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Abstract
Background  Women’s healthcare decision-making autonomy is observed to play a significant role in improving 
maternal and child health outcomes. However, there is a dearth of research that addressed this issue in the 
Bangladeshi context. Therefore, this study aimed to estimate the prevalence of healthcare decision-making autonomy 
and its determinants among Bangladeshi women.

Methods  Data on 18,890 (weighted) women’s healthcare autonomy were driven from the Bangladesh Demographic 
and Health Survey (BDHS) 2017-18. A multilevel (mixed-effect) logistic regression model was applied to explore the 
determinants of healthcare autonomy.

Results  Overall weighted prevalence of healthcare autonomy was 76.5% (95% CI: 75.85–77.06). The odds of having 
healthcare autonomy were higher among women belonging to 25–34 years (aOR: 1.69, 95% CI: 1.52–1.87), and 
35–49 years (aOR: 1.89, 95% CI: 1.65–2.17) age group, attaining secondary (aOR: 1.31, 95% CI: 1.14–1.50), and higher 
education (aOR: 1.61, 95% CI: 1.33–1.94), who were employed (aOR: 1.37, 95% CI: 1.26–1.50), who read newspaper/
magazine at least once a week (aOR: 1.45, 95% CI: 1.13–1.84), having 1–2 (aOR: 1.91, 95% CI: 1.67–2.17), and 3 or more 
(aOR: 1.94, 95% CI: 1.65–2.27) living children, gave no birth in the last 3 years (aOR: 1.17, 95% CI: 1.06–1.29), and from 
urban areas (aOR: 1.43, 95% CI: 1.25–1.63).

Conclusion  Around one-quarter of the women were not autonomous regarding their healthcare decision-making. 
So, it is necessary to implement strategies and policies that can enable and empower women in the healthcare 
aspects of their lives.
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Background
Autonomy for women entails the right of women to make 
decisions about their bodies and lives without interfer-
ence from others and free from the patriarchal con-
straints of society [1]. The ability of a person to freely 
make decisions about issues relating to his/her personal 
problems on a technological, social, and psychologi-
cal level is known as autonomy [2, 3]. The capacity and 
flexibility to act or make decisions for oneself and one’s 
dependents in an unconstrained way while having unre-
stricted access to pertinent information and healthcare 
services is what is meant by autonomy in healthcare 
decision-making [2, 4]. One of the most prevalent forms 
of social ties-ins that may affect how individuals make 
decisions on a range of topics, including the provision of 
healthcare, is the complicated social tie-in inside people’s 
lives and relationships between two people, especially [2, 
5].

In many places around the world, women do not have 
this healthcare autonomy and are instead subjected to 
the decisions of men or elders, both in their families and 
in the wider community [6, 7] This lack of autonomy can 
have a significant impact on women’s health, particu-
larly on their reproductive health [6]. This can give rise 
to high maternal and child mortality, especially in devel-
oping countries [8]. In 2017, the global maternal mortal-
ity ratio was estimated to be 211 per 100,000 live births, 
with numbers as high as 163 per 100,000 live births in 
all of South Asia and 173 per 100,000 live births just in 
Bangladesh [9]. In a study done in India, it has emerged 
that the high autonomy of the mother is positively associ-
ated with higher survival of her children by ensuring the 
implementation of their own child-care decisions [10]. 
Apart from high maternal and infant mortality rates, lack 
of autonomy also gives rise to poor reproductive health 
in women [11] as well as under-nutrition [12].

In many parts of the world, especially in low to middle-
income countries, women rarely have the same access to 
healthcare, education, and employment as men [13], and 
their health is often considered secondary importance 
[14]. Sometimes women may not perceive chronic issues 
like back pain or vaginal discharges as serious severe con-
ditions that require attention [7]. The gender gap can also 
mean that women are often unable to get the resources 
and support they need to make decisions about their 
health and cannot access medical care [7]. A study done 
on South Asian countries has shown that most women 
do not partake in their own healthcare decisions in the 
majority of Nepal and approximately half of Bangladesh 
and Indian households [7].

However, with the progression of time, steps are being 
taken globally towards raising female education [15] 
which can directly lead to female empowerment [16]. The 
previous idea of “women are powerless and dependent 

upon men” [17] is no longer appropriate. Previous stud-
ies done in Ethiopia [8], Ghana [18] and Nepal [19] have 
shown that women’s autonomy increases with increas-
ing age, education, active employment, and number of 
children as well as with partner’s education and active 
employment. According to the previous literature, 
women’s age, women’s education and occupation, place 
of residence, household wealth index, religion, parity, 
media exposure, husband’s education, and occupation 
were most commonly found to be associated with wom-
en’s healthcare autonomy [8, 18–20]. In Bangladesh, a 
previous study shows an association between decision-
making, alone or jointly with a partner, and the use of 
maternal healthcare services. It emphasizes better spou-
sal communication and cooperation to ensure better uti-
lization of maternal health services [21]. Another study 
conducted on South Asian countries shows that women’s 
healthcare decisions were made without involving them 
in approximately half of Bangladesh [7]. In Bangladesh, 
with its predominant notions of male dominance in deci-
sion-making [21], it is important to raise awareness and 
shed light on women’s progress in education, employ-
ment, and overall domestic power in decision-making.

However, the question remains as to how much it has 
affected women’s autonomy when it comes to health-
care decision-making. Previously, studies have been 
conducted [21] to determine the association between 
women’s different decision-making autonomy and mater-
nal healthcare-seeking behavior. Women’s healthcare 
decision-making autonomy is found to play a significant 
role in improving maternal and child health outcomes 
[4]. Women’s autonomy is a multidimensional concept 
[21], so it is important to determine which social aspects 
and factors are significant determinants. Autonomy may 
raise awareness of women’s freedom to seek healthcare 
on their own. However, there is a dearth of research that 
addressed this issue in the Bangladeshi context; hence, 
we aimed to estimate the prevalence and identify the fac-
tors associated with healthcare decision-making auton-
omy among Bangladeshi women.

Methods
Study design and sampling
Data from the nationally representative Bangladesh 
Demography and Health Survey (BDHS) 2017-18 was 
used to find the prevalence and determinants of health-
care autonomy among women in Bangladesh. Consid-
ering each of the eight administrative divisions as the 
stratum, a two-stage stratified sampling design was 
used in the survey. Using the probability proportional 
to size, enumeration areas (EAs) were selected in the 
first stage, where 250 EAs and 425 EAs were selected, 
respectively, from the urban and rural regions. From the 
complete household listing of the enumeration areas, 30 
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households from each EA were selected in the second 
stage of the sampling, where systematic random sam-
pling was the choice of sampling technique. The EAs 
were considered the primary sampling unit (PSU) during 
the sampling technique of this survey. A total of 20,250 
households were selected, with 20,376 eligible women 
aged 15 to 49 years to be interviewed. Finally, 20,127 
Bangladeshi women aged 15 to 49 years were inter-
viewed. The details of the sampling technique are briefly 
discussed elsewhere [22]. We included 18,890 (weighted) 
reproductive-aged women in the final analysis and the 
participant’s exclusion and selection process from the 
BDHS 2017-18 (IR file) data shown in Fig. 1.

Description of variables
Outcome variable
This study measured the healthcare decision-making 
autonomy as the outcome variable. To measure the 
autonomy among the women in terms of their health-
care, respondents were asked about the “usual person 
who decides the healthcare of the respondent.” Partici-
pating women were given four choices for answering the 
question [22]. The women could have responded either 
as to take their own decision of healthcare (coded as 1), 
or decision with their partner (coded as 2), or only the 
partner deciding their healthcare (coded as 3), or other 
family members take this decision for her (coded as 4). 
For the convenience of the analysis, these responses were 

recoded into binary categories. Women who took deci-
sions on their own or jointly with their partner were 
recoded as ‘1’ and defined as ‘having healthcare auton-
omy’, when the decision was taken solely by partners or 
other family members, it was recoded as ‘0’ and defined 
as ‘not having healthcare autonomy’ [4, 8].

Independent variables
Independent variables were chosen based on the previ-
ous literature [7, 8, 18, 23, 24]. Independent variables 
considered in this study were the age of women (15–24 
years, 25–34 years, 35–49 years), educational status 
of women and their husbands (no education, primary, 
secondary, higher), employment status of the women 
(working, not working), husband’s occupation (don’t 
work, services/job, business, agriculture, others), religion 
(Muslim, Hindu, Buddhist/Christian), parity (none, 1–2, 
and 3 or more), place of residence (urban, rural), admin-
istrative division(Barishal, Chittagong, Dhaka, Khulna, 
Mymensingh, Rajshahi, Rangpur, Sylhet). Exposure to 
the media included the frequency of reading newspapers/
magazines, watching television, and listening to radio, 
which were categorized as not at all, less than once a 
week, and at least once a week. The response for the vari-
ables, current pregnancy and birth in the last 3 years (yes, 
no), was also considered as another variable for identify-
ing the determinants of women’s healthcare autonomy. 
The household wealth status was calculated based on the 

Fig. 1  Flow chart of the exclusion criteria and selection of the participants
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ownership of different household assets using principal 
component analysis (PCA) [22]. Household wealth sta-
tus was categorized into five quintiles as follows: poor-
est, poorer, middle, richer, and richest. The independent 
variables, along with their categories, have been listed in 
Table 1.

Statistical analysis
Both unweighted and weighted frequencies and percent-
ages were calculated to show the background character-
istics of the study participants. Considering the complex 
survey of BDHS, we used the “svy” command in STATA 
version 17.0 (StataCorp, College Station, TX, USA) to 
assign the sample weights to adjust for clustering effect 
and sample stratification. Since the BDHS 2017-18 used 
a two-stage stratified cluster sampling involving a hierar-
chical composition, a multilevel (mixed-effect) regression 
model would be an appropriate technique to consider 
that accounts for complex survey design-related varia-
tion [25]. Thus, we used the multilevel (mixed-effect) 
logistic regression model to identify the determinants of 
healthcare decision-making autonomy considering the 
cluster (EAs) variable as the level-2 factor. For the mul-
tilevel approach, first, we set an intercept-only model 
(null model) that was constructed without including any 
explanatory variables to estimate the cluster-level vari-
ance in having healthcare decision-making autonomy. 
Then the final adjusted model incorporating all the 

explanatory variables was employed. Both the fixed-
effects of various explanatory variables and random-
effects at the cluster level were calculated. Cluster-level 
variance, intra-class correlation (ICC), and median odds 
ratio (MOR) were calculated as random effects for both 
models. Additionally, proportional change in variance 
(PCV), Deviance, Akaike information criterion (AIC), 
and Bayesian information criterion (BIC), of each model 
were estimated to compare the model fitness. Multi-col-
linearity among explanatory variables was checked using 
the variance inflation factor (VIF). The adjusted odds 
ratio (aOR), along with their respective 95% confidence 
intervals (CIs), were interpreted, and a p-value < 0.05 was 
considered as statistical significance.

Results
Background characteristics of study participants
The respondents were aged between 15 and 49 years 
and participated mainly from Dhaka (25.62% followed 
by Chittagong (17.88%), with 15.55% receiving no edu-
cation, and among the educated, the majority received 
up to secondary education (40.42%). About 52.93% of 
women were reported to be unemployed. Respondents 
were mostly Muslim (90.60%), and about 94.01% were 
currently not pregnant; When it came to media exposure, 
the majority admitted to not reading newspapers/maga-
zines (90.60%), but 55.22% of the participants watched 
television at least once a week. About 10.40% of the sub-
jects had no living children, whereas a little more than 
half (53.67%) had 1–2 living children. A greater propor-
tion of the women resided in rural areas (71.66%) and 
did not give birth in the last 3 years (73.75%). Respon-
dents were almost equally distributed across the wealth 
index, ranging from the poorest (18.33%) to the richest 
(20.83%). (Table 2).

Prevalence and distribution of healthcare autonomy
Of the women aged 15–24, about 66.40% showed health-
care autonomy, which rises to above 80% after 25 years 
of age. Among the uneducated, a greater proportion 
(77.94%) is autonomous. Predictably, the number of 
women with no autonomy is lower among the employed 
(19.94%). More than 70% of the women show indepen-
dence irrespective of their husband’s education and occu-
pation. More autonomy is prevalent among Buddhists 
and Christians (88.22%) than among Muslims (76.36%) 
and Hindus (76.48%). Autonomy increases with media 
exposure in the case of reading newspapers/magazines 
(76.05–85.64%) and watching television (75.13–77.37%). 
The prevalence of no autonomy was higher in cur-
rently pregnant women (29.81%) than the non-pregnant 
women (23.14%). Autonomy is found to be the highest 
in women with 3 or more living children (79.64%). Giv-
ing birth recently in the last 3 years lowers the number 

Table 1  Explanatory variables along with their categories
Sl. 
no.

Variables Categories

1 Age of women (years) 15–24, 25–34, 35–49
2 Education of women No education, primary, secondary, 

higher
3 Women employment status Working, not working
4 Husband’s education No education, primary, secondary, 

higher
5 Husband’s occupation Don’t work, services/job, business, 

agriculture, others
6 Religion Muslim, Hindu, Buddhist/Christian
7 Frequency of reading 

newspaper/magazine
Not at all, less than once a week, 
at least once a week

8 Frequency of listening radio Not at all, less than once a week, 
at least once a week

9 Frequency of watching 
television

Not at all, less than once a week, 
at least once a week

10 Currently pregnant Yes, no
11 Parity None, 1–2, 3 or more
12 Birth in the last 3 years No birth, gave birth
13 Household wealth status Poorest, poorer, middle, richer, 

richest
14 Place of residence Rural, urban
15 Administrative division Barishal, Chittagong, Dhaka, 

Khulna, Mymensingh, Rajshahi, 
Rangpur, Sylhet
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Women’s autonomy in decision-making for healthcare
[weighted n (%), row]

Variables Weighted
Total, n (%)

No Yes P value

Overall prevalence (95% CI) 23.54
(22.94–24.15)

76.46
(75.85–77.06)

Age of women
15–24 years 5401 (28.59) 1815 (33.60) 3586 (66.40) < 0.001
25–34 years 6723 (35.59) 1343 (19.98) 5380 (80.02)
35–49 years 6766 (35.82) 1288 (19.04) 5478 (80.96)
Education of women
No education 2937 (15.55) 648 (22.06) 2289 (77.94) < 0.001
Primary 5873 (31.09) 1314 (22.38) 4559 (77.62)
Secondary 7636 (40.42) 1927 (25.24) 5709 (74.76)
Higher 2444 (12.94) 557 (22.79) 1887 (77.21)
Women employment status
Working 8892 (47.07) 1773 (19.94) 7119 (80.06) < 0.001
Not working 9998 (52.93) 2673 (26.74) 7325 (73.26)
Husbands’ education
No education 4071 (21.55) 867 (21.29) 3204 (78.71) < 0.001
Primary 6070 (32.13) 1433 (23.61) 4637 (76.39)
Secondary 5656 (29.94) 1456 (25.75) 4200 (74.25)
Higher 3093 (16.38) 690 (22.32) 2403 (77.68)
Husbands’ occupation
Don’t work 401 (2.13) 96 (23.97) 305 (76.03) 0.001
Services/job 3718 (19.68) 802 (21.56) 2916 (78.44)
Business 3407 (18.03) 876 (25.71) 2531 (74.29)
Agriculture 4841 (25.63) 1149 (23.74) 3692 (76.26)
Others 6523 (34.53) 1523 (23.35) 5000 (76.65)
Religion
Muslim 17,114 (90.60) 4045 (23.64) 13,069 (76.36) 0.007
Hindu 1638 (8.67) 385 (23.52) 1253 (76.48)
Buddhist/Christian 138 (0.73) 16 (11.78) 122 (88.22)
Frequency of reading newspaper/magazine
Not at all 17,114 (90.60) 4098 (23.95) 13,016 (76.05) < 0.001
Less than once a week 1160 (6.14) 260 (22.37) 900 (77.63)
At least once a week 616 (3.26) 88 (14.36) 528 (85.64)
Frequency of listening to the radio
Not at all 17,979 (95.18) 4229 (23.52) 13,750 (76.48) 0.264
Less than once a week 535 (2.83) 111 (20.67) 424 (79.33)
At least once a week 376 (1.99) 107 (28.44) 269 (71.56)
Frequency of watching television
Not at all 6750 (35.73) 1679 (24.87) 5071 (75.13) < 0.001
Less than once a week 1709 (9.05) 407 (23.80) 1302 (76.20)
At least once a week 10,431 (55.22) 2361 (22.63) 8070 (77.37)
Currently pregnant
Yes 1131 (5.99) 337 (29.81) 794 (70.19) < 0.001
No 17,759 (94.01) 4109 (23.14) 13,650 (76.86)
Parity
None 1965 (10.40) 754 (38.39) 1211 (61.61) < 0.001
1–2 10,137 (53.67) 2309 (22.78) 7828 (77.22)
3 or more 6788 (35.93) 1382 (20.36) 5406 (79.64)
Birth in the last 3 years

Table 2  Distribution of women having decision-making autonomy for healthcare among women in Bangladesh by explanatory 
variables (N = 18,890)
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of women with autonomy from 77.78 to 72.77%. It is seen 
that the poorest and the richest have the highest number 
of women with autonomy (77.35% and 78.84%, respec-
tively). Expectedly, urban women have more healthcare 
autonomy (80.45%) than rural (74.88%) women. Around 
80.62% of women in Mymensingh have autonomy, while 
in Sylhet it is only 65.68% (Table 2).

Factors associated with the healthcare autonomy
The intercept-only regression model (null model) indi-
cated that the likelihood of women from various clusters 
having healthcare decision-making autonomy varied sig-
nificantly (variance: 0.419, SE: 0.038). The ICC value of 
the null model suggested that 11.30% of the total varia-
tion in having healthcare decision-making autonomy 
was due to the differences from cluster to cluster. So, the 
null model justifies the application of a multilevel model 
in this study. Significant variations were also found in 
the final adjusted model, and the impact of cluster het-
erogeneity was shown by the MOR of 1.75. It says that a 
woman’s chances of having decision-making autonomy in 
healthcare would rise by 1.75-fold on average if she relo-
cated to a cluster where autonomy in healthcare is more 
common. Furthermore, the PCV shows that the included 
explanatory variables in the final adjusted model account 
for 17.90% of the variance in the probabilities of having 
healthcare decision-making autonomy across clusters 
(Table 3).

The mixed effect logistic regression analysis from 
Table  4 demonstrates that healthcare autonomy in 
women increases with age, education, employment, read-
ing newspaper/magazine at least once a week, number of 
living children, residing in urban areas, not giving birth 
in recent 3 years, and being from the poorest household 
which is all statistically significant.

Table 3  Multilevel model’s random-effect results showing 
cluster-level variance in decision-making autonomy for 
healthcare among women in Bangladesh
Random-effect results Null Model Final 

Adjusted 
Model*

Variance (Standard error) 0.419 (0.038) 0.344 
(0.034)

Intraclass correlation [ICC] (%) 11.30% 9.46%
Median odds ratio [MOR] 1.85 1.75
Model fitness
Proportional change in variance [PCV] 
(%)

Reference 17.90%

Deviance 19964.98 19229.24§

Akaike’s information criterion [AIC] 19968.98 19307.23
Bayesian information criterion [BIC] 19984.66 19613.09
*Compared to the null model, this model adjusted for all the explanatory 
variables
§ Deviance reduction is statistically significant with p-value < 0.001 (LR test 
statistic, χ 2=735.74, df = 37)

Women’s autonomy in decision-making for healthcare
[weighted n (%), row]

Variables Weighted
Total, n (%)

No Yes P value

No birth 13,931 (73.75) 3096 (22.22) 10,835 (77.78) < 0.001
Gave birth 4959 (26.25) 1350 (27.23) 3609s (72.77)
Household wealth status
Poorest 3463 (18.33) 784 (22.65) 2679 (77.35) < 0.001
Poorer 3716 (19.67) 924 (24.86) 2792 (75.14)
Middle 3828 (20.27) 978 (25.55) 2850 (74.45)
Richer 3948 (20.90) 928 (23.50) 3020 (76.50)
Richest 3935 (20.83) 832 (21.16) 3103 (78.84)
Place of residence
Rural 13,537 (71.66) 3400 (25.12) 10,137 (74.88) < 0.001
Urban 5353 (28.34) 1046 (19.55) 4307 (80.45)
Administrative division
Barisal 1052 (5.57) 290 (27.56) 762 (72.44) < 0.001
Chittagong 3378 (17.88) 824 (24.40) 2554 (75.60)
Dhaka 4840 (25.62) 1014 (20.96) 3826 (79.04)
Khulna 2201 (11.65) 514 (23.36) 1687 (76.64)
Mymensingh 1464 (7.75) 284 (19.38) 1180 (80.62)
Rajshahi 2635 (13.95) 607 (23.05) 2028 (76.95)
Rangpur 2240 (11.86) 542 (24.20) 1698 (75.80)
Sylhet 1080 (5.72) 371 (34.32) 709 (65.68)
CI: Confidence Interval

Table 2  (continued) 
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Variables Decision-making autonomy for healthcare
Fixed-effect results aOR 95% CI P value
Age of women
15–24 years (RC) 1
25–34 years 1.69 1.52–1.87 < 0.001
35–49 years 1.89 1.65–2.17 < 0.001
Education of women
No education (RC) 1
Primary 1.19 1.05–1.34 0.006
Secondary 1.31 1.14–1.50 < 0.001
Higher 1.61 1.33–1.94 < 0.001
Women employment status
Working 1.37 1.26–1.50 < 0.001
Not working (RC) 1
Husbands’ education
No education (RC) 1
Primary 0.96 0.86–1.07 0.458
Secondary 0.89 0.78–1.00 0.052
Higher 0.91 0.78–1.08 0.279
Husbands’ occupation
Don’t work (RC) 1
Services/job 1.16 0.89–1.51 0.271
Business 0.90 0.69–1.17 0.416
Agriculture 0.96 0.74–1.25 0.768
Others 1.12 0.87–1.45 0.377
Religion
Muslim (RC) 1
Hindu 0.89 0.77–1.03 0.120
Buddhist/Christian 1.54 0.81–2.93 0.186
Frequency of reading newspaper/magazine
Not at all (RC) 1
Less than once a week 1.00 0.86–1.18 0.961
At least once a week 1.45 1.13–1.84 0.003
Frequency of listening radio
Not at all (RC) 1
Less than once a week 1.16 0.92–1.46 0.204
At least once a week 0.85 0.66–1.09 0.205
Frequency of watching television
Not at all (RC) 1
Less than once a week 1.04 0.91–1.20 0.540
At least once a week 1.10 1.00–1.21 0.048
Currently pregnant
Yes 1.06 0.91–1.24 0.433
No (RC) 1
Parity
None (RC) 1
1–2 1.91 1.67–2.17 < 0.001
3 or more 1.94 1.65–2.27 < 0.001
Birth in the last 3 years
No birth 1.17 1.06–1.29 0.002
Gave birth (RC) 1
Household wealth status
Poorest 1.26 1.06–1.49 0.009

Table 4  Mixed-effect logistic regression analysis showing the determinants of decision-making autonomy for healthcare among 
Bangladeshi women
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Women belonging to the 25 to 34 years age group were 
69% more likely to be autonomous (aOR: 1.69; 95% CI: 
1.52 to 1.87), which rises to 89% among the women from 
the age group of 35 to 49 years (aOR: 1.89; 95% CI: 1.65 to 
2.17) compared to those aged between 15 and 24 years. 
Women with secondary and higher education had 1.31 
times (aOR: 1.31; 95% CI: 1.14 to 1.50), and 1.61 times 
(aOR: 1.61; 95% CI: 1.33 to 1.94) higher odds of having 
healthcare autonomy, respectively, compared to women 
having no formal education. Working women were 37% 
(aOR: 1.37; 95% CI: 1.26 to 1.50) more likely to be auton-
omous than unemployed women. Women who read 
newspapers/magazines at least once a week have 1.45 
times (aOR: 1.45; 95% CI: 1.13 to 1.84) higher odds of 
having healthcare autonomy than those who don’t read at 
all. The likelihood of women having autonomy was 91% 
(aOR: 1.91; 95% CI: 1.67 to 2.17), and 94% (aOR: 1.94; 
95% CI: 1.65 to 2.27) higher among women having 1–2, 
and 3 or more living children, respectively, compared to 
those having no living children. The study showed urban 
women to be 43% (aOR: 1.43; 95% CI: 1.25 to 1.63) more 
likely to make their own healthcare decisions compared 
to rural women. It is also seen that women who did not 
give birth in the last 3 years were 17% (aOR: 1.17; 95% 
CI 1.06 to 1.29) more prone to have healthcare autonomy 
compared to those who gave birth (Table 4). It is also evi-
dent from Table 4 that women from the poorest wealth 
quintiles had 1.26 (aOR: 1.26; 95% CI: 1.06–1.49) times 
higher odds of having healthcare autonomy compared to 
the women belonging to the richest wealth quintile.

Discussion
The current study aimed to estimate the prevalence of 
healthcare decision-making autonomy and its determi-
nant among the ever-married Bangladeshi women using 
2017-18 BDHS data employing a multilevel (mixed-
effect) logistic regression analysis.

Decision-making autonomy of women has been emerg-
ing for quite some time and is also a concern of public 
health as the evidence shows higher autonomy is associ-
ated with higher utilization in maternal health [23, 26–
28]. In low-and-middle-income countries, especially in 
the South east Asian countries, women’s decision-mak-
ing autonomy is often constrained [5]. Women’s health-
care autonomy in this study was defined as the women’s 
ability to participate in decision-making regarding their 
own healthcare. This study aimed to compare women’s 
absolutely no decision-making power to some or sole 
decision-making power regarding healthcare following 
the majority of the literature that categorized the health-
care autonomy as dichotomized [4, 7, 8, 29–36] including 
two Bangladesh studies [7, 36], and a systematic review 
[29]. While a few studies done in African context [3, 5, 
37] considering a different categorization, there may be 
different focuses in their research based on contextual 
differences. It is to be noted that in Bangladesh, only 
ever-married women between the ages of 15 and 49 
years were surveyed [22], which would be different from 
other countries where cohabitation other than marriage 
is also possible/legal. Contextually, household decision-
making in Bangladesh is usually taken by the head of 
the household, predominantly a male. If a woman has 
decision-making power about their own health alone or 
jointly with her husband, then it better be considered as a 

Variables Decision-making autonomy for healthcare
Fixed-effect results aOR 95% CI P value
Poorer 1.12 0.96–1.30 0.159
Middle 1.01 0.88–1.17 0.835
Richer 0.99 0.88–1.13 0.918
Richest (RC) 1
Place of residence
Rural (RC) 1
Urban 1.43 1.25–1.63 < 0.001
Administrative division
Barisal (RC) 1
Chittagong 1.28 1.01–1.62 0.038
Dhaka 1.52 1.20–1.93 < 0.001
Khulna 1.32 1.04–1.67 0.024
Mymensingh 1.81 1.41–2.32 < 0.001
Rajshahi 1.30 1.02–1.65 0.031
Rangpur 1.18 0.93–1.50 0.180
Sylhet 0.89 0.70–1.14 0.345
CI: Confidence Interval, aOR: adjusted Odds Ratio, RC: Reference Category

Table 4  (continued) 
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woman’s autonomy in healthcare, which also manifested 
in DHS survey reports [22].

We found the prevalence of healthcare autonomy of 
women in Bangladesh to be 76.5% (95% CI: 75.85–77.06). 
This estimation is higher than the previous study con-
ducted in South Asian countries [7], which showed 
only 27.3% of women in Nepal in 2001, 51.5% of Indian 
women in 1998-99 and about 45.7% of Bangladeshi 
women in 2004 were found to be autonomous in making 
their healthcare decisions. The increase in the prevalence 
might be due to the effect of higher access to information, 
easy availability of healthcare services, and greater aware-
ness of their health, resulting in the higher autonomy of 
women in making decisions regarding their own health-
care. This discrepancy could be due to the noteworthy 
progress in women’s empowerment giving women more 
autonomy in healthcare decision-making autonomy [38]. 
The prevalence of decision-making autonomy in Ghana 
was found to be almost similar, with 75.26% 18. On the 
contrary, this finding is lower than the healthcare auton-
omy prevalence in Ethiopia [8]. This difference could be 
explained by the change in the geographic location and 
socio-cultural context.

Our study has found that older women have higher 
autonomy in making their healthcare decisions than the 
younger women. This result coincides with the study 
findings conducted previously in Bangladesh [39], India 
[40], Nepal [41], and Ethiopia [8]. The trend of male-
dominated society in these countries could be one of 
the reasons why younger women are more conservative 
and hesitant to express their thoughts and desires than 
older women. One of the dimensions of decision-mak-
ing autonomy is the maternal and reproductive decision 
making autonomy and healthcare utilization, which tends 
to increase with the increase in age of the women accord-
ing to a previous study [8]. Older women are more likely 
to attain autonomy over their decisions, according to 
Jejeebhoy et al. [42] Another explanation of this finding 
could be that women with increased age are expected to 
be the victim of less violence by their partners and feel 
safe in expressing their decisions [43].

The odds of having decision-making autonomy were 
found to be higher in women with the increase in educa-
tional status. This finding has high correspondence with 
several studies [5, 8, 18, 35] including a review study [44] 
conducted on women’s autonomy. The explanation for 
the higher odds might be the greater awareness of the 
women attaining higher education about their rights of 
free choice [18]. Besides, education provides women with 
a sense of self-confidence, and they tend to exercise their 
rights of gender equality, having their say in their own 
health [19, 45]. Another possible reason could be that 
educated women are likely to have educated partners, 
and the higher the educational status of the partner, the 

more autonomous the women were found to be in their 
healthcare decision-making, due to their lesser sexist ide-
ologies [46, 47].

The findings from this study also estimated a significant 
association between employment and healthcare auton-
omy. This was found to be consistent with the studies 
carried out in Ethiopia [8], Southern Ethiopia [48], and 
Ghana [18]. Higher autonomy in working women could 
be because of the economic stability that facilitates the 
access of women to more information, and male domi-
nance in decision-making is often challenged [45]. Again, 
working women have more self-confidence, encouraging 
them to participate in decision-making [44].

Women who were likely to read newspapers at least 
once a week had higher odds of decision-making auton-
omy for healthcare compared to those who didn’t read 
newspapers at all. This finding corresponds with another 
study conducted in Southeast Asia [49]. This higher 
autonomy might be due to access to more information 
about the healthcare facility and service delivery among 
women having access to newspapers. Besides, the health-
related columns and articles in the newspaper may be 
enlightening for the women who read newspapers more 
frequently which makes them aware of their health and 
gives them insight about when to seek healthcare.

In this study, increased parity has been found to be 
positively associated with healthcare decision-making 
autonomy. This result aligns with the previous study con-
ducted in Nepal [19] and Bangladesh [21] using Demo-
graphic and Health Survey data, where the increased 
number of living children was also associated with the 
healthcare autonomy among the women. The prob-
able cause behind the increase in the decision-making 
autonomy with the increased parity might be that higher 
parity is linked to the increased age of the mother, and 
in the South Asian context, older aged women are more 
likely to be empowered to take any decision compared to 
younger aged women [7]. Another plausible explanation 
of this finding could be that most of the decisions related 
to healthcare of women in Bangladesh are made by their 
mother-in-laws [50], and with the increase in parity, 
women are less likely to be the victim of aggression by the 
family in regard to the decision making autonomy [51].

We found that women belonging to the lower wealth 
quintile have higher autonomy compared to the women 
in the richest wealth quintile. The combination of social, 
economic, and cultural factors might contribute to this 
finding. In Bangladesh, women, especially those belong-
ing to the lower wealth quintile, face significant economic 
challenges. Societal pressure and cultural expectations 
combined with the economic necessities drive them to 
seek employment in the informal sectors. Low educa-
tional attainment and lack of job security among the 
women in the lower wealth quintile compel them to seek 
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more outside jobs than the women in the higher wealth 
quintile. Evidence suggests that women with more out-
side jobs have higher autonomy in decision-making [52, 
53] which might also influence their healthcare decision-
making. Besides, different awareness and empower-
ment programs by the government and non-government 
organizations in Bangladesh mainly focuse on women 
belonging to the lower wealth quintile. These programs 
often contain information relating to reproductive health, 
rights, and healthcare services, which could be a con-
tributing factor for higher healthcare decision-making 
autonomy among the women in the lower wealth quintile 
compared to their counterparts.

Place of residence was found to be significantly asso-
ciated with decision-making autonomy. Women resid-
ing in the urban areas had higher odds of making their 
own healthcare decisions than those from rural areas. 
This finding aligns with the findings of a review study 
conducted in developing countries [44] and with sev-
eral other studies [42, 54, 55]. This could be potentially 
explained by the greater access to health facilities, higher 
exposure to media, health information, and health educa-
tion. Besides, women from urban areas are more aware of 
their right to make decisions as well as are more knowl-
edgeable about their health and well-being [8, 14, 56]. 
Consequently, this higher access, awareness, and knowl-
edge of urban women could contribute to their greater 
autonomy in making decisions about their own health-
care [8, 14].

Limitations
This study, however, comes with a few limitations. Being 
cross-sectional, it fails to establish a temporal relation-
ship between the explanatory and outcome variables. 
There is also potential for recall and interviewer bias. In 
this study, we did not address all the components of deci-
sion-making autonomy, which could have affected the 
result since autonomy itself is a multidimensional con-
cept. Furthermore, qualitative and longitudinal research 
is necessary to understand the in-depth scenario of deci-
sion-making autonomy, considering all the dimensions of 
the concept and its effect on healthcare among Bangla-
deshi women.

Conclusions
Although healthcare autonomy among women has 
increased significantly in the last two decades, one-quar-
ter of Bangladeshi women still do not identify as autono-
mous in healthcare decision-making. This study reveals 
that educated, employed, older, and urban women tend 
to have higher autonomy to make their own decisions 
for healthcare. To improve women’s autonomy, it is nec-
essary to create awareness among the male partners and 
family members of the women about the importance of 

female autonomy and its effect on the women’s physi-
cal, mental, and reproductive health, which could result 
in delegation of more decision-making power to the 
women. This could be achieved by comprehensive inter-
vention design focusing on the significant determinants 
of autonomy found in this study, like women’s education 
and employment. Besides, rural women should be given 
special attention in regard to improving their decision-
making capacity. Equal importance to other determi-
nants of the healthcare decision-making autonomy like 
the age of women at birth, number of children and inter-
val between births should be given. In this study, we also 
recommend that, grassroots initiatives should be taken 
to educate all women with not only formal education but 
also their rights and boundaries.
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