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Abstract

Women’s empowerment is one of the ten ‘special initiatives’ of Bangladesh government.
According to the Global Gender Gap Report 2022, Bangladesh ranks as the most gender-equal
nation in South Asia. Understanding how Bangladeshi women are empowering themselves and its
impact on their nutritional status is crucial, as the Sustainable Development Goals (SDGs) include
both gender equality and women's health. This study aims to investigate women’s empowerment in
Bangladesh and its impacts on their nutritional status. A total number of 14,862 samples were
extracted from Bangladesh Demographic and Health Survey (BDHS) 2017-18 for this study.
Women’s empowerment was measured using three indicators; (i) women’s participation to make
decision on their healthcare, (ii) women’s participation to purchase households goods and (iii)
person who usually decides to visit family and friends. The composite index of these three
indicators was used as outcome variable for further statistical analysis. The study revealed that
79.0%, 76.1% and 78.4% women participated to make decision on their healthcare, purchasing
household goods and visit to relatives and friends respectively, resulting in 63.7% women being
classified as empowered in Bangladesh. Predictors of women’s empowerment included: living
location (division), type of residence, place of delivery, sex of household head, wealth index,
respondents’ age, education, occupation, having bank account, total ever born children and
decision in using contraception, and beating by husband. After controlling the effect of other
factors, it was shown that empowered women were more likely to become over nourished than
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unempowered women. The study also found that a strikingly large proportion of women in
Bangladesh remained unempowered. Some modifiable factors were found as predictors of women
empowerment. Additionally, unempowered women were more likely to be undernourished. These
findings can inform Government strategies to address the persistent issues affecting women in
Bangladesh.

Keywords: Women empowerment, Nutritional status, SDGs, Logistic regression.
AMS Classification: 91D20, 62P25.

1. Introduction

Women's empowerment is the process through which women gain increased control over their
lives and establish their own status. The health and social advancement of the family, community,
and nation depend on the empowerment of women (Davis et al., 2014). When women are
empowered, they can reach their full potential, contribute effectively to the workforce, and raise
healthy, happy children. Achieving the Millennium Development Goals (MDGs) has involved
substantial progress towards gender equality, with improved access to the economic and health
sectors for women (United Nations, 2015). Many forms of discrimination against women continue
to exist in many developing nations (Kibel, 2012).

Bangladesh has made significant improvements in the lives of women and girls over the last 20
years, evidenced by declining mother and child mortality rates are increased gender parity in
school enrollment. Despite these advancement, women in Bangladesh continue to be concentrated
in low-wage industries, such as the ready-made garments sector, where around 3 million women
work under challenging conditions (NIPORT, 2020).

In recent years, Bangladesh has attempted to overcome its backwardness in women's issues while
also making significant development in socio-cultural and economic sectors for women (Hossain,
2021). Nevertheless, a significant majority of women still lack the authority to actively engage in a
variety of societal spheres, including the political, social, cultural, and economic ones (Evertsen,
2022). The patriarchal and patrilineal social framework in Bangladesh impose numerous
restrictions on women, limiting their access to services and opportunities (Karim et al., 2018). A
rigorous division of labor that restricts women's movement, roles, and responsibilities as well as
their sexuality is more typically upheld by such a society (Stamarski and Son Hing , 2015).
Research indicates that women’s and her child’s nutritional status was favorably correlated with
female empowerment like education, possessions, and engagement in economic sectors (Jones et
al., 2020; Galie et al., 2019; von Salmuth et al., 2021; Al-Sadeeq et al., 2019; Poudel et al., 2022).
Numerous studies revealed that improvement of women's educational level and programs aimed at
empowering them may therefore play a significant role in lowering the infant mortality rate (Jones
et al., 2020; Galie et al., 2019; Alemayehu et al., 2015).

The Sixth Five-Year Plan (2011-2015) and Vision 2021 aimed to transform Bangladesh into a
middle-income country by 2021 (Planning Commission; 2011). Active participation of women in
all the spheres, like politics, education, health, economy, agriculture and so on has significantly
impacted the development of the country (Walker, 2013). As a result of pro-women measures,
Bangladesh ranked 71% globally in terms of political empowerment of women in the Global
Gender Gap Report 2022 (GGGR-2022) by the World Economic Forum. According to the same
report, Bangladesh ranked first in South Asia, whereas its neighbors India and Pakistan ranked
sixth and eighth, respectively (Global Gender Gap Report, 2022). Bangladesh's remarkable strides
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towards women's development can be very instructive for other nations, as it is clear that women
are contributing more in all areas of society. In addition to successfully implementing the Beijing
Platform for Action and Convention on the Elimination of All Forms of Discrimination Against
Women (CEDAW), the present administration is dedicated to achieving the MDG 2015 of gender
equality and empowering women (United Nations, 1995; United Nations General Assembly;
1979).

Despite these achievements, the BDHS 2017-18 reports that 12% of Bangladeshi women are
undernourished, with women who have lower wealth index being more likely to be undernourished
(Rahman et al., 2022; NIPORT, 2020). A hospital-based study in Bangladesh found that children
with better nutrition were born to mothers who were well-nourished, educated, had good childcare
knowledge, and had higher family income (Jasmine et al., 2021). The Sustainable Development
Goals (SDG) goals are closely linked to maternal and child health. For instance, SDG-3 aims to
offer healthy lives for all ages, while SDG-5 aims to empower women with a target level by 2030
(United Nations; 2022).

The objective of this study is to investigate women’s empowerment in Bangladesh and its impact
on their nutritional status.

Key research questions: The major research questions of this study are: (1) how many married
women are empowered in Bangladesh? (2) What are the contributing factors of women's
empowerment? (3) Does women's empowerment have any impact on their nutritional status?

We hope the answers of the above questions would help to increase the number of empowered
women, and overcome their malnutrition problem.

2. Materials and Methods

Data: This study utilized secondary data from Bangladesh Demographic and Health Survey
(BDHS) 2017-18, conducted by the National Institute of Population Research and Training
(NIPORT) under the Ministry of Health and Family Welfare. The survey was carried out between
October 2017 and March 2018 by the Mitra and Associates, a private research agency. In this
survey a total of 20,250 residential households were selected. Each subject in the survey provided
information on their socio-demographics, health, and lifestyle. In addition, height and weight was
measured of each selected woman. It has been described elsewhere in report about study
population, study design, questionnaire, instruments, data collection technique, data reliability etc.
of BDHS, 2017-18 survey (NIPORT, 2020).

Sampling: The BDHS-2017-18 survey employed a two-stage stratified sampling method. In the
first stage, 675 enumeration areas (EAS), 250 in urban and 425 in rural areas were selected with a
probability proportional to EA size. The sample in that stage was drawn by Bangladesh Bureau of
Statistics (BBS), following the specifications provided by International Children's Fund (ICF) that
include cluster allocation and instructions on sample selection. A complete household listing
operation was then carried out in all selected EAs to provide a sampling frame for the second-stage
selection of households. In the second stage of sampling, a systematic sample of an average of 30
households per EA was selected to provide statistically reliable estimates of key demographic and
health variables for the country as a whole, for urban and rural areas separately, and for each of the
eight divisions. Based on this design, 20,250 residential households were selected. Completed
interviews were expected from about 20,100 ever-married women age 15-49. The survey was
successfully carried out in 672 clusters after elimination of three clusters (one urban and two rural)
that were completely eroded by floodwater. These clusters were in Dhaka (one urban cluster),
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Rajshahi (one rural cluster), and Rangpur (one rural cluster). A total of 20,160 households were
selected for the survey. Any analysis using the 2017-18 BDHS data requires application of
sampling weights to ensure the actual representation of the survey results at the national and
division levels. The 2017-18 BDHS sampling weights are not expected to lead to any significant
differences in the overall survey indicators (NIPORT, 2020). Present author checked the outliers of
dataset, and removed the outliers, missing values, incomplete data and pregnant women, finally
14,862 samples were considered for analysis in the present study.

Inclusion and exclusion criteria: The study considered married Bangladeshi women aged 15-49
years. Women who were pregnant at the time of survey, and had missing or incomplete socio-
demographic or anthropometric data were excluded (Fig. 1).

Bangladesh
BDHS 2017-2018
Exclusion
Houschold > n=20160
Missing & others: n =703
Household interviewed> n= 19457
Eligblewomen > n=20127
Missing & outlier: n = 5265
Valid eligible women > n= 14862

Fig. 1: Procedure for selecting study sample

Outcome variable: The primary outcome variable was women empowerment, measured by the
three indicators, such as (a) women’s participation in decision making on their own health care, (b)
women’s participation of purchasing large households goods and (¢) women who usually decide to
visit relatives and friends. Each indicator was categorical as a nominal measurement with five
options, such as respondent alone, respondent and husband, husband alone, someone else, and
others. All results were processed as binary variables in accordance with the BDHS criteria,
showing “Yes” if the woman had the capacity to make decisions independently or jointly with her
husband, and “No” if only the husband or the other family members made the choice. Yes=1 was
considered as empowered and No=0 unempowered.

The secondary outcome variable was nutritional status of women, assessed using body mass index
(BMI), calculated as Weight (kg)/ ((height (m))2. Women were classified as under nutrition if their
BMI<18.5 kg/m?, normal weight if their BMI >18.5 to <25, and over nutrition if their BMI
>25kg/m’.
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Independent variable: Some socioeconomic, demographic, household information and
anthropometric factors were considered as independent variables in this study. Most of the
independent variables were considered on the basis of previous studies as well as the bivariate
analysis and were available in BDHS-2017-18 dataset. BDHS-2017-18 collected data from
selected sample using a standard household questionnaire. The questionnaires consisted of both
structured (pre-coded) and non-structure (open-ended) questions. The selected independent
variables were mentioned with their groups and code numbers in Table 1.

Table 1: The list of independent variables with their groups and codes
Variable | Groups | Code Variable | Groups | Code
Living location (Division) Educational level
Barisal 1 No education 0
Chittagong 2 Primary 1
Dhaka 3 Secondary 2
Khulna 4 Higher 3
Mymensingh 5 Respondents' occupation
Rajshahi 6 Housewife 1
Rangpur 7 Others 0
Sylhet 8 Has a bank account
Type of place of residence No 0
Urban 1 Yes 1
Rural 2 Respondents’ body mass index
Place of delivery Underweight 1
Home 1 Normal weight 2
Others 2 Overweight 3
Sex of household head Age at first birth (years)
Male 1 <20 1
Female 2 >20 2
Religion Age at first cohabitation (years)
Muslim 1 <18 1
Others 2 >18 2
Wealth index Total ever born children
Poor 1 1 children 1
Middle 2 2 children 2
Rich 3 3 children and more 3
Type of toilet facility Husbands’ education level
Hygienic 1 No education 0
Unhygienic 2 Primary 1
Decision in using contraception Secondary 2
Respondent jointly 1 Higher 3
Partner alone 2 Respondents’ Age group (years)
Others 3 <20 1
Beating justified if argues with hushand 21-30 2
No 0 31-40 3
Yes 1 41-49 4
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3. Statistical Analysis

Frequency distribution was utilized to assess the percentage of women empowerment in
Bangladesh. The Chi-square (x%) test was used to explore the association between women’s
empowerment and other categorical variables, and the significantly associated factors were
considered as independent variables in logistic model. As we mentioned, BDHS, 2017-2018
collected data from overall Bangladesh using two stages stratified cluster sampling; data came
from different levels of hierarchy. There was more probable to have clustering effect of outcome
variable. We checked the existence of clustering effect in outcome variable using median odds
ratio (MOR) [MOR=exp{0.6745v2v82}=exp(0.95V82)], where &2 is the cluster variance. There
is cluster variation of outcome variable if MOR>1 (Larsen and Merlo, 2005). In this study, we got
MOR=1.87, it was needed to remove clustering effect of our outcome variable. A single-level
statistical model cannot able to remove clustering effect (Khan and Shaw, 2011), need to apply an
appropriate statistical model that would remove the effect and provide accurate results. In our
present study, two levels of multiple logistic regression model was used to remove the cluster
effect of dependent variable, and to determine the impact of our selected factors on women’s
empowerment in Bangladesh (Islam et al., 2019). The fitness of selected models was tested using
Hosmer and Lemeshow test. The model’s accuracy was tested by sensitivity, specificity, positive
and negative predictive values and receiver operator characteristic (ROC) curve.

Since, women’s nutritional status was classified into three categories, multinomial logistic
regression model was used to find the impact of women’s empowerment on their nutritional status
when controlled the effect of other socio-economic, demographic and behavior factors. We used
magnitude of the standard error (SE) for detecting the multicollinearity problem among the
independent variables, it was judged that there was no evidence of multicollinearity if the SE lies
between 0.001 and 0.5 (Chan, 2004). Statistical significance was accepted at p<0.05. Statistical
analyses were carried out using STATA (version 13) and SPSS software (version IBM 20).

4. Results

A total number of 14,862 married women aged 15-49 years were included in this study to
determine the percentage of women empowerment and its impact on their nutritional status in
Bangladesh. It was observed that 79.0%, 76.1% and 78.4% women could take part in decision
making on their healthcare, purchasing household goods and visit to their relatives and friends
respectively, resulting in an overall empowerment rate of 63.7% (Fig.2).

Women empowered _ 63.7%
Making decision to visit relatives and friends house _ 78.4%
Making decision for purchasing large household goods _ 76.1%
Making decision on healthcare _ 79.0%

Fig. 2: Frequency distribution of women empowerment
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Chi-square test: We observed that all of the selected variables except religion and type of toilet
facility were significantly associated with women’s empowerment in Bangladesh (Table 2). The
significantly associated factors were considered as independent variables in logistic regression
model.

Table 2: Summary of the Chi-square test for finding the association between anthropometric
measures and socio-economic, demographic factors with women empowerment

. Women empowerment

Independent variable Yes, N (%) p| No, N (%)

Living location (Division)
Barisal 935 (59.4) 639 (40.6)
Chittagong 1320 (62.4) 797 (37.6)
Dhaka 1449 (66.5) 731 (33.5)
Khulna 1278 (64.5) 702 (35.5)
Mymensingh 1185 (74.1) 414 (25.9)
Rajshahi 1264 (64.2) 704 (35.8)
Rangpur 1201 (63.1) 702 (36.9)
Sylhet 838 (54.4) 703 (45.6)
x*-value (p value) 155.43 (<0.001)

Type of place of residence
Urban 3726 (68.7) 1699 (31.3)
Rural 5744 (60.9) 3693 (39.1)
x°-value (p value) 91.01 (<0.001)

Place of delivery
Home 837 (54.6) 695 (45.4)
Others 8633 (64.8) 4697 (35.2)
x°-value (p value) 60.98 (<0.001)

Sex of household head
Male 8203 (62.6) 4904 (37.4)
Female 1267 (72.2) 488 (27.8)
x*-value (p value) 61.82 (<0.001)

Religion
Muslim 8500 (63.9) 4812 (36.1)
Others 970 (62.6) 580 (37.4)
x*-value (p value) 0.97 (0.436)

Wealth index
Poor 3574 (63.3) 2070 (36.7)
Middle 1786 (61.5) 1120 (38.5)
Rich 4110 (65.1) 2202 (34.9)
x*-value (p value) 12.12 (0.008)

Type of toilet facility
Hygienic 6309 (63.8) 3573 (36.2)
Unhygienic 3161 (63.5) 1819 (36.5)
x°-value (p value) 0.20 (0.312)
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Respondents’ age group (years)

<20 381 (44.4) 477 (55.6)
21-30 3163 (60.4) 2076 (39.6)
31-40 3601 (67.9) 1702 (32.1)
41-49 2325 (67.2) 1137 (32.8)
x*-value (p value) 221.70 (<0.001)
Educational level
No education 1604 (64.8) 873 (35.2)
Primary 3220 (64.6) 1767 (35.4)
Secondary 3453 (61.3) 2184 (38.7)
Higher 1193 (67.7) 588 (32.3)
x*-value (p value) 29.85 (0.001)
Respondents’ occupation
Housewife 4108 (59.4) 2804 (40.6)
Others 5359 (67.4) 2587 (32.6)
x°-value (p value) 102.58 (<0.001)
Has a bank account
No 8042 (62.6) 4807 (37.4)
Yes 1428 (70.9) 585 (29.1)
x’-value (p value) 52.49 (<0.001)
Respondents’ body mass index
Underweight 1094 (62.3) 662 (37.7)
Overweight 3541 (66.7) 1767 (33.3)
Normal 4835 (62.0) 2963 (38.0)
x*-value (p value) 32.01 (<0.001)
Age at first birth (years)
<20 7625 (62.9) 4492 (37.1)
> 20 1845 (67.2) 900 (32.8)
x°-value (p value) 17.78 (0.001)
Age at first cohabitation (years)
<18 8111 (63.2) 4724 (36.8)
>18 1359 (67.0) 668 (33.0)
x’-value (p value) 11.23 (0.003)
Total ever born children
1 children 1852 (56.3) 1440 (43.7)
2 children 3148 (65.8) 1639 (34.2)
>3 children 4470 (65.9) 2313 (34.1)
x*-value (p value) 101. 87 (<0.001)
Husbands’ education level
No education 2322 (66.6) 1162 (33.4)
Primary 2957 (62.3) 1787 (37.7)
Secondary 2558 (60.7) 1653 (39.3)
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Higher 1633 (67.4) | 790 (32.60
x*-value (p value) 47.15 (<0.001)

Decision in using contraception
Respondent jointly 6299 (65.8) 3280 (34.2)
Partner alone 285 (43.8) 366 (56.2)
Others 2886 (62.3) 1746 (37.70)
y*-value (p value) 133.21 (<0.001)

Beating justified if argues with husband
No 8259 (64.9) 4485 (35.1)
Yes 1175 (56.4) 907 (43.6)
x*-value (p value) 55.56 (<0.001)

Multilevel logistic regression analysis: SE showed that there was no multicollinearity problem
among independent variables. After removing cluster effects, the two levels logistic regression
model demonstrated that the women living in Dhaka [AOR=1.42, 95% CI: 1.12-1.79; p<0.01],
Mymensingh [AOR=2.13, 95% CI: 1.66-2.74; p<0.001], and Rajshahi [AOR=1.27, 95% CI: 1.01-
1.61; p<0.05] divisions were more empowered compared to women living in Barisal division.
Women who were living in urban areas were more empowered than the women living in rural
areas [AOR=0.62, 95% CI: 0.55-0.71; p<0.001]. Women empowerment and delivered at
hospital/clinic was positively related [AOR=1.18, 95% CI: 1.04-1.34; p<0.05]. In which cases
women were the head of the household, they were more empowered [AOR=1.88, 95% CI: 1.66-
2.13; p<0.01] compared to male household head. Women living in poor family was less likely to
have empowered compared to middle [AOR=0.85, 95% CI: 0.77-0.95; p<0.01] and rich family
[AOR=0.0.80, 95% CI: 0.72-0.90; p<0.01]. Women aged more than 20 years were more likely to
become empowered compared to women aged less or equal 20 years [p<0.01]. Primary, secondary
and higher educated women were more likely to have empowered than uneducated women
[p<0.05]. Housewife were less likely to become empowered than others [AOR=0.71, 95% CI:
0.65-0.77; p<0.01]. Women who had bank account were likely more empowered than who had not
[AOR=1.23, 95% CI: 1.09-1.39; p<0.01]. Woman who had more than one child was more
empowered than women had only one child [p<0.01]. Women had power to make decision in
using contraception with their partner were likely to be more empowered [p<0.001]. Women who
were not beat by their husband because of arguing with them indicated that the women were
empowered [AOR=0.75, 95% CI: 0.67-0.83; p<0.01]. Hosmer and Lemeshow test demonstrated
that our model was good fitted (p>0.05) (Table 3).

Table 3: Effect of socio-economic, demographic, anthropometric and behavioural factors on women empowerment

Variables and its AOR SE p-value 95% ClI for AOR

categories Uppe
Lower r
Living location (Division)
Chittagong vs Barisal 1.24 0.15 0.069 0.98 1.57
®

Dhaka vs Barisal ® 1.42 1.70 <0.01 1.12 1.79
Khulna vs Barisal ® 1.26 0.15 0.054 0.99 1.60
Mymensingh vs 2.13 0.27 <0.001 1.66 2.74

Barisal ®
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Rajshahi vs Barisal ® 1.27 0.15 <0.05 1.01 1.61
Rangpur vs Barisal ® 1.19 0.11 0.156 0.94 1.51
Sylhet vs Barisal ® 0.87 0.11 0.308 0.68 0.13
Type of place of residence
Rural vs Urban ® | 0.62 | 0.04 | <0.001 ] 0.55 | o071
Place of delivery
Others vs Home ® | 1.18 | 0.08 | <0.05 | 1.04 | 134
Sex of household head
Female vs Male ® | 1.88 | 012 | <0.001 | 1.65 | 213
Wealth index
Middle vs Poor ® 0.85 0.05 <0.01 0.77 0.95
Rich vs Poor ® 0.80 0.05 <0.001 0.72 0.90
Respondents’ Age group (years)
21-30 vs <20® 1.55 0.14 <0.001 1.30 1.84
3140 vs<20® 1.97 0.20 <0.001 1.61 2.41
4149 vs<20® 2.05 0.22 <0.001 1.65 2.55
Educational level
Primary vs No® 1.16 0.06 <0.05 1.03 1.30
Secondary vs No ® 1.17 0.08 <0.05 1.02 1.33
Higher vs No ® 1.29 0.12 <0.05 1.06 1.57
Respondents' occupation
Housewife vs Others 0.71 0.03 <0.001 0.65 0.77
®
Has a bank account
YesvsNo® | 123 [ 007 [ <0001 ] 1.09 | 1.39
Respondents’ body mass index
Normal vs 0.95 0.06 0.365 0.84 1.06
Underweight ®
Overweight vs 1.07 0.07 0.315 0.94 1.21
Underweight ®
Age at first birth (years)
>20y vs<20y® | 033 | 007 | 0742 | 0.90 | 116
Age at first cohabitation (years)
>18y vs<I8y ® | 094 | 008 | 0348 | 0.93 | 124
Total ever born children
2vs1® 1.26 0.07 <0.001 1.12 1.41
>3vs1® 1.21 0.08 <001 1.06 1.38
Husbands' education level
Primary vs No ® 0.90 0.05 0.057 0.81 1.00
Secondary vs No ® 0.82 0.06 0.056 0.72 1.06
Higher vs No ® 0.89 0.07 0.15 0.75 1.04
Decision in using contraception
Partner vs 0.44 0.04 <0.001 0.36 0.52
Respondent jointly ®
Others vs Respondent 0.85 0.03 <0.001 0.77 0.92
jointly ®
Beating justified if argues with husband
Novs Yes® | 0.75 | 0.04 <0001 | 0.67 | 0.83
Hosmer and Lemeshow Test Chi-square value = 8.754, p-value = 0.363
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Model justification: The accuracy of our selected model was measured by the area under the
ROC curve. The area of this ROC curve was 0.842, the model would assign a higher probability to
the subject with being empowered (Fig. 3). The sensitivity was given by 3131/5391=0.872 (more
than 87%), and the specificity is 9461/9467=0.99 (99%), consequently the positive predictive
value (PPV) = 3131/3137 = 99% and the negative predictive value (NPV) = 9461/11721 = 80%. It
was found that our selected model could correctly detect to empowerment status by about 85%
(Table 4).

Table 4: Model discrimination for subject classification

Predicted
Observed Women empowerment
Percentage correct
No Yes
Women No 3131 2260 58.1
empowerment Yes 6 9461 99.9
Overall Percentage 84.7

ROC Curve

Sensitivity

0{4 0{6 08 1.0
1 - Specificity

Diagonal segments are produced by ties.

Fig. 3: ROC curve for women empowerment
The association of women empowerment and their nutritional status:

It was found that the prevalence of under nutrition among unempowered women was more than
empowered women (12.30% vs 11.60%), while the over nutrition of empowered women was more
than underpowered women (37.40% vs 32.80%) (Fig. 4).
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60.00% 55.00%
51.10%
50.00%
37.40%
40.00%
’ 32.80%
30.00% mYes
No
20.00%
11.60% 12.30%

10.00% .

0.00%

Underweight Normal weight Overweight

Fig. 4: Nutritional status of Bangladeshi married women by their empowerment (Empowered,
Yes; Un Empowered, No)

Multinomial regression analysis: After controlling the effect of socio-economic, demographic
and other selected factors, the multiple multinomial logistic model demonstrated that empowered
women was more likely to have over nourished compared to unempowered women [AOR= 1.12;
Cl: 1.00-1.32; p<0.01] (Table 5).

Table 5: Effect of women empowerment on their nutritional status by considering AOR using

Outcome variable (grouped) OR, 95% CI (Lower-Upper) AOR, 95% CI (lower-Upper)
Undernutrition vs Normal weight ® 0.98 (0.88-1.02) 0.95 (0.85-1.06)
Overnutrition vs Normal weight ® 1.118 (0.95-1.128) 1.12(1.008-1.32)*

N. B. Controlling the effect of socio-economic, demographic and behavioral factors. *; 5% level of significance (p<0.05)

5. Discussion

The study aimed to assess the level of women's empowerment in Bangladesh and its impact on
their nutritional status. We observed that more than 63% Bangladeshi married women participated
in three types of decisions such as their healthcare, major household purchases and visit to
relatives and friends house. The women’s empowerment rate in Bangladesh has been sharply
increasing since 2007 with increasing women education (NIPORT, 2020). It was reported that
only 12% of women in Cox's Bazar district, Bangladesh were empowered to decide on their own
about seeking healthcare and 8.5% in seeking healthcare for their children, however our study was
undertaken countrywide and provided overall findings (Mainuddin et al., 2015; Htun et al., 2021;
Mason and Smith, 2003; Kishor, 2000; Jejeebhoy, 2000; Parveen, 2007). They determined
women's decision-making power in healthcare by only considering women; however, we
determined that 79% of women had the authority to make their own healthcare decisions after
taking into account both women and their partners, that’s why our percentage was higher. A
Myanmar study found that nearly 48% of women encountered social or other impediments to
participation in decision-making (Htun et al., 2021).

A multiple measures of married women’s empowerment in the domestic sphere in five Asian
countries (India, Pakistan, Malaysia, the Philippines and Thailand) was done, the authors
suggested that gender relations as heavily influenced by community norms and values, community
was a far stronger predictor of women’s empowerment than individual traits (Mason and Smith,
2003; Bliznashka et al., 2021). Our study agreed with their findings because this revealed that
living location and education of women were important factors associated with women
empowerment. It was found in Egypt, women's involvement in household decision-making was
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linked to their usage of contraception (Jejeebhoy, 2000). Similar findings in Tamil Nadu, India
showed that women with more decision-making authority in the home were more likely to utilize
contraception (Parveen, 2007). Our present study also found that women were more likely to feel
empowered when they could participate in the decision-making process about using contraception.
In a study on the empowerment of rural Bangladeshi women found that the undervaluation of
women, the educational gap, the inheritance of property rights, the bias of household heads,
violence against women, and the timing of marriage can all contribute to the empowerment of rural
women (Bliznashka et al., 2021; Kunto and Bras, 2018). This finding was in line with our study's
findings that the aforementioned variables were related to women's empowerment. Studies
conducted in Sub-Saharan Africa, Ethiopia, Pakistan and Indonesia indicated that family structure,
the husband and wife's education levels, and employment in paid jobs were the main independent
determinants affecting women's nutrition and empowerment (Jones et al., 2020; Alemayehu et al.,
2015; Kunto and Bras, 2018; Shafiq et al., 2019; Onah, 2021). These findings supported to our
findings in the present study.

In present study, we found that empowered women were more likely to get over nutrition
compared to unempowered women in Bangladesh. When women become empowered, they can
make decisions about their own health care, to be aware of their nutrition and health, to take the
required actions to address their health issues, and to ensure a better nutritional status that is
appropriate for their health (Mekonnen et al., 2021).

6. Strength and limitation of the study

This was the first time we attempted to investigate women’s empowerment and their nutritional
status in Bangladesh. In this study, we used nationally representative sample, and selected
appropriate all possible statistical techniques and models according to our objectives. However,
there were certain limitations to our study. In this study, secondary data was taken into account to
determine the rate of women empowerment and their nutritional status. Due to several missing and
atypical datasets, we encountered a lot of difficulties, and we were unable to take into account a
wide range of additional variables that might be crucial for assessing women's empowerment and
how it affects their nutritional condition. It is clear that more research is required regarding women
empowerment and their health and nutrition.

7. Conclusions

In the present study, we considered 14,862 Bangladeshi married women aged 15-49 for
investigating their empowerment and nutritional status. Data was extracted from the dataset of
BDHS-2017-18. Our selected model provided that still a remarkable number (about 37%) of
married women in Bangladesh were not empowered, and some modifiable factors were associated
with women empowerment. The ability to make decisions is a crucial component of women's
empowerment. This analysis clearly suggests that the large-scale nationwide development program
is needed to improve the factors which associated with having decision-making power of
Bangladesh. The value of women's empowerment with good health will be better understood by
society as a whole, especially by women and their families, according to innovative social and
behavior change communication tactics that are adapted to the community level.
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