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Annenin siitiniin artmast igin dncelikle annenin emziren birey olarak buna gore beslenmesi,
vitamin ve mineral destedi almast beklenir, bunlar icinde bol su almasi ve huzurlu olmast
temeldir. Diger siit arttirict olarak nitelendirilmelerin bireye 63gii sonuglart olacags, fayda
kadar arar da olusturabilecedi icin mutlaka saglik dansmaniar: iglemi icinde
kullanmalarinin geredi belirgindir.

itiin saglanmasi agisindan belirli yaklasim temel alinmaktadir. Ozellikle prematiire annelerde
anne sitlinin artmasi, ki bebegin yeterince memeyi ¢cekemedigi icin sut geliminde etkin

S olamadigl, pompalar ile de yeterince olmamasi yaninda dogal sitiin gelmesinin desteklenmesi
onemsenmelidir.

Sutin bazi prematirelerde katkilarla zenginlestiriimesi yapilabilmektedir ama hicreler, mikro-
proteinler ve probiyotikler icin mutlaka anne siitii gereklidir.

Kisaca anne siitlinlin artmasi olumlu boyutlar kazandirabilmektedir.

Ozet

Sit yapimi iizerine etkili faktorler nelerdir?

Amag: Anne siitii salgisinin olusmasi agisindan onemli faktorler sunulmaktadir.

Giris: Normal bir emzirme eyleminde, bebege memeden anne siitii saglayacak iki unsur gereklidir; a) Siiti
lireten ve salgilayan bir meme ve b) etkili emme ile siitii memeden bogaltan bir bebek.

Genel Yaklasim; Bebegin memeyi tutusu bu iki unsurun galisma basarisini belirler.
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Sonug: Eger memeden siit alinmazsa, daha fazla siit iiretilmez.
Anahtar Kelimeler: Anne, Bebek, Emzirme, Anne Siitiu

Outline

The Contribution Factors for Mother’s Milk Production
AIM: The important factors for mother milk secretion is indicated at this Chapter.
Introduction: At the standard breast-feeding, there are two factors to be in consideration; a) the breast,
producing and secreted the milk, efficient and good sucking infant.
General Considerations; The infant performance of sucking is the most important of the competence.
Conclusion: If the infant is not satisfactorily sucks, the milk cannot be produced and secreted.
Key Words: Mother, breast-feeding and mother's milk

Sut yapimi Gzerine etkili faktorler nelerdir?
Ulkii Kurtcu

Giris

Bir toplumun gelecegi saglikli bireylerin varligi ile siireklidir. Cocuklarin saglikli olarak
diinyaya gelmesi ve yetismesi i¢in annelerin gebe ve emziklilik déneminde, fetal gelisme, siit
yapimi, besinlere olan gereksinmelerinin artmas: ve buna bagli olarak yeterli ve dengeli
beslenmeleri ve sagliklarin1 korumalar1 konusunda bilinglendirilmeleri gereklidir. Yeni dogan
bir bebek icin en uygun besin “anne siiti” diir. Anne siitii bebegin saglikli olmasi, tiim besin
ogeleri gereksinmelerini karsilamasi, kolaylikla sindirilebilmesi ve enfeksiyonlara karsi
korumasi agisindan yeri doldurulamaz bir besindir.

Dogum sonrasi ilk yarim saat icinde emzirme ve ilk alt1 ay sadece anne siitii ile beslemek
bebeklerin biiyiime gelismesi i¢in en giivenli eksiksiz ve etkili altin standart yontemdir.
Bebeklerin ilk alti ay sadece anne siitii ile beslenmesi bugiin tartismasiz kabul géren bir
beslenme yontemidir. Anne siitii, bebegin aldig1 déonem igin biiyliime ve gelisimine yonelik
gereksinimlerini karsilamakta, enfeksiyonlardan korumasi nedeni ile hastaligi ve 6liim oranini
azaltmakta, ayn1 zamanda da bebege ileri yasaminda ve hatta eriskin dénemde yararlar
saglayabilmektedir. Anne siitii ile beslenmeyen ¢ocuklarda 6liim oranlar1 beslenenlere gore 4-
6 kat daha fazladir. Emziren kadin oranlar yiiksek olsaydi yilda 1,5 milyon bebegin yasami
kurtulacakti.

Stit yapimini belirleyen en 6nemli iki faktor;
e Bebegin stk emmesi ve
e Memelerin bosaltilmasidir.

Yorgunluk ve stres, ruhsal sikintilar ve en 6nemlisi emzirmeye isteksizlik, anne siitii miktarini
azaltabilir.

Meme biyiikliigi siit yapiminda 6nemli degildir. Yine meme baslarinin diiz veya ige ¢okiik
olmas1 bebek dogru teknikle emzirilirse sorun olmaz. Annenin yeterli sivi almas1 ve dengeli
beslenmesi yeterlidir. Asir1 kalorili, sekerli yiyecek ve igeceklerin siit yapimina katkist yoktur.
Sivi aliminin agirist da sakincali olabilir. Sebze ve meyveler, yesil salatalar bolca tiiketilmelidir.
Anne yeterli siit ve siit iiriinleri ile protein ve demir igeren gidalar1 dengeli bir sekilde almalidir.
Gebelikte oldugu gibi, kalsiyum ve demir destegi siirdiiriilmelidir.
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Anne SUtU Muadili

Bebegin beslenmesinde anne siitiine esit veya daha iyi bir segenek bugiine kadar
bulunamamuistir. Dogada bulunan tim memeli canlilar yavrularini kendi siitleri ile beslerler, o
halde insan yavrusunun da annesinin siitii ile beslenme hakkina saygi duyulmali ve bu fizyolojik
olay tesvik edilmelidir.

Tirk annelerinin neredeyse tamaminda yavrularini emzirme istegi ve hevesi mevcuttur.

Bu yiizden anneye “bebeginizi emzirin” demekle emzirme oraninin yiikselmeyecegi asikardir.
Yapilmasi gereken sey anneye bebegini nasil emzirecegi konusunda teknik bilgiler vermek ve
onun kendine giivenmesini saglamak olmalidir. Bebeklerin anne siitii disindaki gidalarla
tanistigi en Kritik donem yasamin ilk birkag gliniidiir. Bu donemde anne zaten hastanede oldugu
icin annenin ve c¢evresindekilerin bilinglendirilmesi saglik ¢alisanlarina diismektedir. Bu
donemde “Annenin siitiiniin gelmemesi!!!” veya “Annenin ila¢ kullanmasi!!!” bahane edilerek
bebege baska gida verilmemelidir. Anne-bebek ¢ifti yakindan izlenmeli, emzirme tesvik
edilmeli ve annenin giiven duygusunun kaybolmasina izin verilmemelidir.

Eger bebek memeyi iyi emiyorsa, idrar ve gaita yapiyorsa sitin yeterli oldugu aileye
anlatilmahdir.
Dogum servislerinde sadece emzirmeden sorumlu bir Ebe veya Hemsirenin bulunmasi birgok

sorunu ¢ozebilir. Eger annenin ilag kullanmasi gerekiyorsa emzirmeye engel olmayacak ilaglar
secilmeli ve bu durum anneye agiklanmalidir.

Eger annenin sartlari elveriyorsa en az alti ay siire ile herhangi bir iste ¢calismamasi ve

sadece bebegi ile ilgilenmesi 6gutlenmelidir.

Bebek sabit zaman araliklarla degil, istedikce ve istedigi siire emzirilmelidir. Yeterli miktarda
emen bebek annenin memesini kendiliginden birakir. Bebegin istedik¢e ve uygun bigimde
emzirilmesi siit salgilanmasini saglayan en 6nemli faktordiir. Bu durum meme sorunlarini
azaltmakta, siit yapiminin siirmesini ve emzirme aligkanliklarinin daha kolay gelismesini
saglamaktadir.

Emzirme stireci Normal bir emzirme eyleminde, bebege memeden anne siitli saglayacak
iki unsur gereklidir;

e Siitii tireten ve salgilayan bir meme ve
e Etkili emme ile siitii memeden bosaltan bir bebek.

Bebegin memeyi tutusu bu iki unsurun ¢alisma basarisini belirler. Eger memeden siit alinmazsa,
daha fazla siit iiretilmez. Siitiin igeriginde siit iiretimini azaltan bir inhibitor madde (FIL)
bulunmaktadir. Eger meme tiimiiyle bosalmazsa, bu inhibitér madde siit iiretimini azaltir.
Uretilen siit miktar1, tiiketilen miktarla orantilidir. FIL birikimini engellemek igin; Bebegin
memeyi tutusu, emmesi dogru olmalidir. Bebek sik emzirilmelidir. Bebegin her iki memede de
istedigi kadar kalmasi saglanmalidir. Bebek ilk memeyi bitirmeden ikinci meme
verilmemelidir. Bebek herhangi bir nedenle ememiyor ise memedeki siit sagilarak
bosaltilmalidir.

Bebegin Emzirmedeki Roli

Bebegin emzirmedeki kontrolii;

e Prolaktin iretimi,

e Oksitosin refleksi ve

e Meme i¢inde inhibitér salinimi tizerinedir.
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Annenin bebegine siit liretebilmesi igin, bebegin dogru sekilde ve siklikla emzirmesi gerekir.
Bebek sadece meme basini emerek siit getiremez.

Oksitosin refleksini artirmak icin annenin yapabilecekleri;

Bebegi hakkinda olumlu diistinmesi, mutlulugu, kendi siitiiniin en iyisi olduguna inanmasi.
Beslenme igin hazir, gevsemis ve rahat olmasi.

Az miktarda siit ile nazikge meme basini uyarmasi.

Bebegini yaninda tutmasi ve gorebilmesi, koklamasi, dokunmasi ve bebegini yanitlamasi
Eger gerekirse, bir yakinindan ya da saglik ¢alisanindan sirt masaji i¢in yardim almasi

Gegici olarak oksitosin refleksini azaltan durumlar:

e Annenin siddetli agr1 hissetmesi (Meme basi catlagi), (Sezaryen ya da epizyotomi dikisleri
vb.)

e Annede stres yaratacak durumlar (Uziintii, kusku, endise, sikint1, kaygi vb.)

¢ Nikotin ve alkol vb. maddelerin kullanimi.

Anneye, st Gretimini artirmak icin neler 6gretilebilir?

Dogumdan hemen sonra ten tene temasin saglanmasi Ve 6nemi,

Bebegin memeye dogru yerlesmesini, etkin emmesinin nasil saglanacagi,
Emzik ya da biberon kullanimimnin bebekte meme saskinligi yapabilecegi,
Bebegin her istediginde, istedigi kadar stire emmesinin 6nemi,

Geceleri de emzirmenin prolaktinin salinimini artirarak siit tiretimini arttirdig.

Normal olarak diizenli bir sekilde emziren anne giinliik olarak 400 ve 1000 cc ile bebegini
besler. ilk olarak annenin beslenme diizeni olarak bircok cesitli etken anne siitiinii ve miktari
tizerinde etkili olmaktadir.

Bu faktorlerden bazilari:

Stres, Yorgunluk ve halsizlik,

Annenin hastalanmasi, grip olmasi gibi sorunlar,

Seyrek emzirme,

Dogum kontrol haplari,

Annenin dogum yapmadan once sigara aliskanligi olmas,
Spor ve egzersiz yapma siit oranini etkilemez!

Zihinsel ve bedensel gelisimin en ¢ok sekillendigi ilk ayda anne siitiiniin 6nemi oldukg¢a
biyiiktiir. Annenin saglikli olmasi, bebegin saglikli olmasi anlamina gelmektedir. Annenin
saglikli olmasi1 demek, bebegin ihtiyaglarini yeterli siit ile karsilarken, kendini de vitamin ve
minerallerden eksik birakmamasi anlamina gelir. Anne siitiiniin en 6nemli 6zelligi bebek
tarafindan sindirilebilir olmasidir. Bunun yaninda bebegin hastaliklardan korunmasina ve
enfeksiyon kapmamasina yardimci olur.

Anne siitii, bebegin dogumundan itibaren ilk 6 ay boyunca tek besin olarak verilmelidir. Bunun
sebebi, bebegin gelisimi, hastaliklardan korunmasi ve zihinsel gelisimini tamamlayabilmesi
icin en ideal besin olmasidir. 11k ay ay bebege su dahi verilmemelidir.

St Arttirici Faktorler:

Anne, dogum yaptiktan sonra hormonal olarak cesitli degisimlere girer. Bu degisimler
sayesinde siit tiretmeye baslar. Herhangi tibbi yardim olmadan, tamamen viicudun kendi
biyolojik aktiviteleri ile meydana gelen siit iretimi, bebek igin yeterli olmalidir. Fakat gesitli
durumlarda anne siitii yeterli gelmeyebilir ve bebek beslenemez. Ya da bebek beslenmeyi
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reddeder. Bu sebeple tam olarak bebegin gelismesi zorlasabilir. Siitiin yeterliligini saglamak
icin anne adayinin dikkat etmesi gereken durumlar mevcuttur.

Anne Sutlnun Besin Degerini Etkileyen Faktorler

Anneden salgilanan siitiin kalitesini ve miktarin1 etkileyen gesitli ¢cevresel ve bedensel faktor
bulunur.

Bu faktorler:

e Annenin beslenme diizeni,

e Annede olan hastaliklar,

e Annenin kullandigi ilaglar,

e Annenin psikolojik durumu,

e Maruz kalinan zararli maddeler,

e Meme basindaki sorunlar olabilmektedir.

Ilk olarak emziren anne, emzirme siirecinde kendisine ve beslenmesine oldukca dikkat
etmelidir. Neler yapip, neler yapmamasi gerektigi hakkinda bilingli olmalidir.

Sayet anne viicudunda dogumdan sonra su toplanmus ise, bu durumda siit az iiretilebilir.

Gebelik donemi problemli gegen anneler, daha az siit iiretebilmektedir. Bunun disinda nane gibi
cesitli bitkilerin siit azaltici etkisi oldugu bilinmektedir. Cok fazla nane tiiketimi sebebiyle siit
uretimi azalabilir.

Obesite gibi sorunlar da siitiin azalmasina yol agabilir. Bu sebeple gebe kalmadan once kilo
vermeye 6nem verilmelidir.

Annenin memesindeki yara ve gatlaklar emzirme eylemini olumsuz etkileyebilen bir durumdur.
Ancak sayet meme basinda enfeksiyonel bir durum mevcut degilse anne disini sikmali ve
emzirmeye devam etmelidir.

Annenin psikolojisi, stres, depresyon, siit miktarinda etkili faktorler arasindadir. Bu siirecte
ozellikle cevresel faktorler, korku, endise gibi olumsuz duygulara kapilmamaya dikkat edilmesi
gerekir.

Olumsuz emzirme yontemleri:

Memenin tam bosaltilmamasi, Seyrek emzirme gibi faktorler siit iiretimini azaltir. Bu sebeple
bebek sik sik emzirilmeli ve memeler tam olarak bosaltilmalidir.

Sigara ve alkol:

Sigara ve alkol gebelik doneminde de emzirme déneminde de anneyi ve siitiinii oldukga kotii
etkiler. Bundan dolayr anne adayi alkolden ve sigaradan uzak durmaya devam etmeli.
Dumanina dahi maruz kalmamalidir.

Annenin unutmamasi gereken, annenin viicuduna giren her tiirlii besin ya da zararli maddeler,
stit ile beraber bebege de aktarilacaktir. Siitiin kesilmemesi ya da iiretiminin olumsuz
etkilenmemesi adina anne, oldukga 6zenli olmalidir. Kafein ve asitli igeceklerden de uzak
durmak gerekir. Bunlarin i¢indeki kafein bebege gegebilir ve bebekte uykusuzluk yapabilir.
Bundan dolay1 emziren anneler igeceklerine de dikkat etmelidir.

Memede siit olmasa dahi bebek ve anne muhakkak dogum oldukga sonra bir emzirme diizenine
sahip olmalidir. Bebek emmeye alismalidir ve bu refleks sayesinde de anne siit iiretimine
baslayacaktir.
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Cesitli durumlarda anneler bebeklerine anne siitiinii biberonla temin ederler. Ancak bu durum,
anne siitiiniin azalmasina sebep olmaktadir. Siitiin salgilanmasinin artmasi ig¢in emzirmek
gerekir.

Bunlarin disinda anne siitiinii artirmak adina toplum arasinda yaygin olarak kabul géren; bol su
icme, sekerli besinler tiiketme gibi diisiincelerin gegerliligi bulunmaz. Bunlar, anne siitiinii
arttirmaz. Anne, saglikli ve yeterli beslenmeli, gerekli vitamin ve mineralleri almalidur.

Biitiin bu nedenlerin disinda anne, beslenmesine her zamankinden daha ¢ok 6zen géstermelidir.
Bunun yaninda viicudunu ding tutacak; yoga, pilates ve yiizme gibi sporlar yapmalidir. Anne,
emzirme déneminde fiziksel ve psikolojik olarak kendine ¢ok dikkat etmelidir.
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1) Maternal Health Effects of Breastfeeding
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Maternal Health Effects of Breastfeeding
Most studies of human lactation have focused on the quality and quantity of milk produced or on the effects of human milk
on infants. Far fewer studies have targeted the effects of lactation on short- or long-term maternal health, and the
subcommittee found no studies that evaluated the effects of maternal nutrition on long-term outcomes related to lactation.
Reasons for this imbalance are unclear. The perception that the infant's level of risk during breastfeeding may be much higher
than that of the mother is a potential factor responsible for a lack of interest in maternal outcomes. From a nutritional
standpoint, however, the stress on the mother is substantial relative to the nutritional needs imposed by pregnancy (a
condition that has attracted much more attention). The breastfed infant doubles its weight in the first 4 to 6 months after
birth and has additional energy demands beyond the gains in energy stores associated with growth. The metabolic
adjustments that redirect nutrient use from maternal needs to milk synthesis and secretion involve nearly every maternal
organ system.
The decline in breastfeeding from the mid-1940s to the early 1970s (see Chapter 3) also may have been partially responsible
for the lack of interest in long-term maternal health outcomes. Socioeconomic and demographic differences between groups
that choose to breastfeed and those that choose to feed their infants formula and historical changes in the characteristics of
populations who have chosen to breastfeed or formula feed may have discouraged population-based studies of the
relationship between long-term maternal outcomes and lactation history.
This chapter focuses on limited examples of maternal health consequences of lactation. Because the focus of this report is
on healthy women, the discussion omits the influence of lactation on underlying chronic disease states, such as diabetes
mellitus, cardiovascular disease, and cystic fibrosis. The discussion is subdivided into two sections: short-term effects (return
of ovulation and maternal sexuality) and long-term effects (obesity, osteoporosis, and breast cancer). The effects of
breastfeeding on maternal nutritional status are considered in Chapter 9.
SHORT-TERM HEALTH EFFECTS

Return of Ovulation
Lactation has long been known to increase the length of time between the delivery of a baby and return of regular ovulation.
Despite considerable research on this subject, the mechanisms by which lactation exerts this effect on ovarian activity remain
incompletely understood (see review by McNeilly et al. [1985]). There is general agreement that suckling suppresses the
pulsatile release of gonadotropin-releasing hormone from the hypothalamus and also stimulates the release of prolactin.
Gonadotropin-releasing hormone is necessary for the pulsatile release of luteinizing hormone from the pituitary. Luteinizing
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hormone, in turn, is essential for maturation of the ovarian follicle and, thus, for ovulation. Any direct role prolactin might
have in modifying ovarian function remains unresolved.
The characteristics of suckling by the infant appear to be the principal factors that affect the duration of postpartum
anovulation (the period of functional importance) or amenorrhea (the length of time that is usually measured) in well-
nourished lactating women (McNeilly et al., 1985). Frequency, intensity, and timing of suckling sessions all appear to influence
the endocrinologic responses that modulate ovulatory status. These nursing characteristics change as lactation progresses,
especially at the time solid foods are added to the infant's diet (Howie et al., 1981).
Maternal nutritional status during lactation may also be an important factor in regulating the duration of postpartum
amenorrhea. Observational data show a clear association between poor maternal nutritional status and prolonged
postpartum amenorrhea accompanied by persistently elevated prolactin values (see, for example, Hennart et al. [1985]).
However, interpretation of this association is not straightforward because there also are differences in suckling characteristics
between the infants of well and poorly nourished women.
Several mechanisms have been proposed for the effect of maternal nutritional status on the duration of postpartum
amenorrhea. Frisch (1978) hypothesized that a critical proportion of body fat is necessary for the return of normal ovarian
function after delivery. Another idea is that the hormonal status that is characteristic of women with chronically inadequate
food intake prolongs postpartum amenorrhea (Lunn et al., 1984). Finally, the duration of postpartum amenorrhea might also
be a function of (1) characteristics of the milk related to maternal nutritional status (such as volume, composition, and the
rate of milk flow) that would lead to changes in the infant's breastfeeding behavior (such as the strength or duration of
suckling) or (2) characteristics of the mother's interaction with her infant (number, timing, and duration of breastfeeding
sessions) that may vary with her nutritional status (such as would be expected with seasonal agricultural labor and food
shortages).
Interventions designed to improve nutritional status among poorly nourished women have consistently produced reductions
in the length of postpartum amenorrhea (Bongaarts and Delgado, 1979; Chavez and Martinez, 1973; Lunn et al., 1981). These
observations are in accord with the hypothesis proposed by Frisch (1978). However, from this hypothesis one would expect
there to be an association between the attainment of a particular body composition and ovulation; this has not been
supported by published data (Huffman et al., 1978) and remains controversial (Quandt, 1984).
Plasma concentrations of prolactin, cortisol, insulin, and triiodothyronine decreased in subjects in The Gambia in response to
food supplementation during lactation (Prentice et al., 1983b). The authors' interpretation of these results was that
supplementation had altered the subjects' state of metabolic adaptation to chronic malnutrition. These women also
experienced the most dramatic decrease in the length of postpartum amenorrhea (from 66 to 42 weeks) that has been
reported.
However, it is not clear if the consistent decrease in the duration of postpartum amenorrhea results directly from improved
maternal nutritional status or from factors that vary with maternal nutritional status, such as the infant's breastfeeding
behavior (which may be changed by alterations in milk composition or in the characteristics of the breastfeeding sessions).
For example, in the Gambian study, a reduction in the number of daytime breastfeeding sessions (Prentice et al., 1983a)
accompanied maternal supplementation, and there was anecdotal evidence of an increase in the women's work activities
(Coward et al., 1984). Either of these changes could, in turn, influence maternal endocrinologic status and thereby the
duration of postpartum amenorrhea.
Finally, another mechanism by which maternal nutritional status could influence the duration of postpartum amenorrhea is
possible but has never been evaluated. In this possibility, enhanced maternal nutritional status would result in improved
infant growth that, in turn, would increase the infant's suckling vigor and demand for milk. These differences could result in
a lengthening of the duration of postpartum amenorrhea. Testing of this hypothesis requires a demonstrated change in milk
volume, composition, or both in response to food supplementation and an appropriate assessment of the amenorrhea
outcome.
It is of considerable importance to public health to understand the mechanism by which maternal nutritional status modifies
the duration of postpartum anovulation. Worldwide, breastfeeding provides important contraceptive benefits. Its potential
usefulness for child spacing on an individual basis has been affirmed (Kennedy et al., 1989) and supported by a clinical trial
(M. Labbok, Georgetown University Medical Center, personal communication, 1990; see guidelines used in Labbok et al.
[1990]). Thus, it would be wise to examine the time it takes to return to menses and ovulation in experimental studies
designed to improve maternal nutritional status during lactation.

Sexuality
Few of the studies examining sexuality in the postpartum period have separated the effects of breastfeeding on sexuality
from the changes in sexual receptivity and function that women normally undergo at this time (see the review by Reamy and
White [1987]). Because the hormonal changes that accompany lactation are likely modulators of mood and sexuality and
because these changes are likely to vary with the intensity of breastfeeding (see Chapter 5), it is reasonable to expect that
lactation will affect sexuality but that the effects may vary among lactating women.
In a laboratory study of six women during and after pregnancy, Masters and Johnson (1966) found that such sexual responses
to stimulation as genital vasoconstriction and vaginal lubrication were sluggish in the first 3 months post partum and that
orgasmic contractions were shorter and weaker. They attributed this to the reduced ovarian function that is normal during
this period, and noted that these effects were more frequent among nursing mothers. They also found that the enlarged
lactating breast did not consistently increase further in size during sexual arousal. Despite this, 24 nursing mothers queried
(as part of a group of 24 nursing and 77 nonnursing women) in the third month after delivery rated their level of sexual
interest higher than nonnursing mothers did. In addition to reporting sexual arousal induced by their infants' suckling on
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some occasions, they expressed interest in returning as soon as possible to sexual relations with their husbands. Masters and
Johnson (1966) provide no data on breastfeeding frequency and describe duration only as having successfully nursed for at
least 2 months.
These findings are contradicted by those of Alder and Bancroft (1988), who followed women longitudinally from early
pregnancy through 6 months post partum. Women who breastfed reported later resumption of sexual intercourse despite
antenatal measures of sexual arousal and motivation similar to those of bottle feeders. Within this group of breastfeeding
women, the longer women breastfed, the longer they delayed resumption of intercourse. Alder and Bancroft (1988)
associated this delay with the more frequent reports of painful intercourse among breastfeeding women, compared with
those who bottle fed their infants. The pain has been attributed to poor vaginal lubrication resulting from low estrogen levels,
a loss of sexual interest related to low androgen levels, and maternal stress and fatigue associated with the demands of
lactation and child care (Alder et al., 1986; Masters and Johnson, 1966).
Similar findings of reduced sexual response were reported by Kayner and Zagar (1983) among a self-selected group of
lactating women whose nursing practices were judged to be intensive, based on reports of unrestricted nursing, frequent
sleeping with the infant, and delayed introduction of formula or other food supplements for an average of 6.3 + 1.99 (standard
deviation) months. The period of amenorrhea was found to correlate strongly with the duration of reduced sexual desire.
Positive attitudes toward breastfeeding have been associated with the woman's comfort with her own sexuality (Newton,
1973), whereas negative feelings have been related to a dislike of nudity and sexual feelings (Newton and Newton, 1967).
Thus, the positive association of breastfeeding and sexuality found by Masters and Johnson (1966) may be due in part to the
highly self-selected nature of the breastfeeding sample used in their research. In addition, some women may meet their
sensual and affectional needs by substituting breastfeeding and caretaking of infants for sexual activity (Kayner and Zagar,
1983; Lawrence, 1989; Waletsky, 1979).
The relationship of breastfeeding to female sexuality is therefore complex. The most informative studies thus far have
included the collection of antenatal data, a longitudinal approach, and controls for socioeconomic factors. Further research
should include those elements as well as controls for nursing intensity and evaluations of both endocrinologic responses and
nonhormonal factors as determinants of sexuality.
LONG-TERM HEALTH EFFECTS

Obesity
No comprehensive studies have been conducted in humans to examine the long-term maternal consequences of lactation on
the prevalence and severity of, or predisposition toward, obesity. Some studies have been conducted in animals to examine
the effects of pregnancy not followed by lactation on maternal body composition. In humans, studies have focused on energy
expenditure, adjustments in the metabolism of adipose tissue, and changes in body weight during lactation and on maternal
body mass at various times after lactation has ceased. Changes in the pattern of maternal energy expenditure during lactation
are reviewed in Chapter 5.

Changes in Adipose Tissue
Studies in rats (Bogart et al., 1940; Jen et al., 1988; Moore and Brasel, 1984) indicate that pregnancy without subsequent
lactation results in increased adipose tissue stores and increased fat cell numbers. Conversely, lactation between pregnancies
in rats reduces both of these indices of maternal obesity. Major differences between rats and humans in the relative energy
costs of lactation, however, limit the inferences that can be made from studies in rats about the long-term health
consequences in humans.
Studies of adipose tissue in lactating women (Lafontan et al., 1979; Rebuffe-Scrive et al., 1985) indicate that there are site-
specific changes in the metabolism of energy stores during lactation. Basal rates of fat breakdown (lipolysis) are similar in
femoral and abdominal adipose tissues in nonpregnant women, but are significantly higher in the femoral depot of lactating
women. The lipolytic effect of noradrenaline administration is similar in both tissue sites during lactation but is much less in
the femoral region of nonpregnant women and of women during early pregnancy.
In femoral adipose tissue, lipoprotein lipase activity decreases in lactating women; in abdominal adipose tissue, it remains
about the same. Levels of adenosine, a locally acting insulin-like effector, have been reported to be lower in femoral than in
abdominal adipocytes in lactating women; the lower levels may promote greater lipid mobilization from the femoral site
(Stoneham et al., 1988). In nonpregnant and pregnant women, lipid assimilation appears to be favored in femoral sites over
abdominal depots, and during lactation, lipid mobilization is favored in femoral adipose tissue.

Changes in Anthropometric Characteristics
Several investigators have followed anthropometric characteristics of well-nourished women (Brewer et al., 1989; Butte et
al., 1984; Manning-Dalton and Allen, 1983; Morse et al., 1975; Naismith and Richie, 1975) and marginally nourished women
(Adair et al., 1984; Brown et al., 1986; Harrison et al., 1975) during lactation (see also Chapter 4). In a few of those studies,
fat stores were estimated. In general, anthropometric changes during lactation were minor. The range of mean daily energy
deficits is reported to be 110 to 343 kcal/day in presumably well-nourished women living at home and followed longitudinally
during lactation for 4 to 6 months (Brewer et al., 1989; Butte et al., 1984). These deficits could be expected to result in loss
of approximately 2.6 to 7.9 kg ("6 to 17 Ib) of fat over 6 months.
The wide range of reported values for postpartum weight change among lactating women may be attributable to differences
in baseline weight measurements. In some studies (e.g., Butte et al., 1984), baseline weights were obtained at approximately
35 days post partum, whereas others (e.g., Brewer et al., 1989) used maternal body weight on the first postpartum day as
the basis for subsequent comparisons. The marked changes in fluid compartments in the early postpartum period most likely
result in an overestimation of the net energy deficit when based on early postpartum weights. If the average energy deficit
during lactation is closer to 110 than to 343 kcal/day (see above), it is unlikely that adipose tissue stores accumulated during
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pregnancy will be mobilized fully after 4 to 6 months of lactation, especially with the higher weight gains now recommended
during pregnancy (I0M, 1990).
Longitudinal data tend to support the view that the rate of maternal weight loss is higher during the first 4 to 6 months of
continued lactation than it is with longer durations of breastfeeding (see Chapter 4). It is more difficult, however, to evaluate
longer-term changes in body mass following lactation. Data on 49 women reported by Rookus and coworkers (1987) through
9 months post partum suggest that women who breastfeed for more than 2 months may gain more weight than women
whose lactation is purposely suppressed by bromocriptin administration and others who breastfeed for less than 2 months.
The analyses were adjusted for age, socioeconomic status, parity, maternal employment status, and smoking; however, only
18 women who breastfed for more than 2 months were studied, and no information was given regarding the extent to which
all groups ate until satisfied or the extent to which specific strategies were used by the different groups to achieve weight
changes. Data from the late 1940s indicate that weight changes may be similar 24 months post partum among women
regardless of the duration of lactation (McKeown and Record, 1957).
Newcomb (1982) estimated the modifying effect of lactation on weight gain associated with increasing parity and found that
the positive impact of parity on maternal body weight was 30% greater when parity was associated with subsequent lactation.
However, the design of this study was limited: the method of feeding during the index pregnancy was used as a marker for
the mode of feeding in previous pregnancies, and the duration and degree of breastfeeding were not defined.

Breastfeeding and the Onset of Obesity
The subcommittee found only two studies addressing the relationship between breastfeeding and the diagnosis of obesity
whose onset was associated with pregnancy (Richardson, 1952; Sheldon, 1949). Sheldon (1949) found that approximately
65% of both obese and control women reported positive breastfeeding histories. Richardson (1952) retrospectively studied
40 women who became obese either during or soon after pregnancy and 30 women who became obese several years after
their last pregnancy. He found that a significantly greater proportion of women whose obesity onset was related to pregnancy
breastfed their infants than did the comparison group (87 and 55%, respectively). Among those in the pregnancy-related
obesity group who breastfed, 19% became obese during pregnancy and the remainder became obese following delivery.
These observations are limited by the lack of key information, such as maternal socioeconomic characteristics and the
duration and degree of lactation.
There is little doubt that major physiologic adjustments influence energy stores during lactation. Animal data support the
view that excess fat is more likely to accumulate in women who do not breastfeed after pregnancy and who have adequate
food intakes. The consequences of lactation on long-term maternal energy balance, however, are less clear in humans than
in animals and require detailed investigation.

Osteoporosis
The calcium content in humans is approximately 23 g/kg of fat-free body mass (Avioli, 1980). In a 55-kg (121-Ib) woman with
approximately 25% body fat, the calcium content is approximately 900 to 1,000 g. A lactating woman with a milk output of
750 ml/day for 6 months loses approximately 50 g of calcium in milk, or about 5% of total body calcium. If one assumes that
there are no changes in the efficiency of calcium absorption during lactation, approximately 660 mg of dietary calcium is
needed, on average, to replace the 262 mg lost through milk per day. However, there is evidence from animal studies that
calcium absorption rates may increase during lactation (Halloran and Deluca, 1980). One should also consider that
approximately 30 g of calcium is transferred to the fetus during gestation. Therefore, the rebuilding of maternal calcium
stores, especially over successive pregnancies and lactations, is of potential concern in populations at risk of osteoporosis.

Bone Metabolism
Bone metabolism during and after lactation is understood incompletely. Several mechanisms may act during pregnancy and
lactation to ameliorate the impact of lactational demands for calcium. Serum osteocalcin levels are higher in lactating women
early in the postpartum period compared with those of pregnant and of nonpregnant, nonlactating control women
(osteocalcin is a hormone released at rates proportional to the formation of new bone). However, serum calcium and serum
immunoreactive parathyroid hormone (iPTH) levels are unchanged, and no correlations have been reported between calcium
and iPTH serum concentrations and osteocalcin serum concentrations (Cole et al., 1987). The higher osteocalcin levels
nonetheless suggest that lactating women have higher bone turnover than those of the other groups studied. Data from a
rat model suggest that osteoclast and osteocyte responses during pregnancy result in significantly greater bone mechanical
strength (Currey, 1973). These responses and the decreased lacunar volume observed during lactation suggest that
osteocytes are mobilized to deposit bone during pregnancy and serve as an effective buffer during lactation (Mercer and
Crenshaw, 1985).

Bone Mineralization
Few studies have been conducted to measure bone mineralization at distinct periods of the reproductive cycle of women
who have breastfed. In general, published studies suggest that bone mineralization decreases acutely in lactating women but
that remineralization occurs in the postlactation period. Chan et al. (1982, 1987), Hayslip et al. (1989), Wardlaw and Pike
(1986), and Tylavsky et al. (1989) reported acute bone loss among lactating women. Those studies have used single-or dual-
photon absorptiometry to measure bone mineralization.
Studies in which bone mineralization has been examined at intervals following the cessation of lactation have shown either
no effects or positive effects of lactation on bone mineralization. No effect was found when bone mineral content was
measured by single- or dual-beam absorptiometry in women aged 25 to 37 (Koetting and Wardlaw, 1988) and in older women
(mean age, 49 years) (Johnell and Nilsson, 1984). A preliminary report of a longitudinal study of women followed from before
conception to 4 months after the cessation of lactation found a loss of bone mineralization with pregnancy and lactation and
a recovery of losses in the postlactation period (Tylavsky et al., 1989).
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In other studies, no effect was attributable to lactation when assessments were made by radiography in women aged 30 to
44 subdivided into two groups that had breastfed for relatively long periods (presumably more than 6 months): those who
had one or two children, and those who had seven or more children (Walker et al., 1972). Similarly, no effect was found in
investigations by Alderman and coworkers (1986) of the relation between reproductive history and the occurrence of hip and
forearm fractures in postmenopausal women (over age 50).
In contrast to those studies, Aloia and colleagues (1983) reported that 80 white, postmenopausal women (mean age, 52
years) who had breastfed had a higher bone mass than those who had not breastfed. Bone mass was measured by total body
neutron activation analysis and photon absorptiometry of the distal radius. Breastfeeding and pregnancy were associated
with higher bone mass. In a subsequent comparison of 58 women with postmenopausal osteoporosis and 58 age-matched
normal women, osteoporotic women were found to have undergone an earlier menopause (age 46 years versus 49 years,
respectively), smoked cigarettes more (59 versus 30%, respectively), and breastfed less (16 versus 35%, respectively), than
controls (Aloia et al., 1985).
Hreshchyshyn et al. (1988) examined the relationship between parity, breastfeeding, and bone densities of the lumbar spine
and femoral neck. Measurements were obtained by dual-photon absorptiometry in 588 ambulatory white women aged 21
to 95. No statistically significant differences in lumbar spine bone mineral density were detected between women who had
breastfed compared with those who had not; however, parous women who breastfed longer than 2 weeks had higher bone
mineral density than those who had not. Breastfeeding was reported to increase lumbar spine density by 1.5% per breastfed
child. Femoral neck density was not related to lactation history.
These data suggest that acute bone loss is likely to occur during lactation; however, the magnitude of the losses is difficult to
estimate from the few published data. Assessments in older women suggest either than calcium repletion occurred more
effectively among women who had lactated or that other behavioral characteristics among that group promoted enhanced
bone mass over the long-term. The data are not conclusive. Future studies should focus greater attention on the definition
of breastfeeding, the estimation of calcium intakes, and an improved definition of the interval between measurements of
interest and timing of breastfeeding.

Breast Cancer
The association of lactation history with a variety of cancer risks has been examined sporadically (Kvale and Heuch, 1987).
Breast cancer has received the most attention, but the biologic plausibility of a relationship between a positive lactation
history and reduced risk of breast cancer has not been well described (deWaard and Trichopoulos, 1988; Henderson et al.,
1985; Kelsey and Berkowitz, 1988; Korenmon, 1980; Yuan et al., 1988). In general, the link to breast cancer is believed to be
the modifying effect of lactation on the potential exposure of the breast to estrogen and other steroids during the
reproductive period.
Factors usually related to breast cancer have been age, country of birth, socioeconomic class, place of residence, race, age at
first full-term pregnancy, oophorectomy, body build, age at menarche, age at menopause, family history of premenopausal
bilateral breast cancer, history of cancer in one breast, fibrocystic disease, primary cancer in an ovary or in the endometrium,
radiation to the chest, or first-degree relatives with breast cancer (Kelsey and Berkowitz, 1988). Lactation history was not
listed. MacMahon et al. (1970) reported that although nulliparous women had a greater risk of breast cancer than parous
women did, neither parity nor lactation had an effect on risk after controlling for the age at the first full-term pregnancy.
Byers and colleagues (1985) summarized the findings of 17 epidemiologic studies of the relationship between lactation and
breast cancer risk reported between 1966 and 1983. Relative risks associated with "ever" having breastfed were calculated
for women of all ages in 15 of the studies; in 10 of those studies, the relative risk was less than 1.00, denoting a protective
effect. Relative risk associated with "ever" having breastfed among women younger than age 50 was less than 1.00 in 11 of
the 13 studies in which this estimate was made. Among women over age 50, the relative risk was less than 1.00 in only 5 of
the 12 studies that estimated risk for that population.
Byers et al. (1985) also reported the results of a case-control study of 453 white women with breast cancer and 1,365 white
women without breast cancer selected randomly from the same geographical area. A negative association between lactation
and breast cancer risk (which implies a protective effect of lactation) was reported among premenopausal women and was
not accounted for by other associated variables, namely, age, parity, age at menarche, age at first pregnancy, years of
education, or stopping lactation because of insufficient milk.
Several other investigators (Layde et al., 1989; McTiernan and Thomas, 1986; Tao et al., 1988; Yuan et al., 1988) also reported
a protective effect of breastfeeding against cancer. In some studies, protection was found in both premenopausal and
postmenopausal women. In all, the protection appeared to increase with increasing duration of lactation. The degree of
protection afforded by various durations of breastfeeding, however, was highly variable among studies, even though analyses
were adjusted for parity, age at first full-term pregnancy, age at interview, and other potentially confounding or modifying
variables. The wide range of protection (odds ratios varied from 0.4 to 0.8) is probably due to nonreproductive risk factors
related to breast cancer.
Other reports present less consistent findings or conclude that breastfeeding is not protective. Kvale and Heuch (1987)
evaluated relationships between previous lactation experience and risk of breast cancer in 50,274 parous Norwegian women
(approximate age range, 20 to 69 years) studied prospectively between 1961 and 1980. A nonlinear relationship was reported
between duration of lactation per birth and risk of breast cancer: that is, for the first, second, and third births the highest risk
was observed for those with an intermediate duration of breastfeeding (4 to 10 months), and the lowest risk was observed
for those with short (less than 4 months) or long (greater than 12 months) durations. The total duration of breastfeeding for
all children showed significant inverse associations with breast cancer, but no consistent relationship was detected when
results were adjusted for parity.
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London and colleagues (1990) examined the relationship between breast cancer and lactation in a cohort of 89,413 parous
women (age range, 30 to 55 years) who were free from cancer in 1976 and provided retrospective information on the total
duration of lactation through 1986. No relationship between the risk of breast cancer and the duration of lactation (&le;23
months) was observed in this study after adjustments for age and parity.

The reasons for the discrepancies among studies are not clear. Disagreement among studies may be due to different methods
and designs (e.g., variations among methods used to ascertain lactation duration, selection and characterization of controls,
and retrospective compared with prospective approaches), diverse lactation practices among distinct cohorts, differences in
diets or other nonreproductive factors among various populations, or any combination of these.

A better understanding of breastfeeding's effects could be expected from increased knowledge of mammary gland functions
that modulate the risk of breast cancer and from more detailed consideration of nursing histories, duration of breastfeeding
for each child, extent of breastfeeding, intervals between pregnancies, maternal diet and body composition, and other factors
appropriate to individual environments (Byers et al., 1985).

CONCLUSIONS

e  Lactation normally delays the return to regular ovulation. The effect of maternal nutritional status on this delay is not
understood. Although lactation provides important contraceptive benefits on a worldwide basis, it is not a dependable
method of contraception for individuals.

e  Lactation appears to have a negative impact on sexuality; however, the relationship between both functions is complex
and requires further study to understand the factors that modulate this relationship.

e  There are insufficient data to determine whether lactation influences maternal risk of adult-onset obesity.
e  There are insufficient data to determine whether lactation influences maternal risk of osteoporosis.

e  Most recent epidemiologic evaluations suggest that breastfeeding may be protective against breast cancer, but there is
conflicting evidence.

Comment/Yorum

Eng

There are some conflicting reports on the breast-feeding, thus, this contrary evidences are not

reduced the importance of the breast-feeding.

TR

Anne sagliginin emzirmeye etkisi: 1940 ortalarindan 1970 yillarinda emzirme orani belirgin

diismis ve mama ile beslenme 6ne ¢ikmistir.

Kis siireli etkiler: a) ovilasyon tekrar donis, b) cinsellik,

Uzun siireli etkiler: a) obesite, 1) adipoz dokuda degisim, 2) antropometrik karakterlerde

degisim, 3) emzirme ve obesitenin baglamasi, b) osteoporoz, 1) kemik metabolizmasi, 2) kemik

mineralizasyonu, c) kanser, 1) meme kanseri, 2) ovarian kanser.

SONUC:

e Llaktasyon ovulasyonu normalde geciktirir. Annenin beslenme durumu ile ilintisi
anlasilamamistir, ancak glivenli olmadigl icin, gebelik o6nleyici yaklasimlari yapmak
gereklidir.

e Laktasyonun cinsellik konusunda olumsuz etkisi goézlenmektedir. Bu konuda daha genis
calisma gereklidir ki iliskide degisim olmasi bir faktor olabilir.

e Eriskin obesite ile maternal risk konusu Ulzerinde yetersiz veri bulunmaktadir.

e Osteoporoz ile de maternal riskin artisi hususunda net veri olmadigi gérilmektedir.

e Meme kanserinden onledigi lizerinde epidemiyolojik kanilar olsa da celiskili raporlar
bulunmaktadir.

Sunum/Slide: Anne SUtU Yapimi

Emzir-me/Anne Siitii Kursu
19 Mart 2017, 1000 Giin
Ankara

Anne Siitii yapim iizerine etkili faktorler nelerdir?

Emzirme ve Mortalite
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Anne sitl ile beslenmeyen ¢ocuklarda 6lim oranlari beslenenlere gore 4-6 kat daha fazladir
Emziren kadin oranlari yliksek olsaydi yilda 1,5 milyon bebegin yasami kurtulacakti.

Dogada bulunan tim memeli canlilar yavrularini kendi sitleri ile beslerler

insan yavrusunun da annesinin siiti ile beslenme hakkina saygi duyulmal

Bu fizyolojik olay tesvik edilmelidir

En 6nemli iki faktor

1) Bebegin stk emmesi ve
2) Memelerin bosaltilmasidir.

Anne siitii miktarim azaltanlar; Olumsuz Faktorler

Yorgunluk ve stres,
Ruhsal sikintilar ve
En 6nemlisi emzirmeye isteksizlik

Genel Uyarilar

Meme biylkligl sit yapiminda énemli degildir.

Meme baslarinin diiz veya ice ¢okiik olmasi bebek dogru teknikle emzirilirse sorun olmaz
Annenin yeterli sivi almasi ve dengeli beslenmesi yeterlidir.

Asiri kalorili, sekerli yiyecek ve iceceklerin siit yapimina katkisi yoktur.

Sivi aliminin asirisi da sakincal olabilir. Sebze ve meyveler, yesil salatalar bolca tiketilmelidir
Anne yeterli siit ve sit Grlinleri ile protein ve demir iceren gidalari dengeli bir sekilde almahdir
Gebelikte oldugu gibi, kalsiyum ve demir destegi stirdiiriilmelidir.

Yaklasimlarda Dikkat Edilecekler

Annelerinin neredeyse tamaminda yavrularini emzirme istegi ve hevesi mevcuttur.

Bu ylUzden anneye “bebeginizi emzirin” demekle emzirme oraninin ylikselmeyecegi asikardir
Yapilmasi gereken sey anneye bebegini nasil emzirecegi konusunda teknik bilgiler vermek
Kendine glivenmesini saglamak olmalidir.

Bebeklerin anne suti disindaki gidalarla tanistigl en kritik donem yasamin ilk birkag glintidir.

Kritik Giinler

Anne hastanede oldugu icin bilinglendirilme calisanlarina dismektedir.

“Annenin sitiniin gelmemesi!!!” veya “Annenin ilag kullanmasi!!!” bahane edilmemeli
Anne-bebek cifti yakindan izlenmeli,

Emzirme tesvik edilmeli ve

Annenin giiven duygusunun kaybolmasina izin verilmemelidir.

Siitiin Yeterlilik Durumu

Eger bebek memeyi iyi emiyorsa, memeyi bosaltiyorsa
idrar ve gaita yapiyorsa siitiin yeterli oldugu aileye anlatiimalidir.

Sorunlarin Coziimii

Sadece emzirmeden sorumlu bir Ebe veya Hemsirenin bulunmasi bir¢ok sorunu ¢ézebilir.
Eger annenin ila¢ kullanmasi gerekiyorsa emzirmeye engel olmayacak ilaglar segilmeli
Alti ay st izni almasi saglanmalidir

Yaklasim

Bebek sabit zaman araliklarla degil, istedikce ve istedigi sire emzirilmelidir.

Yeterli miktarda emen bebek annenin memesini kendiliginden birakir.
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e Bebegin istedikce ve uygun bicimde emzirilmesi sit salgilanmasini saglayan en 6nemli faktordir
e Bu durum meme sorunlarini azaltmakta, sit yapiminin siirmesini ve
e Emzirme aliskanliklarinin daha kolay gelismesini saglamaktadir.

Emzirme siireci
e iki unsur gereklidir;
e S{itl Ureten ve salgilayan bir meme ve
e Etkiliemme ile stitii memeden bosaltan bir bebek.

Meme Tutmanin Onemi
e iki unsurun calisma basarisini belirler. Eger memeden siit alinmazsa, daha fazla siit retilmez

e S{itlin iceriginde sit Gretimini azaltan bir inhibitor madde (FIL) bulunmaktadir.

e Eger meme tiimiyle bosalmazsa, bu inhibitor madde st Giretimini azaltir.

o Uretilen siit miktari, tiiketilen miktarla orantilidir.

e  FIL birikimini engellemek igin; Bebegin memeyi tutusu, emmesi dogru olmalidir.

o Bebek sik emzirilmelidir. Bebegin her iki memede de istedigi kadar kalmasi saglanmalidir.

Bebek ilk memeyi bitirmeden ikinci meme verilmemelidir.
e Bebek herhangi bir nedenle ememiyor ise memedeki siit sagilarak bosaltilmalidir.

Bebegin Emzirmedeki Kontrolii:

e Kontroll Prolaktin tretimi,

e Oksitosin refleksi ve

e Meme icinde inhibitor salinimi izerinedir.

Bebek sadece meme basini emerek st getiremez.

Oksitosin etkinligini artirmak icin

e Bebegi hakkinda olumlu diisiinmesi, mutlulugu,

e Kendi sttlinlin en iyisi olduguna inanmasi.

e Beslenme icin hazir, gevsemis ve rahat olmasi.

e Az miktarda siit ile nazikce meme basini uyarmasi.

e Bebegini yaninda tutmasi ve gérebilmesi.

e Koklamasi, dokunmasi ve bebegini yanitlamasi

e Eger gerekirse, bir yakinindan ya da saglik ¢alisanindan sirt masaji igin yardim almasi

Gegici olarak oksitosin refleksini azaltan durumlar

e Annenin siddetli agri hissetmesi (Meme basi catlagi) (Sezaryen ya da epizyotomi dikisleri vb.)
e Annede stres yaratacak durumlar (Uziintd, kusku, endise, sikinti, kaygi vb.)

e Nikotin ve alkol vb. maddelerin kullanimi.

Anneye, siit iiretimini artirmak icin neler égretilebilir

e Dogumdan hemen sonra ten tene temasin saglanmasi ve 6nemi,

e Bebegin memeye dogru yerlesmesini,

e Etkin emmesinin nasil saglanacagi,

e Emzik ya da biberon kullaniminin bebekte meme saskinligi yapabilecegi,

e Bebegin her istediginde, istedigi kadar siire emmesinin 6nemi,

e Geceleri de emzirmenin prolaktinin salinimini artirarak sit Gretimini arttirdigi.

Siit Yapimina etkili olanlar
‘ e Normal olarak dizenli bir sekilde emziren anne giinliik olarak 400 ve 1000 mL siit salgilat
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e Anne sitlini ve miktari Gizerinde etkili olmaktadir.
e Stres, Yorgunluk ve halsizlik,
e Annenin hastalanmasi, grip olmasi gibi sorunlar,
e Seyrek emzirme,
e Dogum kontrol haplari,
e Annenin dogum yapmadan 6nce sigara aliskanhgi olmasi
® Spor ve egzersiz yapma siit oranini etkilemez
Uyarilar
e Annenin saglikh olmasi, bebegin saglkli olmasi anlamina gelmektedir.
e Annenin saglikh olmasi demek, bebegin ihtiyaclarini yeterli siit ile karsilarken,
o Kendini de vitamin ve minerallerden eksik birakmamasi anlamina gelir.
e Anne sitliniin en 6nemli 6zelligi bebek tarafindan sindirilebilir olmasidir.
e Ayrica bebegin hastaliklardan korunmasina ve enfeksiyon kapmamasina yardimci olur.
e Anne siti, bebegin dogumundan itibaren ilk 6 ay boyunca tek besin olarak verilmelidir.
e Sebebi, bebegin gelisimi, hastaliklardan korunmasi ve zihinsel gelisimini tamamlayabilmesi

Siitii Arttiric: Faktorler:

Anne, dogum yaptiktan sonra hormonal olarak gesitli degisimlere girer.
Bu degisimler sayesinde sit Gretmeye bagslar.
Tamamen viicudun kendi biyolojik aktiviteleri ile meydana gelen siit tretimi,

Anne Siitiiniin Besin Degerini Etkileyen Faktorler

Annenin beslenme diizeni, Annede olan hastaliklar, Annenin kullandigi ilaclar,

Annenin psikolojik durumu,

Maruz kalinan zararli maddeler, Meme basindaki sorunlar olabilmektedir.

Anne sagligina ve beslenmesine oldukga dikkat etmelidir.

Sayet anne viicudunda dogumdan sonra su toplanmis ise, bu durumda siit az uretilebilir.
Gebelik donemi problemli gecen anneler, daha az siit Gretebilmektedir.

Nane gibi gesitli bitkilerin stit azaltici etkisi oldugu bilinmektedir.

Obesite gibi sorunlar da sitin azalmasina yol acabilir.

Annenin memesindeki yara ve ¢atlaklar emzirme eylemini olumsuz etkiler

Annenin psikolojisi, stres, depresyon, siit miktarinda etkili faktorler arasindadir

Olumsuz emzirme yontemleri:

Memenin tam bosaltilmamasi, Seyrek emzirme

Sigara ve alkol:

Annenin viicuduna giren her tlrli besin ya da zararli maddeler, bebege de aktarilacaktir
Kafein ve asitli iceceklerden de uzak durmak gerekir, bebekte uykusuzluk yapabilir
Memede siit olmasa dahi bebek ve anne bir emzirme diizenine sahip olmalidir

Anneler anne siitlinli biberonla temin ederler. Siitlin artmasi icin emzirmek gerekir.

Bol su icme, sekerli besinler tiiketme gibi dislincelerin gegerliligi bulunmaz.

Viicudunu ding tutacak; yoga, pilates ve yizme gibi sporlar yapilabilir

Anne, emzirme doneminde fiziksel ve psikolojik olarak kendine ¢ok dikkat etmelidir.
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