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Abstract

Breastfeeding is considered the best infant feeding method, yet initiation and duration rates in the United States
are lower than recommended by medical and public health professionals. Positive attitudes toward breast-
feeding of the male partner are important in a mother’s success at initiating and maintaining breastfeeding. This
study measured the infant feeding attitudes of low-income women and their male partners using the Iowa Infant
Feeding Attitude Scale (IIFAS), investigated the reliability and validity of the measure in male partners, and
examined the associations of the partner’s attitudes with the mother’s attitudes and intention to breastfeed. A
convenience sample of 112 pregnant women and their male partners completed a survey including socio-
demographic items, the IIFAS, and their intended infant feeding method in the hospital and in the first few
weeks after the infant’s birth (breastfeeding, formula feeding, mixed, and don’t know). Mother’s and partner’s
IIFAS scores were highly correlated, and higher scores of both mothers and partners were significantly asso-
ciated with their intentions to breastfeed. With each increased point on mother’s and partner’s IIFAS scores, the
odds that the mother and her partner intended to breastfeed in the first few weeks increased 12% and 20%,
respectively. This is the first U.S. study to validate the IIFAS with male partners. Future research on breast-
feeding attitudes and attitude-changing interventions is needed to see if improving partners’ attitudes toward
breastfeeding will also improve mothers’ attitudes and if that increases initiation and duration of breastfeeding.

Introduction

Breastfeeding initiation rates in the United States
have been increasing in the past 40 years, from a low of

22% in 1972 to 76.9% in 2009.1,2 However, most states fall
short of national objectives for ever breastfed (82%) and 6-
month duration (61%) set by the U.S. Department of Health
and Human Services Healthy People 2020, particularly for
mothers of low socioeconomic and educational levels.1,3,4

A mother’s attitude toward breastfeeding is an important
predictor of breastfeeding initiation and duration, and deci-
sions about breastfeeding are often made early in pregnancy.3,5

The literature suggests that the male partner’s attitudes
and support are also important in a woman’s breastfeeding
practices, but the male partner is often excluded from the
mother–baby ‘‘breastfeeding dyad.’’3,6–8 Expanding the
‘‘dyad’’ to a ‘‘triad’’ recognizes the importance of the male
partner in supporting and strengthening breastfeeding ef-
forts.8–10 However, little research has been conducted to
measure the association between male partners’ attitudes and
intended infant feeding methods.

Measurement tools to quantify breastfeeding knowl-
edge and attitudes have been developed for and tested on
mothers.11,12 The exception is the Iowa Infant Feeding Atti-
tude Scale (IIFAS), developed to examine the relationships
among mothers’ attitudes, intentions, and breastfeeding out-
comes, which was tested with men in Scotland.13–20

The purpose of this research was (1) to examine infant
feeding attitudes among pregnant, low-income women and
their male partners and (2) to determine how partner attitudes
influence infant feeding intentions. The hypothesis was that
mother’s and partner’s attitudes, as measured by the IIFAS,
are correlated and that both are associated with intended
method of infant feeding. Findings could inform the use of the
IIFAS with U.S. men and inform the design of interventions to
increase breastfeeding.

Subjects and Methods

Participants

A convenience sample of mother and partner pairs
was recruited through a Special Supplemental Program for
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Women, Infants, and Children (WIC) clinic in Honolulu, HI.
Couples were included if they were 18 years of age or older,
were expecting a child, and could read and write in English.
The male partner did not have to be the baby’s father. Ex-
pectant women and their partners were approached and
asked to participate, with a goal of enrolling 100 pairs. Parti-
cipants were provided a verbal explanation of the study. Pairs
who agreed signed a consent form and were thanked with a
gift card to a local convenience store.

Of 104 couples approached, 100 women and partners
completed a survey in the clinic. The other four couples noted
lack of English fluency, discomfort with the study, or lack of
time. Another 57 women attending WIC appointments
without their partners requested to participate. These women
completed the survey and took a survey packet for their
partner to complete. Of these, 14 partners mailed completed
surveys, but only 12 also returned a signed consent form. This
yielded a total sample of 112 mother–partner pairs for ana-
lysis. This study was approved by the University of Hawai‘i
Committee on Human Studies and the Hawai‘i Department of
Health Institutional Review Board.

Measures

The survey included (1) demographic items, (2) the IIFAS,
and (3) an infant feeding plan asking about infant feeding
intentions. Sociodemographic items included age, education,
race/ethnicity, work status, and plans for work or school after
birth for both mother and partner, along with expected due
date for current pregnancy, number of previous children (if
any) and how they were fed, income, and male partner’s re-
lationship to the mother.

The IIFAS has 17 items; approximately half of the items are
favorable toward breastfeeding, and half are favorable to-
ward formula feeding (the full copy of the Scale is available
from de la Mora et al.15). Items are nongendered and so could
be asked of males or females without modification. Res-
pondents are asked to rate each item on a 5-point Likert scale
ranging from 1 (strongly disagree) to 5 (strongly agree). The
items that are favorable toward formula feeding are reverse-
scored, and the total score is computed by summing the 17
items. Total scores range from 17 to 85, with a higher score
indicating more favorable attitudes toward breastfeeding.

The scale has been shown to have good internal reliability
and validity in studies in the United States, Australia, Scot-
land, and Ireland.13–21 In Scotland, Scott et al.17 and Shaker
et al.18 administered the IIFAS to a sample of low-income
expectant women and their partners and found it to be valid
in predicting feeding choice. The IIFAS also was found to have
acceptable reliability and validity in its Croatian, Romanian,
and Chinese translations.22–24

Infant feeding intentions were measured using an infant
feeding questions developed by the authors based on other
studies describing the IIFAS and on the Centers for Disease
Control and Prevention’s Infant Feeding Practices Study II
Prenatal Survey.25 The four items were (1) plans for infant
feeding in the hospital (breastfeeding only, formula feeding
only, both breastfeeding and formula feeding, or don’t know),
(2) plans for infant feeding in the first few weeks after the birth
of the child (breastfeeding only, formula feeding only, both
breastfeeding and formula feeding, or don’t know), (3) if in-
fant feeding options had been discussed with the partner, and

(4) the timing of the mother’s infant feeding decision (before
conception, between conception and 13 weeks of pregnancy,
or after 13 weeks of pregnancy). For questions regarding in-
tent, the four mothers and 10 partners who responded ‘‘don’t
know’’ were combined with the mothers who intended to
both breastfeed and formula feed, resulting in three categories
for analysis: breastfeeding only, formula feeding only, and
both breastfeeding and formula feeding (including ‘‘don’t
knows’’). For purposes of logistic regression, the responses
were further collapsed into two groups-—breastfeeding only
versus formula feeding only, both, and don’t know.

Data analysis

Data analysis was conducted using SPSS 18.0 version soft-
ware (SPSS, Inc., Chicago, IL). Descriptive statistics were cal-
culated to describe the sample population and total attitude
scores. Cronbach’s a was used to estimate the internal consis-
tency of the IIFAS in mothers, partners, and the total sample.
One-way between-groups analysis of variance was used to
compare differences in IIFAS mean scores by infant feeding
intent for mother and partner. After a scatterplot verified that
assumptions of normality, linearity, and homoscedasticity
were met, Pearson’s correlation was used to examine the as-
sociation between IIFAS scores of mothers and partners.

Logistic regression was used to model attitudes and in-
tentions of infant feeding to determine how the mother’s and
partner’s attitudes influence a mother’s intention to breast-
feed, controlling for demographic and other characteristics. In
selecting variables to be included in the regression models, a
series of v2 tests for independence were performed, and crude
odds ratios [ORs] were calculated. Crude ORs were used to
assess the impact of the individual variables on intent to
breastfeed in relation to the adjusted model. Most study
variables were not significantly associated with intentions of
infant feeding and were not included. Three were significant
at the p < 0.05 level: Hispanic/Latino ancestry, how the mo-
ther or partner fed any previous children, and when the
mother had made a decision about infant feeding. When
assessing the crude and adjusted ORs for the characteristics of
how the mother or partner fed any previous children and
when the mothers had made the decision for infant feeding,
ORs did not change more than 10%, and thus these variables
also were left out of the regression model. Consistent with the
research in Scotland,17 there was a strong positive correlation
between mother’s and partner’s composite IIFAS scores
(r = 0.54, p < 0.005). Because of the strong correlation between
mother’s and partner’s scores, the IIFAS scores were entered
into the logistic regression model individually (mother’s
scores in Model 2 and partner’s scores in Model 3) to avoid
multicollinearity. Variables were entered into the logistic re-
gression in three steps: (1) demographic factors including age
(as a continuous variable), ethnicity, and Hispanic/Latino
ancestry (Model 1); (2) demographics plus mother’s IIFAS
score (Model 2); and (3) demographics plus partner’s IIFAS
scores (Model 3).

Results

Characteristics of sample population

As shown in Table 1, the majority of mothers and part-
ners were married (75%), were less than 27 years old (71%
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and 57%, respectively), had attended some college or
technical school (59% and 58%, respectively), and had
health insurance (97% and 93%, respectively). Half com-
pleted the survey during the mother’s third trimester. Of
the 112 pairs, 46% had other children; 27% of these women
had exclusively breastfed them. Among mothers, 30% were
working for wages, and 9% were students; 56% indicated
they would return to work (38%) or school (18%) after
the baby’s birth. Among male partners, about 85% were
working for wages. Mean weeks planned to be at home
with the baby before returning to work or school was 10.9
weeks for mothers and 2.6 weeks for partners. Almost half
of the mothers and the partners identified themselves as
white (45%). Other groups were Native Hawaiian/Pacific

Islander (22% of mothers and 24% of partners), then Asian
(20% of mothers and 7% of partners), and African Ameri-
can (6% of mothers and 11% of partners). Approximately
20% of the mothers and the partners were of Latino/
Hispanic ancestry.

Reliability and validity

Internal reliability was very good for mothers (a = 0.80),
partners (a = 0.78), and mothers and partners combined
(a = 0.86). Validity of the IIFAS was examined by associat-
ing scores with mother’s and partner’s intended methods
of infant feeding. In this sample, the overall IIFAS mean
score was 65 for mothers and 62 for partners. The results of
the analysis of variance suggested that women who in-
tended to breastfeed in the hospital and in the first few
weeks had significantly higher IIFAS scores (67.6 and 67.5,
respectively) than the mothers who intended to formula
feed (50.0 and 51.3, respectively). The effect sizes, calcu-
lated by dividing between-groups sum of squares by the
total sum of squares, were large between intended feeding
groups for mothers and partners, ranging from 0.22 to 0.31
(Table 2).

When asked how they intended to feed their babies, 60% of
mothers and 58% of partners indicated they would breastfeed
in the hospital, and 71% of mothers and 63% of partners in-
dicated they would breastfeed in the first few weeks of the
infant’s life. Mothers were less likely to intend to breastfeed if
they were of Hispanic/Latino ancestry. A v2 test revealed that
all mothers who had breastfed their previous children in-
tended to breastfeed this next child. Most mothers and part-
ners had discussed (78% and 72%, respectively) and chosen
(63% and 53%, respectively) their infant feeding method prior
to becoming pregnant.

There were no statistically significant differences detected
between the IIFAS scores of the pairs who had discussed
feeding options and those that had not. Also, no significant
differences were detected in IIFAS scores of the mothers by
timing of their infant feeding decisions. The IIFAS scores of
the partners who did not know when the mother had made
her feeding decisions were significantly lower than those who
knew she had decided either before she got pregnant or at
13–40 weeks.

Infant feeding attitudes and intentions

Logistic regression was used to assess the strength of
mother’s and partner’s attitudes on the mother’s intent to
breastfeed only in the hospital and in the first few weeks
(Table 3). Independent variables included mother’s age
(continuous), ethnicity, and Hispanic Latino ancestry, as
well as IIFAS scores (continuous) for mother (Model 2) and
partner (Model 3). There was a significant association
with mother’s and partner’s breastfeeding attitudes and
mother’s intent to breastfeed only. Specifically, with each
point increase in IIFAS score, the odds that the mother in-
tended to breastfeed in the first few weeks increased 19–20%
(OR = 1.19, 95% confidence interval [CI] = 1.08–1.30 for
partner’s IIFAS score; OR = 1.20, 95% CI = 1.10–1.32 for
mother’s IIFAS score). Findings were similar, but less strong,
with intentions to breastfeed in the hospital. Specifically,
with each point increase in the IIFAS score, the odds of the

Table 1. Sociodemographic Characteristics

of the Mothers and Partners Completing

the Three-Part Survey

Mothers
(n = 112)

Partners
(n = 112)

Mean (range) age (years) 25.7 (19–42) 27.5 (19–52)
Married 83 (74.1) 85 (75.9)

Education
£ HS/GED 46 (41.1) 46 (41.1)
> HS/GED 66 (58.9) 65 (58.0)
Missing 0 1 (0.9)

Health insurance 109 (97.3) 104 (92.9)

Trimester at baseline
First 14 (12.5) 14 (12.5)
Second 42 (37.5) 42 (37.5)
Third 56 (50.0) 56 (50.0)

Other children 52 (46.4) 54 (48.2)
Children exclusively breastfed

(among those with children)
14 (12.5) 16 (14.3)

Current work status
Working for wages/

self-employed
33 (29.5) 95 (84.8)

Not employed/unable to work 36 (32.1) 13 (11.6)
Student 10 (8.9) 2 (1.8)
Homemaker 31 (27.7) 2 (1.8)
Missing 2 (1.8) 0

Work plans after the baby is born
Return to work/school 63 (56.3) 96 (85.7)
Homemaker 38 (33.9) 2 (1.8)
Other 11 (9.8) 10 (8.9)
Missing 0 4 (3.4)

Planned mean (range) weeks
to be home before returning
to work/school?

10.9 (0–52) 2.6 (0–16)

Race/ancestry
White 50 (44.6) 50 (44.6)
Native Hawaiian/

Pacific Islander
25 (22.3) 27 (24.1)

Asian 22 (19.6) 8 (7.1)
Black/African American 7 (6.3) 12 (10.7)
Native American/

Alaska Native
0 10 (8.9)

Missing 8 (7.1) 5 (4.5)
Hispanic/Latino 20 (17.9) 21 (18.8)

Data are number (%) unless indicated otherwise.
HS/GED, high school/general education degree.

370 MITCHELL-BOX ET AL.



mother intending to breastfeed in the hospital increased by
10–12% (OR = 1.10, 95% CI = 1.03–1.18 for partner’s IIFAS;
OR = 1.12, 95% CI = 1.05–1.20 for mother’s IIFAS). Also
shown in Table 3 is that model fit improved with the addi-
tion of mother’s or partner’s IIFAS scores.

Discussion

An important finding in this study is that the odds of the
mother’s intent to breastfeed in the first few weeks of the
baby’s life increases by 20% with each point increase on her

Table 2. Results of Analysis of Variance for Differences in Iowa Infant Feeding Attitude Scale

Mean Scores by Infant Feeding Intent for Mother and Partner

n (%) Mean IIFAS scores SD F p value Effect size

Mother
In hospital 8.1 21.5 < 0.01 0.28

Breastfeeding only 67 (59.8) 67.6
Formula feeding only 8 (7.1) 50.0 7.1
Both 37 (33.0) 62.5 6.5

First few weeks 8.1 24.9 < 0.01 0.31
Breastfeeding only 79 (70.5) 67.5
Formula feeding only 9 (8.0) 51.3 7.7
Both 24 (21.4) 60.2 4.3

Partner
In hospital 19.1 < 0.01 0.27

Breastfeeding only 65 (59.6) 65.9 7.2
Formula feeding only 6 (5.5) 51.8 1.7
Both 38 (34.9) 58.7 7.6

First few weeks 9.6 < 0.01 0.22
Breastfeeding only 71 (65.7) 65.2 7.2
Formula feeding only 6 (5.6) 53.8 3.7
Both 31 (28.7) 58.4 8.2

IIFAS, Iowa Infant Feeding Attitude Scale.

Table 3. Logistic Regression of Mother’s Demographic Variables and Mother’s and Partner’s Iowa Infant

Feeding Attitude Scale Scores on Mother’s Intent to Breastfeed

Odds ratio (95% confidence interval)

Model 1
(demographic

characteristics)

Model 2 (demographic
characteristics,

mother’s IIFAS score)

Model 3 (demographic
characteristics,

partner’s IIFAS score)

Intent in the hospital
Mother’s age 1.02 (0.94–1.12) 0.99 (0.90–1.09) 1.01 (0.93–1.11)
Mother’s race/ethnicity

White Reference
Asian 1.63 (0.49–5.40) 1.31 (0.37–4.68) 1.56 (0.45–5.46)
Black/African American 0.39 (0.74–2.06) 0.29 (0.05–1.72) 0.79 (0.13–4.87)
Native Hawaiian/Pacific Islander 0.88 (0.31–2.52) 0.82 (0.27–2.53) 0.90 (0.30–2.69)

Hispanic/Latino 0.23 (0.06–0.86) 0.23 (0.06–0.92) 0.19 (0.05–0.78)
Mother’s IIFAS score 1.12 (1.05–1.20)
Partner’s IIFAS score 1.10 (1.03–1.18)

2 log likelihood 124.44 111.17 114.15
Difference from Model 1 13.27, p < 0.001 10.29, p < 0.01

Intent the first few weeks
Mother’s age 1.02 (0.92–1.14) 0.98 (0.88–1.10) 1.02 (0.92–1.14), 0.71
Mother’s race/ethnicity

White Reference
Asian 3.14 (0.79–12.54) 2.43 (0.53–11.07) 3.08 (0.69–13.79), 0.14
Black/African American 0.70 (0.13–3.74) 0.46 (0.07–3.23) 2.67 (0.37–19.32), 0.14
Native Hawaiian/Pacific Islander 3.98 (1.01–15.71) 5.15 (1.09–24.25) 5.06 (1.15–22.29), 0.03

Hispanic/Latino 0.24 (0.07–0.90) 0.20 (0.04–0.99) 0.15 (0.03–0.72), 0.02
Mother’s IIFAS score 1.20 (1.10–1.32)
Partner’s IIFAS score 1.19 (1.08–1.30), 0.00

2 log likelihood 105.67 82.89 86.80
Difference from Model 1 22.78, p < 0.001 18.87, p < 0.001

Demographic characteristics included mother’s age as a continuous variable, race/ethnicity, and Hispanic/Latino ancestry.
IIFAS, Iowa Infant Feeding Attitude Scale.
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IIFAS score and 19% with each point increase on the partner’s
score. When added to the logistic regression model, the
mother’s (Model 2) and partner’s (Model 3) IIFAS score im-
proved the model fit.

Another interesting finding is that the percentage intending
to breastfeed in the hospital was lower than the percentage
intending to breastfeed in the first few weeks for both mothers
(60% versus 71%) and partners (58% versus 63%). It may be
that this population expected bottle and formula use in the
hospital because of the free formula provided at the hospital
or that they expect their newborns to be in a nursery and
separated from the mother for a period of time. Further re-
search should be conducted to examine misperceptions cou-
ples may have about infant feeding during their hospital stay.

As in past studies, we found that the IIFAS was a reliable
and valid scale to use to measure breastfeeding attitudes in
our population of mothers. A unique finding of this study
is that the IIFAS also appears to be reliable and valid in
measuring breastfeeding attitudes of the male partners in a
U.S.-based population. The IIFAS successfully predicted in-
tended method of infant feeding, with higher mean scores of
mothers and partners who intended to breastfeed.

Similar to findings from a study of low-income women and
their partners in Scotland,17 the IIFAS scores of the mother
and her partner were highly correlated, suggesting that
couples shared similar views about infant feeding.17,18 The
Scotland-based investigators asserted that the partners’ atti-
tudes could be considered a proxy for the mother’s attitude,
suggesting that improving the partner’s attitudes of infant
feeding could improve the mother’s attitudes (or vice versa).
The finding also suggests that a partner with poor attitudes
should be a target of future interventions and that research
should test the ability of partner-focused interventions to in-
crease the odds that the mother will breastfeed.

Another question is whether a partner with more positive
attitudes toward breastfeeding than the mother could favor-
ably influence the breastfeeding attitudes and intentions of
the mother. For example, a mother’s attitudes and intentions
could be measured before and after her partner completes a
partner-focused intervention, and over-time scores compared.
If scores increase after the partner’s participation, it would
suggest that the male partner can have a positive effect on the
mother’s attitudes and intentions.

The IIFAS may be a good tool for use in WIC. As WIC
enrollment increases, it would be helpful to increase the
proportion of WIC clients who breastfeed, as these clients are
less costly for WIC to serve than are WIC clients who formula
feed. The IIFAS is easy to administer, as the majority of par-
ticipants in this study completed it in 5 minutes while waiting
for their WIC appointment. Its completion could be incorpo-
rated in the initial WIC visit, when new clients meet with WIC
staff to document background, financial, medical, and diet
information. IIFAS scores could identify women and partners
for intervention who are more negative toward breastfeeding.
The IIFAS could help identify specific misconceptions about
breastfeeding held by clients.

Nine of the IIFAS items are favorable toward formula
feeding, and more than 50% of the mothers and partners were
neutral toward or agreed with many of these items. For ex-
ample, approximately 62% of partners were neutral or agreed
with the statement, ‘‘Formula is as healthy for an infant as
breastmilk.’’ This presents an opportunity for WIC counselors

to correct this misconception and emphasize the health dif-
ferences between formula and breastmilk for both mother and
baby. They could provide clients with appropriate literature,
supplemental videos, and Web sites and suggest a meeting
with a WIC breastfeeding peer counselor to reinforce this
message.

Also, WIC provides breastfeeding education to preg-
nant women at each appointment, and several local hospi-
tals provide free or low-cost breastfeeding education classes.
However, these classes primarily target women.26 Because
education is an important component in increasing posi-
tive attitudes, the male partners should be included in
educational efforts and the breastfeeding decision-making
process from preconception. U.S. programs could use the
IIFAS to measure the effectiveness of such interventions. For
example, it was recently used to compare pre- and post-
training participant attitudes in a 20-hour United Nations
International Children’s Emergency Fund/World Health
Organization breastfeeding training course for health pro-
fessionals in Croatia, and IIFAS scores were significantly
higher post-training.23

There were several limitations to this study. First, the WIC
population is not representative of the greater U.S. popula-
tion, but it is a low-income population, and low-income
women are less likely to breastfeed than women with higher
incomes.3,4 Second, the sampled Honolulu population is not
representative of Hawai‘i or the greater U.S. population.
However, Honolulu scores were in line with scores reported
elsewhere (e.g., higher than those reported in studies in other
U.S. sites, Australia, Scotland, and Ireland but equivalent to
the Chinese study and lower than the Romanian and Croa-
tian studies). Third, not all women bring their partners
to clinic appointments. During the study time frame, re-
searchers observed that approximately 30% of women
brought their partners. These women and their partners may
be fundamentally different from mothers and partners who
do not attend WIC appointments together. Fourth, surveys
were administered to mothers and partners while they
waited for their WIC appointment. Thus, they may have
influenced each other’s responses to IIFAS items, increasing
the likelihood that scores would be correlated. However,
Shaker et al.18 and Scott et al.17 found a similarly high
mother–partner correlation in the IIFAS scores even though
they separated mothers and partners while completing the
IIFAS. Also, although it was explained that participation in
the study would not affect services received in the clinic,
results could be more positive toward breastfeeding because
participants were giving socially acceptable answers.19

However, if participants were truly reacting to the envi-
ronment and survey, we would have expected even higher
mean composite scores than observed. Also, in creating a
total IIFAS score, each question is treated equally, and it is
possible that some items may have more predictive value
than others. Finally, the sample size of the study was rela-
tively small and ethnically diverse, resulting in imprecise
race/ethnicity-specific estimates.

Although results should be interpreted with caution be-
cause attitudes are self-reported and cross-sectional, results
suggest that changing a modifiable behavior, such as en-
couraging those with less positive attitudes about breast-
feeding to become more positive, may have a real effect on
breastfeeding rates.

372 MITCHELL-BOX ET AL.



Conclusions

This study was the first to administer the IIFAS to WIC
clients in Hawai‘i and the first in the United States to ad-
minister the IIFAS simultaneously to mothers and male
partners. The IIFAS had good reliability in this population,
higher mother’s and partner’s IIFAS scores were signifi-
cantly associated with mothers’ intention to breastfeed,
and mother’s and partner’s scores were highly correlated
and equally important in their association with intent to
breastfeed.

Without the informal support of the male partner, women
are more likely to choose bottle feeding. Changing the nega-
tive attitudes and perceptions of breastfeeding in male part-
ners could be one method to increase breastfeeding rates in
the United States. Tools, such as the IIFAS, can be used to
understand modifiable characteristics, like the negative atti-
tudes of male partners. It also can be used to identify those
with negative attitudes who may benefit from intervention.
Finally, it can be helpful in developing interventions that can
address misconceptions about infant feeding and encourage
more male partners to support mothers in breastfeeding ini-
tiation, duration, and exclusivity.
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