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INTRODUCTION 

Autonomy is a complex concept that is difficult to 

quantify.1 It refers to the independence or freedom of will 

of one's actions. It is the ability to receive knowledge and 

make judgments regarding one's problems.2 Women's 

autonomy, according to Dixon (1978), is defined as "the 

degree of a woman's access to, and control over, financial 

resources such as food, income, land, and other kinds of 

wealth, as well as social resources such as knowledge, 

power, and status." Women's autonomy is influenced by a 

variety of social, cultural, and individual factors, 

including education, occupation, and financial status.3 

Families with a low level of autonomy had significantly 

more children than other groups, indicating that 

autonomy is an important factor of fertility.4 Women's 

autonomy was found to be adversely proportional to 

fertility behavior in two research conducted in South and 

Southeast Asia.4 Women's autonomy will not only reduce 

mortality and enhance maternal health care usage for 

themselves but also improved health outcomes that can be 

seen among their children.5 Various research in 

Bangladesh, Nepal, Ethiopia, Nigeria, and Ghana have 

found that women's autonomy has a positive impact on 

maternity healthcare utilization.6-11 These studies show 

that restricting women's autonomy by limiting their 

movement, participation in decision-making, and 

financial independence, consequences are relatively lower 

utilization of reproductive care services among women. 

Although a lot of prior research has looked at 
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socioeconomic, demographic, and other factors that 

influence access to maternity care in India, the impact of 

women's autonomy on access to reproductive health 

services has received poor attention in this nation.12-14 

Women’s empowerment resulting in more justified 

distributions of power within the household may 

contribute to the prioritization of women’s own nutrition 

and health, which may manifest in improved body mass 

index (BMI) and micronutrient status.15 According to the 

NFHS-4 survey, 7.7% of women in India are aware of 

microcredit programs/loans, while 41.6 percent of women 

obtain money from their earnings. About 26.1% of 

women have physical movement for personal/family 

reasons.16 Furthermore, 28.1 percent of Indian women 

have access to women's autonomy for their own health 

care, followed by 13.4% in Nepal and 17.6% in 

Bangladesh.17 Furthermore, according to various Indian 

studies, one out of every four women is a victim of this 

occurrence, indicating a slight improvement from the 

deteriorating condition over the last decade.16-19 It was 

found that the result of Violence against women functions 

at four measures at the individual level, personal level, 

community, and society level.20 In this study, we aimed to 

determine the socio-demographic factors influencing 

women’s autonomy among study subjects and to find out 

the contribution of these significant factors.  

METHODS 

The present study used the fourth round of dataset from 

National Family Health Survey (NFHS-4) which was 

conducted during January 2015 to December 2016, and it 

is openly accessible online for secondary use. NFHS-4 is 

a nationally representative, population-based survey 

conducted in all states as well as union territories of India 

under the Ministry of Health and Family Welfare.  

For the non-identical round of NFHS, the International 

Institute of Population Sciences has been assigned as the 

nodal agency. The present study is based on high focus 

states in India of the reproductive age group (15-49) 

women. The eight Empowered Action Group (EAG) 

states (Bihar, Chhattisgarh, Jharkhand, Madhya Pradesh, 

Odessa, Rajasthan, Uttar Pradesh, and Uttarakhand) and 

Assam are designated as ‘High Focus States’ by the 

Government of India.28 Total 381927 women in the 

reproductive age group (15-49) are taken in our study. 

Women's autonomy was measured by the five indicators 

such as Decision regarding own health care, large 

household purchases, visit to her family or relatives, 

decision on husband earning, and contraception use. 

Bivariate and logistic regression analysis, are used to 

access the association between various socio-

demographic characteristics and women’s autonomy 

indicators. Binary logistic regression analysis is used to 

obtain the odds of different types of decision-making 

indicators among women. The dependent variables are 

five indicators, the decision regarding own health care, 

large household purchases, visit to her family or relatives, 

decision on husband earning and contraceptive use 

whereas the independent variables are age, place of 

residence, working status, no. of living children, wealth 

index, education, and religion. One composite index of 

woman autonomy is established based on the above five-

question related to the decision-making of woman 

autonomy. Every five questions have been classified in 

two categories (1 = if woman alone or jointly decides, 0 = 

if women have not parted in the decision-making. 

Additionally, the index is calculated by adding the score 

obtained in five dimensions for each study subject. Index 

value (0-3) is bunched together in the “low autonomy” 

group and values (4-5) in the “high autonomy” group. Let 

Yi is the independent variable; Xi is the set of 

explanatory variables and βi is the coefficient, then the 

logistic regression equation is log(p/1-p) = β0 + β1X1 + 

β2X2 + … 

Where p is predicted the probability and log odd of p and 

(1-p) provides the odds ratios on the reference category.  

RESULTS 

This table explain the exhaustive analysis of women who 

are the only authority in decision making. The decision-

making authority of women alters with a change in their 

characteristics. Younger women are the least accord with 

sole decision-making authority.  

Approximately 20 percent of women in the age group 30-

34 have sole decision-making authority over the final 

decision on contraception while nearly 17 percent of 

women in the age group 45-49 can take an independent 

decision regarding visit to family or relative.   

Table 1: Percentage distribution of women who takes decision independently by socio-demographic characteristics. 

Socio 

demographic 

characteristics 

Own health 

care 

Large 

household 

purchases 

Visit to Family 

or Relatives 

Decision on 

husband 

earning 

Final decision on 

contraceptive 

Age(years) N (%) N (%) N (%) N (%) N (%) 

15-19 99 (2.5) 49 (2.3) 56 (1.9) 57 (2.4) 87 (0.8) 

20-24 496 (12.4) 224 (10.6) 296 (10.2) 294 (12.3) 855 (7.7) 

25-29 726 (18.2) 379 (18.0) 512 (17.7) 421 (17.6) 1880 (17.0) 

30-34 721 (18.1) 417 (19.8) 563 (19.5) 444 (18.6) 2239 (20.2) 

        Continued. 
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Socio 

demographic 

characteristics 

Own health 

care 

Large 

household 

purchases 

Visit to Family 

or Relatives 

Decision on 

husband 

earning 

Final decision on 

contraceptive 

35-39 712 (17.9) 373 (17.7) 502 (17.4) 417 (17.5) 2407 (21.7) 

40-44 623 (15.6) 347 (16.5) 482 (16.7) 379 (15.9) 1964 (17.7) 

45-49 609 (15.3) 320 (15.2) 478 (16.5) 377 (15.8) 1639 (14.8) 

Place of resident      

Urban 991 (24.9) 529 (25.1) 785 (27.2) 590 (24.7) 2767 (25.0) 

Rural  2995 (75.1)  1580 (74.9)  2104 (72.8)  1799 (75.3) 8304 (75.0) 

Working status      

Yes 1112 (27.9) 576 (27.3) 795 (27.5) 633 (26.5) 473 (4.3) 

No  2874 (72.1)  1533 (72.7)  2094 (72.5)  1756 (73.5) 10598 (95.7) 

No. of living children     

0 314 (7.9) 144 (6.8) 217 (7.5) 183 (7.7) 151 (1.4) 

1-2 1616 (40.5)  851 (40.4) 1192 (41.3) 914 (38.3) 4283 (38.7) 

3-4 1511 (37.9) 817 (38.7) 1091 (37.8) 941 (39.4) 4991 (45.1) 

5 and more 545 (13.7) 297 (14.1) 389 (13.5) 351 (14.7) 1646 (14.9) 

Wealth index      

Poorest 1194 (30.0) 638 (30.3) 825 (28.6) 735 (30.8) 2896 (26.2) 

Poorer 971 (24.4) 512 (24.3) 675 (23.4) 581 (24.3) 2805 (25.3) 

Middle 661 (16.6) 358 (17.0) 487 (16.9) 417 (17.5) 2061 (18.6) 

Richer 596 (15.0) 325 (15.4) 443 (15.3) 354 (14.8) 1712 (15.5) 

Richest 564 (14.1) 276 (13.1) 459 (15.9) 302 (12.6) 1597 (14.4) 

Education      

No education 1817 (45.6) 1027 (48.7) 1317 (45.6) 1150 (48.1) 5088 (46.0) 

Primary 594 (14.9) 285 (13.5) 397 (13.7) 344 (14.4) 1759 (15.9) 

Secondary 1237 (31.0) 629 (29.8) 901 (31.2) 725 (30.3) 3510 (31.7) 

Higher 338 (8.5) 168 (8.0) 274 (9.5) 170 (7.1) 714 (6.4) 

Religion      

Hindu 3416 (85.7) 1759 (83.4) 2447 (84.7) 2006 (84.0) 9727 (87.9) 

Muslim  501 (12.6) 299 (14.2) 366 (12.7) 341 (14.3) 1152 (10.4) 

Others 69 (1.7) 51 (2.4) 76 (2.6) 42 (1.8) 192 (1.7) 

Total (N) 3986 (100) 2109 (100) 2889 (100) 2389 (100) 11071 (100) 

                                                                                                                                                                                                   

Table 2: Percentage distribution of decision-maker. 

  
Own health 

care (%) 

Large household 

purchases (%) 

Visit to family 

or relatives (%) 

Decision on 

husband earning 

(%) 

Contraceptive 

use (%) 

Respondent alone 3986 (9.1) 2109 (4.8) 2889 (6.6) 2389 (5.6) 11071 (8.3) 

With 

husband/partner 
28273 (64.7) 29627 (67.8) 28617 (65.5) 28640 (67.5) 111079 (83.3) 

Husband/partner 

alone 
9712 (22.2) 9213 (21.1) 9861 (22.6) 10263 (24.2) 11074 (8.3) 

Others 1713 (3.9) 2735 (6.3) 2317 (5.3) 1114 (2.6) 118 (0.1) 

Total 43684 (100) 43684 (100) 43684 (100) 42406 (100) 133342(100) 

Table 3: Percentage distribution of women's participation in decision making. 

Socio-

demographic 

characteristics 

(N=381927) 

Own Health 

Care (43684) 

Large 

Household 

Purchases 

(43684) 

Visit to Family 

or Relatives 

(43684) 

Decision on 

Husband 

Earning (42406) 

Final Decision on 

Contraceptive 

(133342) 

Age (years) N (%) N (%) N (%) N (%) N (%) 

15-19 1013 (58.6) 941 (54.5) 966 (55.9) 907 (56.9) 1136 (90.1) 

20-24 5039 (67.9) 4757 (64.1) 4799 (64.7) 4745 (67.3) 10732 (91.0) Continued. 
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Socio-

demographic 

characteristics 

(N=381927) 

Own Health 

Care (43684) 

Large 

Household 

Purchases 

(43684) 

Visit to Family 

or Relatives 

(43684) 

Decision on 

Husband 

Earning (42406) 

Final Decision on 

Contraceptive 

(133342) 

25-29 6449 (72.1) 6301 (70.4) 6257 (69.9) 6170 (71.1) 22722 (91.7) 

30-34 5913 (75.6) 5883 (75.2) 5781 (73.9) 5714 (74.9) 26030 (91.7) 

35-39 5248 (77.2) 5256 (77.3) 5167 (76.0) 5089 (76.3) 25151 (91.6) 

40-44 4393 (78.3) 4395 (78.3) 4372 (77.9) 4315 (78.2) 19978 (91.7) 

45-49 4204 (78.5) 4203 (78.5) 4164 (77.8) 4089 (77.6) 16401 (91.7) 

Place of Residence     

Rural 24146 (72.7) 23588 (71.0) 23357 (70.3) 23201 (72.1) 90059 (91.0) 

Urban 8113 (77.5) 8148 (77.8) 8149 (77.8) 7828 (76.6) 32091 (93.4) 

Working Status      

Yes 7188 (78.0) 7042 (76.4) 6935 (75.2) 6960 (78.4) 4980 (91.8) 

No 25071 (72.7) 24694 (71.7) 24571 (71.3) 24069 (71.8) 117170 (91.6) 

No. of living 

children  
     

0 3001 (63.9) 2812 (59.9) 2866 (61.1) 2809 (63.8) 1908 (90.9) 

1-2 5395 (72.6) 5263 (70.8) 5197 (69.9) 5127 (71.6) 13481 (91.1) 

3-4 8952 (75.0) 8851 (74.2) 8854 (74.2) 8639 (74.2) 39820 (92.0) 

5 and more 14911 (76.0) 14810 (75.5) 14589 (74.3) 14454 (75.3) 66941 (91.5) 

Wealth Index      

Poorest 9205 (72.4) 8954 (70.4) 8864 (69.7) 8858 (71.8) 29466 (89.2) 

Poorer 7735 (72.8) 7644 (71.9) 7556 (71.1) 7424 (71.7) 29346 (91.0) 

Middle 5706 (73.2) 5651 (72.5) 5572 (71.5) 5522 (73.1) 23341 (92.2) 

Richer 4790 (75.1) 4734 (74.2) 4729 (74.1) 4594 (74.6) 19725 (93.0) 

Richest 4823 (78.3) 4753 (77.1) 4785 (77.6) 4631 (77.2) 20272 (94.1) 

Education      

No education 13409 (72.7) 13173 (71.4) 12972 (70.3) 12936 (71.9) 52285 (90.5) 

Primary 4692 (73.6) 4669 (73.2) 4661 (73.1) 4537 (73.2) 19284 (91.9) 

Secondary 11458 (74.1) 11258 (72.8) 11212 (72.5) 10973 (73.5) 41446 (92.3) 

Higher 2700 (79.2) 2636 (77.3) 2661 (78.1) 2583 (78.6) 9135 (94.2) 

Religion      

Hindu 27536 (73.9) 27077 (72.7) 26925 (72.3) 26554 (73.4) 107705 (92.0) 

Muslim  3812 (71.7) 3761 (70.7) 3684 (69.2) 3600 (69.5) 11731 (88.5) 

others 911 (82.9) 898 (81.7) 897 (81.6) 875 (82.5) 2714 (91.4) 

Total 73.8 72.6 72.1 73.2 91.6 

 

The results indicate that the working status of women acts 

as a facilitator in their sole decision-making authority. 

With the rise in the educational status of women, the sole 

decision-making authority among women decreases as a 

greater number of women with lesser education have sole 

authority over decision-making. 

Women’s health is a key schedule in every development 

goal and most of the governments around the world 

would agree upon this, but still, women’s autonomy upon 

own health care needs a crucial view.  

Nearly percent of women having the poorest wealth index 

have only decision-making authority over the large 

household purchases while nearly 16 percent of women 

having the richest wealth index have an independent 

decision regarding visit to family or relative.30 

Approximately 3 percent of women in the age group 15-

19 cannot decide for their own health care without 

discussing/asking their husband or others in the family. 

Approximately 18 percent of the women in the age group 

30-34 have the sole authority of decision-making 

regarding their own health care (Table 1).  

Women's autonomy has been grabbed through various 

dimensions, and that gives a glance at a dim picture of 

women’s autonomy in high focus states (EAG and 

Assam) in India.  

Only 9 percent of women have the autonomy to make 

decisions about their health care without taking any 

consent from anyone. Only 6.6 percent of the women 

have mobility autonomy, and nearly 8 percent of the 

women have sole authority over decisions regarding 

contraceptive use, and nearly 5 percent of women have 

sole autonomy to decide on major household purchases. 

Approximately 24 percent of the husband/partner is the 

primary decision-makers on their earning. Some of the 
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decisions give best results when taken jointly with 

women and their partners like contraceptive use and large 

household purchases and it is reflected from the results 

where the contraceptive use 83 percent of women are 

deciding with their husband/partner while for large 

household’s purchases nearly 68 percent of women are 

making decisions with their husband/partner (Table 2).

Table 4: Bivariate logistics regression analysis of women's participation and socio-demographic characteristics. 

Socio-demographic  
characteristics 

Own health  
care 

Large household  
purchases 

Visit to family  
or relatives 

Decision on husband  
earning 

Contraceptive  
use 

Age(years)           

15-19 Ref. 

20-24 1.49** 1.49** 1.44** 1.55** 1.11 

25-29 1.82** 1.99** 1.83** 1.88** 1.22* 

30-34 2.18** 2.53** 2.23** 2.25** 1.20* 

35-39 2.38** 2.84** 2.49** 2.44** 1.2 

40-44 2.53** 3.01** 2.77** 2.71** 1.22* 

45-49 2.58** 3.05** 2.76** 2.62** 1.21 

Place of resident      

Urban Ref. 

Rural 0.77** 0.69** 0.67** 0.78** 0.71** 

Working status      

No Ref. 

Yes 1.32** 1.27** 1.22** 1.43** 1.05 

No. Of living children       

0 Ref. 

1-2 1.49** 1.62** 1.48** 1.42** 1.01 

3-4 1.69** 1.92** 1.83** 1.63** 1.15 

5 and more 1.78** 2.05** 1.84** 1.72** 1.07 

Wealth Index      

Poorest Ref. 

Poorer 1.01 1.07* 1.06* 0.99 1.22** 

Middle 1.04 1.10** 1.08** 1.06* 1.41** 

Richer 1.14** 1.20** 1.24** 1.15** 1.60** 

Richest 1.37** 1.41** 1.50** 1.33** 1.92** 

Education      

No education Ref. 

Primary 1.04 1.09** 1.14** 1.06 1.19** 

Secondary 1.07** 1.07** 1.11** 1.08** 1.26** 

Higher 1.42** 1.36** 1.50** 1.43** 1.69** 

Religion      

Hindu Ref. 

Muslim  0.89** 0.90** 0.86** 0.82** 0.67** 

others 1.71** 1.68** 1.70** 1.71** 0.93 

** indicates significance at 1 % and * indicate significance at 5% level of significance 

This table represents the percentage of women who 

reported that their household decision is either alone or 
with their husbands. Conclusion on decision-making has 
been drawn through five different domains of autonomy, 
and the outcomes of the crosstab represent the significant 
association between the decision-making and the socio-
demographic characteristics of women. Women’s 
involvement (either alone or with their husband) is 
maximum in deciding the contraceptive use (91.6%) 
followed by the decision taken regarding their health care 
(73.8%), decision on husband earning (73%), large 
household purchase (72.6%), and a visit to family or 
relatives (72.1%). Nearly 72 percent of women in the age 
group 25-29 take decisions on their own health care either 

alone or with their husband. An identical trend can be 
seen for other decision-making domains excluding 
decisions on contraception. Their participation in all five 
dimensions of decision-making gradually increases with 
increase in their education and wealth condition. 
Participation of urban women, in all five dimensions of 
decision making, is more as compared to rural women. It 
can be seen from the table that education, income, 
increases in age, and the number of living children have a 
positive association with women's autonomy. Purchasing 
autonomy is lower among rural women (71%) as 
compared to urban women (77.8%), the reason behind 
this because of urban women are more educated, 
economically stable, and independent. Mobility can be 
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seen as one of the significant measures of autonomy in a 
women's life. Urban women have higher mobility 
autonomy than their counterparts. No. of living children 
is positively associated with mobility index i.e., women 
having a large number of living children have higher 
autonomy than their counterparts and it is also positively 
associated with the husband earning and final decision on 
contraception (Table 3). 

This table indicates the association between the decisions 
of married women on their own health, major household 
purchases, visit to her family or relatives, husband 
earning, and Contraception with selected background 
characteristics. The Odds of deciding their own health by 
the women in the age group 30-34, 35-39, 40-44, and 45-
49 are 2.18, 2.38, 2.53, and 2.58 times higher as compare 
with those who belong to age group 15-19. Women of 
higher age group (age 30 and above) have nearly 2 times 
more say in health care, large household purchase, visit to 
family or relative, the decision on husband earning and 
final decision on contraception compared to the women 
of early age group (15-19).  

Women’s employment shows a significant relationship 
with five covariates of women’s autonomy. It was found 
that women, who work for cash are more likely to 
participate in own health-care decision making, major 
household purchases, visit to her family or relatives, and 
in the decision on husband’s earning. Place of residence 
does not have any significant relationship with any of the 
covariates of women’s autonomy. The number of living 
children also plays a significant association in women’s 
decision-making power. The likely hood of participating 
in own health care decisions is approximately 1.5, 1.7, 
and 1.8 times higher than in women with one, two, and 
three or more living children respectively compared to 
those women who do not have any living children. It is 
also significantly associated with women’s say on the 
major household purchase and husband earning. Wealth 
Index is significantly associated with all covariates of 
women’s autonomy excluding the decision of poorer 
women on husband earning.  

Education is also significantly associated with all 
covariates of women’s autonomy (Table 4). Shows the 
result of logistic regression between women's autonomy 
index and different socio-demographic variables. 
Women's autonomy index has been created by adding up 
all the five dimensions of decision-making. Index value 
(0-3) is bunched together in the “low autonomy” group 
and values (4-5) in the “high autonomy” group. The age 
of women is significantly associated with women's 
autonomy. Women who are in the age group 40-44 and 
45-49 were approximately two times more likely to have 
autonomy than women in the reference group age 15-19. 
OR 1.86 and OR 1.84 (95% CI: 1.40-2.48, 1.38-2.45). 
Women in rural areas were less likely to have autonomy 
than women in urban areas. Education can be seen as one 
of the most important catalysts in achieving autonomy. 
Women with higher education are 1.6 times more likely 
to have higher autonomy than illiterate women. OR 1.61 

(95% CI: 1.41-1.84). The Result does not show any 
association between wealth accumulations and autonomy 
therefore wealth is necessarily a means to achieve greater 
female autonomy as it has an ambivalent influence on 
women’s autonomy. The number of living children to an 
extent affects the autonomy since women without 
children have less autonomy than those who have living 
children (Table 5). 

Table 5: Result of logistic regression of women 

autonomy index with socio-demographic 

characteristics. 

Socio-demographic 

characteristics 

Odds 

ratio  

Lower 

bound 

Upper 

bound 

Age (years)    

15-19 Ref.   

20-24 1.16** 1.87 1.55 

25-29 1.38** 1.04 1..82 

30-34 1.56** 1.18 2.07 

35-39 1.78** 1.29 2.27 

40-44 1.86** 1.40 2.48 

45-49 1.84** 1.38 2.45 

Place of residence    

Urban Ref. 

Rural 0.77** 0.71 0.83 

Working status    

No  Ref. 

Yes 1.19** 1.11 1.29 

No of living children    

0 Ref. 

1-2 1.55** 1.21 1.96 

3-4 1.63** 1.29 2.05 

5 and more 1.70** 1.36 2.14 

Wealth index    

Poorest Ref. 

poorer 1.01 1.01 1.21 

Middle 1.01 1.03 1.18 

Richer 1.06 0.97 1.17 

Richest 1.32 1.19 1.46 

Education    

No education Ref. 

Primary 1.10** 1.01 1.21 

Secondary 1.10** 1.03 1.18 

Higher 1.61** 1.41 1.84 

Religion    

Hindu Ref. 

Muslim 0.83** 0.75 0.92 

Others 1.56** 1.24 1.97 

** indicates significance at 1 % and * indicate significance at 

5% level of significance 
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Figure 1: Percentage distribution of women's 

autonomy in high focus states of India. 

Graph shows the percentage distribution of women's 

autonomy in high focus states of India where Jharkhand 

(8.6%) is the most autonomous state while Bihar (6.4%) 

is the least autonomous state, the reason behind it may be 

due to socio-economically backwardness and poorest 

literacy level in Bihar (Figure 1). 

DISCUSSION 

This study looked at how socio-demographic factors are 

associated with women's autonomy. Various previous 

studies which were conducted in South Asia have looked 

at the solely single determinant at a time at the individual 

level.21  

This study covers the five major dimensions of women’s 

autonomy such as the decision on own health care, major 

household purchases, visit to her family or relatives, the 

decision on husband earning, and final decision on 

contraception. It was found in this study, as age increases, 

the autonomy of older women also increases regardless of 

the autonomy measure used. In 2009, a study conducted 

in India, Nepal, and Bangladesh also ratify that as women 

get older, they gain autonomy in household decision-

making.22  

Behind this, a possible reason can happen in a household 

because a newly married daughter-in-law has less 

decision-making power and it is expected to perform the 

domestic or household duties under the supervision of her 

mother-in-law who is already a primary decision-maker.23 

The contribution of the place of residence in decision-

making has been widely recognized as a crucial 

determinant beyond the physical environment.  

This finding is consistent with a study conducted in South 

Asian countries that rural women are significantly less 

likely to involve in decision-making as compare to urban 

women.22  

The study reiterates that men are the primary decision-

makers in the household for all the five dimensions 

hereupon there is a need to assess the impact of educating 

these men so that they can bring in positive changes in the 

household in terms of improved health outcomes, better 

education for their children, and overall development of 

the family.  

The study clearly showed that women's autonomy as 

measured with decision-making authority is quite low 

when considering taken alone by women and this needs to 

be assessed in future studies. Women's autonomy 

(decision making either alone or with a partner) has 

increased significantly, the finding suggests that gender 

dynamics and male involvement are still very much 

valued in women’s decision-making.  

There are some limitations of the study acknowledged 

that Women Autonomy Index cannot be thoroughly 

measured by a few households decision- making 

indicators as information gathered from the respondents 

on their husband’s characteristics might have been 

influenced by few omissions and biases.  

Generally, in India men are the supreme decision maker 

and have whole control on their own families so there is 

possibility that joint decision might be reached 

convincing women to agree with men who is the head of 

the household. 

CONCLUSION 

The aim of the fifth sustainable development goal (SDG) 

was to promote gender equality and empower women by 

the year 2030 after the millennium development goal 

(MDG) could not achieved. It emphasizes empowering 

women and girls, to increase financial resources, must 

have equal benefits, equal rights, and opportunities. 

(MDG, SDG). The findings of this study shows that 

women’s autonomy varied with the socio-demographic 

and economic characteristics of women. Due to lack of 

education and employment, women are excluded from 

many households decision-making. The finding reveals 

that respondent currently working status is significantly 

associated with a higher level of autonomy. Women's 

participation in income-generating activities should also 

be prioritized by the government, as should women's 

access to property through land ownership and other 

economic assets. Our study suggests that the prosperity 

and development of our national women’s autonomy 

appear to be one of the important factors. In India, 

women’s autonomy is mostly dependent on various social 

factors like social backwardness and religious orthodox 

which have reduced the strength of decision-making 

power of women compared to men. Moreover, 

empowering the women to enhance their access, control 

over economic resources, and establishing and realizing 

8.6
8.1 7.9

7.5 7.4 7.3 7.2

6.5 6.4
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their rights in decision-making- making, are the essential 

means to empower them.  
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