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ABSTRACT
Objective To examine the relationship between women’s 
empowerment and maternal healthcare utilisation in 
Bangladesh.
Design This cross- sectional study uses data from 
the most recent nationally representative Bangladesh 
Demographic and Health Survey, 2017–2018.
Setting Bangladesh.
Participants Married women aged 15–49 years who 
had a live birth within the 3 years preceding the survey 
(n=4767).
Primary and secondary outcome measures Women’s 
empowerment was measured using the recently developed 
and validated survey- based Women’s emPowERment 
(SWPER) index. The index includes three domains: social 
independence, decision- making and attitude to violence. 
Outcomes included utilisation of at least one antenatal 
care from skilled providers (ANC1), at least four antenatal 
care visits (≥4 ANC), delivery assisted by a skilled birth 
attendant (SBA) and a postnatal visit within 2 days of 
delivery (PNC). Logistic regression analyses were used to 
assess the identified relationships.
Results Among participants, 83% received ANC1, 46.3% 
received ≥4 ANC, 51.9% reported SBA and 50.9% sought 
PNC. Women with high levels of social empowerment 
relative to those with low levels were more likely to use 
ANC1 (adjusted OR (AOR) 1.85; 95% CI 1.40 to 2.45), ≥4 
ANC (AOR 1.55; 95% CI 1.27 to 1.90), SBA (AOR 2.12; 95% CI 
1.71 to 2.62) and PNC (AOR 1.95; 95% CI 1.56 to 2.44). 
Compared with women with low levels of decision- making 
empowerment, women with high levels were more likely 
to use SBA (AOR 1.49; 95% CI 1.21 to 1.83) and PNC (AOR 
1.47; 95% CI 1.19 to 1.81). Additionally, significant inequality 
was observed among women moving from low to high 
empowerment in all domains of the empowerment index.
Conclusions Higher empowerment levels were positively 
associated with maternal healthcare utilisation in 
Bangladesh. Our findings suggest the need to address 
women’s empowerment in policies aiming to expand 
health service utilisation.

INTRODUCTION
The burden of maternal mortality in devel-
oping countries remains unacceptably 

high despite significant progress in recent 
decades. Globally, approximately 810 women 
died every day in 2017 due to pregnancy and 
childbirth- related causes, and the majority of 
these deaths (94%) occurred in developing 
countries.1 Although the maternal mortality 
ratio (MMR) in Bangladesh substantially 
declined from 574 to 176 deaths per 100 000 
live births between 1990 and 2015, a 69% 
reduction,2 the country is still far from 
achieving the global target set by the United 
Nations Sustainable Development Goal 
(SDG) 3, which specifies a reduction to 70 
maternal deaths per 100 000 live births by 
2030. Many maternal deaths in Bangladesh 
as well as globally could be prevented with 
adequate and proper utilisation of maternal 
healthcare services (MHS).1

Despite this impressive decline in the MMR 
in Bangladesh, women’s use of basic MHS 
from skilled professionals remains low.3 The 
most recent Bangladesh Demographic and 
Health Survey (BDHS) 2017–2018 reported 
that 47% of women attended four or more 
antenatal care (ANC) visits during their last 
pregnancy as recommended by the WHO, 
53% of deliveries were attended by medically 

Strengths and limitations of this study

 ► This study used a large sample size encompassing 
both rural and urban areas and the most recent na-
tionally representative study population.

 ► We used the newly developed SWPER (survey- based 
Women’s emPowERment) index, which captures 
three dimensions of women’s empowerment.

 ► The data used in this study are cross- sectional, and 
therefore, it is not possible to establish a causal 
relationship between different dimensions of wom-
en’s empowerment and the utilisation of maternal 
healthcare services.
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trained providers and 52% of mothers obtained a post-
natal check- up within 2 days of delivery.4 WHO advocates 
for increased utilisation of health facilities during preg-
nancy and delivery, which is of paramount importance 
in reducing maternal mortality.5 Extensive research from 
developing countries has attempted to identify various 
sociodemographic, geographic and cultural correlates 
associated with utilisation of MHS from skilled profes-
sionals.3 6–9 A handful of studies from developing coun-
tries,10–14 including Bangladesh,15–20 has documented 
the relationship between women’s empowerment and 
maternal healthcare utilisation. However, these studies 
were mainly focused on women’s involvement in house-
hold decision- making,10–14 16–18 20 freedom of move-
ment11 17 18 or attitude towards violence,12 13 18 19 which 
provide a narrow scope of women’s empowerment for 
understanding this relationship.

Therefore, this study aims to examine the relationship 
between women’s empowerment and maternal health-
care utilisation in Bangladesh using the newly developed 
survey- based Women’s emPowERment (SWPER) index to 
guide this empirical investigation.21 22 Due to its abstract 
and complex nature, women’s empowerment is difficult 
to measure.23 Empowerment is multidimensional and can 
be expressed at multiple levels. However, which dimen-
sions or levels are most important is a point of argument. 
Based on the empowerment module of the Demographic 
and Health Survey (DHS), several indices have been 
proposed in developing countries that include questions 
about women’s participation in household decision- 
making; opinions on wife beating; control over resources; 
employment and type of earnings; and personal owner-
ship of land or a house.10–13 16 17 24 These indices are subjec-
tively weighted and are designed for specific countries or 
small groups of countries, which limits their comparability 
across countries.21 Moreover, Akseer and colleagues25 
used different indicators to measure the empowerment 
of women in Islamic countries. Several other group- level 
indicators, such as the Gender Gap Index,26 the Gender 
Development Index and the Gender Inequality Index,27 
have been proposed at the country level. Subnational 
analysis or subgroup comparisons are not possible with 
these indicators. To better capture the multidimensional 
and complex construct of women’s empowerment, Ewer-
ling and colleagues developed the SWPER index based 
on individual- level DHS data from 34 African countries to 
enable comparability between countries and over time.21 
SWPER includes three dimensions of women’s empower-
ment that are indicative of assets and agency: social inde-
pendence, decision- making and attitude to violence.21 
Recently, SWPER Global has been developed and validated 
in 62 low- income and middle- income countries including 
Bangladesh.22 The SWPER index was constructed using a 
common set of questions from the DHS data and subse-
quently validated with the widely used Gender Develop-
ment Index. The SWPER enables researchers to investigate 
the role of women’s empowerment on maternal and child 
health intervention and outcomes.21

We have chosen the novel, multidimensional and 
validated SWPER index to examine the relationship 
between women’s empowerment and maternal health-
care utilisation in Bangladesh. Bangladesh is a country 
with a deeply rooted patriarchy, characterised by women’s 
limited access to economic resources, male guardianship 
and control over women’s life choices, male control over 
social institutions, the confinement of women to house-
hold tasks and to the private sphere, lack of female access 
to higher education and employment, and a high preva-
lence of violence against women.28 We hypothesised that 
empowerment among Bangladeshi women will be associ-
ated with maternal healthcare utilisation and that higher 
empowerment will be linked to higher healthcare utilisa-
tion. Findings from this study will inform future efforts 
for promoting healthcare utilisation and will assist with 
improving maternal and child health in Bangladesh and 
other similar settings.

METHODS
Data
This cross- sectional study analysed secondary data from 
the most recent BDHS, 2017–2018. We obtained data 
from MEASURE DHS Archive (https:// dhsprogram. 
com/ data/ dataset/ Bangladesh_ Standard- DHS_ 2017. 
cfm? flag= 0). A detailed description for obtaining the 
access and permission to analyse the DHS data is available 
(https://dhsprogramcom/data/Using-DataSets-for-Anal-
ysiscfm). The BDHS is a nationally representative survey 
conducted by the National Institute for Population 
Research and Training in collaboration with ICF Inter-
national and Mitra and Associates. Details of the survey 
methodology have been described elsewhere.4 BDHS 
uses a nationwide household- based sample created via a 
stratified, two- stage cluster sampling procedure. In the 
first stage, census enumeration areas were selected using 
the probability proportional to size sampling technique. 
In the second stage, households were selected from the 
complete listing of households within a selected enumer-
ation area via systematic random sampling. In these 
households, a total of 20 376 ever- married women aged 
15–49 years were identified, and 20 127 were interviewed 
(response rate 99%). This current analysis is restricted to 
4767 currently married women who had a live birth in the 
3 years preceding the survey. A flowchart of the sample 
selection for the present study is shown in figure 1. The 
BDHS 2017–2018 was approved by the International Insti-
tutional Review Boards at ICF and the Bangladesh Medical 
Research Council. The BDHS conformed to interna-
tional ethical standards of confidentiality, anonymity and 
informed consent.4 This study did not require further 
ethics approval because it used retrospective publicly 
available data.

Outcomes
Utilisation of MHS was our primary outcome of interest. 
MHS utilisation includes (1) receiving at least one ANC 
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from skilled providers (ANC1), (2) receiving four or more 
ANC (≥4 ANC), (3) delivery assisted by a skilled birth 
attendant (SBA) and (4) receiving postnatal care (PNC) 
for mother from skilled providers within 2 days of delivery. 
Skilled or medically trained providers for ANC and PNC 
include a qualified doctor, nurse, midwife, paramedic, 
family welfare visitor, community SBA, and sub- assistant 
community medical officer. However, SBA excludes sub- 
assistant community medical officers.4 Responses for each 
of these outcomes were dichotomised.

Exposure
Different aspects of women’s empowerment as measured 
by the SWPER index were the main exposure of this study. 
The SWPER encompasses three domains of women’s 
empowerment: attitude to violence, social independence 
and decision- making. Attitude to violence is dominated 
by questions related to women’s opinions about whether 
wife beating was justified in various scenarios. Social inde-
pendence includes items related to education, frequency 
of reading newspapers or magazines, and age at birth of 
first child and at first cohabitation. Age and education 
differences between the woman and her husband also 
appear in this domain, however, with lower loadings. 
Decision- making, the third domain, encompasses ques-
tions about participation in certain household deci-
sions. In total, 14 items were extracted from the DHS, 
and principal component analysis (PCA) factor loadings 
were used to construct the index.21 22 The 14 weighted 
items that most represented each domain, as well as how 
they were coded for the analyses, are described in online 
supplemental table 1. This study used the recently devel-
oped and standardised Global SWPER.22 We used the 
standard cut- off points suggested by the authors, which 
roughly divide global scores into terciles.22 Applying 
these suggested cut- off points, each SWPER domain was 

divided into categories of low, medium or high levels of 
empowerment.

Covariates
The following sociodemographic characteristics were 
controlled for maternal age (15–24, 25–34 and 35–49 years 
old), current work status (working, not working), birth 
order (1, 2–3, 4–5, and 6 and more), pregnancy intention 
(wanted, unwanted), place of residence (urban, rural) 
and administrative region (Barisal, Chittagong, Dhaka, 
Khulna, Mymensingh, Rajshahi and Sylhet). Household 
socioeconomic status (SES) was derived from the house-
hold wealth index reported in the BDHS. SES was calcu-
lated using PCA of the assets owned by households; the 
detailed analytical procedures have been described previ-
ously.29 Households were ranked based on wealth scores 
and divided into quintiles with 1=poorest and 5=wealthiest.

Statistical analysis
Descriptive statistics were calculated for the sample, and 
χ2 tests were used to investigate the bivariate relation-
ships between women’s empowerment status as well as 
other sociodemographic characteristics and maternal 
healthcare utilisation. The magnitude of the associa-
tions between different domains of women’s empower-
ment and maternal healthcare utilisation was assessed by 
estimating adjusted ORs (AOR) with 95% CIs via multi-
variable logistic regression. All covariates were entered 
simultaneously into the multiple regression model. 
Finally, to measure the inequality of women’s utilisation 
of MHS according to empowerment status, we used two 
regression- based methods: (1) relative index of inequality 
(RII) and (2) slope index of inequality (SII). The SII 
was determined by linear regression and the RII was 
computed using a modified Poisson approach.30 These 
two inequality indices have been previously used for the 
measurement of risks for socioeconomic and educational 
inequalities in different public health issues.31 32 A posi-
tive SII indicates that maternal healthcare utilisation 
increases with the step- by- step increase of empowerment 
status (low to high), while a negative value means that 
utilisation decreases with increasing empowerment status; 
0 indicates no association. Values of RII >1 indicate that 
women with high levels of empowerment are more likely 
to use MHS compared with the women with low empow-
erment. We set α=0.05 for significance of all statistical 
tests. To control the effect of the complex survey (DHS) 
design, analyses were performed using Stata software’s 
‘SVY’ command. Variance inflation factors (VIFs) were 
used to evaluate the possible collinearity among the study 
variables; in all cases, the VIF values were close to unity, 
indicating that multicollinearity was not an issue. Stata 
V.14.2 was used for all statistical analyses.

Patient and Public Involvement
Patients or the public were not involved in the devel-
opment of research questions, design of the study, 

Figure 1 A flowchart for sample selection.
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recruitment and conduct of the study, or dissemination 
of the study results.

RESULTS
Participant characteristics and trend of MHS utilisation
Table 1 shows that 54.7% of respondents were aged 
15–24 years and the majority (62.7%) were not working 
at the time of the survey. Approximately one- fifth of the 
most recent pregnancies (21.1%) were reported as unin-
tended. Results indicated that 26.3% of the women were 
from urban areas. Different aspects of women’s empow-
erment assessed using the SWPER index are shown in 
figure 2. More than half the women reported that they 
possessed high empowerment relative to attitude to 
violence (60%) and decision- making (54.2%), while only 

27.3% of women reported high empowerment related to 
social independence. The proportion of high empower-
ment in all domains was higher among urban women than 
their rural counterparts (figure 2). Figure 3 displays the 
percentage of currently married women aged 15–49 years 
who used MHS as well as the trend of using these services. 
In the last 15 years (2004–2018), maternal healthcare 
utilisation among women in Bangladesh increased signifi-
cantly. ANC1 increased from 49.1% in 2004 to 83.5% 
in 2018, ≥4 ANC increased from 16.1% to 46.3%, SBA 
increased from 14.2% to 51.9%, and PNC increased from 
14.9% to 50.9%.

Patterns of MHS utilisation by sociodemographics and 
domains of women’s empowerment
The proportion of MHS utilisation was significantly 
higher among women with high empowerment regarding 
attitude to violence compared with women who reported 
low empowerment: ANC1 (87.4% vs 79.2%; p<0.001), ≥4 
ANC (52.8% vs 37.2%; p<0.001), SBA (59.8% vs 44.4%; 
p<0.001) and PNC (58.2% vs 43.9%; p<0.001) (table 2). 
Higher utilisation of all MHS was also observed among 
women with high empowerment in both social indepen-
dence and decision- making domains relative to their 
counterparts with low empowerment in these domains. 

Table 1 Background characteristics of the study 
population (N=4767)

Characteristics Frequency, n %

Respondent’s age (in years)

  15–24 2609 54.7

  25–34 1889 39.6

  35–49 269 5.7

Working status

  Not working 2986 62.7

  Currently working 1780 37.4

Birth order

  1 1771 37.2

  2–3 2397 50.3

  4–5 500 10.5

  6 and more 99 2.0

Pregnancy intention

  Intended 3761 78.9

  Unintended 1006 21.1

Wealth index

  Poorest 1009 21.2

  Poorer 992 20.8

  Middle 909 19.1

  Richer 956 20.0

  Richest 902 18.9

Place of residence

  Urban 1253 26.3

  Rural 3514 73.7

Region

  Barisal 274 5.7

  Chittagong 1021 21.4

  Dhaka 1203 25.2

  Khulna 440 9.2

  Mymensingh 408 8.6

  Rajshahi 556 11.7

  Rangpur 508 10.7

  Sylhet 357 7.5

Figure 2 Percentages of different aspects of women’s 
empowerment (survey- based Women’s emPowERment 
(SWPER) index) by place of residence.

Figure 3 Trend of maternal healthcare utilisation among 
mothers in Bangladesh 2004–2018. ANC, antenatal care; 
ANC1, one antenatal care; PNC, postnatal care; SBA, skilled 
birth attendant.
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Table 2 Bivariate analysis of the relationship between women’s empowerment and other sociodemographic variables and 
utilisation of maternal healthcare services among women, BDHS, 2018 (N=4767)

Characteristics

ANC1 (%) P values
(χ2 test)

≥4 ANC (%) P values
(χ2 test)

Skilled birth 
attendant (%) P values

(χ2 test)

PNC services 
from skilled 
providers (%) P values

(χ2 test)No Yes No Yes No Yes No Yes

Respondent’s age (in years) <0.001 0.03 <0.001 0.002

  15–24 14.8 85.2 52.8 47.2 45.1 54.9 47.1 52.9

  25–34 19.1 80.9 53.7 46.3 51.3 48.7 51.6 48.4

  35–49 23.0 77.0 63.0 37.0 55.1 44.9 56.3 43.7

Working status <0.001 0.28 <0.001 <0.001

  Not working 14.7 85.3 53.0 47.0 42.9 57.1 44.2 55.8

  Currently working 20.8 79.2 54.0 45.0 57.0 43.0 58.1 41.9

Birth order <0.001 <0.001 <0.001 <0.001

  1 10.0 90.0 47.2 52.8 36.4 63.6 38.3 61.7

  2–3 18.0 82.0 53.3 46.7 51.1 48.9 51.9 48.1

  4–5 29.6 70.4 73.0 27.0 69.1 30.9 69.7 30.3

  6 and more 52.8 47.2 82.6 17.4 81.0 19.1 82.3 17.7

Pregnancy intention <0.001 <0.001 <0.001 <0.001

  Intended 24.4 75.6 61.7 38.3 56.3 43.7 47.1 52.9

  Unintended 15.0 85.0 51.6 48.4 46.0 54.0 57.8 42.2

Wealth index <0.001 <0.001 <0.001 <0.001

  Poorest 34.2 65.8 69.6 30.4 72.8 27.2 73.4 26.6

  Poorer 23.9 76.1 63.7 36.3 60.4 39.6 61.8 38.2

  Middle 13.7 86.3 55.0 45.0 48.2 51.8 49.3 50.7

  Richer 8.3 91.7 49.2 50.8 37.8 62.2 40.1 59.9

  Richest 2.7 97.3 28.4 71.6 17.9 82.1 18.8 81.2

Place of residence <0.001 <0.001 <0.001 <0.001

  Urban 10.2 89.8 42.3 57.7 33.3 66.7 35.5 64.5

  Rural 19.4 80.6 57.8 42.2 53.4 46.6 54.3 45.7

Region <0.001 <0.001 <0.001 <0.001

  Barisal 22.4 77.6 63.7 36.3 53.1 46.9 54.8 45.2

  Chittagong 16.3 83.7 62.1 37.9 49.8 50.2 51.1 48.9

  Dhaka 12.6 87.6 49.5 50.5 40.8 59.2 42.9 57.1

  Khulna 8.7 91.3 42.8 57.2 36.9 63.1 37.3 62.7

  Mymensingh 26.6 73.4 55.6 44.6 60.0 40.0 60.3 39.7

  Rajshahi 13.1 86.9 53.0 47.0 46.4 53.6 46.6 53.4

  Rangpur 22.0 78.0 41.3 58.7 52.6 47.4 54.5 45.5

  Sylhet 27.7 72.3 66.0 34.0 60.9 39.1 61.3 38.7

SWPER: attitude to violence
(Chronbach’s alpha=0.62)

<0.001 <0.001 <0.001 <0.001

  Low 20.8 79.2 62.8 37.2 55.6 44.4 56.1 43.9

  Medium 25.8 74.2 64.1 35.9 63.6 36.4 64.7 35.3

  High 12.6 87.4 47.2 52.8 40.2 59.8 41.8 58.2

SWPER: social independence
(Chronbach’s alpha=0.69)

<0.001 <0.001 <0.001 <0.001

  Low 25.4 74.6 63.9 36.1 64.3 35.7 64.9 35.1

  Medium 16.0 84.0 54.6 45.4 46.3 53.7 47.5 52.5

  High 7.8 92.2 39.7 60.3 30.5 69.5 32.7 67.3

SWPER: decision- making
(Chronbach’s alpha=0.78)

0.36 0.89 0.64 0.74

  Low 15.2 84.8 54.5 45.5 49.8 50.2 50.9 49.1

Continued
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Besides these empowerment domains, maternal age, 
working status, wealth index, pregnancy intention, place 
of residence, order of birth and region were significantly 
associated with maternal utilisations of healthcare services 
(table 2).

Association between MHS utilisation and domains of women’s 
empowerment
Women with high empowerment in the attitude to 
violence domain were more likely than women with 
low empowerment to  ≥4 ANC (AOR 1.33; 95% CI 1.10 
to 1.60) (table 3). Additionally, compared with women 
with the least social independence empowerment, highly 
empowered women were more likely to use ANC1 (AOR 
1.85; 95% CI 1.40 to 2.45), ≥4 ANC (AOR 1.55; 95% CI 
1.27 to 1.90), SBA (AOR 2.12; 95% CI 1.71 to 2.62) and 
PNC (AOR 1.95; 95% CI 1.56 to 2.44). Finally, highly 
empowered women relative to decision- making were 1.49 
times (95% CI 1.21 to 1.83) and 1.47 times (95% CI 1.19 
to 1.81) significantly more likely to use SBA and PNC 
services, respectively, than women with low empower-
ment in decision- making (table 3).

Inequality in MHS utilisation by empowerment domain
Moving from low empowerment to high empowerment 
in attitude to violence was associated with a 2%, 14%, 
13% and 12% increase in using ANC1, ≥4 ANC, SBA and 
PNC, respectively (table 4). The corresponding SII for all 
indicators (ANC1, ≥4 ANC, SBA and PNC) showed that a 
one- unit change from low to high empowerment in atti-
tude to violence was associated with 5.81, 6.22, 6.27 and 
5.77 per cent point increases for utilisation of all MHS 
indicators, respectively (table 4). Similarly, moving from 
low to high empowerment related to social independence 
was positively associated with a 3%, 18%, 19% and 18% 
increase in using ANC1, ≥4 ANC, SBA and PNC, respec-
tively. However, in the decision- making domain, moving 
from low to high empowerment was significantly associ-
ated with SBA (5%) and PNC (4%) (table 4).

Characteristics

ANC1 (%) P values
(χ2 test)

≥4 ANC (%) P values
(χ2 test)

Skilled birth 
attendant (%) P values

(χ2 test)

PNC services 
from skilled 
providers (%) P values

(χ2 test)No Yes No Yes No Yes No Yes

  Medium 16.7 83.3 53.2 46.8 47.3 52.7 49.0 51.0

  High 17.7 82.3 53.7 46.3 48.1 51.9 49.2 50.8

Total 17.0 83.0 53.7 46.3 48.1 51.9 49.1 50.9

≥4 ANC, four and more ANC visits; ANC1, at least one ANC visit from skilled providers; BDHS, Bangladesh Demographic and Health Survey; PNC, postnatal check- 
up of mother within 2 days after delivery from skilled providers; SBA, delivery by a skilled attendant; SWPER, survey- based Women’s emPowERment.

Table 2 Continued

Table 3 Association between women empowerment and utilisation of maternal healthcare services among women in 
Bangladesh, BDHS 2017–2018 (N=4767)

Women 
Empowerment 
Index (SWPER)

ANC1
AOR* (95% CI) P value

≥4 ANC
AOR* (95% CI) P value

SBA
AOR* (95% CI) P value

PNC
AOR* (95% CI) P value

Attitude to violence               

  Low 1 (ref)   1 (ref)   1 (ref)   1 (ref)   

  Medium 0.91 (0.70 to 1.18) 0.47 1.06 (0.85 to 1.31) 0.60 0.79 (0.63 to 0.99) 0.04 0.76 (0.61 to 0.95) 0.02

  High 1.13 (0.88 to 1.45) 0.34 1.33 (1.10 to 1.60) 0.004 1.18 (0.96 to 1.46) 0.11 1.16 (0.94 to 1.43) 0.17

Social independence               

  Low 1 (ref)   1 (ref)   1 (ref)   1 (ref)   

  Medium 1.23 (1.01 to 1.50) 0.04 1.16 (0.98 to 1.37) 0.08 1.56 (1.32 to 1.84) <0.001 1.50 (1.26 to 1.78) <0.001

  High 1.85 (1.40 to 2.45) <0.001 1.55 (1.27 to 1.90) <0.001 2.12 (1.71 to 2.62) <0.001 1.95 (1.56 to 2.44) <0.001

Decision- making               

  Low 1 (ref)   1 (ref)   1 (ref)   1 (ref)   

  Medium 1.01 (0.75 to 1.38) 0.92 1.11 (0.88 to 1.40) 0.40 1.26 (1.01 to 1.59) 0.04 1.22 (0.97 to 1.53) 0.09

  High 1.10 (0.82 to 1.48) 0.65 1.17 (0.95 to 1.43) 0.14 1.49 (1.21 to 1.83) <0.001 1.47 (1.19 to 1.81) <0.001

*Adjusted by respondent’s age, working status, birth order, pregnancy intention, wealth index, place of residence and region.
ANC1, at least one ANC visit from skilled providers; ≥4 ANC4, four and more ANC visits; AOR, adjusted OR; BDHS, Bangladesh Demographic and Health Survey; 
PNC, postnatal check- up of mother within 2 days after delivery; SBA, delivery by skilled attendant; SWPER, survey- based Women’s emPowERment.
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DISCUSSION
General findings
To our knowledge, this study is the first to use nation-
ally representative data to investigate the relationship 
between different aspects of women’s empowerment as 
measured by the SWPER index and maternal health-
care utilisation among reproductive aged (15–49 years) 
women in Bangladesh. This study found that Bangladesh 
has experienced a significant increase in utilisation of 
MHS over the last 15 years. Our study also showed that 
women who had lower levels of empowerment, especially 
in the social independence domain, were least likely to 
use antenatal care, delivery services and postnatal care 
compared with their counterparts at higher empower-
ment levels. Although this study used a newly developed 
index (SWPER) to measure women’s empowerment 
status, the relationships between women’s empowerment 
and utilisation of maternal healthcare found in this study 
are consistent with previous studies around the world 
which used different measures of women’s empower-
ment.10–19 Therefore, the findings of this study reaffirmed 
the association between women’s empowerment and 
maternal healthcare utilisation in a patriarchal society 
such as Bangladesh.

Imbalances in gender power are high in Bangladesh, and 
thus women are generally dependent on their husband or 
male partner. However, this scenario is changing slowly 
due to government initiatives over the last few decades 
to empower women. Empowering women may produce 
normative changes in gender relations and women’s role 
within the family and the community.33 These changes 
bring with them attendant changes in men’s behaviour 
vis-à-vis women, including decisions about using maternal 
healthcare. With higher levels of empowerment, women 
may be able to improve their status at the domestic level, 
maintain their health and seek necessary health- related 
resources.34 Our investigation of the association between 
different dimensions of the SWPER index and maternal 
healthcare utilisation found that the social independence 
domain showed positive and significant associations with 
all the indicators of MHS, while attitude to violence was 
associated with ≥4 ANC and decision- making with SBA 
and PNC. Moreover, inequality in using MHS between 
women with high and low empowerment statuses was 
present in all three domains.

Attitude to violence domain and utilisation of MHS
The attitude to violence domain showed a positive associ-
ation with  ≥4 ANC in this study. Due to regional diversity 
and male- dominant norms, the acceptability of gender- 
based violence is widespread and inversely related to 
health- seeking behaviour in many African and South 
Asian countries.35 However, consistent with previous 
studies both from Bangladesh and elsewhere,19 36 37 we 
found that women who did not justify violence were more 
likely to use MHS than women who justified violence. 
For example, in a recent Bangladeshi study, Tareque and 
colleagues19 reported that compared with women who Ta
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accept wife beating in at least one circumstance, women 
who did not accept it in any circumstance were 1.89 times 
and 1.93 times significantly more likely to use one or more 
antenatal care and delivery services from professionals, 
respectively. This higher utilisation of MHS by women with 
a high level of empowerment in attitude to violence could 
be due to their higher sense of entitlement. Not justifying 
wife beating for any reason is indicative of a greater sense 
of entitlement, self- esteem and status which positively 
reflect a woman’s sense of empowerment and ability to 
claim their rights.4 38 The association found in this study, 
along with similar findings from other studies,14 18 19 36 37 
indicates that women’s attitude towards violence needs to 
be considered a vital sociocultural factor for utilisation of 
MHS during pregnancy.

Social independence domain and utilisation of MHS
The social independence domain, which comprises 
the frequency of reading print media, women’s educa-
tion, age at first birth, age at first cohabitation, and age 
and education differences between the woman and her 
husband, had greater magnitude and association strength 
relative to other domains in predicting the utilisation of 
MHS. This finding corroborates the results of previous 
studies.15 21 39 40 The social independence domain reflects 
a women’s enlightenment and status, which may be 
related to knowledge of the importance of using MHS 
during and after pregnancy. Supporting this statement, 
a recent study in Benin documented a higher utilisation 
of antenatal care services among women with medium 
or high levels of enlightenment relative to women with 
low levels.41 Furthermore, all the variables included in 
the social independence domain have been individually 
reported to be protective factors for maternal healthcare 
utilisation.13 14 18 42 43 For example, a multicountry study 
by Sohn et al13 reported that media access was associated 
with higher maternal healthcare utilisation. The variety 
of items in this domain and their individual relation-
ships with maternal healthcare utilisation could be a 
possible reason for the strength of social independence 
in predicting maternal healthcare utilisation.

Decision-making domain and utilisation of MHS
This study found a significant relationship between the 
decision- making domain of the SWPER index and utilisa-
tion of SBA and PNC services. Consistent with our find-
ings, Aziz and colleagues15 reported that high autonomy 
in household decision- making was significantly associ-
ated with higher maternal healthcare- seeking behaviour. 
In addition, several other studies in developing coun-
tries suggested that women’s decision- making power in 
the household was an important factor for the appro-
priate utilisation of MHS.15 18 20 40 44 Women with higher 
decision- making power have greater influence within 
their households and in society and are more likely to 
use healthcare services for themselves and their chil-
dren.45 Additionally, higher decision- making power and 
control over household resources allows a woman to 

more capably communicate with family members and to 
demand care for herself when needed.46 47 However, in 
contrast to our findings, some other results indicated no 
association between women’s decision- making power and 
maternal healthcare utilisation,14 16 48 suggesting the need 
for further in- depth investigation.

Strengths and limitations
Our study has several strengths. While earlier studies used 
only one or two components of empowerment, we used 
the multidimensional SWPER index to assess the rela-
tionship between women’s empowerment and utilisation 
of MHS in Bangladesh. Additionally, we used the most 
recent BDHS data, which is a nationally representative 
sample including both rural and urban areas with a large 
sample size that permits precise estimates. However, this 
study has limitations as well. First, the concept of women’s 
empowerment is complex, including economic, sociocul-
tural, familial, interpersonal, legal, political, societal and 
psychosocial dimensions. Although the SWPER index 
includes three domains of empowerment, fully capturing 
all dimensions of empowerment in a single index is diffi-
cult. Furthermore, an association found at an aggregated 
level does not necessarily represent an association at 
an individual level. In addition, some measures used in 
the SWPER index, such as attitude to violence, may be 
subject to social desirability bias and thus under- reported. 
Second, utilisation of MHS was self- reported and was not 
confirmed by medical records, and so may be subject to 
recall bias. Additionally, the data used in this study were 
from currently married women who had a live birth within 
the 3 years preceding the survey, so the findings should 
not be generalised to women of all ages. Third, this study 
was based on secondary data, which limits the analysis to 
the variable that are available. Therefore, our adjusted 
analyses did not include all potential factors that could 
influence women’s healthcare- seeking behaviour, such as 
cost of care, availability and accessibility of health facili-
ties, equity in health service delivery, timing of ANC visits, 
or knowledge and attitudes towards modern healthcare 
services. Finally, this study is cross- sectional and therefore 
we cannot assert causality or specify the direction of the 
effects.

Policy implications
The study findings have important policy implications 
and far- reaching consequences for improving maternal 
and child health in Bangladesh and other similar settings. 
Different domains of empowerment were found to be 
significantly associated with maternal healthcare- seeking 
behaviours. The finding implies that to achieve the UN’s 
Sustainable Development Goals 3.1 (reducing the global 
MMR to less than 70 per 100 000 live births by 2030) and 
3.2 (reducing neonatal mortality to at least as low as 12 
per 1000 live births and under-5 mortality to at least as 
low as 25 per 1000 live births), policies with the potential 
to increase women’s empowerment should be articulated 
and implemented. Future efforts should strive to promote 
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women’s empowerment, with a particular concentration 
on the social independence domain. Since more than 
half the women in our sample visited health facilities at 
least once, interventions to promote empowerment could 
be implemented at healthcare facilities with appropriate 
staff training. Although more research is warranted to 
identify the most effective strategies to empower women 
in Bangladesh, the health system could be an entry point 
for addressing gender imbalances. Lastly, since women’s 
healthcare utilisation largely depends on their husbands, 
efforts to address these issues should include men to 
educate them about the importance of health services to 
promote and maintain the family’s health. Therefore, we 
suggest that interventions must target men and women 
together to promote health education.

CONCLUSION
This study used the globally developed and validated 
SWPER index to evaluate women’s empowerment, and 
thus provides a greater understanding of the wide ranging 
and important relationship between women’s empower-
ment and utilisation of MHS in Bangladesh. This study 
found that women’s empowerment was positively asso-
ciated with several key indicators of MHS and therefore 
suggests that policies and actions to promote women’s 
empowerment could be effective in higher utilisation of 
MHS, consequently improving maternal and child health 
outcomes. However, further research is needed to iden-
tify wide- ranging confounding factors that may influence 
the cause- and- effect relationship between specific aspects 
of women’s empowerment that effectively influence the 
utilisation of MHS.
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