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ABSTRACT
Objectives Women’s decision- making power is a 
dimension of empowerment and is crucial for better 
physical and psychosocial outcomes of mothers. Suchana, 
a large- scale development programme in Bangladesh, 
actively provided social interventions on behaviour change 
communication to empower women belonging to the 
poorest social segment. This paper aims to assess the 
impact of the Suchana intervention on various indicators 
related to women’s decision- making power.
Design, setting and participants The evaluation design 
was a cluster randomised pre- post design with two cross- 
sectional surveys conducted among beneficiary women 
with at least one child aged <23 months from randomly 
selected poor or very poor beneficiary households in Sylhet 
division.
Outcome measure Decision- making indicators included 
food purchases, major household purchases, food 
preparation, children’s healthcare as well as women’s own 
healthcare and visiting family and relatives.
Results Our findings suggest that 45% of women were 
able to make decisions on food purchases, 25% on major 
household purchases, 78% on food preparation, 59% 
on children’s healthcare, 51% on their own healthcare 
and 43% on visiting family and relatives at baseline in 
the intervention group, whereas the results were almost 
the same in the control group. In contrast, at the endline 
survey, the respective proportions were 75%, 56%, 87%, 
80%, 77% and 67% in the intervention group, which were 
significantly improved when compared with the control 
group. The prevalence of those outcome indicators were 
64%, 41%, 80%, 71%, 68% and 56%, respectively, in 
the control group. As per multiple logistic regression 
analysis and structural equation modelling, the Suchana 
intervention had a substantial influence on the latent 
variable of women’s decision- making power.
Conclusion In terms of food purchases, major household 
purchases, children’s healthcare, their own healthcare 
and visiting family and relatives, the Suchana intervention 
favourably influenced the decision- making power of rural 
women living in a vulnerable region of Bangladesh.
Trial registration number RIDIE- STUDY- ID- 
5d5678361809b.

INTRODUCTION
Women’s participation in economic and 
non- economic decisions at the family level 
is a critical issue that holds great impor-
tance in both high- income and low- income 
and middle- income countries. However, 
even at the household level, women’s non- 
participation or inability to make decisions is 
a public health and social concern.1 A study 
previously claimed that inclusion of wives and 
husbands in decision- making may have better 
reproductive health outcomes than men who 
make decisions alone, which could be owing 
to the fact that joint decision- making allows 
the husband and wife to share responsibility 
for the decision.2 In Bangladesh, it is very 
crucial to understand the decision- making 
process as a negotiation between husbands 
and wives. When it comes to his wife’s health-
care, the husband is frequently involved, 
especially when it requires her to leave the 
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 ⇒ Structural equation modelling as an appropriate 
technique was used to investigate the individual ef-
fects of the Suchana intervention on each of the six 
measurable variables as well as the effect on the 
composite indicator.

 ⇒ Since data on the indicators of decision- making 
power were acquired through maternal responses, 
the possibility of recall bias exists.

 ⇒ When necessary, we replaced unavailable house-
holds by selecting the immediately previous house-
hold in the sampling frame in an anticlockwise 
direction to survey the required number of house-
holds by phase and by age group according to the 
randomly generated listing.
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house. This is ostensibly owing to Bangladeshi women’s 
limited mobility as well as educational and economic 
prospects.2 Women’s healthcare decision- making power 
is critical for enhancing maternal physical and psycholog-
ical outcomes, as well as the well- being of their children.3 
Researchers have demonstrated that women’s decision- 
making related to their own healthcare strengthens their 
healthcare- seeking behaviour, which implies that women’s 
decision- making and healthcare- seeking behaviour 
should be recognised as a cultural norm and prioritised 
as a component of the health system’s design.4 Women’s 
empowerment is now widely valued and acknowledged; 
they play a vital role in social and economic development, 
and it is also an essential precondition for poverty allevia-
tion and the upholding of human rights.5

One of the features of women’s empowerment is 
decision- making power.3 6 The ability of a woman to make 
decisions that influence her own personal circumstances 
is an important facet of empowerment and an important 
contributing element to her general well- being. To assess 
decision- making autonomy of women who are currently 
married, the Bangladesh Demographic and Health Survey 
(BDHS) collected information on women’s participation 
in several types of household decisions—including the 
use of the woman’s and spouse’s incomes, major house-
hold purchases, food purchases, food preparation, their 
own healthcare, children’s healthcare and visiting their 
family or relatives.7 8

According to a recent survey, 61%, 70%, 65% and 62% 
of ever- married women in Bangladesh had decision- 
making power (along with or jointly with their husband) 
on significant household purchases, children’s health-
care, their own healthcare and visits to the women’s 
family or relatives, respectively, with 44% of women being 
involved in all types of decision- making in their house-
holds.7 However, when compared with the national 
average, the proportion of women in the lowest wealth 
quintile with decision- making power was low in the Sylhet 
region.

The literature suggests that many factors which affect 
a woman’s ability to make their own decisions, including 
better socioeconomic status (SES), higher education 
level, older aged women, female household head, degree 
of household food security status and not experiencing 
domestic violence.3 9–11 Domestic violence is a challenging 
and complex social issue for women as it has been reported 
to be strongly linked to the lack of women empower-
ment.12–16 Correspondingly, previous studies also indicate 
that there is a significant relationship between domestic 
violence and decision- making power.17 Another crucial 
indicator that has a detrimental impact on women’s 
empowerment is the degree of household food insecurity, 
as well as several health issues, including nutrition, child 
feeding practices, health- seeking behaviour and domestic 
violence.11 17 18 Despite Bangladesh achieving a significant 
decline in the rate of household food insecurity,19 it is still 
alarming among Bangladesh’s most vulnerable house-
holds in the north- eastern region.17 Moreover, other 

indicators including maternal healthcare practices and 
maternal and child nutritional status are relatively low in 
this region when compared with other regions of Bangla-
desh. Interventions addressing these challenges have not 
been previously done in a community with such low levels 
of empowerment as the study population.

The large- scale Suchana programme followed a gender 
transformative approach to empower women, which 
included technical training on agriculture, aquaculture, 
nutrition and market development.20 Additionally, one of 
the most essential nutrition- specific interventions of the 
programme was courtyard sessions with mother and child 
groups, with the themes sequentially discussing the signif-
icant role of women in family decision- making. Further-
more, for better decision- making outcomes, structured 
home counselling with beneficiaries and family members 
was established, emphasising on the importance of safe 
feeding habits, the role of male members and the role 
of the agency. Additionally, the gender components inte-
grated across the Suchana intervention activities were 
designed to help the beneficiaries understand selected 
domains of empowerment and practices to improve their 
own health and that of their children.20

This article assesses the changes in women’s decision- 
making power using the Suchana evaluation data. We 
addressed the hypothesis that the Suchana intervention 
achieved a significant improvement in recognised dimen-
sions of women’s empowerment. This study also elucidates 
the knowledge gaps related to women’s empowerment, 
with a particular emphasis on determining the factors 
associated with women’s decision- making power.

METHODS
Study design and population
Suchana, a large- scale development programme, was 
conducted among the vulnerable households from 
susceptible villages in Sylhet division, located in the 
north- east region of Bangladesh. The evaluation design 
was a cluster randomised controlled trial with a two- arm 
pre- post design followed for the evaluation, with two 
cross- sectional surveys (baseline and endline) conducted 
among beneficiary women with at least one child 
aged <23 months from randomly selected poor or very 
poor beneficiary households. Union, which is the smallest 
rural administrative and local government unit in Bangla-
desh, was categorised as a cluster. The programme covers 
235 500 poor and very poor households across 157 unions 
in the 20 subdistricts over four phases, with each phase 
receiving 3 years of the intervention. The first and fourth 
phases were selected for the evaluation following a pre- 
post design. The evaluation diagram is given in the online 
supplemental figure 1. Randomisation was performed 
before the unions were allocated to one of the four 
phases. For the evaluation, baseline and endline surveys 
were carried out among beneficiaries of the first phase 
of Suchana in 40 unions (which were treated as the inter-
vention group) and future potential beneficiaries of the 
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fourth phase in 40 unions (as the control group).17 20 The 
baseline survey was conducted between November 2016 
and February 2017 and the endline survey was carried out 
after 3 years and followed the same time period.

Data for 5440 households with children aged 0–5, 6–11 
and 12–23 months of age from the baseline survey and 
10 722 households from the endline survey were assessed 
in the present analysis. The sample size was calculated 
based on exclusively breastfed infants aged 0–5 months, 
the minimum acceptable diet for children aged 6–11 
months of age and stunting in children aged 12–23 
months of age. However, for evaluation purposes, the 
sample size at endline was increased in recognition of 
the fact that very poor households benefited from asset 
transfer, while poor households did not. This segregation 
of asset transfer group from non- asset transfer group at 
the endline survey was based primarily on a household’s 
poverty status. Regardless of household poverty status, all 
Suchana beneficiaries received women’s empowerment- 
related programme interventions (eg, courtyard sessions, 
counselling, skill development training). Therefore, for 
this paper, we did not present our findings as per poor 
versus very poor households.20

Data collection
Twelve highly vulnerable villages were randomly selected 
from each union using a list of vulnerable villages provided 
by Save the Children Bangladesh. Once the villages were 
identified, wealth ranking sessions were completed in 
each village. The most vulnerable households were identi-
fied, listed and verified following the Suchana programme 
inclusion criteria (online supplemental table 1) and, if 
eligible for the study, given an identification number. 
Following this, required number of eligible households 
were systematically selected for the endline survey, using a 
systematic sampling approach stratified by the child’s age 
and type of beneficiary household (poor or very poor). 
A complete sampling frame for all beneficiary house-
holds in the selected clusters was constructed by one or 
more wealth ranking sessions in each village and, later 
on, at the household level within the unions. The wealth 
ranking enumerators prepared a hand- sketched map for 
each selected union to identify the distribution of the 
households in rural settlements. We replaced the unavail-
able households in the sampling frame by selecting the 
immediate previous household in an anticlockwise direc-
tion to complete the number of households surveyed 
by phase and by age group according to our randomly 
generated listing. Even then, 158 respondents were not 
included from the actual sample size due to unavailability 
of any child from the age group of 0 to 5 months. The 
primary reasons for replacing households were unavail-
ability of eligible respondents in the household despite 
repeated visits or age group mismatches due to the time 
gap between the verification/screening and collection 
of data from the targeted households. Android tablets 
complemented by custom- developed Java software were 
employed for data collection during the surveys. The 

mobile- based data collection process reduced the data 
entry burden, as the data were entered at the interviewer 
level and the records were uploaded to a server at icddr,b 
using the built- in internet connectivity of the devices. 
This allowed the data analysis team to review the consis-
tency of the data every day. The Java software- based elec-
tronic questionnaire was designed as survey forms in both 
Bengali and English languages, which were interchange-
able at any time during the data collection process. The 
enumerators used the Bengali form on the personal 
digital assistants (PDA) while interviewing the respon-
dents and recording anthropometric measurements. A 
standard operating procedure was provided to all staffs.

Outcome variables
The outcome variables were women having decision- 
making power on food purchases, major household 
purchases, food preparation, children’s healthcare, their 
own healthcare and visiting family and relatives. Each 
variable was categorical as a nominal measurement with 
four options, such as (a) mainly women, (b) women and 
husband jointly, (c) mainly husband and (d) others. 
Based on the programme objective and BDHS guidelines, 
all outcomes were treated as binary variables, indicating 
(yes=1) if the woman had the ability to take decisions 
herself (or jointly with her husband) and (no=0) if only 
the husband or the other members took the decision.7 
Moreover, we created a composite variable that encom-
passed all six dimensions of decision- making. On positive 
responses for all six indicators, the variable was converted 
into binary form (if all were yes, then the composite vari-
able=1 otherwise, the composite variable=0).

Covariates
A list of several covariates was finalised through the 
descriptive analysis, supported by literature review. The 
conceptual framework of this paper is presented in 
figure 1.

Household sociodemographic characteristics
Information on religion, the level of education and occu-
pation of the head of the household and the number of 
members in the household were assessed as household 
demographic characteristics. Ownership of household 
assets, flooring material, main roof material, external 
wall material, type of latrine and drinking water source(s) 
were all considered key indicators of SES. All asset- related 
variables were converted as binary variables which indi-
cated presence (1) or absence (0) and household material 
variables were converted as improved (1) or unimproved 
(0). Tetrachoric correlation was applied to construct the 
correlation matrix using these binary data.21 From the 
estimated correlation matrix, factors were generated to 
create an asset index based on these variables to indi-
cate SES. The Kaiser- Meyer- Olkin (KMO) test was used 
to assess the measure of sampling adequacy. The KMO 
measure of sampling adequacy was 0.769. The first factor 
was predicted and categorised as five quintiles, such as 
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fifth quintile, fourth quintile, third quintile, second quin-
tile and first quintile.

Household Food Insecurity Access Scale
The four dimensions of food and nutrition security are 
availability, accessibility, use and utilisation and stability. 
The accessibility dimension was assessed in this study 
to measure food insecurity. Household food insecurity 
status was measured according to the Food and Nutrition 
Technical Assistance’s Guidelines and categorised as food 
insecure, mildly food insecure, moderately food insecure 
or severely food insecure.22

General characteristics of women
Several maternal characteristics were adjusted as covari-
ates in the multivariable models to assess the independent 
impact of the intervention on women’s decision- making 
power. These indicators included general maternal 
characteristics such as age, number of children, educa-
tion, occupation, receiving support from household 
members, non- government organisation (NGO) health 
professional visits, receiving loans and any experience 

of domestic violence (husband threatening to divorce, 
taking another wife, verbal abuse by husband/other 
family member(s) and physical abuse by husband/other 
family member(s)).17 Maternal age was categorised as <25 
years, 25–29 years and 30 years or above. The number of 
children was categorised as exact as one, two to three, 
four to five and six or above. All maternal characteristics 
were treated as qualitative variables.

Statistical analysis
Data management
Data were collected using electronic tablets/PDA on a 
custom- designed Android application. Maximum valida-
tion rules were set in the data system to prevent errors 
during data entry; editing and updates, range checks, 
duplication checks, consistency checks, frequency checks 
and cross tabulation were regularly performed during 
data entry. Any unusual observations were discussed and 
resolved daily. A secure web- based data management 
system was used to manage the data. After data collec-
tion was complete, the data were transferred into Stata 

Figure 1 Conceptual framework for assessing the changes in indicators related to women’s decision- making power indicators 
among Suchana beneficiaries. HH, household; SES, socioeconomic status.
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Table 1 Household (HH) and women’s general characteristics

Indicators, % (n)

Baseline Endline

Intervention*
N=2720

Control
N=2720

Intervention†
N=5282

Control
N=5440

HH characteristics

HH head sex was male 95.99 (2611) 96.80 (2633) 92.41 (4880) 92.48 (5028)

HH head education was no ‘schooling’ 49.02 (1333) 48.86 (1329) 44.26 (2337) 40.68 (2212)

HH size‡ 6.12±2.31 6.48±2.56 6.13±2.11 5.94±2.27

Religion was Muslim 89.62 (2438) 92.86 (2526) 91.67 (4841) 92.44 (5026)

HH food insecurity status

  Food secure 14.08 (383) 14.01 (381) 26.64 (1407) 20.18 (1097)

  Mildly food insecure 11.21 (305) 10.96 (298) 16.66 (880) 14.22 (773)

  Moderately food insecure 47.28 (1286) 45.48 (1237) 43.40 (2292) 46.66 (2537)

  Severely food insecure 27.43 (746) 29.56 (804) 13.29 (702) 18.93 (1029)

Asset index

  First quintile 19.63 (534) 20.4 (555) 21.01 (1143) 19.15 (1011)

  Second quintile 19.23 (523) 20.74 (564) 19.71 (1072) 20.13 (1063)

  Third quintile 20.59 (560) 19.67 (535) 19.76 (1075) 20.27 (1070)

  Fourth quintile 18.68 (508) 21.14 (575) 18.95 (1031) 21.06 (1112)

  Fifth quintile 21.88 (595) 18.05 (491) 20.57 (1119) 19.39 (1024)

  Involved with any loan 71.91 (1956) 71.43 (1943) 79.47 (4197) 74.77 (4065)

Women’s general characteristics

  Women’s current age in year

   <25 36.58 (995) 35.92 (977) 21.32 (1126) 36.98 (2012)

   25–30 33.68 (916) 34.19 (930) 30.54 (1613) 26.67 (1451)

   ≥30 29.74 (809) 29.89 (813) 48.14 (2543) 36.35 (1978)

Number of children

  1 21.03 (572) 21.73 (591) 3.52 (186) 21.39 (1163)

  2–3 44.23 (1203) 41.36 (1125) 51.73 (2732) 46.88 (2549)

  4+ 34.74 (945) 36.91 (1004) 44.75 (2363) 31.73 (1725)

Education

  No schooling 22.32 (607) 23.75 (646) 17.91 (946) 14.66 (797)

  Primary incomplete 22.72 (618) 21.14 (575) 23.37 (1234) 22.51 (1224)

  Primary complete 54.96 (1495) 55.11 (1499) 58.72 (3101) 62.83 (3416)

Not involved in any earning activities 97.06 (2640) 97.10 (2641) 87.29 (4610) 93.80 (5100)

Did not get any support from HH members 5.44 (148) 5.77 (157) 3.43 (181) 4.10 (223)

Involved with aquaculture 5.96 (162) 3.79 (103) 9.75 (515) 7.79 (424)

Involved with horticulture 33.16 (902) 31.21 (849) 64.41 (3401) 52.63 (2863)

Coping strategy 38.93 (1059) 39.41 (1072) 40.63 (2146) 43.8 (2383)

Whether the incidents occurred in last 1 year 69.3 (1885) 70.63 (1921) 69.81 (3684) 68.36 (3712)

Visit from NGO health professionals 27.50 (748) 17.1 (465) 39.92 (2108) 20.05 (1090)

Domestic violence and abuse

  Husband threatening divorce 7.46 (203) 6.80 (185) 9.35 (494) 11.44 (622)

  Husband threatening to take another wife 7.87 (214) 6.99 (190) 10.68 (564) 12.31 (669)

  Verbal abuse by husband/other family member(s) 33.79 (919) 31.32 (852) 43.14 (2278) 41.92 (2279)

  Physical abuse by husband/other family member(s) 13.75 (374) 13.38 (364) 17.97 (949) 19.32 (1050)

  Experienced any domestic violence 36.07 (981) 33.27 (905) 44.57 (2354) 43.65 (2373)

Continued
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software release 14 (StataCorp, College Station, Texas, 
USA) to define the variable labels and value labels and 
analyse the data.

Descriptive statistics
The data were visualised using bar diagrams. The data 
were summarised using descriptive statistics (frequencies 
and proportions for categorical variables; means and SD 
for symmetric quantitative variables; medians and IQRs 
for asymmetric quantitative variables). The descriptive 
analyses focused on the following indicators: age of the 
household head, sex, education, occupation, household 
size, SES, food insecurity and women’s characteristics. 

The outcome variables and all covariates were segregated 
by the baseline/endline survey and intervention/control 
groups.

Explorative statistics
Because of the binary outcome, logistic regression was 
used to assess the associated factors with various indica-
tors of women’s decision- making power and to assess the 
association between Suchana intervention and outcome 
variables. To test the hypotheses that Suchana significantly 
improved women’s decision- making power on major 
household purchases, food purchases, food prepara-
tion, their own health, children’s care and visiting family 
members and relatives, first, simple logistic regression 
was used to assess the bivariate relationship between 
the outcomes and the Suchana intervention (exposure), 
using data segregated by the baseline/endline surveys. 
To assess the strength of potential associations, ORs were 
estimated via simple logistic regression. Multiple logistic 
regression was used to assess the independent impact of 
the Suchana intervention and determine the factors asso-
ciated with the outcome indicators after adjusting for all 
possible covariates based on our conceptual framework. 
As a cluster variable, union was used to adjust the SEs. 
Since a union is Bangladesh’s smallest rural administra-
tive and local government entity, and every household in 
that union receives the same healthcare and participates 
in the same wellness programme, the data obtained from 
households within each union were not independent.

We did an additional analysis using structural equation 
modelling (SEM) to investigate the individual effects of 
the Suchana intervention on each of the six measurable 
variables as well as the effect on the composite indicator. 
SEM is a strong multivariate analysis technique from the 
multivariate regression family, allowing the researcher to 
test a set of regression equations simultaneously. Using all 
six measurable variables, a latent variable titled ‘women’s 

Indicators, % (n)

Baseline Endline

Intervention*
N=2720

Control
N=2720

Intervention†
N=5282

Control
N=5440

Women have decision- making power on

  Food purchase 44.56 (1212) 43.42 (1181) 74.66 (3943) 63.95 (3477)

  Major household purchase 25.22 (686) 24.34 (662) 55.77 (2945) 41.14 (2237)

  Food preparation 78.13 (2125) 75.77 (2061) 87.03 (4596) 80.38 (4370)

  Children’s healthcare 58.86 (1601) 56.32 (1532) 79.93 (4221) 71.07 (3864)

  Own healthcare 51.25 (1394) 50.63 (1377) 76.96 (4064) 67.56 (3673)

  Visiting family and relatives 42.65 (1160) 42.90 (1167) 66.50 (3512) 55.67 (3027)

  All types of decision making 17.32 (471) 16.80 (457) 45.26 (2390) 31.38 (1706)

*Before intervention.
†After intervention.
‡Mean±SD.
NGO, non- government organisation.

Table 1 Continued

Figure 2 Proportions of women having various types of 
decision- making power at baseline and endline.
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decision- making power’ was created as a composite indi-
cator. The method of estimating the parameters was the 
maximum likelihood estimate. Standardised root mean 
squared residual (SRMR) and coefficient of determina-
tion (CD) were used to assess the goodness- of- fit test. 
The union was used as a cluster variable to adjust the SEs. 
The SRMR value of close to 0.08 implies that there is a 
relatively good fit between the hypothesised model and 
the observed data.23 The latent variable was treated as a 
continuous measurement. An adjusted standardised coef-
ficient (aCoef) was reported from SEM findings.

Finally, p values <0.05 (α) were considered signifi-
cant for a single hypothesis test. However, we needed 
to control for the family wise alpha inflation to inter-
pret logistic regression findings since we analysed six 
outcomes that were not independent. ‘Sidak correction’ 
was used to control the family wise error rate. The new 
level of significance was calculated, αnew=1–(1–αold)

1/

n=1–(1–0.05)1/6=0.009.

RESULTS
General characteristics
The sociodemographic characteristics and general char-
acteristics of the women are presented in table 1. In the 
baseline survey, 44% of women were able to make deci-
sions on food purchases (intervention: 45%, control: 
43%), 25% on major household purchases (intervention: 
25%, control: 24%), 77% on food preparation (inter-
vention: 78%, control: 76%), 58% on seeking healthcare 
for children (intervention: 59%, control: 56%), 51% on 
seeking their own healthcare (intervention: 51%, control: 
51%), 43% on visiting family and relatives (intervention: 
43%, control: 43%) and 17% on all six of these issues 
(intervention: 17%, control: 17%).

In the endline survey, 69% of women were able to make 
decisions on food purchases (intervention: 75%, control: 
64%), 48% on major household purchases (intervention: 
56%, control: 41%), 84% on food preparation (inter-
vention: 87%, control: 80%), 75% on seeking healthcare 
for children (intervention: 80%, control: 71%), 72% on 
seeking their own healthcare (intervention: 77%, control: 
68%), 61% on visiting family and relatives (intervention: 
67%, control: 56%) and 38% on all six issues (interven-
tion: 45%, control: 31%). Highly significant differences 
in all decision- making indicators were observed between 
the intervention group and control group in the endline 
survey (figure 2).

Determinants of decision-making power
Table 2 presents the adjusted ORs for the associations 
between the indicators of women’s decision- making 
power and their determinants, calculated via multiple 
binary logistic regression after adjusting for union as a 
cluster. Women’s current age, number of children, experi-
ence of any domestic violence, educational level, women’s 
earning activity, age of the household head and house-
hold size were significantly associated with all indicators 

of women’s decision- making power. Moreover, visits from 
NGO health professionals, the educational level of the 
household head, the sex of the household head, the 
Household Food Insecurity Access Scale, asset index, 
the household having any loan, involved in aquaculture, 
involved in horticulture, coping strategy and whether 
the incidents occurred in the last 1 year were associated 
with some of the indicators of women’s decision- making 
power.

Explorative findings
Multiple logistic regression was performed to assess the 
strength of the associations between the indicators of 
women’s decision- making power and the Suchana inter-
vention as an exposure after adjusting for the significant 
variables (table 2); the adjusted ORs (aORs) have been 
presented in table 3. In the baseline survey, there was no 
significant relationship between any outcome and the 
study group before intervention. However, highly signif-
icant relationships were observed in the endline survey, 
except for the ‘food preparation’ indicator. The odds of 
women having decision- making power on food purchases 
were 1.37- fold higher (aOR 1.37 (95% CI 1.12 to 1.68); 
p=0.002) in the intervention group than in the control 
group. Similarly, the intervention was positively associ-
ated with improvements in women’s decision- making 
power on major household purchases (aOR 1.62 (95% CI 
1.29 to 2.03); p<0.001), children’s healthcare (aOR 1.28 
(95% CI 1.02 to 1.60); p=0.033), their own healthcare 
(aOR 1.26 (95% CI 1.01 to 1.56); p=0.037), visiting family 
and relatives (aOR 1.35 (95% CI 1.04 to 1.76); p=0.023) 
and all types of decision making (aOR 1.65 (95% CI 1.29 
to 2.11); p<0.001). After controlling for alpha correction, 
the Suchana intervention demonstrated improvements in 
women’s decision- making power on food purchases and 
major household purchases.

The CD was 0.24 which indicates that the 24% percentage 
of variance of dependent variable was explained by the 
independent variables of the model. Also, the value of 
SRMR was 0.041 at the end of the survey, which is <0.08, 
indicating that the model was good fit. The Suchana inter-
vention had a significant effect (aCoef: 0.073 (p<0.01)) 
on the latent variable of women’s decision- making power 
(figure 3). The Suchana intervention was also signifi-
cantly associated with the measurable variables such as 
food purchases (aCoef: 0.052 (p<0.01)), major house-
hold purchases (aCoef: 0.039 (p<0.01)), food prepa-
ration (aCoef: 0.057 (p<0.01)), children’s healthcare 
(aCoef: 0.065 (p<0.01)), their own healthcare (aCoef: 
0.062 (p<0.01)) and visiting family and relatives (aCoef: 
0.049 (p<0.01)). The coefficients corresponding to all the 
adjustment variables from the structural model have been 
given in the online supplemental table 2.

DISCUSSION
The findings depicted in this research are based on the 
findings of the Suchana evaluation with a pre- post design, 

https://dx.doi.org/10.1136/bmjopen-2021-054148
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which included baseline and endline cross- sectional 
surveys. Our bivariate analysis likely reflects the actual 
effect of Suchana intervention on women’s decision- 
making power. According to the multiple model (both 
logistic and SEM), Suchana intervention considerably 
improved the composite indices of women’s decision- 
making power. Consequently, this indicates that the study 
generated valuable findings encompassing women’s 
involvement in different activities, which led to safer nutri-
tional practices and attainment of empowerment. This 
ultimately contributed to the sustenance of the achieve-
ments through 3 years of engagement with Suchana 
interventions. Suchana’s approach included different 
dimensions of gender for attaining empowerment of 
women. Mobility, care seeking practices, education and 
engagement in income- generating activities were among 
the dimensions reported. It is worth mentioning that, 
as the results were similar at baseline between the inter-
vention and control areas, the endline results reflect the 
actual effect of the Suchana intervention on the indices of 
women empowerment.

The progress observed in this study can be attributed 
to the Suchana intervention as the findings on women’s 
decision- making power (40%–60%) obtained before 
the Suchana intervention are similar to national surveys, 
for example, the BDHS- 2014 surveys and other DHS 
reports.3 7 9 The randomised pre- post study design 
supports this conclusion. However, women’s decision- 
making power is largely dependent on the general char-
acteristics of the household and women, as previously 
reported in national findings.24 We also found similar 
associations among household and women’s general 
characteristics and women’s decision- making power.

We observed that not experiencing domestic violence 
has a beneficial impact on decision- making power. This 
implies that a women’s decision- making competence is 

influenced by a healthy family constitution. A recent study 
showed that a composite indicator of various decision- 
making characteristics was associated with a lower inci-
dence of domestic violence, which is in line with our 
findings, and these findings are supported by previous 
studies conducted in similar settings.12 25 Moreover, visits 
by NGO health professionals were found to be associated 
with higher decision- making power.

Various NGOs in Bangladesh are implementing commu-
nity interventions such as behaviour change communica-
tion as part of a national commitment to empower and 
strengthen the decision- making capacity of women, partic-
ularly those from the lowest social segment.17 26 27 These 
NGOs are largely focusing on food insecurity, economic 
development and maternal and newborn healthcare 
services.28 It is commonly acknowledged that maternal 
healthcare service and utilisation, exposure to NGO 
health professionals and women’s involvement in any 
earning activities are all closely affiliated to women’s 
decision- making power.9 29 30 This suggests that interven-
tion programmes to strengthen women’s decision- making 
capacity and empowerment are critical. Despite the fact 
that addressing these challenges requires a multifaceted 
approach, researchers have revealed that women who 
are exposed to simple interventions become substantially 
more involved in household decision- making. As a result, 
effective interventions may minimise domestic disputes, 
foster improved support for female family members and 
improve reliance among the members of the house-
hold.31 In a setting with particularly low rates of empow-
erment, the Suchana model has proven its effectiveness 
in altering the situation of women’s empowerment status 
in the study population by integrating livelihood inter-
vention with constant social and behavioural change 
communication messages delivered through courtyard 
sessions and frequent home visits. Consequently, it is 

Table 3 Effect of the Suchana intervention on various types of women’s decision- making power

Women have decision- making power on

Adjusted OR*
(95% CI)

P value

Adjusted OR†
(95% CI)

P valueBaseline survey Endline survey

Food purchases 0.99 (0.82 to 1.19) 0.932 1.37 (1.12 to 1.68) 0.002

Major household purchases 1.04 (0.82 to 1.32) 0.752 1.62 (1.29 to 2.03) 0.000

Food preparation 0.97 (0.74 to 1.26) 0.804 1.10 (0.86 to 1.41) 0.439

Children’s healthcare 1.05 (0.83 to 1.33) 0.702 1.28 (1.02 to 1.60) 0.033

Own healthcare 0.99 (0.78 to 1.26) 0.928 1.26 (1.01 to 1.56) 0.037

Visiting family and relatives 0.96 (0.78 to 1.18) 0.691 1.35 (1.04 to 1.76) 0.023

All types of decision making‡ 1.02 (0.83 to 1.27) 0.824 1.65 (1.29 to 2.11) 0.000

Adjusted ORs were estimated using multiple logistic regression where outcome variables were the indicators of decision- making power.
*Exposure variable was pre- intervention versus control in baseline survey.
†Exposure variable was post- intervention versus control in endline survey. Adjusted for women’s current age, number of children, visits from NGO 
health professionals, experience of any domestic violence, educational level of women, women’s earning activity, educational level of HH head, sex 
of HH head, age of HH head, HH size, HFIAS, asset index and HH having any loans involved with aquaculture, involved with horticulture, got any 
support from HH members, coping strategy, whether the incidents occurred in last 1 year. Union was used for as a cluster.
‡On positive responses for all six indicators, the variable was converted into binary form (if all were yes then composite variable=1 otherwise 
composite variable=0).
HFIAS, Household Food Insecurity Access Scale; NGO, non- government organisation.
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worth emphasising that the Suchana programme was 
designed to help a large number of people, the vast 
majority of whom were from the poorest socioeconomic 
classes. Due to the constant poor performance in devel-
opment indicators compared with other parts of the 
country, the coverage of the Suchana programme (Sylhet, 
as a geographic catchment area) is also a critical aspect. 
Furthermore, the Suchana research design and coverage 
are robust in comparison to other existing study findings 
from different parts of the country.

Finally, this analysis implies that strengthening social 
behaviour change initiatives through a variety of inno-
vative approaches, coupled with appropriate supporting 
materials, may represent an instrumental strategy for 

empowering women in our society. In order to ensure 
that all members of the household engage effectively in 
decision- making processes, it is essential to counsel both 
women and their family members, the in- laws in partic-
ular. Women may be able to convey their opinions and 
decisions in various dimensions as a result of these strate-
gies, resulting in a more integrated community structure 
that fosters women’s empowerment.

Strengths and limitations
There were some limitations to this study. The study used 
a cross- sectional pre- post intervention design, indicating 
that the same participants were not studied longitudi-
nally for repeated measurements. Since the primary goal 

Figure 3 (A) The effect of Suchana intervention on women’s decision- making power. The composite indicator ‘women’s 
decision- making power’ was computed as a latent variable using structural equation modelling. (B) The direct effect of Suchana 
intervention on the measurable variables such as food purchases, major household purchases, food preparation, children’s 
healthcare, own healthcare and visiting family relatives computed from the measurable model.
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of the Suchana programme was to minimise the burden 
of childhood stunting in children aged 12–23 months, 
we collected data from mother- child pairs; therefore, 
the mother group at the endline differed from the base-
line as different child groups were followed. Although 
this analysis indicates an association between women’s 
decision- making power and Suchana intervention, a 
causal relationship cannot be assumed due to the cross- 
sectional design of this study. Several important indicators 
of women’s empowerment as seen in other available liter-
ature, such as managerial control over loans, accounting 
knowledge, active use of loans, magnitude of women’s 
economic contribution, mobility in the public domain, 
ownership of productive assets, freedom from family 
domination and political awareness, were not included in 
this analysis. As data on the indicators of decision- making 
capacity was gathered through maternal responses, the 
possibility of recall bias exists. However, due to the large 
sample size and the adjustment for significant covariates in 
the regression model, the bias was minimised. The cluster 
randomised pre- post design offered credible evidence of 
the intervention’s positive impacts on the outcome indica-
tors, which is a major attribute of this study. The similarity 
of the control and intervention groups at the baseline 
indicates the homogeneity of the women’s background 
characteristics and decision- making power. One of the 
main assumptions in the structural equation modelling is 
normality. Our outcome variables were binary variables, 
which follow the binomial distribution. However, for 
large sample sizes, the binomial distribution converses to 
approximate the normal distribution.

CONCLUSION
One essential aspect of women’s empowerment is their 
decision- making capacity. This study clearly suggests the 
large- scale development achievement of the programme 
in improving the decision- making power of vulner-
able women in Bangladesh. Innovative social and 
behaviour change communication approaches tailored 
to the community level will create more opportunities 
for society in general, particularly for women and their 
family members, to obtain a greater understanding of the 
importance of women’s empowerment.
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