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Abstract
The ability of the tongue to protrude and elevate is the most crucial character-
istic for activities like eating, speaking, nursing, and the development of dental
arches. When the lingual frenum is short and tight, it can hinder the move-
ment of the tongue, leading to malalignment of anterior teeth and Speech Ar-
ticulation. This article discusses a case report of a 20-year-old male patient
with a chief complaint of speech difficulty, maxillary anterior teeth spacing,
andmandibular anterior teeth crowding. There was lingual frenum attachment
suggestive of mild ankyloglossia. Patient underwent a lingual frenectomy pro-
cedure under local anaesthesia which resulted in speech correction and relief
of lower anterior crowding. Maxillary anterior spacing and midline diastema
was corrected with orthodontic mechanotherapy and labial frenectomy, re-
spectively. In cases where the frenulum anomaly is severe enough to result
in both mechanical and functional limitations, surgery to reduce the frenulum
(frenulectomy) is recommended. In consequence, it is fair to state that the
chief complaint of inappropriate speech of the patient need to be resolved by
an interdisciplinary approach.
K E YWORD S
Speech problem; ankyloglossia; tongue-tie; case report

1 | INTRODUCTION
Ankyloglossia is a rare congenital oral abnormality

that can lead to problems with oral hygiene, speech ar-
ticulation, and breastfeeding.1 Wallace coined the term
"ankyloglossia" in 1963 and described it as a condi-
tion in which a short frenulum prevents the tongue tip
from extending past the incisal edge of the lower in-
cisors. Ankyloglossia affects 0.02 to 10.7% of people,
with boys 1.5–3 times more likely than girls to have

it.2 Speech issues linked to ankyloglossia are thought
to be related to articulation errors brought on by re-
stricted tongue tip movement. Ankyloglossia is treated
with tongue-tie release. If limited tongue movement
is the cause of speech problems, tongue-tie release
should improve these problems.3 Most newborns with
ankyloglossia don’t have any symptoms. It’s possible
that infants with ankyloglossia are more likely to expe-
rience difficulties nursing.4 Ankyloglossia may lead to
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tongue thrust aggravating the malocclusion.5 Ankyloglos-
sia occurs in 5% of newborns and usually occurs as an
isolated event.6 On the other hand, malformation syn-
dromes like cleft lip and palate, orofacial-digital syndrome,
Beckwith-Wiedemann syndrome, Opitz syndrome, Simp-
son–Golabi–Behmel syndrome, and others may also be
linked to it .7 Pronouncing certain consonants and sounds,
like /z/, /s/, /t/, /d/, /l/, /sh/, /ch/, /th/, /dg/, and par-
ticularly the letter /r/ can be challenging for people with
ankyloglossia.8 To helpwith consonant pronunciation and
tongue mobility, speech therapy may be used in con-
junctionwith frenulectomy, frenulotomy, or frenuloplasty.
Speech therapy can assist those with ankyloglossia in im-
proving their articulation and general speech abilities by
addressing any limitations in tonguemovement andwork-
ing on particular speech exercises.9

2 | CASE PRESENTATION
A 20-year-old male patient visited to Department

of Orthodontics and Dentofacial Orthopaedics with the
complaint of abnormal speech and spacing in upper arch.
Patient was having problem in pronouncing ‘r’ and ‘s’
falling in the category of Rhotacism and Lisping speech
disorders. There was no significant medical or dental his-
tory. After detailed examination of the diagnostic records
of clinical and functional examination, model analysis, and
radiological evaluation of orthopantomogram and lateral
cephalogram (Fig. 1 and 2), the final diagnosis mild anky-
loglossia and midline diastema of was derived based on
following observations. There was ankyloglossia, maloc-
clusion, spacing, tongue thrusting. Dental examination
observed angle’s Class 1 type 2 malocclusion, overjet
(2 mm), overbite (5 mm), proclined upper and lower in-
cisors, midline diastema, lower anterior crowding, prog-
nathic maxilla. OPG and lateral cephalogram showed ab-
sence of any pathology. Further, soft tissue examination
showed papillary upper labial frenum, convex profile, av-
erage nasolabial angle, average mentolabial sulcus, com-
petent lips (Fig. 3). Kotlow’s assessment showed Class
-1 lingual frenum attachment that was suggestive of mild
ankyloglossia (Fig. 1), and the root cause of the inappro-
priate speech.

3 | TREATMENT
Case was started with orthodontic fixed appliance

MBT .022x .028 system and initial wires in both up-
per and lower arch were .014 NITI. Lingual frenectomy
was performed after one month of initial wire placement
which helped in relieving mandibular anterior crowding
and speech articulation problem. This was an interdisci-
plinary case and frenectomy3 was performed under lo-
cal anaesthesia with 2% lignocaine hydrochloride and
1:80,000 adrenaline, the patient underwent a frenectomy
procedure using a scalpel method. First, a curved hemo-
stat was inserted to the bottom of the lingual frenum at
the vestibule’s depth and clamped into place. Next, two
incisions were made at the hemostat’s superior and in-
ferior aspects. In doing so, the intervening frenum was
removed, leaving a wound in the shape of a diamond.
Then, using the same hemostat, the muscle fibres to close
the wound edges were released well and without ten-
sion. Then, the wound edges were approximated using
(4-0) black braided silk sutures, allowing the tissues to
heal naturally and leaving the scar as small as possible.
Non-steroidal anti-inflammatory medication and antibi-
otic Cap. Amoxicillin (500 mg) three times a day for three
days.1

F IGURE 1 Intraoral photographs showing (A,B,C,D)
maxillary teeth protrusion. mild midline diastema, and
interdental spacing, (E,F) mild ankyloglossia

To minimise pain and post-operative infection, Ke-
torolac DT (10 mg) was prescribed three times a day for
three days. One week later the sutures were removed
and speech therapy was started. Initial levelling and align-
ment was achieved with .014 NITI and .016x.022 HANT
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and routine fixed orthodontic mechanotherapy was per-
formed for both arches without interproximal reduction
in lower arch as relief of lower anterior crowding was
achieved after the surgical procedure. The orthodontic
and surgical correction resulted in closure of upper mid-
line diastema, alignment of lower anterior teeth and cor-
rection of speech impairment. Labial frenectomy in the
upper arch was performed at the end of the treatment
and adequate healing was allowed before placement of
fixed lingual bonded retainers for upper and lower arch.
4 | DISCUSSION

Ankyloglossia may exhibit mild, moderate or severe
symptoms or no symptoms at all, due to natural com-
pensation. In this case the patient had moderate symp-
toms such as speech defects and lower anterior crowd-
ing and no age-related compensation due to growth was
expected.1 This patient benefited from surgical interven-
tion that is lower lingual frenectomy. As the patient is 20
years old frenectomy was chosen over other surgical in-
tervention procedures like frenotomy and frenuloplasty.
Frenotomy is the treatment of choice for ankyloglossia in
infants and frenuloplasty is preferred for the patients of
greater than 1 to 2 years of age.10 It was confirmed that
the speech defect in this patient was not due to any un-
derlying malocclusion as there was no open bite which
causes lisping (defect in s,z), no Angle’s Class 2 division 1
malocclusion which causes problem in bilabial sounds (p,
b, m) and no tongue thrusting was present. Mild anterior
spacing was present but the case was examined to rule
out for altered pronunciation of lingualveolar phonemes
(s, z) and linguopalatal phonemes (j, sh, ch).

F IGURE 2 Lateral cephalogram.

There is evidence that ankyloglossia may be a pathol-
ogy that is genetically transmissible.1 A larger percentage
of dysglossia was caused by disturbance in pronouncia-
tion with the Polish sound "r" than by disturbance with
"r" /r/, "s" /s/, and "sz" /l/ taken together, and the least
frequent isolated issue was associated with pronuncia-
tion disorders of "s" /s/, "sz" /l/. There were more is-
sues with the isolated "r" /r/ sound in higher classes of
ankyloglossia.2 The Kotlow classification is among the
most widely used schemes for the categorization of anky-
loglossia. The Ruffoli classification also validates Kotlow’s
initial anatomical classification criterion, which states that
a free tongue has a frenulum within the normal range if
its measurement is equal to or greater than 16 cm.6

F IGURE 3 Orthopantomogram showing absence of
any underlying pathology.

In an intriguing examination of a population of 9 to
17-year-old, the lingual frenulum has reached the full
growth stage and is examined in relation to orthodontic
problems like crowding and lower anterior relapse in the
study by Bai et al.11 When required, lingual frenectomy
should be done at the beginning of orthodontic treatment
in order to correct ingrained muscle patterns and prevent
treatment outcomes from being adversely affected. This
method will assist the patient in creating new muscle pat-
ternswhile receiving orthodontic treatment.5 In the study
by Ghayoumi-Anaraki et. al, tongue-tie was diagnosed in
72 out of 483 studied children (14.9%).12 Compared to
children without speech sound disorder (SSD), it was dis-
covered that these 72 children produced the /t/ sound in
initial position and the /s/, /z/, and /l/ sounds in initial
and final positions. It would seem that careful consider-
ation should be given to any surgical intervention on the
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lingual frenulum intended only to enhance speech.
5 | CONCLUSION

Ankyloglossia is primarily related to speech problems
in an adult patient. History and a thorough clinical exam-
ination is necessary to make proper diagnosis and hence
the treatment. Furthermore, it is important that the anky-
loglossia is also related to mandibular anterior crowding.
Hence, lingual frenectomy at the start of orthodontic
treatment will help in relieving the crowding faster.
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