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Objectives: The primary objective was to assess the effects, on women and their babies, of continuous, one-to-
one intrapartum support compared with usual care, in any setting.

Main results: We included a total of 27 trials, and 26 trials involving 15,858 women provided usable outcome
data for analysis. These trials were conducted in 17 different countries: 13 trials were conducted in high-income
settings; 13 trials in middle-income settings; and no studies in low-income settings. Women allocated to
continuous support were more likely to have a spontaneous vaginal birth (average RR 1.08, 95% confidence
interval (CI) 1.04 to 1.12; 21 trials, 14,369 women; low-quality evidence) and less likely to report negative
ratings of or feelings about their childbirth experience (average RR 0.69, 95% CI 0.59 to 0.79; 11 trials, 11,133
women; low-quality evidence) and to use any infrapartum analgesia (average RR 0.90, 95% CI 0.84 to 0.96; 15
trials, 12,433 women). In addition, their labours were shorter (MD -0.69 hours, 95% CI -1.04 to -0.34; 13 trials,
5429 women; low-quality evidence), they were less likely to have a caesarean birth (average RR 0.73, 95% CI
0.64 to 0.88; 24 trials, 15,347 women; low-quality evidence) or instrumental vaginal birth (RR 0.90, 95% CI
0.85 to 0.96; 19 trials, 14,118 women), regional analgesia (average RR 0.93, 95% CI 0.88 to 0.99; 9 trials,
11,444 women), or a baby with a low five-minute Apgar score (RR 0.62, 95% CI 0.46 to 0.85; 14 trials, 12,615
women). Data from two trials for postpartum depression were not combined due to differences in women,
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hospitals and care providers included; both trials found fewer women developed depressive symptomatology if
they had been supported in birth, although this may have been a chance result in one of the studies (low-quality
evidence). There was no apparent impact on other intrapartum interventions, maternal or neonatal
complications, such as admission to special care nursery (average RR 0.97, 95% CI 0.76 to 1.25; 7 trials, 8897
women; low-quality evidence), and exclusive or any breastfeeding at any time point (average RR 1.05, 95% CI
0.96 to 1.16; 4 trals, 5584 women; low-quality evidence). Subgroup analyses suggested that continuous support
was most effective at reducing caesarean birth, when the provider was present in a doula role, and in settings
in which epidural analgesia was not routinely available. Continuous labour support in settings where women
were not permitted to have companions of their choosing with them in labour, was associated with greater
likelihood of spontaneous vaginal birth and lower likelihood of a caesarean birth. Subgroup analysis of trials
conducted in high-income compared with trials in middle-income countries suggests that continuous labour
support offers similar benefits to women and babies for most outcomes, with the exception of caesarean birth,
where studies from middle-income countries showed a larger reduction in caesarean birth. No conclusions could
be drawn about low-income settings, electronic fetal monitoring, the timing of onset of continuous support or

model of support.
Bk # & Bohren MA, Hofmeyr GJ, Sakala C, Fukuzawa RK, Cuthbert A. Continuous support for women
during childbirth. Cochrane Database Syst Rev. 2017;7(7):CD003766.

(1) FRALARGEZFER (15%)
(2) HBREAAERNERELBERTE FTETRATELERMFHEL Z XH (continuous labor
support) *
a) 432 dmey %445 (physical support ; 10%)
b) 3B ¥ @a) 245 (emotional support 5 10%)
¢) A4 % # (informational support ; 10%) .
d) EF# H e (advocacy 5 10%)

3.8 kK 36%&GIP1 EAATRAXY  SRAEHE R AOBERE » 81 - ST
MHSRTFEE - £3F 0 T4FAE 0 ERILEIBHKSGIT o SFIRARF RARE 0 BELE 2] A
BRI FARR R LT XE TR BRGAERTEEM? MY FAEREMET ¢
T ABF LA BT FHERE 2L THZOHEFR L  MRHEBREZ T 2REE
SERHR G ROEHT —EEIGT  BA—HK, c BAWILILE VMR - AWILERET
A — @R K~ Al R ARk

FRMERRGWR - REGHBRBHERZEAHE (15%)




4REE: 309 BT RREIAEE 110 BE T IFEE S EHEE

% FfEEEZ

#=HPIE  ERAEEE SELEHT 0203+ B 5 2
WIEH4H :

[ #1540 70% » &)

4EESEmE S AREGRE BESEE BUE > GRS FE BRI Sm S AT a5
A& E BWAET  ARSE S H MAREIET BRATHLEIRRMAE  RREFRE
BRALLAFFUAELEZRE - ALEHE R RN TRIERTE - i B EER
i EREAEERS BHARE 55102 25 BE ISAF 0 A4HER T HE39.8C ~ w120
bpm ~ =& i % 30bpm ~ /B 100/68 mmHg » + 4R 55 - E & LogeE FHT R F RG-S NEHE -
S A AR EEEEGRERA B FH SRS SAMASFATABESRARE R
B S HEBELEKRAS BT ABLEAABAMES T AR MARE R bR & L8 KB
HASH A ERfaRAES - b B ARG S8 2R 24 FRAGEERR
o ByEriacds -

(1) RiE L EHBIEENIES » G EAREFF s i8R ETEERT (10%)
(2) AR E2HEMMAT? (5%)

(3) BFEBMETLEE - FEHEDEEDE? (10%)

(4) HAFHRRLFE > RERLEHRXTRMAMENR  GCAREEHBRIRET? (15%)

SHMBUTRHE  BETFIFNA:

(1) #FMARbARERBHRER (10%)

(2) 71 h AR KM FERR (10%)

(3) $HRMAE R fE A 2B OERT/ER TP AIEZRR (10%)

Background: Efficacy beliefs have been suggested to protect children from many risky health behaviors.
However, the relationships between parent-child dyads’ coping and efficacy beliefs are not clear. Therefore,
this study examined the relationships between parent-child dyads’ coping patterns and their association with
collective family efficacy, adolescent filial efficacy, parenting efficacy, family satisfaction, depressive
symptoms, and parents’ perceived adolescent health risks.

Methods: Guided by the Bandura’s efficacy framework, we surveyed 158 parent-adolescent dyads from the
midwestern U.S. on coping, collective family efficacy, adolescent filial efficacy, family satisfaction, parenting
efficacy, depressive symptoms, and parent perceived adolescent health risks. Descriptive statistics, bivariate
correlations, multiple regression, and path modeling were performed.

Findings: Parent-adolescent dyads spiritual coping was positively correlated, but other coping subscales were
not. The path models revealed that adolescents collective family and filial efficacy were positively related to
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their overall coping. Adolescent family satisfaction both directly and indirectly protected adolescents from |
depressive symptoms. Parents' parenting efficacy and family satisfaction were directly and indirectly associated

with lower parents' perceived adolescent health risks.
Discussion: It seems that parents' constructive coping mechanisms were more collective-focused, while

adolescents' coping strategies were more individual-focused (venting and humor). Promoting parent-adolescent

dyads' efficacy beliefs could enhance their coping strategies and minimize depressive symptoms and adolescent

health risks.

seik & © Kao, T. S. A, Ling, I., & Dalaly, M. (2020). Parent-adolescent dyads' efficacy, coping, depression,
and adolescent health risks. Journal of Pediatric Nursing, 56, 80-89.




