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Abstract 

Women’s autonomy is an important element of the economic and reproductive health developments in a country. The aim of 

this study was to find out the potential factors associated with women’s decision-making autonomy in Bangladesh. To fulfill 

this purpose, the cross-sectional data obtained from the Bangladesh Demographic Health Survey (BDHS), 2014 was used. 

The generalized linear mixed model approach has been applied to calculate the adjusted effects of the covariates by taking 

into account the correlation among subjects within clusters. The study reveals that women with age at marriage ≥ 18 years, 

having family size ≤ 4, having at least one child, exposed to media, belonging to NGO, living in urban areas and working 

outside home have greater influence on autonomy in household decision making. 
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I. Introduction 

Empowerment was broadly defined as the “expansion of 

freedom of choice and action”
1
. Women’s empowerment is 

a prior condition for women’s autonomy. It is difficult to 

quantify the term autonomy in words easily
2
. It is actually 

the freedom of one’s wish and ability of an individual to 

work separately without influence of others. Autonomy 

points out the technical, social, and psychological capability 

of gaining information and using these information to make 

own decisions about one's private concerns and one's 

intimates
3
. It creates ability of a woman to control fertility 

level as well as awareness about child nutritional level with 

maternal and child health care. Decision making power of a 

woman is become greater when a woman has access to do 

work outside the home
4
. The validated capability of women 

to take part in decision-making, control over financial 

resources as well as freedom of movement has been 

considered as women’s autonomy recently
5
.  

Though women’s autonomy is necessary for the 

development of a country, women’s autonomy level in 

Bangladesh is very low
6
. Maternal healthcare in Bangladesh 

for antenatal care and postnatal care increases by 0.14 unit 

and 0.13 unit, respectively for one unit increase in women’s 

autonomy
7
. The use of modern contraceptive was found to 

be positively associated with household level decision 

making in Bangladesh
8-9

. A study using BDHS, 2007 data 

observed that 33% currently married women but non-

pregnant in Bangladesh were not participated in family 

decisions and out of them 51.1% were not using any 

modern method of contraception
 10

. This study also assessed 

strong attachment among women autonomy with modern 

contraceptive use and future intention. A random study on 

married women was conducted in Bangladesh and the study 

revealed strong interrelation among controlling 

reproduction, sexual behavior index, reproductive 

behavioral index with women’s autonomy
11

. These findings 

suggest that women autonomy is a crying need for the well 

management of reproductive health in Bangladesh. So it is 

important to find out the factors associated with women 

autonomy in Bangladesh so that necessary steps can be 

taken to increase the autonomy level of women.  

A number of variables such as education level of women, 

employment status, household income and spousal age 

difference were considered as covariates for women’s 

autonomy in taking decision about health care services
12-13

. 

A study using data from the Matlab Health and Socio 

Economic Survey found that wage income had a greater 

effect on women's autonomy in rural Bangladesh than the 

return obtained from unearned income
14

. Several studies 

conducted in different countries found that women’s 

autonomy was significantly positively related to pregnancy 

and delivery care
15-17

,   increasing rate of child nutrition
18

, 

single marriage and consciousness about health matters
19

. It 

was also observed that unintentional pregnancy, higher 

fertility were negatively associated with women’s 

autonomy
20-21

. 

In this study, we have used the BDHS, 2014 data to find out 

the potential determinants that influence women’s 

autonomy in Bangladesh directly or indirectly. Since data 

were collected within 600 clusters, it is assumed that the 

subjects within the clusters are correlated. To take this 

correlation into account, mixed logistic regression model is 

applied to obtain more precise and efficient estimates of the 

parameters.    

II. Data and Methodology 

Data  

In this study we have conducted secondary analysis based 

on the BDHS, 2014 data. The two-stage stratified sampling 

has been used in BDHS, 2014. The total of 600 

enumeration areas (EA) were selected in the first stage 

which are the clusters, and then a systematic sampling was 

used in the second stage of sampling to get 30 households 

from each EA and hence the BDHS, 2014 data consists of 

17,863 women respondents
25

. We selected 16,545 women 

aged 15-49 instead of total interviewed women 17,863 

because of some missing observations of the selected 

variables in the study. 
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Response and Independent variables 

Women’s autonomy on household decision-making was 

measured based on individual questions regarding who took 

decisions in the household. There was four questions in 

BDHS, 2014 data with six options of response. The options 

of the questions were: (1) respondent alone, (2) respondent 

and husband/partner, (3) respondent and other person, (4) 

husband/partner alone, (5) someone else, (6) other. To 

create the response variable, firstly a value of 1 was 

assigned if the answer of the questions was (1), (2) or (3), 

and 0 was assigned for (4), (5), or (6). The values were then 

aggregated resulting in a score from 0 to 4. Finally, to 

create the binary variable women’s autonomy on household 

decision-making, we categorized the index score into "yes" 

if the score is greater than 0 (i.e. women have autonomy) 

and "no" if the score is 0 (i.e. women do not have 

autonomy) 
21-23. 

To include some covariates in the study, we reviewed some 

papers related on woman’s autonomy in household decision 

making. We also took some other covariates in the study 

which were not taken in the reviewed papers as we thought 

these variables might have important effects on women’s 

autonomy. The covariates included in the analysis were 

respondent’s age at first marriage, gap between 

respondent’s and husband’s education, age difference of 

married couples, number of living children, respondent’s 

current working status, wealth index, religion, husband’s 

occupation, family size, media exposure, NGO 

membership, place of residence and division. The 

respondent’s age at first marriage was not given directly in 

the BDHS, 2014 but there were respondent’s age at first 

cohabitation. In the perspective of Bangladesh, 

respondent’s age at first cohabitation and age at first 

marriage are same. According to a previous study
24

, a new 

variable education gap was created by taking difference 

between the spousal education levels which had three 

categories: no difference, wife with higher education and 

wife with lower education than husband. The wealth index 

variable was constructed from the data on household assets 

in the BDHS, 2014. We re-categorized the wealth index 

into poor (merging poorest and poorer), middle and rich 

(merging richer and richest). Religion was re-categorized 

into Muslims and non-Muslims. There are so many 

categories of husband’s occupation in BDHS. Here, we re-

categorized the husband’s occupation into farmer, labour, 

business, service and others. Respondent’s media exposure 

was assessed for listening radio, watching television and 

reading newspaper and magazines. The media exposure was 

categorized into yes (if the respondent was exposed to any 

of the above media) and no (if she was not exposed to any 

of the above media). Women’s NGO membership was 

assessed for belong to Grameen bank, BRAC, BRDB, 

ASHA, Proshika, mother's club and others. The NGO 

membership was categorized into two categories: yes (if she 

belongs to any of the above NGOs) and no (if she does not 

belong to any of the above NGOs). 

Statistical Analysis 

Bivariate analysis of women’s autonomy at household 

decision making with different socio-economic and 

demographic variables were conducted to know whether 

there existed significant associations among them using chi-

square test of association and analysis of variance 

(ANOVA) F-test. The adjusted effects of covariates on 

women’s autonomy were obtained by performing mixed 

logistic regression model. 

Mixed Logistic Regression Model 

Generalized linear model (GLM) is extended to generalized 

linear mixed model (GLMM) to deal with the situations 

where subjects are correlated within clusters. In GLMM, a 

random effect is introduced with the fixed effects to 

account the correlation among subjects and to obtain more 

precise estimates of the regression coefficients. 

Suppose the random variable     is the     (i=1,2,…,n) 

observation from     (k=1,2,…,p) cluster. Let      and      
be the vector of covariates with order m  1 and random 

component cluster, respectively.  Then a mixed logistic 

regression model can be written using logit link as 

   (
   

     
)     

     , 

where     
 
  

 
    

 
   is the m  1 vector of 

regression parameters and      |           . In our 

study, we have assumed that    is normally and identically 

distributed with mean 0 and variance   
 . In this set up, our 

interest is to find the estimates of the parameters   and   
 . 

Statistical package STATA 14 has been used to serve this 

purpose.  

III. Results and Discussion 

Information are obtained from 16,545 ever-married women 

with current age 15-49. Among these selected women, 

23.91% women married at the age of 18 years or above and 

the rest 76.09% women married at the age of below 18 

years. About 43% of the women are from rich families 

while the percentages of poor and middle class women are 

36.88 and 19.1, respectively. A large number of women are 

found to be exposed in media (63.35%) while 36.65% are 

not. It is found that most of the women (66.02%) are not 

involved in any of NGOs in Bangladesh whereas 33.98% 

women are involved to NGO. It is observed that only 

30.37% women work outside home and the rest 69.63% 

women do not work. It is also found that highest number 

(28.78%) of husbands is servicemen followed by labour 

(27.85%), businessmen (22.62%), farmers (15.28%) and 

other occupations (5.44%). Among the women included in 

this study, 34.05% are from urban areas, while most of 

them are from rural areas (65.95%). Moreover, 83.03% 

women have autonomy in household decision making and 

16.97% women have not. 

In order to know whether the covariates are significantly 

associated with women’s autonomy in household decision 

making, Pearson Chi-square and ANOVA F- tests have 

been employed in the study and the results are presented in 

Table 1. 
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Table 1. Bivariate analysis of Bangladeshi women's 

autonomy in household decision making with each of the 

background characteristics. 

  Women’s 

autonomy 
 

Background 

characteristics 
Mean  

(SD) 
No 

(%) 
Yes 

(%) 
p-value 

Age at first 

marriage 
 

  
 

Age18  17.1 82.9 0.671 

Age18  16.7 83.3  
Spousal age 

difference 
8.96 

(0.04) 
- - 0.136 

Education gap     
No difference  17.5 82.5 0.018 

Wife higher educated  16.7 83.3  
Wife lower educated  16.6 83.4  

Number of living 

children 
 

  
 

No child  37.6 62.4 <0.001 

1-2  15.8 84.2  

2+  13.2 86.8  

Family size     
1-4  12.7 87.3 <0.001 

5-7  17.8 82.2  

7+  26.5 73.5  
Wealth index     

Poor  18.8 81.2 <0.001 
Middle  18.2 81.8  

Rich  14.8 85.2  

Media Exposure     
No  19.4 80.6 <0.001 

Yes  15.6 84.4  

NGO membership     
No  19.2 80.9 <0.001 

Yes  12.6 87.1  
Currently working 

status 
 

  
 

No  19.4 80.6 <0.001 

Yes  11.6 88.4  

Religion     

Muslim  17.2 82.8 0.056 

Non-Muslim  15.5 84.5  
Husband’s 

occupation 
    

Farmer  17 83 0.002 
Labour  17.3 83.1  

Business  17.3 82.7  
Service  15.6 84.4  
Others  20.4 79.6  

Place of residence     

Urban  13.8 86.2 <0.001 

Rural  18.6 81.4  
Division     
Barisal  19.3 80.7 <0.001 

Chittagong  17.9 82.1  

Dhaka  16.7 83.3  

Khulna  18.6 81.4  
Rajshahi  14.7 85.3  

Rangpur  14.3 85.7  

Sylhet  23.7 76.3  

All the covariates except age at first marriage, spousal age 

difference and religion showed unadjusted significant 

associations (p<0.05) with women’s autonomy in 

household decision making but religion was significant at 

10% level in the bivariate analysis. The insignificant 

covariates women’s age at first marriage and spousal age 

difference have been used in multivariate analysis because 

these covariates found as the important factors for 

autonomy in other studies. 

In the regression analysis, all the covariates except 

women’s religion are found to have significant effects on 

women's autonomy in household decision making (Table 

2). Women’s age at first marriage shows a strong positive 

association with women's autonomy. The women who 

married at age of 18 years or above have 20% higher odds 

of having participation in decision making than those who 

married at age of below 18 years. This is because the early 

married women (below 18 years) are immature and 

dependent on their husbands. Increase with spousal age 

difference is less likely to have women’s autonomy in 

decision making. The Table 2 shows that the high educated 

women with respect to their husbands have 15% higher 

odds of having autonomy in decision making than those 

women whose have same education with their husbands.   

This is expected because the more educated women are 

capable of taking decisions easily. Again, the lower 

educated and same educated women do not have significant 

difference in decision making (p > 0.10). The women who 

have 1-2 children are 3.05 times and who have 2+ children 

are 5.11 times likely to have participation in decision 

making compared to women with no children. It is because 

the children give their mothers more mental support in the 

family and also having children is a power of mothers. 

Women with 1-4 family members have 68% higher odds of 

participation and women with 7+ family members have 

28% lower odds of participation in household decision 

making compared to the women with 5-7 family members. 

Thus, it can be said that women with the small size family 

have higher autonomy in decision making. There is no 

significant difference (p > 0.10) between poor and middle 

class women. The rich women have 25% higher odds of 

having autonomy in decision making (p < 0.01) compared 

to middle class women. It is expected because rich women 

have more access to take decisions about family matters. 

The Table 2 shown that media exposure women have 16% 

higher odds of taking decisions in household compared to 

women who are not media exposure (p < 0.05). It is due to 

the fact that the women who are exposed in media are 

concerned about the world and get up to date information 

about health care or any other household matters. The NGO 

member women are more likely to participate in decision 

making than the non-NGO member women. This may 
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happen because NGO member women are given importance 

by their family. Women working outside home have 53% 

higher odds of having autonomy than those women who are 

non-worker. It is expected because working women earns 

money and contributes to the family. Table 2 shows that no 

significant difference has been observed between Muslim 

and non-Muslim women to participate in decision making. 

Women having businessmen husbands have 14% lower odds 

in household decision making than those women having 

farmer husbands. 

Table 2. Adjusted odds ratios (OR) with their 95% 

confidence intervals (CI) for different covariates 

obtained from mixed logistic regression model. 

Background 

characteristics 
OR 95% CI of OR 

Age at first marriage   
Age18 1.00  
Age18 1.20*** 1.07 - 1.33 

Spousal age difference 0.99* 0.99 - 1.00 
Education gap   
No difference   

Wife higher educated 1.15** 1.03 - 1.28 
Wife lower educated 0.99 0.89 - 1.11 

Number of living children   

No child 1.00  
1-2 3.05*** 2.69 - 3.46 
2+ 5.11*** 4.42 - 5.91 

Family size   
1-4 1.68*** 1.51 - 1.87 
5-7 1.00  
7+ 0.72*** 0.64 - 0.81 

Wealth index   
Poor 0.98 0.86 - 1.11 

Middle 1.00  
Rich 1.25*** 1.09 - 1.42 

Media Exposure   
No 1.00  
Yes 1.16** 1.03 - 1.30 

NGO membership   

No 1.00  
Yes 1.31*** 1.19 - 1.46 

Working status   

No 1.00  
Yes 1.53*** 1.38 - 1.71 

Religion   
Muslim 0.90 0.76 - 1.07 

Non-Muslim 1.00  
Husband’s occupation   

Farmer 1.00  
Labour 0.94 0.82 - 1.09 

Business 0.86* 0.74 - 1.01 
Service 1.05 0.90 - 1.22 
Others 0.87 0.70 - 1.08 

Place of residence   
Urban 1.29*** 1.12 - 1.48 
Rural 1.00  

Division   
Barisal 0.70*** 0.56 - 0.88 

Chittagong 0.74*** 0.60 - 0.92 
Dhaka 1.00  
Khulna 0.61*** 0.49 - 0.76 

Rajshahi 0.80** 0.64 - 1.00 
Rangpur 0.92 0.74 - 1.16 
Sylhet 0.57*** 0.45 - 0.72 

Variance component 0. 25*** 
 *** p<0.01, ** p<0.05, * p<0.10 

Moreover there is no significant difference of the women 

whose husbands are farmer with the women whose 

husbands are involved in any other occupations. The study 

reveals that women from the urban area have significantly 

greater influence (29% higher odds) in household decision 

making than those who are from rural area. This is because 

rural women do not get enough facility like freedom of 

doing job, freedom of movement, education etc.  It is found 

that women from Barisal, Chittagong, Khulna, Rajshahi and 

Sylhet divisions have 30%, 26%, 39%, 20% and 43%, 

respectively lower odds of having autonomy in decision 

making compared to women from Dhaka. This may be due 

to fact that the women of Dhaka get enough facility like 

freedom of movement, freedom of doing job, education, 

economic freedom etc.  

From the above discussion, it was found that women’s age 

at first marriage, spousal age difference, education gap 

between husband and wife, number of living children, 

family size, wealth index, media exposure, NGO 

membership, working status, husband’s occupation, place 

of residence and division were potential determinants for 

women’s autonomy in household decision making in 

Bangladesh. 

IV. Conclusions 

Women’s autonomy to participate in the decision-making in 

the family is influenced by different factors. Bangladeshi 

women face with a great disadvantage with respect to 

autonomy in decision making on their own health care
26

. 

The goal of our study was to find out the potential factors 

that affect women’s autonomy in household decision 

making based on BDHS, 2014 data. In the study, the mixed 

logistic regression model has been applied for analyzing 

women’s autonomy to take into account the correlation 

among subjects within each cluster so that precise estimates 

of the regression parameters can be obtained. From the 

results, it can be concluded that decrease in marital age less 

than 18 and spousal age difference, as well as increase in 

media exposure and NGO member women will increase the 

women’s autonomy in Bangladesh. Besides these, women 

with lower economic status, higher family size, less number 

of living children in family and living in rural areas are 

facing problem most to participate in household decision 

making. Proper steps need to be taken to increase autonomy 

among these particular women so that they can contribute 

to the family as well as society by giving their valuable 

opinions.   

This study has some limitations. Firstly, women’s 

autonomy was measured by taking only household 

decision-making variables but the other variables such as 

women’s freedom of movement, economic freedom etc., 

were not included to define women’s autonomy. Secondly, 

only women’s current decision-making patterns were used 
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to define autonomy but ignored past patterns, while some 

studies revealed that current patterns of decision-making 

reflect past patterns
20

. Thirdly, only women were asked 

about decision-making patterns but not asked their 

husbands. 
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