
Welcome to our 
January 2020 Issue! 
In this issue we have an article by Linda Smith on how birth can affect breastfeeding, 

Linda Wieser outlines the recent updates to Leader accreditation resources and Kelly 

Durbin discusses how to read body language at an LLL meeting. Leader Sue Smith 

shares how LLL Widnes and St Helens took part in a scarecrow competition and Rachel 

Brown Kirkland looks for inspiration for promoting meeting attendance across five 

decades. Finally we say a big thank you and goodbye to Series Meetings contributing 

editor Annette Green who has retired from LLL. 

 Breastfeeding and Common Birth Practice 

 Concept Revision: “Introducing Complementary Foods” 

 Leader Accreditation Resources: NEW and REVISED 

 Scarecrows Can Breastfeed Too! 

 Five Lessons From Five Decades 

 Reading Body Language at an LLL Meeting 

 

PLEASE SEND IN YOUR IDEAS AND ARTICLES 

Whether you have an idea for a great meeting plan, fundraising tips for your Group, a 

photograph, an experience to share, or a request for an article on a specific subject, we 

would love to hear from you. Please send contributions for Leader 

Today to editorlt@llli.org 

Philippa Pearson-Glaze, Leader Today Managing Editor 
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Breastfeeding and 
Common Birth 
Practices 
LINDA J. SMITH, MPH, IBCLC, OHIO, UNITED STATES 

OF AMERICA 

EXTRACTED AND EDITED FROM: SMITH, L. J., & 

KROEGER, M. (2010). IMPACT OF BIRTHING 

PRACTICES ON BREASTFEEDING (2ND ED.). 

SUDBURY, MASS.: JONES AND BARTLETT. 

Though it might seem obvious, for breastfeeding to happen the baby must be able to 

feed, the mother must be able and willing to let her baby feed, breastfeeding must be 

comfortable for both and the surroundings must support the dyad (mother and baby). All 

of these factors are impacted by interventions during labor and birth. La Leche League 

has recognized this from its inception, recognizing that childbirth practices affect 

breastfeeding for both the mother and the baby. 

The chief labor and birth influences on breastfeeding are (1) mechanical forces that can 

disrupt body parts, (2) chemicals (drugs), (3) injuries to the mother and baby, and (4) 

psychological impacts. Unfortunately, there are few studies documenting how these 

issues affect breastfeeding, since lack of breastfeeding is rarely seen as an outcome 

that is studied or reported by researchers. 

Even though maternal confidence has a significant impact on the initiation and 

continuation of breastfeeding, confidence and knowledge of birth are only part of the 

picture. Hospital routines and interventions can undermine even the most confident and 

well-prepared mother. A companion of the mother’s choice (doula) who stays with the 

mother throughout labor and birth is one of the most important factors contributing to a 

smoother birth and an easier start to breastfeeding. 



Other interventions that can affect breastfeeding include epidural anesthesia and 

narcotic pain relief, induction/augmentation of labor, Cesarean (surgical) delivery, 

forceps delivery, vacuum extraction, and a long difficult labor, especially with a posterior 

presentation (baby is facing the mother’s front). In addition to the factors outlined below, 

these interventions can cause additional or excess pain and injuries to mother and/or 

baby, which also affects breastfeeding. 

MECHANICAL FORCES 

There are twelve cranial nerves involved in the suck, swallow, breathe coordination 

needed for babies to nurse effectively. These nerves can be pinched or otherwise 

affected by the movement of the baby’s cranial bones during the birth process. It is 

normal for some bone shifting to occur during labor and birth. A newborn’s breathing, 

breastfeeding, crying and other movements help the bones return to normal alignment 

within one to two weeks. 

If additional or unusual forces are applied to an infant’s head during birth, those forces 

can result in additional and abnormal molding of the skull, causing facial and jaw 

asymmetry, and possibly torticollis (tightening of neck muscles on one side). If the 

baby’s head and body are in an abnormal position at the start of labor, the 

malpresentation may also have an effect. 

Forceps use can cause nerve damage to an infant’s head and face, and vacuum 

extraction can result in a cephalohematoma (deep bruise under the scalp), which may 

contribute to jaundice, itself a risk factor for difficulty in initiating breastfeeding.[1], [2] 

In addition to the use of forceps, vacuum extraction or Cesarean surgery (in which the 

physician lifts the baby’s head and neck out of the abdominal incision), other 

mechanical factors that put more or abnormal force on the baby’s head and body 

include: 

 Induction or augmentation of labor 

 A long pushing (second) stage of labor 

 A birth attendant pushing on the fundus (top or highest part of the uterus) 

 The mother lying supine (on her back) and immobile for long periods can contribute to 

abnormal alignment of the baby’s head bones. 
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CESAREAN SECTION (CESAREAN SURGERY) 

Cesarean section has been associated with poorer infant outcomes, including more 

formula supplementation and reduced milk transfer on days two to five[3]. According to 

the World Health Organization, 10-15% of Cesarean surgeries are probably medically 

justified; however, rates are substantially higher than this in many places. While many 

Cesareans are performed because of “failure to progress,” in 2014 the American 

College of Obstetricians and Gynecologists stated 

“…it may be necessary to revisit the definition of labor dystocia [a slow/difficult labor] 

because recent data show that contemporary labor progresses at a rate substantially 

slower than what was historically taught.” 

 

For mothers who have had at least one previous surgical abdominal birth, the National 

Institutes of Health (NIH) in the USA states that a trial of labor is a reasonable option for 

many pregnant women with a prior low transverse uterine incision[4]. 

A surgical birth requires a longer recovery and may result in delayed onset of 

lactogenesis (milk “coming in”.) Because of this, it may be useful to suggest that 

mothers at risk for Cesarean hand express and store colostrum prenatally starting at 36 

weeks of pregnancy.[5] This can help supplement the baby until the mother’s milk has 

transitioned from colostrum to full milk production. Mothers should also be aware that 

extended pain relief may be necessary after Cesarean surgery, and that most pain 

medications are compatible with breastfeeding[6]. In addition, many mothers may not be 

aware that antibiotics are routinely given during surgery, so informing them of the 

possibility of nipple thrush (fungal infection) may enable them to seek treatment sooner 

if nipple pain (from thrush) occurs. 

DRUGS/CHEMICALS 

Epidural anesthesia is often used for Cesarean surgery, and epidural rates around the 

world continue to rise, even for uncomplicated vaginal births. The medications used in 

epidurals have pediatric half-lives of between 8 and 18 hours, which means the drugs 

affect the baby longer than they affect the mother. It takes about 5 half-lives to clear 

most of any medications from the infant’s system, resulting in groggy newborns who 

have difficulty latching properly and sucking effectively.  Fentanyl administered via 
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epidural is turning out to be especially problematic.[7]  A prospective, randomized, 

double-blind study done in 2005 concluded that 

“Among women who breast-fed previously, those who were randomly assigned to 

receive high-dose labor epidural fentanyl were more likely to have stopped breast-

feeding 6 weeks postpartum than women who were randomly assigned to receive less 

fentanyl or no fentanyl.” [8] 

 

When epidurals are given, intravenous (IV) fluids are also given to avoid maternal low 

blood pressure. Overhydration from IV fluids can result in a greater risk of edema (fluid 

retention) in the mother (including breast edema) and an artificially inflated birth weight 

in the infant. When epidurals are given, there is a greater risk of augmentation of labor, 

more risk of infant resuscitation, more frequent use of instruments and more risk of 

Cesarean surgery. The most recent study on this issue states, 

“Results suggest that intrapartum exposure to the drugs fentanyl and synthetic oxytocin 

significantly decreased the likelihood of the baby suckling while skin-to-skin with its 

mother during the first hour after birth.”[9] 

 

Research confirms that all medications for pain relief given to the mother during labor 

and birth, even local lidocaine, quickly reach the baby via the placenta and all delay the 

onset of lactation.[10] 

Other research linking epidurals and breastfeeding outcomes includes a study reporting 

that epidural anesthesia is associated with impaired spontaneous breastfeeding and 

breastfeeding at discharge from the hospital.[11]  Another study related to skin 

temperature found that 

“…the skin temperature in newborns rises when newborns are put skin-to-skin to 

breastfeed two days postpartum. This effect on temperature may be hampered by 

medical interventions during labour such as EDA (epidural analgesia).”[12] 

 

Lower skin temperature in a newborn can lead to separation from the mother because 

the infant is placed in an incubator or warmer instead of skin-to-skin on mother’s 

body[13]. Any such separation is a risk factor for breastfeeding difficulties. 
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Preterm birth is also associated with problems breastfeeding. Both elective (scheduled) 

Cesarean (without labor) and induction of labor, especially without a compelling medical 

reason, increase the risk that a baby will be born early. Epidural medications, elective 

Cesarean surgery,  and induction of labor all significantly lower endorphin (pain relieving 

hormones) levels that are normally elevated during the first ten days of life.[14] This lack 

of natural pain relief for the newborn means the baby may be experiencing more-than-

normal pain even from routine procedures. . 

SUCTIONING 

Suctioning mucus from baby’s nose and mouth is another common obstetrical practice 

that can disrupt breastfeeding. Routine suctioning may result in oral aversion, may 

trigger poor tongue movements, and can result in injury to the oropharanyx (part of the 

pharynx).[15]  Mucus in utero serves a purpose, so many birth providers now simply let 

mucus drain from the infant’s nose and mouth unless respiratory problems 

occur. [16] Research has shown that suctioning lacks benefits even in the presence of 

meconium stained amniotic fluid: 

“Routine intrapartum oropharyngeal and nasopharyngeal suctioning of term-gestation 

infants born through MSAF (meconium-stained amniotic fluid) does not prevent MAS 

(meconium aspiration syndrome). Consideration should be given to revision of present 

recommendations.” [17] 

 

OTHER BIRTH PRACTICES 

Several standard birth procedures can negatively affect a baby’s suck if done before the 

first breastfeeding session:  separation from the mother for any reason including 

weighing or measuring; a vitamin K injection; heel sticks for metabolic tests; and 

elective surgical procedures. Infant hypothermia (low body temperature), often the result 

of a bath shortly after birth, can result in hypoglycemia (low blood sugar) and other 

newborn problems. A 2013 study showed that delaying an infant’s first bath resulted in 

both increased likelihood of breastfeeding initiation and increased in-hospital 

breastfeeding rates.[18] 

HOW LEADERS CAN HELP 

Injured, drugged and/or immature infants tend to feed poorly. This often leads to 

damaged nipples in the mother and a hungry, unhappy baby, which in turn undermines 

the mother’s confidence and affects their relationship. Poor feeding results in less milk 
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removed from the breasts, which then leads to impaired milk production. LLL Leaders 

can provide mothers with basic breastfeeding information and refer to an International 

Board Certified Lactation Consultant (IBCLC) when the issues become too complex. 

A Leader can also be an empathetic listener to a mother who needs to tell her birth 

story and provide other emotional support. Leaders can encourage a mother whose 

baby doesn’t latch right away to start hand-expressing colostrum into a spoon and 

giving it to her newborn starting within 1-2 hours of birth then every hour or so. This can 

continue until the infant is breastfeeding effectively or the mother has worked out a plan 

with a skilled lactation care provider/IBCLC. The Leader can also explain the 

importance of skin-to-skin contact and provide information on safe bed-sharing to keep 

mother and baby together. 

For pregnant women or mothers looking to improve their breastfeeding experiences with 

the next child, Leaders can inform these parents of the research-based practices 

outlined by the Baby Friendly Hospital Initiative[19] and the updated World Health 

Organization’s Intrapartum Care for a Positive Childbirth experience.[20]  Supportive 

practices during labor and birth include encouraging women to have companions of 

their choice during labor; eating and drinking lightly as desired; considering non-drug 

methods of pain relief; walking/moving around and assuming positions of their choice 

while giving birth; and seeking care providers and facilities that do not practice routine 

invasive procedures. 

Not all birth interventions can be avoided, and some are life saving. Even necessary 

birth practices can have a profound impact on the ability of the newborn to latch and 

nurse effectively and on the mother’s ability and willingness to care for her baby many 

hours of the day and night. Leaders need to be aware of these issues and be prepared 

to support mothers as they work towards establishing a long and satisfying 

breastfeeding relationship. 

For more in-depth information on how birth practices impact breastfeeding, see “Impact 

of Birthing Practices on Breastfeeding”, published by Jones & Bartlett or register for 

Linda J. Smith’s LLLI webinar, “Impact of Birth Practices on the Mother-Baby Dyad” 

(*insert link to LLLI webinar library once Linda’s webinar is 

added https://www.llli.org/resources/) 
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Linda J. Smith has been an LLL Leader since 1974 and lives in Ohio, United States of 

America. She has served on the LLLI Board of Directors and  in the Professional Liaison 

Department and is the author of four professional textbooks on birth and breastfeeding 

and is co-author of Sweet Sleep, Nighttime and Naptime Strategies for the 

Breastfeeding Family. 
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Concept Revision: 
“Introducing 
Complementary 
Foods” 

MARIE BEAM AND HEIDY GUZMÁN CO-CHAIRS, 

CONCEPT REVIEW COMMITTEE, LLLI BOARD OF 

DIRECTORS 

The Concept Review Committee was created this year to take a fresh look at the La 

Leche League concepts. The committee is composed of 19 Leaders from around the 

world, working to review each of the ten concepts of LLL philosophy and accompanying 

Concept Explanations in Appendix 17 of the LLLI Policies and Standing Rules to ensure 

that they are consistent with the most current research available and serving the LLL 

mission. At the conclusion of its review, the committee makes recommendations to the 

LLLI Board of Directors. 

The Board voted unanimously September 25, 2019, to revise the wording of 

the  “Introducing Solids” Concept and Concept Explanation, changing it to the 

“Introducing Complementary Foods” Concept below. This was the second of two votes 

required to change the wording of a concept; a first vote had approved this wording July 

24, and Leader comments were requested and considered. 

For the healthy, full-term baby, human milk is the only food necessary until the 

baby shows signs of readiness for complementary foods, about the middle of the 

first year after birth.  (Sep 19) 

For the full-term, healthy baby, human milk alone provides optimal nutrition for growth 

and development until about the middle of the first year.  Research has shown 



that exclusive breastfeeding for six months fortifies the baby’s immune system against 

infection.(1) Every baby is unique, and so when  deciding whether to introduce other 

foods and/or drink, it is important to focus on awareness of the baby’s specific nutritional 

needs and signs of readiness, rather than upon the baby’s age or outside factors. 

Physiological and behavioral signs of readiness for other foods and drink generally 

include, but are not limited to, the following changes in the baby: 

 ability to sit up unsupported, facilitating eating and swallowing 

 loss of the tongue-thrust reflex and emergence of chewing patterns 

 hand-to-mouth coordination, bringing food to the mouth in conjunction with 

 anticipatory opening of the mouth 

 increase in the desire to nurse that does not subside after several days of intensive 

nursing. 

 

A breastfed baby is accustomed to being in charge of how much to eat and recognizing 

the body’s signals for hunger and satiety.(2) By encouraging the baby to be actively 

involved in self-feeding and paying attention to signs that the baby has had enough, 

parents can help ensure continued self-regulation of food intake. If all other signs of 

developmental readiness are present but a baby exhibits gastrointestinal symptoms 

following the introduction of complementary foods, this may indicate that the baby is not 

quite ready to advance from exclusive breastfeeding, or may need a greater portion of 

human milk in the diet. The World Health Organization recommends continued 

breastfeeding as part of a mixed diet until two years of age or beyond.(3) 

(1) “Exclusive breastfeeding for six months best for babies everywhere,” World Health 

Organization statement, 15 January 2011. 

(2) Li, R., et al. (2010). “Do Infants Fed From Bottles Lack Self-regulation of Milk Intake 

Compared with Directly Breastfed Infants?” Pediatrics: peds.2009-2549. 

(3) “Guiding Principles for Complementary Feeding of the Breastfed Child,” World 

Health Organization, 2001. 

(April 93, rev Mar 19, rev Sept 19) 



ORIGINAL CONCEPT WORDING 

For the healthy, full-term baby, breast milk is the only food necessary until the baby 

shows signs of needing solids, about the middle of the first year after birth.  (April 93) 

FORMER CONCEPT EXPLANATION 

For the full-term, healthy infant, human milk alone provides optimal nutrition for growth 

and development until about the middle of the first year. When introducing other foods 

and/or drink, the focus shall be on awareness of the baby’s specific nutritional needs 

and signs of readiness, rather than upon the baby’s age or outside factors. 

Physiological and behavioral signs of readiness for other foods and drink generally 

include, but are not limited to, the following changes in the baby: 

 an increase in appetite that does not subside after several days of intensive nursing 

 an ability to sit up unsupported, facilitating eating and swallowing 

 reaching for, tasting, and swallowing foods 

 an ability to digest other foods and drink, as evidenced by the appearance of the baby’s 

stool and no signs of food intolerance 

 other signs of readiness for foods in addition to milk 

(April 93, rev Mar 19) 

RATIONALE FOR REVISING THE CONCEPT WORDING 

1) Changing “breast milk” to “human milk” makes this concept consistent with the 

“Human Milk” Concept and emphasizes the importance of babies receiving human milk, 

not the milk from another species. We recognize that for all other mammalian species, 

their milk is identified by the name of the species and not the organ that produces it. 

2) Changing “needing” to “readiness” puts the emphasis on the baby’s readiness, rather 

than need, for other foods. 

3) Using “complementary foods” instead of “solids” is consistent with global policy and 

research. 



RATIONALE FOR REVISING THE CONCEPT EXPLANATION 

1) The explanation has been updated to reflect current evidence-based information to 

prevent premature introduction of complementary foods. 

2) The order of the “signs of readiness” was changed to promote the most obvious, 

ability to sit and loss of tongue-thrust reflex. 

3) Additional signs were added to encourage awareness of overfeeding and 

symptomatic reactions to introduction of foods. 

Marie Beam has been a Leader since 1992 with the Bethesda/Kensington Group in 

Maryland, USA.  She filled many Leader Accreditation Department roles from 1996 until 

2019, when she was elected to the Board of Directors of La Leche League 

International.  Marie and her husband Eric live in Kensington, Maryland. 

Heidy Guzmán lives in Guatemala and has been a Leader since 2011, Area 

Coordinator of Leaders and a  member of the Board of LLL Guatemala. Heidy currently 

serves as a member of the Board of Directors of La Leche League International. 
  



Leader Accreditation 
Resources: NEW and 
REVISED 

LINDA WIESER NOVA SCOTIA, CANADA 

The Leader Accreditation Department (LAD) is continually updating resources used for 

application work. It’s important to have the most current version of all documents when 

doing a pre-application discussion or working with an Applicant as a supporting Leader. 

The revised resources include the newly revised Introducing Complementary Foods 

concept (see Concept Revision: “Introducing Complementary Foods” in this issue) 

This article summarizes the resources that have been revised or created over the past 

couple of years. It explains the changes that have been made to the LLLI Prerequisites 

to Applying for LLL Leadership and how these are reflected in the Application and 

Recommendation forms. 

APPLICATION WORK VIDEOS—NEW LLLI RESOURCES 

These are new resources for Applicants and anyone interested in becoming an LLL 

Leader. They are available on the LLLI website at: https://www.llli.org/get-

involved/steps-to-accreditation/. They were created to provide a resource for visual 

and auditory learners. 

There are six short (two and a half to four minute) videos based on the chapters of 

the Leader Applicant Resource Kit or LARK. Along with each video is a written English 

script: 

INTRODUCTION TO APPLICATION WORK 

1. Personal History 

2. Breastfeeding Management 

https://www.llli.org/get-involved/steps-to-accreditation/
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3. Leadership Skills and Attitudes 

4. Background Reading and Learning 

5. The Preview 

 

REVISED WRITTEN LEADER ACCREDITATION RESOURCES 

 Childbirth and Breastfeeding (Sept 2018) 

 Preview of Helping Questions and Group Management (May 2019) 

 Leader’s Guide to the Preview (May 2019) 

 Breastfeeding Resources Guide (July 2019) 

 Checklist of Topics to Discuss in Preparation for Leadership (July 2019) 

 LLLI Website, Breastfeeding Info A to Z (July 2019) 

 LARK (Leader Applicant’s Resource Kit) Combined (Oct 2019) 

 LARK—Leader’s Guide Combined (Oct 2019) 

 

LEADER’S PRE-APPLICATION PACKET 

What to share and discuss with the potential Applicant: 

 Thinking about La Leche League Leadership? (compact version) (Oct 2019) 

 Appendix 17: Concept Explanations (Oct 2019) 

 Appendix 18: Applying for Leadership 

 Overview of Application Work for Leader Accreditation (Oct 2019) 

 La Leche League Purpose, Mission, Philosophy (Oct 2019) 

 

For Leaders: 

 Pre-Application Guidelines for Leaders (Oct 2019) 

 Appendix 38: Leader Accreditation Appeals Policies and Process – revision in process 

 

Forms: 

https://www.llli.org/leader-pages/leader-applicants/leader-applicants-resources/childbirth-and-breastfeeding-background-information-for-leader-applicants-and-supporting-leaders/
https://www.llli.org/leader-pages/leader-applicants/leader-applicants-resources/preview-of-helping-questions-and-group-management/
https://www.llli.org/leader-pages/leader-applicants/leader-applicants-resources/breastfeeding-resource-guide-brg/
https://www.llli.org/leader-pages/leader-applicants/leader-applicants-resources/checklist-topics-discuss-preparation-lll-leadership/
https://www.llli.org/breastfeeding-info/
https://www.llli.org/leader-pages/leader-applicants/leader-applicants-resources/leader-applicants-resource-kit-lark/


 Leader Recommendation form (Oct 2019) 

 Application form (Oct 2019) 

 

All the documents in this packet, except the Leader Recommendation and Application 

forms are available on the Leader pages of the LLLI website. 

PRE-APPLICATION DISCUSSIONS 

It’s especially important to use the most current version of documents for pre-application 

discussions. Thinking about La Leche League Leadership? and Pre-Application 

Guidelines for Leaders reflect revisions to Appendix 18, Applying for Leadership, and 

Appendix 17, Concept Explanations. 

Changes to the LLLI Prerequisites to Applying for LLL Leadership are shown underlined 

below with a brief explanation in parentheses. 

Personal Experience Prerequisites (The Personal Breastfeeding Experience and 

Mother Experience Prerequisites have been combined) 

A potential Applicant 

 has breastfed a child for 12 months or more (rather than “about a year.”) 

 did not introduce complementary foods or supplements until the baby demonstrated a 

nutritional need for other foods, around the middle of the first year for the healthy full-

term baby, and 

 has chosen breastfeeding as the optimal way to nourish, nurture and comfort baby (This 

replaces the Mothering Experience Prerequisite.) 

 

Organizational Experience Prerequisites 

 is a member of LLL or contributes as appropriate for the entity in which the application is 

being submitted (this change accommodates Areas/Entities that no longer have LLL 

memberships) 

 supports LLL purpose, mission, and philosophy 

https://www.llli.org/leader-pages/


 has attended at least one series of meetings in person or via the Internet (this change 

recognizes that some potential Applicants attend online meetings only) 

 demonstrates a clear understanding that leadership is volunteer work 

 has knowledge of the information contained in the most recent edition of The Womanly 

Art, if available in an accessible language and format (this change allows a potential 

Applicant to apply for LLL Leadership even if The Womanly Art is not available to them 

in an accessible language or format; Applicants do not need to own a copy of The 

Womanly Art) 

 is willing to create time to fulfill the basic responsibilities of leadership and/or provide 

other service to LLL (this prerequisite and the next ensure that the Leader discuss 

realistically the time involved with Leader work), and 

 is willing to complete the application work, and 

 has a recommendation from an LLL Leader. 

 

Personal Skills Prerequisites (We are now asked to consider a potential Applicant’s 

communication skills rather than personal traits.) 

 has communication skills in the potential Applicant’s preferred language necessary to 

begin the application and preparation for accreditation 

 demonstrates an accepting and respectful attitude toward others (“demonstrates” is used 

instead of “has”; this indicates that this is a skill that is shown in one’s actions) 

 provides information and support without judgement (this is another communication skill 

we are looking for in potential Applicants), and 

 is willing to develop further communication skills as needed to fulfill the responsibilities of 

leadership. 

 

APPLICATION AND RECOMMENDATION FORMS 

Be sure you are using the most current Application form and Leader Recommendation 

form. The questions that you and the potential Applicant need to respond to have 

changed. 

Application Form 

Potential Applicants are asked to respond to the following: 



 Please give some examples showing how you value breastfeeding as the optimal way to 

nourish, nurture and comfort the baby. 

 What strategies have you used to maintain the breastfeeding relationship for one year or 

beyond? 

 

Leader Recommendation Form 

As a Leader you are asked to respond to the following questions and give examples 

that demonstrate the potential Applicant’s experience or behavior. 

 Please give some examples showing how the candidate values breastfeeding as the 

optimal way to nourish, nurture and comfort the baby. 

 What strategies has the candidate used to maintain the breastfeeding relationship for 

one year or beyond? 

 Please give some examples of how the candidate has an accepting and respectful 

attitude and provides information and support without judgement, for example at LLL 

Series Meetings. 

Contact your LAD representative for the most current Leader Recommendation and 

Application forms and for any questions you have about these Leader Accreditation 

resources. 

Linda Wieser lives in Mahone Bay, Nova Scotia, Canada. Linda has been a Leader 

since 1984. She is currently Resource Coordinator for LAD Council, Contributing Editor 

for “Preparing for Leadership” in Leader Today and Contributing Editor for “How Would 

Your Respond?” in LADders. 
  



Scarecrows Can 
Breastfeed Too! 

SUE SMITH, ST HELENS, UNITED KINGDOM 

Mothers of La Leche League Widnes and St Helens have been getting very creative! To 

celebrate a local scarecrow festival they created a life-size replica of a breastfeeding 

mother and baby. 

Named “Mother Nurture,” the adorable scarecrow mother and child were displayed 

having a breastfeeding break sitting in a local coffee shop as part of the Rainhill 

Scarecrow Festival. 

The scarecrow, which took two weeks to make, has a box of biscuits and a bottle of 

water handy, while the mother nurses her little one. 

Judging took place over the weekend of 2-3 November 2019 and everyone was thrilled 

to hear that they had won the competition. 

LLL Leader Sue Smith explained 

“I live in a place called St Helens which is surrounded by countryside and rural activities 

such as pheasant plucking, ploughing competitions and barn dancing. When I heard 

about the Scarecrow Festival, I thought it sounded like a great way to reach out to the 

community and get people talking about LLL Widnes and St Helens—after all, it’s not 

every day you see a breastfeeding scarecrow! 

“I didn’t think about winning a prize—just about a great opportunity for publicity, so when 

we were announced as the People’s Choice winner, I was astounded. Our prizes were a 

£50.00 voucher for the coffee shop, a high street gift voucher and a £50.00 donation to 

our Group. 



“The scarecrow has provided a talking point for the local community and also provided a 

wonderful opportunity for mothers of the Group, to come together, work on a project and 

build on friendships. The owner of the café is keen to support our Group as a venue, 

and we hope to be able to hold café style events at Caffe & Co  from the new year and 

enjoy the speciality coffees, milkshakes and home-made ice creams that they serve.” 

 

Thanks to: Terri Mitchell, Sam Wedge, Natalie Wedge, Elizabeth Creaghan and James 

Schorah and Alice Rae who built the scarecrow and Jade Maloney, Nikki Ashton, Gail 

Williamson, Marie O’Dell and Lynsey Morgan for their ideas and provision of resources. 

 

The parents directly involved in the building of the scarecrow were (from left—right) Sam Wedge, 

(Scarecrow), Natalie Wedge (with Theo), Elizabeth Creaghan (with Luke) and James Schorah and 

Alice Rae (not pictured). Front: Terri Mitchell (with Colt) and Neil Osthoff, owner of Caffe & Co, 

where the scarecrow was placed for the festival. 

 

After the prize presentation, where parents enjoyed complimentary coffees and milkshakes in the 

café (courtesy of one of the prizes we won). 



 

Tummy To Mummy 

 

Parents with LLL Leader Sue Smith (left). 

Sue Smith has been a Leader for five years but has been involved with La Leche League in 

different guises for around 15 years through the LLL Peer Counsellor  programme. Sue lives in 

St Helens in the United Kingdom. 

  



Five Lessons From 
Five Decades 
RACHEL BROWN KIRKLAND, DALTON, GEORGIA, USA 

Ask experienced Leaders how they encouraged meeting attendance over the decades, 

and you’re likely to hear stories about reaching out to the community through a variety 

of different avenues, some of them old-fashioned by today’s standards. 

Today, volunteers are no longer mailing out handwritten letters or letters drafted on an 

old typewriter as an outreach effort. However, there are some strategies from years 

gone by that, with a few updates, can continue to be effective. Here is a look at five 

growth strategies La Leche League Leaders have used through the years and how 

those strategies can be adapted to meet the needs of breastfeeding families in 2020. 

1970S –– WORD OF MOUTH 

Longtime Leader Debbie Maynard first learned of LLL through an article in a baby 

magazine when she was pregnant with her first child. She mailed off for a directory that 

was supposed to list information about each LLL Group in the United States. 

Unfortunately, the directory she received was not up-to-date, and it appeared there 

were no Groups near her. 

A month later, she learned differently. In those days, many hospitals placed birthing 

women in rooms with multiple beds. One of Maynard’s roommates happened to mention 

that she was going to an LLL meeting in Chattanooga, Tennessee, USA. Four weeks 

later, in November 1974, Maynard went to her first meeting. 

“I joined (and) it was $8 a year back then,” she recalled. “Then I started bringing my 

friends.” 

 

Even in the age of social media, a personal recommendation from a friend or 

trusted acquaintance can have an impact when it comes to growing your Group. 



1980S –– PUBLIC SPACES 

By the 1980s, the practice of Group meetings being held in mothers’ houses was going 

out of vogue. Many Groups had grown to such a size that meeting in homes was 

difficult, and there was a growing desire for a neutral meeting location. Maynard’s 

Chattanooga Group began meeting in a newly opened birth center. And Groups 

everywhere began gravitating toward nonresidential meeting sites. In Maynard’s case, 

meeting at the birth center gave the Group exposure they would not otherwise have 

had. At another point, the Group met at a local hospital where they could be easily 

found by new mothers. 

Be strategic with your meeting location. Simply having a presence in a place well-

known in your community can be enough to attract new attendees. 

1990S –– PROFESSIONAL CONNECTIONS 

Maynard worked along with other Leaders and volunteers to reach out to local 

professionals who would come in contact with pregnant women and mothers of babies. 

Back then, they would write letters and send them to the offices of prenatal and birth 

care providers. 

Regularly reach out to care providers who work with mothers and babies. Make 

sure they know LLL exists in their community. Inform them of the types of 

support your Group is able to offer. 

2000S –– COMMUNITY AND ONLINE RESOURCES 

Ashlee Johnson, a Leader in Baltimore, Maryland, USA, first learned of LLL through a 

birth class she signed up for when she was pregnant. After some research, she learned 

her nearest Group was 30 minutes away. With no family nearby, Johnson decided the 

drive was not only worth the effort but worth giving her time to help others. Not long 

after, she was accredited as a Leader and began her own Group. Ashlee recalled: 

“I was really connected, and I just loved the support that I received and I wanted to 

provide that” 

 

Facebook was then and continues to be a vital part of her Group’s networking strategy. 

The Group also works to connect with local government, nonprofit and private 

organizations geared toward mothers and babies. 



Amanda Shaw, who has been a Leader with the Chattanooga Group for 16 years, said 

they once held meetings and classes at a popular toy store in the city. She added: 

“We also have students from college nursing programs that come in and watch the 

class. We have had retention this way; where moms would come back from that 

connection” 

The Group has also partnered with an alliance of local breastfeeding professionals and 

advocates and has formed a partnership with one of the top hospitals in the region. 

Find out who in your community wants to know more about breastfeeding and 

reach out to those people and organizations. Be mindful to avoid collaboration with 

any organisations or premises who are not are not in compliance with The 

International Code of Marketing of Breastmilk Substitutes from the World Health 

Organization (the Code).  

2010S –– LEADER ALLIANCES 

Two heads are better than one, and many hands are sure to get the job done. 

Johnson has been a Leader since 2015 and is a mother to five-year-old and one-year-

old boys. When she first launched an LLL Group, she struggled to keep up with the 

demands of solo leadership. She closed the Group but reopened it a year and a half 

later when other Leaders were able to join in the effort. Together, Johnson, new co-

Leaders, Leaders from neighboring Groups, and Leaders who had recently moved to 

her area, all worked together to reach out to those in their city about the newly 

relaunched Group. Now, the Group’s evening and daytime meetings are well attended. 

Johnson explained: 

“It took four to five months for participation to increase, especially for the evening 

meeting.” 

Don’t go it alone! Reach out to other Leaders for ideas and assistance. We’re all 

in this together. For isolated Leaders some countries have discussion groups 

online exclusively for Leader support. 

LOOKING FORWARD 

Today, there are countless lactation services available to help breastfeeding succeed, 

but LLL is unique in its holistic approach. LLL is about so much more than the milk. 

https://www.llli.org/about/international-who-code/
https://www.llli.org/about/international-who-code/
https://www.llli.org/about/international-who-code/


Depending on group dynamics and Leader approaches, LLL can be at once a lactation 

resource, a mother-to-mother support group and a toddler playgroup. It can be your 

community’s resource for information on birth and postpartum practices as well as 

gentle discipline strategies and family nutrition. 

As lactation support proliferates, we as Leaders have an opportunity to fill a need in 

unique ways. We can offer information and support that takes into account the needs of 

the whole family at some of the most crucial times. Done well, showing some LLLLove 

can be enough to keep participants coming again and again. 

Rachel Brown Kirkland is a La Leche League Leader in Dalton, Georgia, USA, where 

she lives with her husband and their two sons, aged five years and two months. 
  



Reading Body 
Language at an LLL 
Meeting 

KELLY DURBIN, AUSTIN,TEXAS, USA 

There is usually plenty of discussion at a La Leche League meeting. As Leaders we 

often gain valuable insight into the kind of information or support parents need by asking 

questions and discussing breastfeeding topics. But nonverbal communication is equally 

important, and it can often expose hidden messages or intentions. Learning to read 

body language can help Leaders interpret some of the non-verbal cues that parents 

reveal, especially if they are not quite familiar with the routines of LLL meetings or 

sharing details in Group conversation. 

SMILING 

Begin reading the signals of the body with the face. Most often we greet others with a 

smile. Smiles can tell others whether the person feels comfortable in a situation or not. 

The trick is to determine if the person is giving you an authentic smile or one that is 

forced. An authentic smile engages the mouth, with corners turning upward. In addition, 

real smiles also involve movements of the eyebrows and even eyelids and the forehead. 

In a real smile, the whole face appears to be in motion and show someone’s genuine 

level of happiness or comfort. Watch for people who display vague smiles that lack 

feeling because they may be struggling but don’t feel comfortable talking about it. 

EYE CONTACT 

Eye contact is also an important aspect of body language. Those who are engaged and 

interested will make eye contact with the speaker and maintain eye contact longer. 

Those who avoid eye contact or have a tendency to look away could be feeling very 

awkward, vulnerable or uncomfortable. 



ARMS AND THE UPPER BODY 

Arms and the upper body are also central components for reading nonverbal 

communication. Generally, people who feel comfortable and happy will use their arms in 

open, upward gestures. When people feel uncomfortable, down, or are lacking 

confidence, the arms tend to be held closer to the body. If a mother is holding her baby 

throughout the meeting, her arms may not reveal much but the upper body posture 

might. 

The upper body, or torso, is quite vulnerable. Unlike the brain, which has lots of 

protection, the torso does not and our bodies are wired to protect it all the time –– which 

is why torso postures and body language can accurately reveal feelings of like and 

dislike, approval and disapproval, feelings of safety and feelings of danger. Usually, 

when a person feels comfortable, she will position her torso towards others, especially 

the speaker in a group setting. If a person is feeling uncomfortable, she will turn her 

upper body away from the source of discomfort. During your next meeting, take note of 

the torso positions of the Group members. Are people facing in towards the Group? Do 

they turn, even slightly, to members of the Group as different people speak? Or do you 

notice someone who shifts her body to face slightly away from the speaker? This 

shifting away may reveal subtle clues that the person is not at ease with the 

conversation. 

The torso position can also be read as open or closed. In an open posture, the person 

sits or stands upright with shoulders back, which signals a feeling of safety. In the 

closed posture, the torso is protected –– shoulders turn inward, arms covering the front 

of the body. You can imagine that at an LLL meeting a new mother lacking confidence 

might display the closed posture if she is uncomfortable breastfeeding in front of others 

or if she feels very vulnerable. 

LEGS AND FEET 

The legs and feet also tell a story through nonverbal cues. Our legs and feet are usually 

positioned toward our interest and show intention. If two people are engaged in 

conversation and both are genuinely interested, their feet will be facing toward each 

other. If one person has her feet turned away or even turned in the direction of the exit, 

her intention may be to leave the conversation or the room. Our legs can also show our 

intent with various positions. Crossed legs signal comfort and ease. The person sitting 

crossed-legged is not showing signs or readiness to walk out. On the other hand, 



someone with uncrossed legs and feet turned toward the exit is showing signs that she 

may want to move along. 

BODY LANGUAGE 

Body language certainly displays important information but keep in mind that one of 

these clues does not tell the whole story. Taken as a whole, from head to toe, the 

communication of body language speaks about our intentions and our interest in the 

situations of everyday life. Read the whole body, not just one part. 

YOUR OWN BODY LANGUAGE 

In addition to reading others, analyze your own body language. What are you telling 

people with your smile, your arms, torso, and shoulder posture? As Leaders, we are 

giving subtle clues into our own states of mind with body language. We also reveal our 

confidence level, interest in the conversation and feelings of safety. Many times, people 

in a group setting who feel welcomed and at ease will mimic the body postures of the 

speaker or leader. What postures can you use to show interest in Group members? 

What postures can you use to communicate that the meeting is a safe space for others? 

If you notice the subtle cues that someone in the Group might be struggling, or perhaps 

is feeling very vulnerable, there are several things we as Leaders can do to put others 

at ease. First, be sure to welcome everyone and call each person by name. Engage 

Group members, ask questions and use empathy in your responses. Display open body 

postures and warm smiles. Above all, use active listening skills and repeat back what 

you hear. Tailor your messages and comments to each person and encourage the 

Group to share information and support each other. Be cognizant of your own body 

postures as you speak and as you listen. 

It takes practice to become aware of our body language and that of others. Becoming 

conscious of your nonverbal communication and that of others can complete the picture 

of what people tell us in the Group meeting. Give it a try at your next meeting. You may 

discover something new about nonverbal communication. 

Kelly Durbin has been a Leader in  Austin, Texas in the United States for about ten 

years. She has experience leading meetings in five different states across the country. 
 


