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Controversy Over Tongue-Tie: Divisions in the Community of 
Healthcare Professionals
Maria Larrain a and Edward G.J. Stevenson b

aDepartment of Anthropology, University College London, London, UK; bDepartment of Anthropology, Durham 
University, Durham, UK

ABSTRACT
While recent decades have seen a rapid rise in cases of infant tongue-tie 
and in surgery to correct it, a controversy is now raging over the 
condition. Opinion is especially divided over so-called posterior tongue- 
tie, a variant which is detected based on the “feel” of the sub-lingual 
space. Drawing on ethnographic research with clinicians in England, we 
clarify the professional and personal commitments involved in the con-
troversy. Our analysis is informed by Douglas’ theory of cultural repre-
sentations (grid-group theory), in which ideas of what is natural and 
unnatural constitute central metaphors.
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In this article we focus on an anatomical condition of infancy that has become something of a 
lightning rod for contending ideas about mothers, babies, and medicine. Ankyloglossia (infant 
tongue-tie) is a congenital anomaly of the lingual frenulum that can restrict movement of the tongue, 
and make it difficult for children to latch onto the breast. It has long been treated by frenotomy, a 
surgical intervention to sever the lingual frenulum (Douglas 2018; Francis et al. 2015).1 Tongue-tie as a 
diagnosis and frenotomy as a procedure have gone in and out of fashion for centuries. Both Aristotle 
and Galen recorded tongue-tie as causing problems in some infants but also noted that frenotomy had 
uncertain outcomes (Obladen 2010). Like tonsillectomy and non-therapeutic circumcision (Dwyer- 
Hemmings 2020; Grob 2007; Waldeck 2003), frenotomy has drawn criticism on ethical grounds, with 
practitioners subscribing to a more conservative model of care arguing it is unnecessary, while those 
who are more interventionist defend it.

While any surgical intervention in childhood is cause for concern, this is all the more so when there 
are spikes in the frequency of procedures. In recent years there has been a marked increase in tongue- 
tie in many countries. Diagnoses of ankyloglossia appear to have risen sharply since 2000, with the 
frequency of frenotomy procedures more than doubling in the US and Canada (Joseph et al. 2016; 
Walsh et al. 2017; Wei et al. 2020). In Australia, the frenotomy rate rose from 1.22 to 6.35 per 1000 live 
births between 1997 and 2012 (Kapoor et al. 2018). Figures for England are harder to obtain, but NHS 
data suggest a rise from 3,671 frenotomies in 2010–11 to 5,487 frenotomies in 2016–17 (Hospital 
Episode Statistics).2 Most frenotomies in England are performed by lactation professionals in private 
practice, however, and on these no data are available.

Official UK guidelines represent frenotomy as a relatively safe procedure and recommend it if (a) 
tongue-tie is diagnosed and (b) breastfeeding problems have not been resolved through skilled 
breastfeeding support (Butenko et al. 2019; NICE 2005). But risks associated with surgery to sever 
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the frenulum include oral aversion, respiratory events, bleeding, pain, scarring, and weight loss; as well 
as delay in diagnosis of alternative conditions that might cause feeding difficulties (Hale et al. 2019; 
Solis-Pazmino et al. 2020).

Adding to the confusion, there is disagreement on how tongue-tie should be classified, with no 
clinical consensus on assessment methodology (Caloway et al. 2019; Jin et al. 2018; Lisonek et al. 2017). 
In addition to the “anterior” tongue-tie that medical professionals have long recognised, there is a 
relatively new category of “posterior tongue-tie” (PTT), which cannot be verified visually – diagnosis 
depends on the clinician feeling the space under the child’s tongue. Posterior tongue-tie (PTT) was 
first described in an American Academy of Pediatrics newsletter (Coryllos et al. 2004). It is con-
troversial partly because it can only be felt rather than seen, and partly because it is treated with a deep 
incision to the sub-lingual space, after which the tissue is often said to re-attach, requiring repeated 
interventions to rectify (Douglas 2018). In a recent opinion piece, three surgeons in the UK argued 
that diagnosis of PTT is driven by a “lucrative private industry” (Fraser et al. 2020). Impassioned 
arguments about PTT, and tongue-tie more generally, have taken place on social media among 
parents, professionals, and the broader public (e.g. Ray et al. 2019).

Tongue-tie has provoked controversy because it pits varieties of medicine that emphasize surgical 
intervention against those that emphasize care and support, and because it raises questions about 
the basis of clinicians’ authority to diagnose (by sight or palpation). Frenotomy also raises a 
contentious bioethical question regarding the grounds on which it is justified to inflict pain on an 
infant. How much confidence should we have in the benefits of a procedure in order to justify both 
the immediate pain of surgery and the risks associated with it? In the case of tongue-tie, the risk- 
benefit calculation is fraught, both because of the absence of consensus regarding diagnosis and 
because the purported benefits – the potential for improved likelihood of a satisfactory latch in 
breastfeeding, alleviation of maternal breast pain, a decreased likelihood of speech defects in later 
life, and “being able to lick an ice cream” – require detailed, long-term follow-up of a kind that 
medical research has yet to offer.

An ethnographic approach to tongue-tie

In this article we consider the professional and personal commitments related to major contending 
positions in the tongue-tie controversy. In order to do this, we immersed ourselves in the world of the 
clinicians who participate in it. Sixty healthcare practitioners were identified using judgment and 
snowball sampling, all of whom had experience diagnosing or treating ankyloglossia. Initial contacts 
were practitioners from the Association of Tongue-tie Practitioners (ATP), which represents tongue- 
tie practitioners from the NHS and the independent sector in the UK. The experience of one of the 
present authors (ML) as an osteopath practicing in London helped in rapport-building. Interviews 
with 21 healthcare professionals were conducted by the first author, 5 in person and 16 remotely (over 
Skype or FaceTime) for a duration of 30–80 minutes. Most respondents were based in England, with a 
geographical spread across the southern counties. In addition, two health professionals in Australia 
and one in the US (identified through their publications on the subject of tongue-tie and breastfeed-
ing) were invited to participate in order to provide comparative perspectives. All were encouraged to 
reflect both on their own practice and on that of other health professionals. Given the controversial 
nature of the subject matter and the serious implications for professional reputations (e.g. the potential 
for allegations of malpractice), participants were often more forthcoming regarding what others did 
than what they themselves did. We have anonymized all but one participant who expressed a strong 
desire to be identified. In the following text, pseudonyms are indicated by quotation marks at first 
mention.

Interviews were supplemented by participation in professional workshops (two tongue-tie study 
days for midwives, breastfeeding counselors, health visitors and lactation consultants, and at a tongue- 
tie study weekend for osteopaths) and in a surgical setting – a pediatric ENT surgeon was observed 
performing four frenotomies on infants in a private hospital in London. We also observed public 
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Facebook forums where parents and professionals interacted. In this article our reference to social 
media is limited to what participants told us about their own experiences on Facebook. Interviews and 
fieldwork were carried out between February and July 2018.3

Our analysis is informed by Mary Douglas’ theory of cultural representations – also known as grid- 
group theory or the theory of cultural bias. This theory is part of Douglas’ later work, which remains less 
well known than her earlier writings (especially Purity and Danger 1970[1966]). Beginning with Natural 
Symbols 1996(1970) Douglas made important contributions to theories of conflict. Grid-group theory, 
which was further developed by Douglas’ students (notably Thompson et al. 1990), is distinctive in that 
it does not presume to classify positions on a given issue in a binary way – for example lumping them as 
“conservative” versus “liberal”– or even to assort them along a single continuum, such as Kleinman’s 
“softer” and “harder” professions (Kleinman 1995). Instead, it classifies ideological positions according 
to their location within a two-dimensional space characterized by degree of subscription to the ideal of 
authority (a rule-bound or grid framework) and the ideal of community (group membership). This 
framework is commonly represented by a two-by-two grid, the quadrants of which are conventionally 
described as hierarchical (high grid, high group), egalitarian (low grid, high group), individualist (low 
grid, low group), and isolate (high grid, low group) (see Thompson et al. 1990).

Grid-group theory has been applied to conflicts over climate change (e.g. Verweij et al. 2006), to 
public policy in the UK, and to competing narratives in global health policy (Ney 2012; see 6 and 
Richards 2017 for review). To our knowledge it has not so far been applied specifically to medical 
practice. Clinical medicine, however, provides many instances in which the universe of opinions is not 
so much polarized (suggesting two clearly opposed positions) as characterized by thorny, convoluted 
or messy disagreements, in which health conditions and treatments are conceived in multiple, 
incommensurable ways.

A frenotomy observed

“It is just a bit of fibrous tissue,” the ENT surgeon told the mother. The baby was swaddled in a blanket by a nurse 
and put on a small operating table. The surgeon was wearing surgical headlights and confidently put her fingers 
under the baby’s tongue and lifted it to show the mother the tongue-tie. The baby struggled, and its face went 
bright red, but was quickly soothed with sucrose drops. With a small pair of round-ended scissors, the surgeon 
quickly and skillfully cut once, twice, and then turned the scissors to stretch the wound. It sounded like cutting 
through leather or felt. The baby gave a high-pitched squeal but was quickly muzzled by gauze to stop the 
bleeding. Within seconds the child was asleep in its mother’s arms.

“See, it didn’t hurt at all,” the surgeon said to the mother, and off they went to the recovery room.

Left on the table were the pair of scissors and the bloody gauze, which the nurse quickly discarded.

The procedure described here occurred at a private hospital in London in March 2018. The 
encounter between surgeon, mother and baby constitutes one small – albeit decisive – part of the 
problematics involved in infant tongue-tie and frenotomy. It provides a window onto the stress and 
discomfort involved for patients and carers, as well as risks of complications such as oral aversion 
(feeding refusal), bleeding, and scarring.

Focusing on the surgical event in isolation, however, may be misleading: The procedure is preceded 
and followed by other important encounters, including diagnosis and follow-up, that bring patients 
into contact with health professionals with various and sometimes overlapping remits. The positions 
these professionals take on frenotomy relate partly to official remits on who can “suspect,” diagnose, 
and treat tongue-tie. An important distinction exists between those professionals who carry out 
frenotomies and those who do not – dividers versus non-dividers (see Table 1).

To get a feel for the controversy it is necessary to hear the voices of the participants, and we 
therefore devote much of the following text to testimony from our interviews. Because it is an area 
where feelings run especially high, we begin with the rising incidence of tongue-tie, and of posterior 
tongue tie (PTT) in particular.
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A tsunami of tongue-ties

Common to all the people we interviewed was a feeling that diagnosis of tongue-ties was rising fast. 
The diagnosis, one participant said, seemed like it had “taken a life of its own” on account of demand 
for intervention from parents. Surgeon Mervyn Griffiths, who had taught many others to carry out 
frenotomy, saw himself and his colleagues as confronting “a tsunami of tongue-ties.” This was of 
special concern given the simultaneous rise in the diagnosis of posterior tongue-tie. Whereas there was 
broad consensus regarding the existence of anterior tongue-tie (which can be easily verified by visual 
and functional examination), posterior tongue-tie was a matter of heated debate among participants, 
with some endorsing the diagnosis, others expressing doubt and uncertainty, and yet others outright 
rejecting its existence as a clinical finding. In the view of one midwife and IBCLC,4 “Liesel”:

My worry is, what about the ones that aren’t a tongue-tie? They’re posterior and they’re normal and we are 
digging deeper and going further back. They’re getting older when being diagnosed by private people. Are we 
really sure we are not causing any side-effects? What about the salivary glands? What about the breast 
refusal?

This position was countered by others who emphasized the relief women experienced after the 
procedure. As another midwife and IBCLC, “Victoria,” put it:

Table 1. Health professions involved in diagnosis of ankyloglossia affecting breastfeeding and its treatment according to professional 
consensus statements.

Profession Suspect Diagnose Treat

ENT surgeons (UK)/ 
Otolaryngologists (US)

Yes Otolaryngologists have expertise 
in anatomy and function of 
the head and neck but only “a 
cursory knowledge of 
breastfeeding methods and 
problems” (Messner et al. 
2020: 9)

Yes

Midwives Midwives may do an initial 
assessment of a perceived 
tongue-tie using the TABBY 
assessment tool following 
short training (Ingram et al. 
2019)

Midwifery Council of New 
Zealand acknowledges that it 
is within the midwife’s 
competency to assess for 
ankyloglossia (NZCOM 2017)

IBCLC who are not 
regulated healthcare 
professionals.

Can suspect ankyloglossia (IBCLC 
2017)

No No

Dentists Yes Yes Can treat after an 
appropriately trained 
healthcare professional 
using appropriate 
diagnostic assessment has 
identified ankyloglossia 
where non-surgical 
interventions have been 
exhausted. Should only be 
performed in clinical 
settings with specialist 
training and ability to 
respond to emergencies 
and adverse effects (The 
Australian Dental 
Association 2020)

LactationProfessionals: 
IBCLC and regulated 
healthcare professional 
who have received 
adequate training.

Yes Yes It is within the scope of the 
midwife who has completed 
specific training to assess, 
diagnose and treat 
ankyloglossia (NZCOM 
2017)
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You’d have to look at some of the people who are actually questioning it, saying, “Does it need treating?” Where 
are they coming from? Have they seen a lot of mums who’ve been really struggling and mums who’ve got babies 
who are really significantly tied, and when you release it, they go “Oh, that is so different!”? That’s more than a 
placebo effect.

While PTT is without doubt the most controversial diagnosis, there was substantial variation in 
opinion about the appropriateness of frenotomy to resolve other kinds of tongue-tie as well. This begs 
the question: what demographic, professional, or ideological commitments are involved in judgments 
over frenotomy and tongue-tie?

Divided professions?

We noted some suggestive patterns of variation in opinions regarding tongue-tie according to the 
gender and age of participants in our study, but the number of professionals we interviewed was too 
small for us to confidently establish correlations, and the patterns we observed were largely confounded 
by profession. Three physicians who were themselves women were generally critical of lactation 
professionals (the great majority of whom are women) who diagnosed and cut tongue-ties. One of 
the two surgeons interviewed, Mr. Mervyn Griffiths was very supportive of lactation professionals 
learning to divide tongue-ties, as he viewed them as specialists in everything related to breastfeeding. 
The other, pediatric ENT surgeon “Mrs Armstrong,” while also supportive of tongue-tie division, 
reported a bias against the procedure among male surgeon colleagues, which she attributed to them 
not having experienced, as she had herself, the pain of breastfeeding a baby with a tight frenulum.

The clearest divide in opinions was between certain physicians who were critical of the position of 
midwives and lactation professionals, and midwives and lactation professionals, who argued that 
physicians were “out of touch.” This may reflect variation in personal experience. Most lactation 
professionals, like Mrs Armstrong, had themselves breastfed tongue-tied babies. In the view of some 
doctors, however, lactation professionals and midwives had “simplistic” views, and possessed “quasi- 
knowledge” in contrast to the “real knowledge” of physicians. “Kathryn,” a neonatologist, noted that 
while the indications for diagnosis of tongue tie were diverse, lactation professionals tended to err on 
the side of diagnosing.

The checklist of signs that a baby’s got a tongue-tie include being miserable, losing weight . . . Hang on, it could be 
anything! They [lactation professionals] don’t have the knowledge, so when you say to them, “Lots of conditions 
look like that” – they wouldn’t know that, so they wouldn’t even refer a baby back, because many of them aren’t 
midwives either, and [even] midwives know very little about baby physiology.

Differences of opinion on this issue had eroded trust between some pediatricians and lactation 
professionals. Again, according to neonatologist Kathryn:

It’s distorted breastfeeding support and the image of breastfeeding supporters in the eyes of pediatricians and the 
public . . . So now if I ask someone to see a breastfeeding support worker or a lactation professional, I don’t know if 
they’re just going to come back to me with their tongue-tie cut without having provided other support for 
breastfeeding.

As Kleinman (1995) observed, “hard” professions (interventionists such as surgeons) are accorded 
more prestige and earn higher salaries than soft professions (those concerned with behavioral support) 
and this may set up biases in interprofessional relations. All of the lactation professionals we 
interviewed felt that performing frenotomies was a natural progression from their work in supporting 
breastfeeding. Taking ownership of the diagnosis and treatment of tongue-tie, one IBCLC and midwife 
suggested, offered lactation professionals more power in the “inter-professional game,” in effect 
making them “harder” as a profession. As we explore below, this had implications for financial 
remuneration, especially for those practicing in the private sector. Another midwife and IBCLC 
reflected that the pressure to add surgery to their skillset had led them to intervene more than was 
necessary, and expressed unease at the manner in which diagnoses were being issued, especially with 
regard to PTT.
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I am absolutely convinced I cut way more than I needed to when I first started three years ago because I was 
learning, because I was time-pressured, because it was what women expected – because you cut it and then you 
ring them a week later and they say things are a lot better . . . I’m not convinced they are real results. I think it is 
the most incredible placebo and I think that what we’re now doing is cutting tons, where they [mothers] are being 
told it’s a posterior tongue-tie . . .

The fact that opinions were divided not only between professions (e.g. physicians versus midwives) but 
within professions (e.g. among midwives and IBCLCs), however, suggests that the controversy goes 
deeper than simply a contest between professions, or between hard and soft varieties of medicine. To 
explore these patterns further we draw below on the idea of what is “natural” versus “unnatural,” 
which is central to grid-group theory.

Grid-group theory and the un/naturalness of frenotomy

The idea of recuperating a natural state (of oral anatomy, or of a way of feeding a baby) was 
fundamental to the position of many professionals – both those who were opposed to surgery as the 
primary way of resolving tongue-tie and those who defended it. For some, judgments about the 
naturalness of the end state served to justify the “unnatural” act of cutting of the frenulum. For others, 
natural variation among children was being medicalized, and an unnecessary procedure was being 
promoted against the best interests of children and parents. These judgments about Nature constituted 
a clue that what was at stake was not only a judgment about anatomy, but also a value position. In 
writing on grid-group theory, ideas of Nature constitute a sort of Ur-metaphor (Thompson et al. 
1990).

Below we analyze the positions that participants articulated using the categories of grid-group 
theory – namely, hierarchical, egalitarian, and individualist – as a heuristic device (see Figure 1). Each 
of these categories corresponds to a distinct moral position. (The fourth category of “isolates” – 
sometimes referred to as ‘fatalist’ (Thompson et al. 1990) – does not imply an active moral position, 
and is not represented here.) After describing each of these we also consider boundary cases that do 
not fit neatly in any of the canonical grid-group categories.

Cutting to save the breastfeeding relationship: hierarchical views

A hierarchical worldview tends to extol authoritative or expert knowledge. In the case of tongue-tie 
this implies emphasis on the reality of the condition as a barrier to successful breastfeeding, and 
support for the utility of surgery to “save the breastfeeding relationship.” From this point of view, 
the risks associated with frenotomy were less pressing than the risk of a baby not breastfeeding, and 
surgery would address the root cause of the problem. As pediatric ENT surgeon Mrs Armstrong 
said:

The first thing to look for in a baby that is struggling to breastfeed is if they have got tongue-tie. [No matter what] 
grandma says or whatever, . . . the word that needs to go out is the Number-One cause of having breastfeeding 
difficulties is tongue-tie . . . The baby has the problem, not the mum.

Several tongue-tie dividers said that, according to mothers’ reports, the baby’s latch was much deeper 
and less painful after frenotomy, meaning breastfeeding could continue. (This view was particularly 
common among lactation professionals who were also tongue-tie dividers.) For them, frenotomy was a 
minor procedure, and relatively safe. While recognizing the controversy over the surgery, they 
emphasized the high level of demand for the procedure among mothers, and the improvements 
they saw after the surgery. From this point of view, frenotomy restored a natural state – an “untied” 
tongue – after which the baby was freed to feed in a natural way. The pain involved in the procedure 
was downplayed, and the benefits emphasized. “I don’t believe that it does as much harm to do it, as it 
would to not breastfeed,” said one of the eldest of the lactation professionals, a woman who had 
trained in midwifery in the 1980s.
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Unnatural procedures and corrupt practices: egalitarian views

For others, by contrast, frenotomy was cast as an unnatural intervention, posing substantial hazards 
for infants. This corresponded to what in grid-group theory is referred to as an egalitarian position. 
Neonatologist Kathryn emphasized the pain involved, especially in the case of PTT. “Even if you’re 
going to argue that the frenulum didn’t have a nerve supply and wasn’t painful,” she said, “that 
wouldn’t apply to the posterior tongue-tie, where they really go very deep under the tongue.” “Iris,” an 
obstetrician, extended the argument to tongue-ties more generally: “In the wild, nobody was cutting 
tongue-ties, so the whole idea of snipping a baby’s tongue . . . it’s very painful for these babies, it’s 
about as far from natural as you could possibly get.” These participants emphasized the pain caused to 
infants by a procedure that might be unwarranted.

Those who emphasized infant pain and over-diagnosis also tended to note the financial incentives 
to recommend and carry out the surgery, which they saw as a driver of the rising incidence of tongue- 
tie, whether in private practice or within the NHS. “Sarah,” a midwife and IBCLC, reported, “I have 
seen quite a few practitioners who are out there exploiting women and telling them their babies need 
clipping, when actually what they need is really skilled time from somebody who knows about 
breastfeeding.” Some saw a financial incentive for hospitals to provide surgeon-led tongue-tie services, 
rather than midwife-led services, because they could charge the commissioners more. Surgeon-led 
tongue-tie clinics in the NHS, they suggested, were motivated more by the imperative of remedying 
hospitals’ budget deficits than by clinical need. “If you can get a 20-minute appointment, get one 
through at £200 at a time, that can help you with your deficit, can’t it?” said “Tonia,” a former Health 
Visitor/IBCLC and a tongue-tie practitioner who works in private practice.

The right tool for the job: individualist views

A third position on frenotomy is represented by “Peter,” a pediatric dental surgeon who released 
tongue-ties and lip-ties with laser. Peter noted the superiority of his “high-tech” approach over scissor 
frenotomies and emphasized the degree of control it provided over the surgery.

I’ve now done enough to know that my level of treatment with a laser is better because I can actually see 
everything I’m doing. There is generally a bloodless field. I’ve got magnification and proper lighting.

Hierarchical Isolate

Individualist Egalitarian

“it’s not the kitchen it’s the chef, so 
whether you stick a pair of scissors, 

scalpel, laser in the suitably qualified 
persons hands you can achieve a good 

result”
‐ Pediatric dental surgeon 

“Common sense says it ought to be a 
painful and awful but actually it isn’t… 
We had some of the babies who were 

asleep who had their tongue‐ties 
divided and didn't wake up…”

– Pediatric surgeon

“I think people will look back 
on this and be horrified at 
the abuse we heaped on 

very small defenceless 
babies”

‐ Neonatologist

“There's no more tongue‐ties than 
there ever were, there's just people 
cutting normal tongues and hurting 

babies”
– Obstetrician

“[No matter what] grandma 
says or whatever, … the word 

that needs to go out is that the 
number one cause of having 
breastfeeding difficulties is 

tongue‐tie”
‐ Pediatric ENT surgeon 

Frenotomy restores a natural anatomical state ‐‐ capacity 
to breastfeed. Pain to infants is justified in the interest of 
improved breastfeeding. 

Frenotomy is an unnatural and unnecessary intervention. 
Rise in incidence is driven by avarice. Pain to infants is 
unjustified. 

No judgement; no natural state to be attained.

Judgement is case‐dependent; much depends on 
technology and on the skill of the individual practitioner

+ grid 

‐ grid 

‐ group + group

Figure 1. Major positions on frenotomy, per the grid-group typology.
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From Peter’s point of view, the main concerns were the skills of the surgeons and the tools at their 
disposal. He lamented the way the procedure was carried out, especially by midwives:

The stories we get where it’s the midwife on the kitchen table or even on the bedroom floor, with naked eyes, not 
seeing properly what they’re doing! More than half my caseload is repeats of the scissor jobs.

While he was dismissive of some midwives, Peter recognized that he was just one link in a chain of 
professionals involved in managing tongue-ties, and he emphasized the “teamwork” necessary for 
successful treatment. Among the members of this team he counted not only professionals (including 
lactation consultants and osteopaths) but also families. He asked parents to carry out “after-care” on 
their babies, which included stretching their children’s wounds several times a day after the 
procedure.5 The fact that parents were willing to accept this arrangement is indicative of the level of 
demand for the procedure. Demand from parents was one factor that has contributed to the 
professionalization of tongue-tie practice in recent years, a theme we explore below.

Boundary cases, and the rise of tongue tie practitioners as a profession

In 2012, the Association of Tongue-tie Practitioners (ATP) was established in the UK to provide 
information, share up-to-date research, and offer support to those managing tongue-ties.6 In 2017 it 
had approximately 200 members. At the time of our fieldwork in 2018, frenotomy was an unregulated 
practice, and the ATP aimed to provide assurance for parents, doctors, and the public that their 
members were adequately trained and insured. One ATP member reported that there was a need to 
combat the criticism and suspicion leveled at tongue-tie practitioners, particularly from pediatricians 
who were concerned about the number of procedures carried out in the private sector (Templeton and 
Gillespie et al. 2016). The ATP deliberately sought to present itself as neither interventionist nor 
denialist, and as such the institution straddles the divide between what we have described as 
hierarchical and egalitarian positions.

Liesel, who served as a hospital infant feeding lead, exemplified this boundary position. Liesel had 
been “losing sleep” over the high frenotomy rates in her hospital, and was concerned that too many 
children were being operated upon unnecessarily. As an infant feeding lead, she had oversight of an 
entire pipeline of children and their responses to treatment. She streamlined the service by having six 
infant feeding midwives using the same diagnostic procedure and criteria for treatment, but only two 
midwives performing the procedure. This reduced the frenotomy rate in her hospital considerably 
without affecting breastfeeding rates. It confirmed her belief that tongue-ties were over-diagnosed. In 
her opinion, many competent lactation consultants had lost confidence in their “soft” skills, and were 
diagnosing children with tongue-tie as a precaution against criticism from colleagues in the private 
sector. “If they plant the seed that it might be [tongue-tie],” Liesel said,

they’re covering their own backs, because some private practitioner is going to come along in a week’s time and 
say “That’s a tongue-tie” and “Why wasn’t it diagnosed?” and “You saw a lactation consultant – they were 
obviously a bit crap.” You see it all the time on Facebook.

“Emily,” who had been a Health Visitor in the NHS before becoming an IBCLC in 2005 and training to 
be a tongue-tie practitioner, was another boundary case. While she identified as a tongue-tie practi-
tioner, she was also concerned that tongue-tie had “taken over” breastfeeding support, and recognized 
that in infant feeding there was “a whole host of [parental] anxieties, that are also part of that issue.” In 
her clinical practice she would first refer clients experiencing breastfeeding problems to an osteopath 
for “bodywork” (the term used for manual therapy that aims to release tension in an infant’s body and 
thereby improve the ability to latch). If the problems were not resolved after a couple of sessions of 
osteopathy, she would perform a frenotomy.

Both Liesel and Emily shared some of the concerns of “egalitarians” about the financial incentives 
to carry out frenotomy, while also taking seriously the challenge tongue-tie could pose to breastfeeding 
and the demand among mothers to have their children treated.
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Authority, community, and visibility

Alongside the themes of authority and community – which the grid-group theory orients us toward – 
another theme that emerged clearly from the discourse around tongue-tie is visibility and invisibility. 
Questions of what is visible or invisible in relation to tongue-tie operate at three levels: first, the literal 
availability of tongue-tie to visual inspection; second, the variability in the kinds of patients whom 
health professionals see and the circumstances in which they see them; and finally, the way tongue-tie 
and frenotomy are represented in statistics, in the medical literature, and in other forums including 
social media.

The availability of tongue-tie to visual inspection was something stressed by the dentist, Peter, who 
emphasized the difference that “magnification and proper lighting” made to his practice, compared to 
the midwife “with naked eyes.” This is clearly relevant to the controversy over PTT, in which the 
means of diagnosis is palpation rather than visual inspection. It also relates to historically deeper 
conflicts between the authority of physicians based on the purportedly objective scientific gaze and 
that of folk healers and carers whose authority rests upon cumulative experience (Davis-Floyd and 
Sargent 1997).

Second, professionals are privy to different aspects of their patients’ experience depending on the 
interval in the patients’ journey at which they see them. The clearest illustration of this dynamic comes 
from the testimony of infant feeding leads, who have an unusual vantage point on their patients, given 
their oversight of a whole team of midwives and associated health professionals. Liesel’s perspective 
was shared by “Sylvia,” an infant feeding lead who discovered that by streamlining “clinical pathways” 
and getting the ENT surgeon in the hospital on board by referring babies older than 12 weeks to them, 
she could decrease the frenotomy rate considerably.7 She described her approach as follows:

. . . I get referrals to say, “This mum had a tongue-tied baby before, she had to wait three weeks and she’s really 
anxious” and I’ll see them as early as I can, or speak to them and say, “This is how it works, this is how the waiting 
list is, this is what we’re going to do,” sort of step-by-step and they find that really reassuring. I suppose it’s a kind 
of a holding, really a psychological holding, isn’t it?

This combination of “psychological holding” with clinical practice marries approaches that are more 
commonly associated with different branches of medicine – midwifery and surgery. Farmer (1999, 6) 
has written of the “visual-field defects” and “selective blindness” of medicine and anthropology. By 
analogy, each professional specialty has its own spotlights, areas of soft focus, and blind-spots. Since 
tongue-tie is a fundamentally relational problem, professions focused on one or another of the 
mother-baby dyad may be inherently prone to bias in one direction or another.

The third way in which visibility enters into the problematics of tongue-tie is in terms of its 
representation in statistics, in the medical literature, and social media. Despite the explosion of 
research and publications on tongue-tie in recent years, statistics on basic matters such as the numbers 
of practitioners operating, and the number of surgeries carried out in specific jurisdictions – especially 
in the private sector – are hard to come by. The dearth of reliable information has provided fertile 
ground for speculation and for the projection of broader anxieties about threats to children’s health 
and well-being, exemplified for example by discourse on the internet in which parents and others 
represent tongue-tie as a threat to their children’s life chances, quite independent of their prospects of 
breastfeeding (Ray et al. 2019).

England as exemplar or anomaly?

While some of the dynamics we have described in this article may map onto controversies over 
tongue-tie in other parts of the world, other aspects likely reflect conditions peculiar to the UK, or to 
England in particular. The UK has the lowest lactation rate after 12 months in the world: Although 
81% of women initiate breastfeeding, only 23% continue to exclusively breastfeed to 6 weeks, with 
many citing painful nipples, inability of babies to latch, or low milk supply as reasons for stopping 
(McAndrew et al. 2012; Victora et al. 2016). At the same time, public messaging of “breast is best” – in 
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a culture that fails to support breastfeeding adequately (Brown 2016) – may dispose mothers to seek 
professional help or to shift responsibility for the problem onto infants. Breastfeeding in England is 
therefore increasingly medicalized and breastfeeding support increasingly professionalized. Infant 
feeding has become the responsibility of lactation consultants, who are often also midwives or Health 
Visitors. Since some midwives have acquired the surgical skills to treat tongue-tie, old animosities 
between midwives and surgeons appears to have re-surfaced (Obladen 2010).

In addition to these historical legacies, other aspects of the professional landscape merit consideration, 
including recent reforms to the NHS. The UK Health and Social Care Act of 2012, which decentralized 
administration of medical services and established a new tier of Clinical Commissioning Groups, increased 
pressure on NHS providers to compete not only with each other but also with private practitioners who can 
easily be accessed by phone or through social media. In the wake of these reforms, many midwives left the 
NHS or began to supplement their income by offering services privately while still working for the 
government system. Some justified this move by reference to the moral imperative of helping babies to 
breastfeed. As one midwife and IBCLC said:

I decided I would go private to be able to provide women with an option. It’s not ideal because I think it should be 
available on the NHS, but on the other hand if people paying to have it done meant that a baby would still be 
breastfeeding, then I had to concede that that was the only way I could help that happen.

In 2014, Luciana Berger, the then Labor Member of Parliament for Liverpool Wavertree and Shadow 
Minister for Public Health, took up the case of “missed” diagnoses, long waiting lists and lack of 
tongue-tie services leading to women having to give up breastfeeding early. “The length of the waits is 
forcing them [parents] to go private and pay for an expensive operation,” Berger noted. “The 
government must tackle these delays and ensure that the procedure is available for all on the NHS.” 
(Boffey 2014).8

In summary, the English setting in which the controversies we describe have played out is one in 
which mothers face considerable pressure to initiate breastfeeding but also great obstacles to sustain-
ing it. When they turn to professionals for advice, they are likely to encounter a diversity of views but 
also (especially from private practitioners) a chorus of concern about tongue-tie as a potential barrier 
to breastfeeding, and about frenotomy as a way of resolving it. Finally, given ongoing conflicts within 
the NHS, the competition between the NHS and the independent sector, and the political capital 
attached to waiting lists, the issues of tongue-tie and frenotomy have come to carry a heavy load of 
ideological baggage.

Conclusion

This study provides the first in-depth and ethnographic account of the opinions of healthcare 
professionals concerning tongue-tie and frenotomy. It is also, to the best of our knowledge, the 
first to apply grid-group theory to a controversy in clinical medicine. We do not pretend that our 
sample is statistically representative of healthcare professionals in England – indeed, the snowball 
sampling methodology we used meant that some were selected precisely by virtue of their strong 
opinions. However, many of our participants were leading (and therefore sought-after) represen-
tatives of the tongue-tie dividing profession, with a great deal of clinical experience between them.

The views that participants held were diverse, and represented multiple contending takes on 
tongue-tie and the extent to which it is an impediment to successful breastfeeding. While the 
extreme case of PTT has amplified the controversy, real disagreements persist over tongue-tie 
more generally. Despite a broad distinction between the views of physicians who tended to be 
more conservative and lactation professionals who tended to be more liberal in diagnosis, partici-
pants were not cleanly divided into two camps. Our interviews and observations allowed us to go 
beyond acknowledgment of a professional dispute, to explore the range of moral positions in the 
controversy.
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The heuristic device of grid-group theory proved useful in helping us to identify distinctive 
bioethical positions related to the participants’ takes on contentious issues of risk and benefit in a 
situation in which knowledge was partial and contested. These major positions, which we describe as 
hierarchical and egalitarian, cross-cut professional identities. A third position, the individualist, 
although represented by only one case, illustrates another distinctive take on the issues. Each of the 
major positions contains elements of the truth: Tongue-tie can be an impediment to breastfeeding and 
frenotomy can help resolve it. At the same time, however, medical professionals may overstep their 
authority and diagnose or operate when it is not warranted; financial and reputational conflicts of 
interest are at play here. Which aspect of this complex reality one chooses to prioritize is indicative of 
the cultural differences that crosscut medical professions.

We also identified a number of boundary cases which did not fit neatly in the canonical categories 
of grid-group theory. These boundary cases were especially common among those who identified 
closely with the recently established Association of Tongue-Tie Practitioners, and among infant 
feeding leads who had an unusually broad vantage point on the tongue-tie landscape. Who sees 
whom is a fundamental question to ask in relation to medicine, and considering it led us to think 
hard about the distinction between seeing and feeling as modalities of diagnosis and – taking the term 
feeling in a wider sense (as emotional valence or intuition) – the ways value judgments necessarily 
enter into medical practice – not least when the nature of the problem or the intervention in question 
involves short-term suffering for uncertain, long-term gain. To the extent that these concerns are 
common to other medical debates – and we have no reason to believe they are unique to tongue-tie 
and frenotomy – the approach we have taken here may hold promise for exploring other bioethically 
difficult and convoluted, value-driven subjects in medicine.

Notes

1. Note on terminology: In relation to medical literature, we use the term ankyloglossia and in relation to clinical 
practice we use tongue-tie. Although frenotomy, frenectomy, frenulotomy or frenuloplasty are used interchange-
ably in the literature to describe the division of the frenulum, we refer to the procedure as frenotomy.

2. The National Health Service (NHS) is Britain’s publicly funded healthcare system, established in 1948. The NHS 
is an umbrella for four largely independent systems operating in the four nations of the United Kingdom 
(England, Wales, Scotland, and Northern Ireland). In April 2013 led to far-reaching reforms to the service. The 
legislation established Clinical Commissioning Groups (CCGs) that oversee NHS Trusts and primary care 
services (England.NHS.UK, 2021). In this article, where we use the term NHS, we refer primarily to NHS 
England in its post-2013 incarnation.

3. We provided all participants with an information sheet and invited them to provide consent to participate. One of 
the participants declined to sign the consent form and was excluded on these grounds; data from another was 
removed from the corpus of transcripts at the participant’s request after the fieldwork was completed. All 
interviews were audio recorded and transcribed verbatim. We kept a methods diary and made reflective field 
notes to document the observational components of the study. NVIVO was used to code the transcripts and field 
notes, and a node diary was used to extract the sub-themes emerging from the analysis (Bazeley 2013). In the first 
instance, we used open coding, allowing for prominent themes to emerge. Subsequently we coded the interview 
transcripts using the grid-group typology as a guide, flagging quotations characteristic of particular positions in 
relation to risks versus benefits of frenotomy. The authors conferred throughout the research process (the second 
author was the academic supervisor of the MSc thesis on which the study was based).

4. An IBCLC is a lactation consultant who has passed the International Board Certified Lactation Consultant exam. 
The Lactation Consultant examination was established in 1985 with funding from La Leche League to certify the 
emerging profession of lactation consulting (IBCLE 2021). Lactation consultants who are also regulated health-
care professionals such as midwives or health visitors (registered nurses), are referred to as lactation professionals 
in this article. A tongue-tie practitioner (also sometimes called tongue-tie divider) is anyone who is qualified to 
perform a frenotomy.

5. The practice of stretching the fresh wound to avoid re-attachment of tissues is controversial. In our sample, only 
the dentist and one lactation professional recommended this practice to parents.

6. The health professionals who carry out frenotomy are formally regulated by their own individual regulatory 
bodies, such as the Nursing and Midwifery Council. The ATP maintains a website (tongue-tie.uk, 2018).

7. Similar results have been reported in New Zealand, where streamlining assessment and referral pathways reduced 
frenotomy rates without affecting breastfeeding rates (Dixon et al. 2018).
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8. After our study was completed, in February 2019, regulations were imposed on private frenotomy practice, 
requiring all tongue-tie practitioners to register with the Care and Quality Commission.
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