’s 
cheek is rubbed, she should be able to bring her tongue 
over; if she is tongue-tied, her tongue may roll since the 
center is secured to the floor of the mouth. The frenu-
lum itself can be thick, thin, fibrous, or membranous. 
If any of these symptoms are present, use of the LATCH 
scoring system and the HATLFF tool are indicated. 

A classification system was developed to determine 
how far anterior the tongue-tie extends (Figure 3). Ante-
rior tongue-tie is the easiest to diagnose since the tissue 
is visible, while posterior tongue-tie is more difficult to 
identify since it is not indicated by the presence of the 
membrane (Box 1). Dr. Ghaheri, an ENT specializing in 
helping babies with breastfeeding difficulties, reports 
that posterior tongue-tie is always present when an an-
terior tongue-tie exists (Box 1). 

Performing Frenotomy 

To clip a tongue-tie, the infant is laid on a firm, flat 
surface and swaddled. The mouth is opened and an 

anesthetic is applied to either side of the frenulum with 
a sterile swab and allowed to take effect for a few min-
utes. A support person stabilizes the infant’s head while FiguRE 2  hATlFF. © Alison K. Hazelbaker, 2012. Reprinted with permission. All rights reserved..

mother’s name: date of assessment:

baby’s name: baby’s age:

function item score: appearance item score: combined score:  ____ / ____ 

AssEssMENT TOOl FOR liNguAl FRENuluM FuNCTiON (ATlFF)™
© Alison K. Hazelbaker, PhD, IBCLC, FILCA  2012

assessment of Function Item score
14 Perfect Function Score regardless of 
 Appearance Item score. Surgical treatment 
 not recommended.

11 Acceptable Function Score only if 
 Appearance Item score is 10.

<11 Function Score indicates function impaired. 
 Frenotomy should be considered if 
 management fails. Frenotomy necessary if 
 Appearance Item score is <8.

FuNCTiON iTEMs   sCORE AppEARANCE iTEMs sCORE
1. lateralization  1. appearance of tongue when lifted
Complete    2 Round or square 2 
Body of tongue but not tongue tip    1 Slight cleft in tip apparent 1
None    0 Heart shaped 0

2. lift of tongue  2. length of lingual frenulum when tongue  
  lifted
Tip to mid-mouth    2 More than 1 cm or absent 2
Only edges to mid-mouth    1 frenulum
Tip stays at alveolar ridge or     0 1 cm 1
tip rises only to mid- mouth   Less than 1 cm 0
with jaw closure aNd/or 
mid-tongue dimples  

3. extension of tongue  3. attachment of lingual frenulum to inferior  
  alveolar ridge
Tip over lower lip    2 Attached to floor of mouth  2
Tip over lower gum only    1 or well below ridge
Neither of the above OR anterior    0 Attached just below ridge 1
or mid-tongue humps aNd/or  Attached to ridge 0
dimples  

4. spread of anterior tongue  4. elasticity of frenulum
Complete    2 Very elastic (excellent) 2
Moderate or partial    1 Moderately elastic 1
Little or none    0 Little or no elasticity 0
5. cupping of tongue  5. attachment of lingual frenulum to tongue
Entire edge, firm cup    2 Posterior to tip 2
Side edges only, moderate cup    1 At tip 1
Poor or no cup    0 Notched or under the mucosa 0

6. peristalsis  total appearance score 
Complete anterior to posterior     2
(originates at tip)   
Partial, originating posterior to tip    1 
None or reverse peristalsis    0 

7. snap-back
None    2 
Periodic    1 
Frequent or with each suck    0 

total Function score  
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the practitioner holds the chin open and down with her 
thumb, and uses the pointer finger to lift the tongue. 
Sometimes a straight clamp is used to crush the area to 
decrease bleeding.16 Sterile blunt-blunt scissors are then 
used to make small snips beginning at the most anterior 
edge of the frenulum and moving posteriorly adjacent 
to the tongue. As the tongue is freed, it will be able to 
lift higher and a diamond shaped opening will remain 
(Figure 4). 

The success of the procedure is evaluated by feeling 
the frenulum and determining whether a tense band of 
tissue remains. If so, apply pressure directly to the band 
of tissue with a finger to further divide it, or use scissors 
to make additional cuts. Blood should be absorbed with 
a sterile piece of gauze and the infant given to the moth-
er to breastfeed immediately.17 A suck test should also 
be performed to determine mobility of the tongue. With 
a gloved hand, the practitioner inserts a pinky into the 
infant’s mouth and feels whether or not the tongue is ex-
tending and elevating, or if the movement is still hindered. 

Midwives need a clear picture and understanding of 
tongue and oral anatomy to know exactly where and 
where not to cut (Box 1). Important landmarks include 
the lingual veins running lateral to the midline of the 
inferior tongue. If a lingual vein is severed significant 
bleeding can occur.5 They are easily visualized and can 
be avoided if care is taken to angle the scissors toward 
the floor of the mouth. The sublingual glands on either 
side of the frenulum in the posterior portion of the lower 
oral cavity are also important landmarks to avoid dam-
aging. They can be avoided by not cutting too close to 
the bottom surface of the oral cavity. It is important not 
to cut into the genioglossus muscle which controls the 
protrusion of the tongue. Dr. Ghaheri, a leading physi-
cian performing frenotomy, explains that unless a dia-
mond shape is created with the incision, the procedure 
is not complete (Figure 4). This involves cutting to but 
not into the muscle. For this reason it is a good idea to 
use a finger rather than an instrument to lift the tongue, 
as this gives more control and allows for the tension of 
the frenulum to be felt, for it is the frenulum and not 
the smooth muscle where the cut should occur. Some 
providers also protect this muscle by first cutting the 
anterior portion of the frenulum and then finishing the 
divide by pressing on the remaining tense tissue with 
their finger.19 Aftercare instructions should then be giv-
en to the patient so that the raw tissue does not reattach 
and reform a tie (Box 1).

Use of analgesic for frenotomy

Many studies state that the use of analgesic is unnec-
essary. However, it seems unlikely that there are 

fewer nerve endings in a newborn frenulum as compared 
to that of an older child, and older children require local 
anesthesia for the same procedure. Limited awareness 
and strength are not to be equated with a lesser experi-
ence of pain. It is beyond the scope of this paper to dis-
cuss neonatal experiences of pain, but it is the author’s 
opinion that it is most respectful of the baby to minimize 
pain experienced without incurring risks. Practitioners 
can use a variety of anesthetics including a dilution of 
oil of clove. This is a natural topical anesthetic and con-

box 1 online videos and resources

the aNatomy of suckliNg  
https://www.youtube.com/watch?v=lyE9bVrhW54

diagNosiNg a posterior toNgue-tie  
https://www.youtube.com/
watch?v=5opSbXvl7yQ#t=20

http://drghaheri.squarespace.com/s/rethinking_TT_
Anatomy.pdf

clippiNg a toNgue-tie  
https://www.youtube.com/watch?v=bm3xgBCC71o

aftercare iNstructioNs  
http://drghaheri.squarespace.com/aftercare

dr. jaiN’s traiNiNg video  
http://www.drjaintonguetie.com

FIgure 3a. class 1 tongue-tIe  
This is the classic heart-shaped 
tongue that many providers feel is the 
only real tongue-tie. The tie inserts 
into the tip of the tongue.

FIgure 3b. class 2 tongue-tIe  
Considered to be an anterior tie, this 
tie inserts just behind the tip of the 
tongue. We don’t see a heart-shaped 
tongue, but the tie is still clearly seen.

FIgure 3c. class 3 tongue-tIe  
Classified as a posterior tongue-tie, 
the distinction between this and a 
Class 4 tongue-tie is that the Class 3 
still has a thin membrane present.

FIgure 3d. class 4 tongue-tIe  
No thin membrane is present, so this 
type of tie is the most commonly 
missed. The front and sides elevate, 
but the mid-tongue cannot.

FIgure 4. Diamond-shaped wound 
seen in a full tongue-tie release. 
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sidered safe and effective in dilute amounts.20 There are 
commercial preparations available and herbalists have 
recipes that suggest using 2 to 4 drops of essential oil 
mixed in 1 to 2 tablespoons of olive oil. However, dilu-
tion is critical; in an undiluted state, essential oils can be 
dangerous if ingested or applied topically.

The risks of frenotomy

While frenotomy has traditionally been performed by 
oral surgeons, pediatricians, dentists, and ENTs, 

recent studies have found the procedure to be safe, ef-
ficient, and simple when done by other trained profes-
sionals. Modern studies have determined that complica-
tions are rare, with the primary risks including minimal 
bleeding and recurrent ankyloglossia. A study of 2,800 
infants with no history of bleeding disorders undergo-
ing frenotomy found in all cases minimal bleeding re-
solved on its own without need for hemostasis.21 Sur-
geon and researcher Mervyn Griffiths reported that in 
the 10,000 procedures he had performed, he had seen 
only 1 infection and 10 cases that required pressure to 
stop the bleeding.22

In 215 infants, Griffiths et al. reported no signifi-
cant complications and minimal to no bleeding.4 None 
required even one minute of pressure, and there were 
no hemorrhages, infections, bleeding problems, feed-
ing problems, or serious complications such as damage 
to the tongue or submandibular ducts. Three percent 
had mild complications, including 4 “ulcers” under the 
tongue that lasted more than 48 hours, one sore last-
ing for more than 24 hours, and one brown posset due 
to swallowed blood. In the literature, only two cases of 
severe complications have been reported and were the 
result of untrained people carrying out the procedure in 
isolated locations in Africa.23 

Is frenotomy within a midwife’s 
scope of practice?

In 2011, Amir and colleagues argued that it is within 
the scope of practice for nurses, midwives, and lacta-

tion consultants to learn and carry out the procedure 
once they have undergone appropriate training.24 Re-
searchers believe that this step in expanding the scope 
of practice of midwives mirrors the integration of per-
ineal repair and suturing into the midwifery skill set. 
It may take some time for the medical community to 
recognize this skill as within the scope of practice of a 
midwife, but with research calling for it and evidence 
demonstrating its safety, midwives have solid support 
behind them. Another study calls for lactation consul-
tants to perform the procedure. Griffiths and colleagues 
argued that if trained, accredited, and suitably quali-
fied lactation consultants were to perform frenotomies, 
there would be less delay in the procedure.4 Additionally, 
lactation consultants could provide long-term skilled 
support, increasing the success of breastfeeding. 

If a midwife were able to perform frenotomies, this 
would also allow for a timely treatment and resolution 
of breastfeeding problems, allowing the mother-infant 
dyad to achieve a normal and healthy breastfeeding re-
lationship. It can be difficult to locate and schedule an 
appointment with providers who willingly perform fre-

notomy; together, travel and the procedure can cost up-
wards of several hundred dollars. 

Reportedly, nurses and lactation consultants have 
been told that they could lose their jobs if they mention 
tongue-tie to a patient.2 In one phenomenological study, 
researchers concluded that it was common for women to 
have frustrating experiences with healthcare profession-
als who were not well-informed about the condition and 
were unable to provide useful advice.25 Many barriers 
exist to timely interventions when tongue-tie inhibits 
the establishment of a successful breastfeeding relation-
ship.2,13 A mother and infant experiencing breastfeeding 
problems during this critical time are neither in a good 
position to travel great distances nor to wait an extend-
ed period of time for an appointment to hopefully resolve 
breastfeeding difficulties. However, flexible scheduling 
and willingness on the part of the midwife to travel to a 
client’s home is a common standard. The availability of 
the midwife on short notice, combined with her ability 
to travel to clients, makes her an ideally suited and cost-
effective provider for addressing tongue-tie.

Midwives also perform other invasive newborn proce-
dures such as the heel stick for the metabolic screen and 
the administration of the vitamin K shot, both of which 
carry a risk of infection since they involve breaking the 
surface of the skin. In comparison to frenotomy, the 
amount of blood loss with the heel stick is significantly 
higher due to increased vascularity in the heel region as 
compared to the lingual frenulum. The discomfort ex-
perienced by the infant is comparable, when length of 
crying is used as the evaluation tool. Although crying is 
common during all 3 procedures, the crying associated 
with the heel stick lasts longer due to procedure length. 
Furthermore, skills that a midwife can perform on the 
mother like suturing and episiotomy carry a higher risk 
of damage and infection than frenotomy, yet are consid-
ered well within the scope of practice of an appropriately 
trained midwife. The time-sensitive nature of these pro-
cedures is one of the main reasons they are considered 
part of the midwife’s scope of practice. Frenotomy, while 
not as urgently or emergently time sensitive, still needs 
prompt attention, particularly considering the infant’s 
need for nutrition and the compounding nature of symp-
toms the longer nursing difficulties continue.21 

Education

The primary challenge for midwives is accessing edu-
cation and training in frenotomy. However, it is im-

portant to realize that many of the professionals who 
perform this procedure had unconventional training.2 
Messner and colleagues found that 22% of pediatricians 
reported clipping tongue-ties, but only 10% reported be-
ing taught the procedure during their residency.6 Most 
professionals have received their training via routes in-
cluding hour-long breastfeeding workshops and certifi-
cation processes that require the observation of just two 
procedures, followed by performing two frenotomies un-
der supervision.

It is up to the practicing midwife to determine what 
training resources are available to her. Eventually, the 
training might best occur in midwifery schools where 
professionals who have already mastered the skill can 
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teach it to others. Dr. Evelyn Jain, a Canadian family 
physician, has invested significant effort into develop-
ing a video training tool on the diagnosis of tongue-tie 
and frenotomy, available for use by individuals and in-
stitutions (Box 1).19 As always, in-person observation re-
mains a critical part of learning. Midwives could contact 
practitioners and ask to observe the procedure, or join 
clients when they go to an experienced professional. 

A group of Australian clinician-researchers devel-
oped a credentialing process for midwife-lactation con-
sultants to perform frenotomies that included a full day 
of study and a clinical portion, where participants were 
required to observe 10 assessments using the HATLFF 
and 5 procedures, and then perform 5 assessments and 
5 frenotomies.24 Upon completion, a certificate of compe-
tency was earned and 10 frenotomies per year required 
to maintain competency.

Maintaining competency is another aspect of con-
tinuing education. If the overall incidence of tongue-tie 
is about 4%, and the incidence of breastfeeding prob-
lems among tongue-tied babies ranges from 25% to 
44%, then approximately 1 to 2 babies per 100 may need 
a frenotomy. Hogan and colleagues found that up to 3% 
(57/1,866) of infants would benefit from frenotomy.12 The 
credentialing model for midwife-lactation consultants 
requires midwives to perform the procedure a mini-
mum of 10 times annually to maintain competency, but 

if a midwife has a low volume of clients she could see 
just one baby in 10 years with the condition. In an area 
where midwives have lower volume practices, one mid-
wife could become trained in the skill and be the com-
munity midwife trained to perform frenotomies in the 
region.

Tongue-tie and its treatment have existed for millen-
nia. Alison Hazelbaker, the lactation consultant who de-
veloped the HATLFF, envisions “the day when treatment 
of tongue-tie becomes an everyday, non-controversial 
public-health strategy as it once was.”2 Midwives can be 
a part of this, providing confident and competent care to 
infant-mother dyads struggling with breastfeeding due 
to the presence of tongue-tie. As researchers increas-
ingly call for faster medical responses to tongue-tie, 
midwives are ideal providers to step in and address this 
need. As midwives integrate frenotomy into their prac-
tices, they will not be learning a new skill, but rather 
reintroducing one whose importance was understood 
centuries ago. t

Anna Bühler is a CPM in Boston, where she lives with her 
husband and son Alexander. She became passionate about 
tongue-tie when it negatively impacted her breastfeeding 
experience, and is proactive about informing the birth 
community of the importance of frenotomy. She can be 
reached at buhler.anna@gmail.com.
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