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Abstract 

Background: Fear can impact childbirth experiences, yet most birth stories women hear portray birth as unfavour-
able, and women must actively seek out positive birth stories.

Aims and objectives: We aim to explore how women feel when sharing positive birth stories and the socially 
constructed motivations for or against sharing. Research question: What are the experiences of women who share 
positive birth stories?

Methods: A qualitative descriptive approach was adopted, adhering to Standards of Reporting Qualitative Research 
(SRQR) guidelines, and underpinned by an interpretivist research philosophy. Participants were recruited via Facebook 
using a non-probability, voluntary-response, purposive sampling method. Twelve English-speaking Western Australian 
women aged 24–38 years identified as having had a positive vaginal birth experience within the past 5 years. Semi-
structured interviews were transcribed verbatim and analysed using thematic analysis.

Findings: The theme Not Safe to Share and sub-themes The Perils of Sharing and Changing the Narrative explores 
how participants repeatedly felt unable to share their birth stories because society’s dominant view of childbirth was 
negative. It describes the experienced or anticipated reactions that contributed to feeling unsafe and how partici-
pants withheld or altered their stories to feel accepted. The theme Safe Spaces and sub-theme The Joys of Sharing, 
explored participants’ love of sharing their birth stories in safe spaces, allowing re-access to feelings of elation, valida-
tion of their stories, and opportunity to empower others.

Conclusions: Women often feel reluctant to share their positive birth stories. Findings may help understand the lack 
of availability of positive birth stories in our society. Normalising the positive birth experience may improve the experi-
ence of sharing positive birth stories, potentially improving society’s view of childbirth.
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Background
Birthing a baby is one of the most varied, unique, and 
life-changing experiences a woman may encounter in 
her lifetime. A woman’s experience of labour and deliv-
ering a baby can be influenced by her perceptions of 
childbirth, informed by things such as antenatal educa-
tion [1], media exposure [2], and other women’s birth 

stories [3]. A negative portrayal of childbirth, commonly 
shared among women and depicted in public media, can 
lead to fear of childbirth [2]. Fear of childbirth can nega-
tively impact birth experiences [4], creating a self-fulfill-
ing prophecy that perpetuates the negative portrayal of 
childbirth. Despite this, hearing women share positive 
birth stories seem relatively rare, and pregnant women 
who want to hear other women’s positive experiences 
appear to need to actively seek them out [3].
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Fear in childbirth
Available research has found that many women fear 
childbirth, afraid of complications for self or baby, inad-
equate or absent care by midwives or doctors [5], expe-
riencing labour pain, interventions in birth, or fear of 
the unknown [6]. Fear of childbirth can range from low 
to severe, and severe cases are referred to as tokopho-
bia, which is the “unreasoning dread of childbirth” [7]
(p4). This fear may result from previous labour length 
and interventions during previous deliveries [4], previous 
birth trauma [8], or from hearing other women’s “hor-
ror stories” [5](p69). Research has observed many first-
time mothers often build an image of childbirth based on 
other women’s birth stories, antenatal information, inter-
net sources, childbirth education books, and what they 
see on television [1, 2, 9–12].

Fear can be incited by the negative representation of 
childbirth, portrayed on television shows as excruciating, 
terrifying, and often depicts a woman, covered in sweat, 
screaming, laying on her back in a hospital bed, being 
tended to by an obstetrician [12]. The top 10 best-selling 
pregnancy books in the United States all state pain as a 
given, describing it from something to endure, to excru-
ciating and needless suffering [9]. A review by Luce et al 
[2], investigated the portrayal of childbirth in the media 
and found it perpetuated the view of childbirth as a 
medical event. Depictions emphasised the specialist doc-
tor’s involvement with little-to-no midwife contribution, 
moving away from childbirth as a natural event towards 
pathologising it, and hence removing power from the 
birthing woman [2].

The medicalisation of childbirth began in the seven-
teenth century with the introduction of educated doctors 
outranking midwives, whose knowledge from experience 
had been passed on from other midwives [13]. Women 
were encouraged to birth in hospitals where scientific 
knowledge and ongoing education of obstetricians was 
prioritised as superior to midwives experiential knowl-
edge of birthing [14]. Feminist movements at the time 
fought for women’s rights to birth in the perceived 
safety of hospitals with access to pain relief [15]. Birth-
ing in hospitals left women susceptible to contracting 
puerperal fever and infection, due to the lack of knowl-
edge at the time of the importance of sterilisation and 
handwashing, which led to a higher rate of perinatal 
mortality [14]. No longer considered a natural process, 
childbirth was framed as dangerous and in need of inter-
vention [16].  This meant controlling birthing positions 
for the convenience of medical staff, introducing pain 
relief, using sometimes-unnecessary interventions, and 
the introduction of complying to institutional (hospital) 
rules, which all lead to a loss of agency and control for 
the birthing mother [16]. Interestingly, in an analysis of 

the top 10 best-selling childbirth education books in the 
United States, only three books portrayed the woman as 
an agent capable of making sound decisions regarding 
her own birth experience [9]. Women who feel in control 
of their birth and their bodies during childbirth are more 
likely to have a more positive birth experience and extin-
guish previously held fear [17].

Fear of childbirth can impact birth outcomes by 
increasing the rate of elective and emergency caesarean-
section [18], or increasing the length of labour [4]. Fear 
of childbirth can also impact a woman’s psychological 
well-being and is associated with increased levels of post-
traumatic stress disorder, anxiety, and depression [19]. 
Women who fear childbirth report poorer attachment 
with their baby, which can impact adjustment to mother-
hood, and breastfeeding outcomes [20, 21]. Fear may also 
impact women’s future reproduction [22] and birth expe-
riences [8, 23].

Birthing without fear
An experimental study by Ucar and Golbasi [24], 
assessed whether expectant mothers could combat their 
fear of childbirth by participating in antenatal childbirth 
education programs based on a cognitive behavioural 
therapeutic approach. The program included questioning 
automatic negative thoughts, information and demon-
strations of childbirth, using the ABC model (Anteced-
ents-Behaviour-Consequences: identifying antecedents, 
beliefs, and consequences of an event), and relaxation 
methods and practice [24]. They found that women who 
participated in this program reported significantly lower 
levels of fear prior to childbirth, shorter labour duration, 
lower pain scores during labour, and self-reported more 
positive birth experiences when compared to women in 
the control group who did not participate in this pro-
gram [24]. Antenatal education may reduce the fear of 
childbirth for pregnant women [25, 26], particularly for 
women who had previously recorded high levels of fear 
[27]. However, Sanders and Crozier [10] argue that ante-
natal classes are not helpful for all women, stating that 
for some, the volume of information provided in antena-
tal classes can be overwhelming, and knowledge of pos-
sible complications may induce fear. It may also depend 
on the type of antenatal education, according to Streib-
ert et al [28], who found midwife-led antenatal education 
was unsuccessful in enabling women to release fear, com-
pared to the success of a self-hypnosis focused antenatal 
education. A review of the impact of antenatal education 
on birth outcomes found that participation in antenatal 
education improved maternal stress and self-efficacy and 
lowered the rate of caesarean section and epidural use 
[29]. However, this review did not include a measure of 
fear and therefore cannot determine whether a reduction 
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of fear contributed to these improved outcomes [29]. 
The heterogenous nature of antenatal education makes 
it difficult to ascertain the impact on the myriad of birth 
outcomes, including fear in childbirth, and available lit-
erature appears inconsistent [29–31]. It may depend on 
whether the education programs and people who deliver 
them portray a positive view of childbirth on how suc-
cessfully it reduces fear.

Positive births
The term “positive birth” is subjective and may mean 
different things to different women, from the birth of 
a healthy baby through to feelings of euphoria, it is 
an appraisal made by the mother regardless of mode 
of birth and can include (but is not limited to) home-
births, caesarean sections, and medically managed 
births. Caregiver support is a significant contributor 
to a positive evaluation of childbirth, and women need 
to feel connected to their care provider through being 
heard, supported, and through continuity of care [32]. 
To achieve a positive birth, women need to feel safe, 
secure, and supported [33], in a culturally appropri-
ate manner [10]. Women who felt supported during 
their labour and antenatal period recorded less pain 
than women who did not feel supported, resulting in a 
self-reported positive birth [34]. Women who have had 
previous birth trauma are particularly vulnerable, but 
having their choices supported by midwives or caregiv-
ers enables them to feel empowered and in control of 
their births [8].

A Swedish study on positive births by Karlstrom et al 
[35], also found that external factors such as safety, 
support (from both midwife and support person), and 
control, led to very positive birth experiences. They 
also attributed positive births to internal factors such 
as women feeling empowered, strong and in control, 
and trusting themselves and their bodies [35]. Partici-
pants in this study spoke about positively anticipating 
childbirth due to inspiration from crucial female role 
models, such as mothers or grandmothers, illustrat-
ing the importance of hearing positive birth stories. 
According to one participant, entering childbirth with 
a positive mindset helped facilitate a positive outcome, 
and mental preparation, practise, and training was 
imperative [35]. All participants recorded a positive 
birth experience, importantly not without pain; all felt 
they were in charge, taking an active role in their birth, 
and were involved in decision making [35]. Women 
who perceive their births as positive report “falling in 
love” with their baby sooner and more positive self-
reported parenting scores 8 months after birth ([36] 
p616).

Sharing birth stories
Birth stories “possess a capacity to shape and reshape 
expectations of childbirth” ([37] p8). However, Kay et al 
[12] found that although it shapes expectations, sharing 
birth stories does not contribute to meaningful knowl-
edge on childbirth. Dahlen et al [36] found that sharing 
birth stories served as an initiation into what they called 
“motherland”, a place where women can support each 
other, sharing what they refer to as “motherwisdom”, to 
understand the shared challenges of motherhood [3]. 
Grimes et al [38] found that birth stories are an acces-
sible and popular source of information for pregnant 
women. Women are more likely to rely on birth stories 
from family and friends than the internet or antenatal 
education classes [38]. Johnson et  al [3] explored fac-
tors that motivate women to share their birth stories 
and found that many women shared and listened to 
stories as a means of determining what is considered 
“normal”. They also found that many women share 
birth stories as a form of processing, particularly for 
traumatic births, to validate their experience. Indeed, 
sharing stories to validate and process traumatic births 
appears common practice [3, 36, 39], and can be very 
beneficial for the woman sharing her story [40]. What is 
the impact of these stories for the listener on perpetu-
ating fear of childbirth? One woman compared sharing 
birth stories to Amazon reviews stating, “some people 
will put up good reviews but most of the people who 
are making the effort to put a review on is because it’s 
negative” ([12] p4). Hearing inspirational and positive 
stories can empower women to believe they are capa-
ble, and enter birthing with a positive outlook [10], yet 
consistently research has observed women are more 
likely to share negative birth stories [12]. Kay et  al 
[12] found that women who birthed 40–50 years ago 
reported not feeling comfortable sharing positive birth 
stories as it may make other women feel like they had 
failed. More recently, some women who heard posi-
tive birth stories dismissed them as being inaccurately 
retold, failing to believe childbirth could be so differ-
ent from the idea of the sweaty, painful media portrayal 
or horror stories heard from other women [12]. Is the 
initiation into motherland contingent on the normative 
negative story as a rite-of-passage?

Birth stories from a theoretical perspective
Perhaps the choice not to share positive birth stories can 
be explained by Need-to-Belong Theory, which posits 
that people adapt their behaviours and stories to seek 
approval from, and therefore connection to, others [41]. 
Could it be that women who have positive birth stories 
adapt their stories or selectively recount them to feel they 
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belong to a society dominated by a negative view of child-
birth? Similarly, Social Identity Theory suggests that indi-
viduals define themselves as belonging to a group rather 
than as unique or different [42]. People evaluate them-
selves and others with similar characteristics as ingroup 
members and those with different characteristics as out-
group members [42]. If applied to sharing birth stories, 
one could argue that traumatic or painful births that align 
with birthing norms available in the media and other’s 
birth stories may offer ingroup membership to mother-
land, and similarly positive birth stories create an out-
group status. Perhaps those reactions from others may 
account for why women need to actively seek positive 
birth stories [3].

The current study
The myriad of research describing the impact of fear in 
childbirth supports the idea of encouraging a more posi-
tive view of childbirth [4, 19, 21]. The motivation for 
women to share their traumatic birth stories appears to 
be understood; however, no research exploring women’s 
experiences surrounding sharing of positive birth stories 
was identified. Understanding how women feel when 
sharing positive birth stories and how others react to 
hearing them may illuminate the socially constructed 
motivations for or against sharing these stories. Using a 
social constructivist framework, we aim to qualitatively 
explore: what are the experiences of women who share 
positive birth stories? As the term positive birth is sub-
jective, it will be self-determined by how the women 
perceive their births for this study. Results may eluci-
date areas for focus in future research on sharing birth 
stories and releasing the fear of childbirth, which serve 
to encourage women to release fear of childbirth and 
feel empowered to strive for a positive birth experience, 
and in doing so, improve childbirth experiences and out-
comes in the future.

Methods
Research design
Ethics approval was obtained from Curtin University 
Human Research Ethics Committee (HRE2021–0270), 
and we offered no incentives for participation. A qualita-
tive, descriptive design was used to align with our social 
constructivist epistemology. Social constructivism is 
the belief that an individual’s knowledge is constructed 
through their interactions with others and the environ-
ment within the context of their previously held knowl-
edge and experiences [43].

This research was inspired by the lived experience of 
the first author (ZN) in sharing her positive birth story. 
She had a positive birth following two traumatic birth 
experiences. She felt other women did not want to hear 

about her positive birth, based on an adverse reaction of 
disbelief or aversion, which became a barrier to sharing 
her positive story. To manage preconceived understand-
ings of sharing positive birth stories, the researchers 
kept a reflexive journal and audit trail, kept interview 
questions open and neutral, and actively sought alterna-
tive points of view through discussions with women and 
midwives.

Recruitment and eligibility
We recruited participants by posting an advertisement 
on Facebook in May 2021, that was shared by friends, 
including one hypnobirthing instructor, a midwife, and 
a maternity clinic. Participants emailed to express their 
interest in participating and were contacted via return 
email and telephone to determine eligibility, forward the 
Participant Information Form and Consent Form, and set 
an interview time. ZN removed the advertisement after 
5 days, having received 61 emails from women offering 
participation. We did not interview women with whom 
we have existing relationships.

Employing a non-probability, voluntary-response, 
purposive sampling method, ZN recruited and inter-
viewed 12 Caucasian women aged between 24 and 
38 years (M = 34.00, SD = 3.79), who had each given birth 
between one and four times (M = 2.25 births each, see 
Table  1)). All participants resided in Western Australia, 
were currently married or in a committed relationship, 

Table 1 Participant Demographic Information

Note:* Includes stillbirth

Participant demographics N(%) M(SD)

Cultural background:

 Caucasian 12(100)

Age 34(3.79)

Number of births: *

 One birth 3(25)

 Two births 5(41)

 Three births 2(17)

 Four births 2(17)

Education:

 TAFE 1(8)

 Undergraduate degree 3(25)

 Post-graduate degree 8(67)

Relationship status:

 Married 10(83)

 In a committed relationship 2(17)

 Single 0(0)

Most recent birth details:

 Home birth 3(25)

 Hospital birth 9(75)
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and had tertiary educations ranging from Technical and 
Further Education (TAFE) qualifications to post-gradu-
ate university degrees. Women were required to be liv-
ing in Australia, over 18 years of age, and speak English 
as their first language to be eligible for this study. Eligi-
bility also included women identifying as having had a 
positive vaginal birth experience within the past 5 years, 
which aligned with the timeframe used in Johnson et al. 
[3] Birthing experiences were varied and included home-
births, births with no intervention, midwifery-led care, 
obstetric-led care, public and private hospital births, 
epidural or gas pain relief, inductions, episiotomies, and 
vacuum extraction. No participants opted out of the 
study at any time.

We considered Malterud et al [44] five dimensions for 
research sampling. Given the narrow aim of the study, 
the potential for similarities in our sample, researcher 
experience, and the theoretical underpinning, we found 
that 12 participants provided adequate data for quality, 
information power, and richness of data.

Data collection
Interviews were conducted face-to-face, three at a mutu-
ally convenient local café, and nine at private residences. 
Interviews often included the participant’s children, and 
one interview included the woman’s husband. ZN con-
ducted all interviews, ranging from 11 to 74 minutes, 
with an average interview time of 44.33 minutes. Inter-
views were digitally audio-recorded on two devices.

Participants completed a paper-based demographic 
survey that included age, number of births, year of posi-
tive birth, marital status, ethnicity, and educational back-
ground, like that used in Johnson et  al. [3] We used a 

semi-structured interview with open-ended questions 
designed based on guidelines offered by Callister [39], 
and questions used by Rodriguez-Almagro et  al. [45] 
Questions are presented in Table  2 and included: “How 
do you feel when sharing your birth story?” and “tell me 
about situations where you felt comfortable sharing your 
birth story.” Additionally, prompts such as “how did you 
feel when that happened?” or “what did you think about 
that?” allowed richer data. As data emerged from initial 
interviews, we added the question “what motivated you 
to participate in this research?” as answers may illuminate 
nuances in the phenomenon. ZN informed participants 
that she would not talk much throughout the interviews, 
as this appeared to unnerve initial participants. ZN 
debriefed them with the motivations for the research at 
the end of the interview to avoid skewing the data. ZN 
transcribed interviews verbatim into Microsoft Word, 
applying pseudonyms to people and redacting any iden-
tifying information to de-identify data. ZN emailed each 
participant an interpretive summary of their interview, a 
member-checking process to improve the credibility of 
the research [46, 47], and all participants confirmed an 
accurate interpretation. Data were then transferred into 
Microsoft Excel for analysis.

Data analysis
A thematic analysis based on guidelines by Clarke et  al 
[48], provided a rich description of women’s collec-
tive lived experiences sharing their positive birth stories 
whilst allowing a theory-based interpretation to help 
understand that experience within a social constructivist 
framework. ZN familiarised herself with the data whilst 
conducting interviews, transcribing, and re-reading 

Table 2 Semi-structured Interview Questions

Semi-structured interview questions:
What motivated you to take part in this research?

Tell me about your positive birth experience.

Why do you consider your birth story positive? What aspects of your birth make it a positive birth?

How did you feel after your birth?

How have these feelings changed over time?

Tell me about situations where you have felt comfortable sharing your birth story.

Tell me about a situation where you have felt uncomfortable sharing your birth story?

Tell me about other people’s reactions on hearing your birth story.

How do you feel when sharing your birth story?

Tell me about a time you may have chosen not to share your birth story.

How do you feel when you hear someone else’s birth story?

Prompts for further information:
How did that feel?

What did you think when that happened?

Can you tell me more about that?
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transcripts, and adopted a semantic, inductive approach 
to identify codes and patterns in the data [48]. Coding 
was also performed on part of two transcripts by the 
research team to enhance trustworthiness and found 
similar codes were generated. Patterns in the data were 
initially identified during the interviews and developed 
during transcribing and analysis, and codes were then 
organised into developing themes. ZN generated names 
and descriptions for each theme based on language used 
in the data, supporting each theme with key quotes in 
preparation for writing the findings. ZN created a the-
matic map and checked themes against the data set, 
before attempting to apply the meanings of those themes 
within the context of the research question [49]. Themes 
were also discussed amongst the research team to estab-
lish consensus.

Trustworthiness
Trustworthiness was enhanced by keeping a reflexive 
journal throughout the research process, and included 
checking prior assumptions of the phenomena and the 
population, reviewing our position in the research, and 
any biases we hold [50]. An audit trail kept throughout 
the research process, documented each stage and deci-
sion, to provide a map of the evolution from raw data 
to findings and increase the study’s confirmability [51]. 
Member-checking and seeking consensus among the 
research team also contributed to trustworthiness in 
this study [46]. We adhered to the Standards for Report-
ing Qualitative Research (SRQR [52]) throughout this 
research.

Findings
The first primary theme was “Safe Spaces, “ which is 
explored further in the “The Joys of Sharing” sub-theme. 
The second primary theme was “Not Safe to Share”, which 
included, with some overlap, two sub-themes, “The Perils 
of Sharing” and “Changing the Narrative”.

Safe spaces
Participants unanimously reported being an “open book” 
and, when asked directly were happy to share their story 
in detail, provided they were in safe spaces, which con-
sisted of people with similar views or experiences of 
birth. Sharing was dependent on ascertaining whether 
their audience was a safe space, “and then I would sort 
of drip-feed my story out while gauging their reactions” 
(Sarah). Safe spaces appeared more contingent on shared 
views and experiences than closeness, as many women 
felt they could not tell close friends and family members 
who held different views. One participant stated: “I’ve 
weirdly felt more comfortable sharing intimate pieces of 
my experience of a baby coming out of my vagina with 

relative strangers on social media, through relevant Face-
book groups, who I know ‘get it’; than what I have with 
my best friends who’ve known me a lifetime” (Simone).

Dedicated online forums like birthing pages or doula 
business pages often provided a safe space to share. An 
important distinction was made between these dedicated 
forums and private Facebook pages which made par-
ticipants feel vulnerable, “I just felt very like vulnerable 
sharing it with like friends, Facebook friends compared 
to people who have chosen to follow me in that business 
sense. Yeah, it felt safer to do that” (Helen). It was also 
safe to share with people who had no experience of birth 
as they held no frame of reference; however, one partici-
pant clarified that people who have not had a baby but 
view birth as negative are unsafe for sharing stories.

Many midwives regularly provided a safe space to 
share, as they were perceived as having similar views of 
birth:

“When my midwife came to see me afterwards 
because she really enjoyed it as well and I felt com-
fortable talking about it with her. And then, I have a 
couple of friends who have had positive experiences 
and I feel like I can talk about it with them, but not 
really anyone else” (Bronwyn).

These spaces were considered safe as they enabled par-
ticipants to tell their stories free from criticism. Shar-
ing their stories with like-minded people becomes an 
ingroup membership, where participants could celebrate 
their similarities and feel like they belonged. Participants 
reported sharing in a safe space was a joyful experience, 
explored in the sub-theme The Joys of Sharing.

The joys of sharing
Although it seemed relatively rare, participants enjoyed 
telling their birth stories when they found themselves 
in Safe Spaces. They are immensely proud of their sto-
ries and had delightful feelings come flooding back upon 
retelling, “Like I just felt incredible and I still, like talk-
ing about now, I still, like all of that comes back. … But I 
also, like all those feelings come flowing back. It’s like the 
oxytocin is still very high” (Helen). When participants felt 
they could not share or need to alter their stories to omit 
the positive aspects of their experience, they may have 
missed out on the feelings they report arise from sharing 
their authentic experience.

Participants felt validated in their experience when suc-
cessfully sharing amongst like-minded people, “Yeah, it 
just, it’s relatable and it’s connecting and reaffirming of 
my own experience, that, ‘Oh, this isn’t just me like this 
is actually the power of it.’ Like it, yeah, mine wasn’t a 
one off. You know?” (Simone). The opportunity to align 
with the experience of others allowed participants to feel 
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their experience is typical and to feel connected to oth-
ers through shared storytelling. It allowed participants to 
process the details of their birth stories and justify deci-
sions or reconcile aspects of their births they did not 
understand. Participants who shared in safe spaces felt 
they belonged to a positive birth movement, one they felt 
obligated to share with others to empower them to have 
the same.

Participants were unanimously passionate about shar-
ing their stories to inspire others to have similar experi-
ences, particularly after hearing only negative stories 
during their pregnancies and having to seek out positive 
birth stories actively:

“I love hearing them and I love telling my birth sto-
ries. I think it’s I think it’s a thing that women should 
bond over and that it takes us back to a simpler life 
where we were a village and everyone should share 
what happens to them, and we should build each 
other up and support each other and I do think 
that’s a big thing that’s missing from birthing, and 
parenting these days” (Kathleen).

Participants felt being informed, supported, autono-
mous in decisions, calm, and keeping a positive mind-
set all contributed to their positive experience, and felt 
obligated to share that with women to empower them to 
achieve a similar experience. Participants also felt their 
positive birth experiences improved the bond with their 
babies and positively impacted their ability and experi-
ence of parenting and were passionate about wanting that 
for other women. Empowering other women to strive 
towards these factors and achieve these positive out-
comes contributed to motivations to share their stories:

“And the impact that could have on the world if all 
women emerged with that sense of power and confi-
dence and euphoria and transformation and heal-
ing and all the words you know, what, what a differ-
ence it could make to the way we raise our children, 
and the way we continue to be women in the world” 
(Simone).

This quote illustrates the impact this participant 
believed positive births could have for women and why 
she believed sharing positive birth stories to empower 
women is important.

Not safe to share
Participants wanted to speak about their births, but 
repeatedly felt unable to share their stories in a soci-
ety they felt was dominated by a negative view of birth. 
Participants felt they were acutely aware of the domi-
nant view of birth being negative, and reported they 
felt overwhelmed by the volume of “horror stories” 

they encountered during pregnancy. One participant 
said, “Because society suggests it shouldn’t be an enjoy-
able thing … There’s this push down from society. We 
shouldn’t enjoy birth, birth shouldn’t be a good thing, you 
know because, it’s a medical condition” (Kathleen). An 
awareness that their experience deviated from the norm 
made participants feel different, thus sharing their stories 
appeared to make them feel vulnerable and unsafe; “And I 
guess it sends a message then, sometimes when you have 
those experiences that it’s not okay and not safe to share 
such a positive story” (Simone).

Participants reported their motivation to participate 
became two-fold; to have the rare opportunity to share 
their story and contribute to research they hoped would 
change the dominant voice on birth. “Oh, I think prob-
ably just not seeing many avenues for actually being 
able to share positive birth stories. And because it was 
so positive, I feel, I feel so fulfilled by it that I, you know, 
when something’s wonderful you want to share, don’t 
you?” (Simone). This motivation was emphasised in the 
overwhelming response rate and echoed in the emails 
received from prospective participants. “I wanted to 
take part in this research because I think it’s important 
for ladies to know birth isn’t like what you see on the TV 
and it definitely [can] be an empowering, amazing experi-
ence.” (Milena).

Holding this positive view of birth appeared to thwart 
their ingroup membership with other parents, making 
them feel like a minority outgroup member. The vul-
nerability of sharing was strikingly evident in Mother’s 
Groups (a group of new mothers that is initially organ-
ised by community services in Western Australia), where 
that connection to other new mothers was vital to form-
ing new relationships based on shared experiences. One 
participant explained:

“I think an initial mothers group going around in a 
circle and hearing everybody’s horrible experiences. 
I kind of felt that I couldn’t be too excited for myself 
because I didn’t want to hurt anybody else’s feelings, 
as silly as that sounds. But I guess that was, and 
because you don’t really know the group initially. So, 
you don’t want anyone to hate you straight away!” 
(Milena).

Mother’s groups also provide an opportunity for new 
parents to validate their birth experiences and feel nor-
mal in this pivotal life event, an opportunity participants 
felt they were denied, not solely based on the views of the 
other parents, but also the child health nurse facilitating 
the group, “I was just getting a little bit of blankness from 
other people and child health nurse, nurse was like facili-
tating it, she was like smiling and I mean it looked a lit-
tle bit strained” (Helen). Participants explained this was 
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a common experience with health providers, including 
some doctors and obstetricians. Having specialists in the 
field consider their experiences outside the norm pro-
vides authority to beliefs of being abnormal, potentially 
impacting participant’s well-being.

The sub-themes The Perils of Sharing and Changing the 
Narrative further explore situations when participants 
find themselves in situations deemed Not Safe to Share.

The perils of sharing
The perils of sharing were the adverse reactions of others 
that shaped participants’ experience of sharing their sto-
ries and contributed to feeling ostracised when speaking 
about birth. Participants were concerned about other’s 
feelings when sharing their birth stories, worried about 
being perceived as judging the experiences of others, 
“People seem defensive or when I was sharing my posi-
tive experience with her, she was very defensive and made 
out that I was trying to criticise her for having a caesar-
ean when that’s not what I was doing at all” (Bronwyn). 
Birth stories are so unique and varied, and there seems to 
be a constant comparison and evaluation when sharing. 
People try to reconcile the differences between their sto-
ries and others to feel justified and validated in their own 
experiences. It appears that when stories are too different 
to reconcile nuances, women must attribute these differ-
ences by classifying people as outgroup members.

Participants were concerned sharing their birth sto-
ries would sound like bragging, “Oh, it makes you feel 
uncomfortable, like if I had been too, so that tall poppy 
syndrome stuff that’s like don’t be too big or too positive 
or too… because then you potentially look insensitive 
to someone else’s journey” (Simone). We argue that our 
Australian culture is a barrier to celebrating our achieve-
ments and feeling proud of ourselves. It is more accepted 
in Australian culture to focus on the negatives and chal-
lenges in stories than to revel in positivity and achieve-
ments, a sentiment captured by this participant, “Like 
you’re telling it because you know you had a lovely expe-
rience. It’s kind of like ‘Oh, I’ve got great hair today.’ Like 
yeah, yeah, good for you” (Stacey).

Participants found others to be disinterested in hear-
ing their stories and found it stunted conversations. 
Reactions included awkward shock and eye rolls, being 
labelled as “hippie”, “radical”, or “crazy”, and many partici-
pants found people would directly challenge elements of 
their stories, attributing them to inaccurate recall or luck. 
These reactions highlight how participants were at risk 
of being stereotyped by their positive birth story. One 
participant declared, “I’m not radical. I’m not extreme 
or anything. I’m not going underground to give birth” 
(Alison). Another participant felt she was perceived as 

“Someone who lived outside society” (Sarah). The notion 
of being radical or living outside society is language 
indicative of someone with outgroup membership, but 
what does that mean for mothers when they feel they do 
not belong to motherland? Participants spoke about how 
they altered or withheld their stories to avoid this, dis-
cussed further in Changing the Narrative.

Changing the narrative
Participants were discerning about sharing their stories, 
to protect themselves and their experience, whilst being 
accepted by others; “It’s just like [a] positive pivotal point 
in your life. And like the last thing you want to do is for 
anyone to put a dent in it. You know you’re just, you’re 
so protective of that experience” (Sarah). Participants 
would choose not to share, or omit positive descriptors 
from their stories, merely describing the mechanics of 
the birth, offering a brief description without going into 
any detail. One participant described:

“It depends on the person and depends on what 
experiences they’ve had, because you sometimes 
have to temper what you say to people if they have 
not necessarily had a vaginal birth, or a positive 
birth… So, with people who are a lot more like pro-
natural birth and stuff, I’m much happier to talk 
at-length, to use words like elated and amazing and 
remarkable and those kinds of things” (Stacey).

Changing the narrative allows participants to tell their 
stories in a way that aligns with the dominant view of 
birth, potentially allowing them access to ingroup mem-
bership and the opportunity to bond with other women 
over shared storytelling.

Participants spoke about justifying their stories by 
offering disclaimers or caveats. This gave participants the 
power of reconciling the differences in their stories, thus 
eliminating the need for others to attempt it. One partici-
pant felt compelled to include a negative aspect from par-
enting for balance:

“I said that like “Oh it was really beautiful” and then 
I immediately backed it up with “But unfortunately, 
even though like the birth went really smoothly, she’s 
been like, she’s been quite a colicky baby, so the, like 
it’s been really hard”, like I felt like I needed to put in 
that, like negative, to balance out things” (Helen).

By adapting their stories to fit the dominant view, 
participants compromise their own authentic identity, 
potentially impacting their well-being. Participants who 
could tell their story authentically in a safe space exhib-
ited feelings of excitement and joy explored earlier in the 
theme Safe Spaces.
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Discussion
This study was the first to explore women’s experiences 
of sharing their positive birth stories to elucidate socially 
constructed motivations for or against sharing. Despite 
being open and excited to share their positive birth sto-
ries, the sample of 12 women often felt they were unable, 
as it challenged the dominant view of birth. The experi-
enced and anticipated reactions from others made par-
ticipants feel vulnerable and unsafe when sharing their 
stories, highlighting the differences of their experiences 
to the normative view of birth, making them feel like out-
siders. Participants felt others invalidated their experi-
ences by challenging details or attributing the experience 
to luck and would often protect themselves and their sto-
ries by changing the narrative. By withholding their sto-
ries, only sharing selected elements of their stories that fit 
the dominant view of birth or omitting positive descrip-
tors and merely listing the mode of birth, participants 
mitigated the risk of outgroup membership. Participants 
enjoyed telling their birth stories in a safe space, which 
constituted people with similar experiences or views 
on birth, such as with many midwives, on dedicated 
Facebook forums, and with some close friends or fam-
ily. Sharing their stories allowed women to access posi-
tive, euphoric feelings from their birth and feel reignited 
and elated. Sharing in safe spaces permitted participants 
to feel they belonged, an ingroup membership that cre-
ated a space for validation of their own experiences. Par-
ticipants felt motivated to share their stories to connect 
with and inspire other women to strive for positive birth 
experiences.

Reports that participants felt surrounded by an over-
whelmingly negative portrayal of childbirth from oth-
ers and in the media is supported by existing literature 
[2, 6], and contributed to feeling unable to share. Posi-
tive stories were considered a minority voice against the 
dominant view of birth, and participants felt othered by 
sharing their experience, which aligns with Social Iden-
tity Theory [42]. Considered through the lens of this 
theory, people who experience or subscribe to the domi-
nant, negative view of birth forms a majority ingroup, 
and people who experience a positive birth are poten-
tially rejected, becoming members of the motherland 
outgroup. Although the birth experience is more compli-
cated than a mere dichotomy of positive and negative, it 
appears this perceived appraisal may categorise partici-
pants and potentially divide these women based on their 
group membership. Participants, therefore, felt appre-
hensive about sharing their stories, a phenomenon which 
may explain why participants themselves did not hear 
positive birth stories whilst pregnant and felt the need to 
seek them out, similar to the findings in Johnson et al. [3]

Participants’ reports of others challenging or invalidat-
ing their stories are consistent with Kay et  al [12], who 
recounted the perspective of those hearing positive birth 
stories. In the theme “too perfect and wonderful: being 
economical with the truth” ([12] p5), women were quick 
to dismiss positive stories as they did not fit their pre-
conceived understanding of childbirth, and therefore 
positive stories were not accepted as real-life experiences. 
Kay et  al [12] also found their participants felt sharing 
positive birth stories would make other women feel like 
failures, by comparison, a common concern among par-
ticipants in this study. These perceived and experienced 
reactions from others became a socially constructed 
understanding of sharing their birth stories, which influ-
enced participants’ desire to withhold or alter them to fit 
the dominant narrative, reflected in the theme Changing 
the Narrative.

Participants’ motivation to withhold or part-tell their 
stories is compatible with Need-to-Belong Theory, which 
posits that people adapt their behaviours to seek approval 
from, and therefore connection to, others [41]. To achieve 
belongingness, people must have meaningful, non-nega-
tive interactions with others [41], a situation participants 
found not conducive to sharing their positive birth sto-
ries among people with opposing views. Baumeister [41] 
continued that self-esteem serves as a cognitive measure 
of our belongingness, so when we feel we belong, our 
self-esteem improves, and when we feel rejected, our self-
esteem suffers. Future research may consider exploring a 
link between feeling unable to share positive birth stories 
and the effects on self-esteem. Perhaps this could account 
for our overwhelming response rate, and the motivation 
for participants to desire the opportunity to share their 
story in a safe space. Belongingness may hold additional 
importance, as Li et al [53] found that social support and 
connection to others in the perinatal period is associated 
with decreased rates of depression. Normalising the posi-
tive birth experience may provide greater opportunity for 
women to connect through sharing their birth stories.

The sub-theme The Joys of Sharing aligns with John-
son et  al [3] findings who explored women’s motiva-
tions for sharing birth stories. They found women were 
motivated to share to build motherwisdom, a mutual 
exchange of information through sharing and listening 
to birth stories. They found the key motivators for build-
ing motherwisdom were normalising the experience for 
the self, empowering others, and validation of their own 
experience. When participants in the current study were 
in safe spaces, they too experienced validation of their 
experience and the desire to empower others, however, 
safe spaces were rare, and participants did not feel they 
had that opportunity very often. These findings suggest 
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that participants are denied the normative experience of 
sharing birth stories most of the time, often deprived of 
the opportunity to receive validation of their own expe-
riences, contribute to motherwisdom, and empower 
others.

Participants were very passionate about sharing their 
stories to empower future mothers to achieve the same 
positive experience. They attributed it to being informed, 
well supported, having autonomy over birthing decisions, 
trust in their body’s abilities, a positive mindset, and con-
tinuity of care, all of which is supported in the literature 
[8, 32, 35]. Interestingly, participants all had varied expe-
riences, with stark differences in mode of birth, level of 
intervention, and care providers. Considering this and 
that only one participant described her birth as pain-free, 
emphasises that it is not a particular mode of birth that 
leads to a positive evaluation. Participants also felt com-
pelled to share how their positive experience contributed 
to the bond and attachment they felt with their baby and 
their improved parenting experience, consistent with 
findings by Bell et al. [54] Future research may consider 
further exploration on factors that contribute to a posi-
tive appraisal of birth, including partner and caregiver 
support and autonomy over birthing decisions, and the 
long-term impact of these factors on the experience of 
parenting.

From a broader perspective, if women who experi-
ence positive births feel silenced, positive birth stories 
may only ever be considered in isolation, perpetuating a 
negative view of birth. This may overinflate the negative 
aspects of birthing, giving prospective mothers the idea 
that something will inevitably go wrong, driving them to 
make decisions based on a dependence on technology 
and medicalisation in pursuit of safety [12]. This moves 
away from focusing on autonomy and trust in their body’s 
natural ability to birth a child, two factors that contrib-
ute to a positive evaluation of birth [35]. A study on 350 
pregnant women in Melbourne, Australia, found stories 
from family and friends were the third and fourth most 
common sources of information on childbirth, respec-
tively, after midwives and an information pamphlet [38]. 
They found that 52.3% of women turned to family and 
52.0% to friends as a source of their birthing informa-
tion, higher than the internet (44.0%), antenatal educa-
tion (42.6%) and obstetric advice (12.6%). This highlights 
the importance of birth stories as a source of information 
for prospective parents. Encouraging women to share 
their positive birth stories may contribute to normalis-
ing the positive birth experience, which may contribute 
to reducing fear of childbirth [6]. Normalising the posi-
tive birth experience may illuminate the possibility of 

that experience for women and empower them to strive 
towards achieving it for themselves, as participants in 
this study did.

Limitations and future research
The unique exploration of the experiences of women 
telling their positive birth stories and its contribution to 
the growth of research on positive birth experiences is a 
strength of this research. A potential response bias may 
limit findings, as women who feel unable to share their 
positive birth stories may volunteer to participate to 
access an opportunity to tell their story. This may mean 
women with positive birth stories who have many ave-
nues for sharing their stories did not feel the need to con-
tribute. The sample was also relatively homogenous as 
women were tertiary-level educated Caucasians recruited 
within a narrow network. This demographic may have 
greater access to factors that promote a positive appraisal 
of birth, such as access to information, autonomy of deci-
sions, and adequate support. All participants were from 
Western Australia and may not be reflective of the expe-
riences of women from areas outside this region. We 
recommend future studies replicate this research with a 
diverse sample to strengthen transferability of findings 
and consider including a quantitative component to cap-
ture how many women perceive their births as positive 
and feel comfortable sharing their stories.

The inclusion of modes of birth that deviate from 
societal norms, such as home birthing, may influence 
reactions to participants’ birth stories, therefore skew-
ing results and may be considered a limitation of this 
research. Future research may consider replication with 
the exclusion of non-hospital modes of birth; however, 
one could argue that the mode of birth contributes to 
the overall birth experience and is therefore relevant in 
sharing positive birth stories. The five participants in 
this study who delivered their baby at home attribute the 
calm, relaxed environment and autonomy of timeline and 
decisions to the positive evaluation of their experience.

We acknowledge ZN’s position as the researcher in this 
study as a potential limitation. ZN’s biases stem from 
her own positive birth and experiences sharing her birth 
story. Although efforts have been made throughout the 
research to mitigate this bias, such as reflexivity, audit 
trail, member-checking, and researcher consensus, it 
is impossible to entirely remove this subjectivity. ZN’s 
experience also enabled her to provide participants with 
a safe space for sharing their stories, potentially support-
ing women to feel comfortable enough to provide a rich 
description of their experiences, which may be deemed a 
strength of this research.
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Conclusion
This study explored the experience of women who shared 
their positive birth stories. Participants often felt that it 
was not safe to share their birth stories in a society domi-
nated by a negative view of childbirth. When participants 
were in a safe space, with like-minded people, they expe-
rienced the same validation and joys of sharing that many 
women usually gain from sharing a typical birth story. 
Participants often had to withhold or part-tell their story 
to feel they belonged when sharing their stories. This may 
help to understand the lack of availability of positive birth 
stories in our society and why women feel they must 
actively seek them out. Understanding the motivations 
behind sharing or withholding their positive birth stories 
may contribute to finding avenues to normalise the posi-
tive birth experience, potentially contributing to chang-
ing society’s view of birth, which will hopefully improve 
birth experiences in the future.

Relevance to clinical practice
One application of this research is developing an aware-
ness of these experiences in perinatal care providers such 
as midwives, doctors, obstetricians, and child health 
nurses. Promoting a balanced view of childbirth at this 
authoritative level may encourage acceptance of positive 
birth stories, and validating stories during debriefing ses-
sions may empower new mothers and facilitate accept-
ance. Antenatal education classes could also encourage 
portraying positive birth experiences and focus on edu-
cating women about the role of fear in childbirth and 
the importance of autonomy of decisions, informa-
tion power, caregiver support, and faith in their body to 
deliver a baby.

At the systemic level, including positive birth experi-
ences in the media may accurately portray childbirth as 
the varied experience it is, working towards a broader 
view of childbirth in society. Normalising the positive 
birth experience may potentially allow women with all 
experiences the opportunity to share their stories more 
openly by broadening safe spaces for sharing. It may 
also illuminate the possibility of a positive birth experi-
ence for women, and they may feel empowered to strive 
towards achieving it for themselves.
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