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Abstract:

Introduction:

Climate change creates a high threat to public health, especially within the geographical confines
of most coastal districts. In conditions of heightened vulnerability created through systemic
inequalities, poor infrastructural amenities, and economic disparities, women bear highly disparate
losses in their SRHR. This paper draws on research that explores the implications of climate
change on SRHR issues of women residing in the coastal parts of Bangladesh, identifying

important challenges and areas of intervention.

Method:

This study utilized a mixed-methods design, thereby entailing both quantitative and qualitative
data collection. The present structured survey was carried out on 651 women aged between 15 and
49 years from five unions in the district of Satkhira; in-depth interviews and FGDs added
contextual understanding to the results. Quantitative data analysis was done via univariate and

bivariate analysis. Qualitative data were analyzed thematically.

Result:

The findings show alarming disadvantages in accessing clean water, sanitation, and
healthcare services brought about by climate change. About 67% claimed to have major
disadvantages or to have no access to clean water. This has greatly affected menstrual
hygiene management, as 55.91% lacked access to menstrual hygiene products. There was
economic instability where 93.86% were reporting reduced income opportunities. The
access to sexual and reproductive health services was limited, with 61.44% of respondents
unable to access information or services, and less than 40% attended four or more ANC
visits. The study also documented a prevalence of self-reported illnesses, at 90.3%, and
neonatal complications, at 19.3%, documenting the broader health impacts of climate

change on women in these regions.
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Conclusion:

Climate change only worsens the conditions of already precarious vulnerabilities that affect
women's SRHR in coastal Bangladesh. Thus, tackling these challenges should be holistic
and cover the inclusion of SRHR into strategies of climate resilience, access to health
services, and gender-sensitive policies. The study reiterates that sustainable intervention is
important for improving health and well-being outcomes for women living in disaster-
prone areas. Further studies should be undertaken to understand long-term changes and

measures adapted to respond to these situations.
Keywords: Climate Change; Sexual and Reproductive Health and Rights (SRHR); Coastal areas;

Menstrual Hygiene Management; Water and Sanitation; Vulnerability; Adaptation Strategies;

Hygiene Practices.
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Chapter 1 : Introduction and Literature Review

Background of the study and Literature Review:

Climate change is recognized as one of the most serious threats to public health and nature (Khan,
2015; Rousseau, 2023). Climate change can lead to extreme weather events such as droughts,
cyclones, rising sea levels, salinity intrusion in water, floods, and heatwaves, disproportionately
affecting Bangladesh women (Husaini & Davies, 2022; Roy et al., 2020). The coastal areas of
Bangladesh are highly threatened by salinity intrusion by rising sea level waters, which have
serious negative impacts on the health and well-being of local communities (Roy et al., 2020).

Lower-income countries are at greater risk of these threats (Giudice et al., 2021).

Bangladesh is regarded as one of the most climate-susceptible nations in the world, with one of
the highest population densities due to its geographic and geopolitical location. Due to the
extraordinary variability of climate change over the decades, numerous and frequent natural and
human-induced disasters, including sea level rise, cyclones, storm surge, flooding, land erosion,
waterlogging, and saline intrusion in soil and water. The effects include the death of people and
animals, the demise of fisheries and standing crops, the loss of biodiversity, the inundation of
homes and homesteads, the destruction of infrastructure and capital, and the destruction of people's
livelihoods, particularly those of the poor, fragile, and impoverished who live in environmentally
highly vulnerable regions. As a result, the nation is extremely susceptible to natural disasters, and
the impacted community is exposed to even greater risks due to climate change (“Climate Change
Harsher on Women in Coastal Areas,” 2022; Khan, 2015; Nasreen et al., 2017; Ripon & Chow,
2023).

Women’s sexual and reproductive health is negatively impacted during and after climate change-
related events (Husaini & Davies, 2022). In Bangladesh, women and girls in disaster-prone areas
face more problems compared to their male counterparts due to gender discrimination. In the
absence of climate change, sexual and reproductive health services are limited due to social,

economic, and cultural constraints; these situations are worsened during climate change (Husaini



& Davies, 2022). Estimates suggest that around 507 women and girls die each day because of
problems during pregnancy and childbirth in areas afflicted by violence, displacement, and

catastrophic events (UNFPA, 2021).

Sexual and reproductive health is defined as ‘‘the state of physical, emotional, mental, and social
well-being about sexuality and reproduction’” (Husaini & Davies, 2022; Women and Gender
Constituency & SRHR & Climate Justice Coalition, n.d.). Disasters, especially floods, might also
impact women's sexual and reproductive health and the success of their pregnancies through early
premature delivery, birth abnormalities, low gestational weight, or preterm births. Even fertility
after a tragedy may vary (Kamal, 2015; Kamal et al., 2018; Nasreen et al., 2017). According to the
results of a recent survey, 46.5 percent of Bangladeshi women experience menstrual problems
after catastrophes. The research also shows that more than 46% of women had trouble managing
their periods during floods. Around 20% of the 86 respondents experienced irregular menstruation
during and after floods, and 15% may have experienced gynecological issues as a result of utilizing
and wading in contaminated water. For 16% of females, maintaining personal hygiene was
difficult, and washing clothes was very difficult due to a lack of access to clean water and sanitation

(Azad et al., 2013; Nasreen et al., 2017).

Before the emergency, about 58% of respondents used family planning services; during the
emergency, about 25% of respondents consulted with these organizations' health service providers;
and after the emergency, about 29 percent of respondents who were women used family planning
services. When compared to the pre-and post-disaster crisis periods, reproductive health issues
related to ovarian infection are substantially more common during the emergency period (Nasreen

etal., 2017).

Most women and girls in Bangladesh continue to practice poor menstrual hygiene. Unhygienic
practices like these can seriously harm one's health and even cause death. Since it is still forbidden
to give women sanitary napkins during their periods, few people in Bangladesh think about doing
so, which is unfathomable in an area that frequently experiences catastrophic calamities (Khan,
2022). Furthermore, the reproductive health of thousands of Bangladeshi women is severely

impacted by the increasing salinity of the waters in which they live and work, putting not only
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their safety and well-being but also the stability of their families and communities at risk. Because

of the salt water in Shyamnagar Upazila of Satkhira, many patients have uterine issues.

In Bangladesh, coastal areas are considered climate change hotspots because the majority of girls
and women still do not follow good menstrual hygiene during their periods. Such unsanitary
behaviors can have a major negative impact on health and possibly result in death. Few people in
Bangladesh consider giving women sanitary napkins during their periods since it is still considered
taboo to do so, which is unthinkable in a region that is prone to severe disasters (Khan, 2022).
Moreover, the rising salinity of the waters where they live and work has devastating effects on
thousands of Bangladeshi women's reproductive health, endangering not only their safety and
health but also the stability of their families and communities. Many patients with uterine problems

are found in Shyamnagar Upazila of Satkhira due to salt water (Ripon & Chow, 2023).

Although some academics have hypothesized several potential health problems related to climate
change (Nasreen et al., 2017; Roy et al., 2020), only one of the studies has been conducted on the
effects of overall climate change on sexual and reproductive health rights and services in
Bangladesh based on secondary data analysis of existing literature (Husaini & Davies, 2022).
Besides this, a few studies were found that focused on the impacts of floods on the sexual and
reproductive health of women in Bangladesh (Kamal et al., 2018; Nasreen et al., 2017), but they
did not focus on other climate change issues. Given the urgent need to understand and establish
how gender, along with sociodemographic factors of age, wealth, and class, impact how climate
change manifests itself, the goal of one scoping study also based on existing literature was to
identify and establish linkages between Sexual and Reproductive Health and Rights (SRHR) and
Climate Change in the context of Bangladesh (Khan, 2015). As a result, this ground has obvious
gaps in the literature. Additionally, no study has been found on coping strategies of women with
SRH problems. With the backdrop of these, this present study aims to explore the effects of climate
change on the sexual and reproductive health of those living in disaster-prone areas. Following
this line of thinking, this study also sought to understand how the local coastal women cope with

additional issues brought on by natural disasters.
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Literature Review:

In Bangladesh, there are at least two natural disasters every year that result in severe losses to the
lives and property of people impacted. Women are disproportionately affected by the lack of social
resources available to them, and most people living in flood-prone areas are below the poverty line
(Kamal, 2015; Khan, 2015; Nasreen et al., 2017). Women and girls learn about disasters later than
males do, and they are less prepared for them. They consequently suffer more and die at higher
rates following a tragedy. Due to inadequate healthcare facilities, traditional unhygienic practices
are still used, such as wearing ragged and dirty clothing during menstruation (Kamal, 2015).
Natural disaster-related fatalities have decreased dramatically over time, with 31,105 recorded in
2011. Most residents in flood-prone areas are below the poverty line, and women are
disproportionately impacted because there are insufficient social services available to them

(Kamal, 2015; Khan, 2015; Nasreen et al., 2017).

Reproductive health problems are the leading cause of death and disability among women and
girls in underdeveloped nations (AbouZahr, 2014). Bangladesh is widely recognized as the nation
most at risk from climate change. It is especially vulnerable to these kinds of climatic
vulnerabilities due to its hilly topography, geographic location, and vulnerability to extreme
weather events such as droughts, cyclones, and floods (Thomas et al., 2013). In addition to this,
climate change, directly and indirectly, impacts more on women’s sexual and reproductive health
outcomes (UNFPA, 2021), because they are economically, socially, politically, culturally, and
institutionally marginalized (Women and Gender Constituency & SRHR & Climate Justice
Coalition, n.d.). Compared to men, women and girls are less prepared for disasters and learn about
them considerably later. As a result, after a tragedy, they experience greater suffering and death
rates. Traditional unsanitary practices—using tattered and unclean garments during menstruation,

for example—are carried out in the lack of adequate healthcare facilities (Kamal, 2015).

Under-resourced countries already lack access to adequate healthcare, notably reproductive health
essentials like contraception and abortions, or pre-pregnancy, prenatal, and maternity care, and any
crises that restrict access would exacerbate outcomes. Furthermore, food insecurity brought about
by sociocultural, political, and economic variables can result in adverse pregnancy and neonatal
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outcomes in LMICs, including pre-eclampsia, early birth, and low birth weight. In addition,
depression and maternal anemia are other dangers. Wildfires, droughts, and floods are anticipated
to decrease women's access to food, which increases their vulnerability to SRH problems (Giudice

et al., 2021).

Prior research indicated that any climate change event that primarily affects women and girls could
jeopardize sexual and reproductive health and rights (SRHR) (Khan, 2015; UNFPA, 2021; Women
Deliver, 2021). Due to increasing floods, health facilities in remote and rural Bangladesh have
limited supplies of contraceptives (Women Deliver, 2021). After a calamity, University of Dhaka
researchers investigated women's reproductive health and how they used available healthcare
alternatives. Women in these areas suffered from leucorrhea, menstrual problems, pregnancy-
related diseases, malnourishment, and urinary tract infections during disasters. According to most
respondents, they received no assistance whatsoever for their reproductive health after

catastrophes (Kamal, 2015; Nasreen et al., 2017).

Bangladesh is renowned worldwide as the most climate change-vulnerable country. Because of its
hilly terrain and geographic location, as well as its susceptibility to extreme weather events like
floods, cyclones, and droughts, it is particularly sensitive to these types of climatic vulnerabilities

(Thomas et al., 2013).

Previous studies suggested that sexual and reproductive health and rights (SRHR) are at risk during
any events of climate change, which mainly impacts women and girls (Khan, 2015; UNFPA, 2021;
Women Deliver, 2021). Low supplies of contraceptives are present at health institutions in rural
and isolated areas of Bangladesh because of rising floods (Women Deliver, 2021). Researchers
from the University of Dhaka investigated women's reproductive health and their utilization of
current healthcare options in the aftermath of a disaster. During disasters, women in these locations
experienced menstrual issues, urinary tract infections, leucorrhea, waist pain, pregnancy-related
disorders, and malnourishment. Most respondents stated that during disasters, they received no

support of any kind for their reproductive health (Kamal, 2015; Nasreen et al., 2017).
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Conceptual Framework of this study:
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Figure I-1: Conceptual Framework of this study
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Justification:

Although some academics have hypothesized several potential health problems related to climate
change (Nasreen et al., 2017; Roy et al., 2020). Only one of the studies has been conducted on the
effects of overall climate change on sexual and reproductive health rights and services in
Bangladesh, based on secondary data analysis of existing literature (Husaini & Davies, 2022).
Besides this, a few studies were found that focused on the impacts of floods on the sexual and
reproductive health of women in Bangladesh (Kamal et al., 2018; Nasreen et al., 2017); but they
did not focus on other climate change issues. Given the urgent need to understand and establish
how gender, along with sociodemographic factors of age, wealth, and class, impacts how climate
change manifests itself, the goal of one scoping study, also based on existing literature, was to
identify and establish linkages between Sexual and Reproductive Health and Rights (SRHR) and
Climate Change in the context of Bangladesh (Khan, 2015). As a result, this ground has obvious
gaps in the literature. Additionally, no study has been found on coping strategies of women with
SRH problems. With the backdrop of these, this present study aims to explore the effects of climate
change on the sexual and reproductive health of those living in disaster-prone areas. Following
this line of thinking, this study also sought to understand how the local coastal women cope with

additional issues brought on by natural disasters.

Research Objectives:

This study aims to measure the prevalence and explore the determinants of adverse sexual and
reproductive health and rights-related outcomes among the reproductive-aged women living in the

coastal regions of Bangladesh.

The objectives of this study are,
1. To measure the prevalence of sexual and reproductive health (SRH) status among the
reproductive-aged women of the coastal areas of Bangladesh.
2. Toinvestigate how climate change affects women’s sexual and reproductive health among
reproductive-aged women living in the coastal areas of Bangladesh.
3. To explore the determinants of adverse sexual and reproductive health and rights-related

outcomes among the reproductive-aged women living in the coastal areas of Bangladesh.
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4. To explore the strategies reproductive-aged women are adopting to cope with sexual and

reproductive health and rights-related issues caused by climate change.

Expected Outcome:

The expected outcome of the research project is to shed light on the challenges that women in
Bangladesh's coastal regions face in sexual and reproductive health and rights due to climate
change, and to suggest tangible strategies to address these issues. This study is planned to
investigate the specific vulnerabilities and problems that women in Bangladesh's coastal regions
experience in terms of sexual and reproductive health and rights because of climate change. This
includes increased salinity, rising sea levels, and extreme weather events, as well as their
consequences on SRHR. The purpose of this study is to determine the prevalence of sexual and
reproductive health (SRH) status among reproductive-aged women residing in Bangladesh's
coastal regions. In addition, this study will quantify the impact of climate change on women's
SRHR in terms of increased risks, decreased access to healthcare services, and changes in health
outcomes, allowing for a more in-depth knowledge of the issue. This research will also look into
these communities' current resilience and ability to adapt to climate change, notably in terms of

SRHR. Examining local practices, expertise, and healthcare infrastructure is part of this.

The study will produce policy suggestions at the local, national, and international levels to solve
the identified difficulties and preserve women's SRHR in coastal regions. This could include ideas
for improving healthcare infrastructure, emergency preparedness, and community education
programs. Another intended effect of this study is increased awareness of the unique issues
encountered by women in these regions, as well as advocacy for their SRHR. The research should
help to enable local communities, non-governmental organizations, and government institutions
to handle these concerns successfully. The study's findings will encourage the incorporation of
gender-sensitive techniques into climate change adaptation plans to ensure that the special needs

of women in coastal regions are effectively addressed.

The study's findings will result in policy-related outcomes that will improve healthcare services
connected to SRHR in these locations, such as improved access to contraception, maternal care,

and family planning awareness. The project will promote collaboration between Bangladesh and
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international organizations, as well as knowledge sharing and support for vulnerable communities
around the world. This study's empirical findings will contribute to long-term sustainability,
ultimately increasing the overall well-being of women in these locations as well as the resilience

of their communities to the effects of climate change.

Relevance of the project to national development:

The proposed research project is highly relevant to the national development of Bangladesh for
several reasons. The proposed project has a direct relation with SDG goals no 3; 5; 6; and 13, so
the findings will directly impact the better achievement of these SDG goals. The project will
contribute to the outcome of the 8th five-year plan and the Delta plan of Bangladesh, where SRHR
and climate are a concerning component. Besides the empirical findings of this study will create
evidence-based actions that will help health-related policies of Bangladesh i.e., National Health
Policy 2011; National Population Policy 2012; National Policy for Women’s Advancement 2011;
Menstrual Regulation Policy 1979; and Adolescent Reproductive Health Strategy 2006 where
Bangladesh recognizes the significance of ensuring the health and well-being of its population,
and women constitute a significant portion of this demographic. Focusing on the SRHR of women
in coastal regions is critical because it has a direct impact on their physical and mental health,
which contributes to a healthier and more productive workforce. Bangladesh is one of the most
vulnerable countries to the negative consequences of climate change, with its low-lying coastal
districts particularly vulnerable. This research will help shape policies and actions focused on

enhancing climate resilience, ultimately helping to contribute to the country's long-term growth.

Women who are healthy and empowered are more likely to participate actively in the labor force
and contribute to the socioeconomic growth of their communities and the nation. By addressing
the SRHR requirements of women in coastal regions, our research contributes to the overall
development agenda by ensuring that no segment of the population is left behind because of the
effects of climate change. Bangladesh has signed international treaties on climate change,
sustainable development, and gender equality. This study effort reflects Bangladesh's dedication
to meeting its worldwide obligations and responsibilities. This research will give data and insights
that will help drive the development of community-based adaptation strategies that will increase

these communities' resilience while safeguarding lives, livelihoods, and infrastructure. The study's
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conclusions are expected to influence evidence-based policymaking. As a result, more targeted
and effective policies addressing the SRHR requirements of women in coastal regions can be

developed, contributing to their well-being and overall development.

Structure of the study:

The goal of this research is to determine "Impacts of Climate Change on Sexual and Reproductive
Health and Rights (SRHR) of Women Living in the Coastal Regions of Bangladesh". This report is
divided into six chapters. This study is introduced in Chapter One. This chapter contains the
background of the study, problem statement, justification, scope, literature review, and study
objectives. The technique for this investigation is discussed in Chapter Two. This chapter is
divided into the following sections: research design, study area, study sample, respondent inclusion
criteria, sampling technique, sample size determination, data collection method, statistical analysis
procedures, and ethical considerations. Chapter Three includes the findings of this study. Socio-
demographic characteristics, Gravidity, Knowledge about family planning methods, Person(s)
who make SRH-related decisions, ANC attendance, Place of delivery, Sanitation and hygiene
status, Mode of Delivery, Obstetric Complications, Current illnesses and Fetal or neonatal
outcomes are presented in this chapter. Chapter Four contains the bivariate distribution and chi-
square analysis of the study findings, where the bivariate distribution of obstetric complications,
ANC visit, current illness, and neonatal complications were separately analyzed with the
respondent’s sociodemographic variables, which are presented in this section. Chapter Five
discusses the study's shortcomings, while Chapter Six offers the study's suggestions and

conclusions. This report also includes a reference list and an annex.
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Chapter 2 : Methodology:

Study design

This study used an exploratory sequential mixed method design, where the quantitative phase of
data collection and analysis followed the qualitative phase of data collection and analysis. In-depth
interviews (IDIs), Key Informant Interviews (KlIIs), and Focus Group Discussions (FGDs) were
used as qualitative data collection techniques to get deep insight into the impacts of climate change
on sexual and reproductive health and rights (SRHR) of women living in the coastal regions of
Bangladesh. Following the understanding of qualitative findings, this study developed a survey

questionnaire and collected quantitative data.

Study site

The study was conducted in two coastal districts of Bangladesh, Satkhira and Patuakhali.
Reproductive-aged women (aged 15-49) living in these coastal districts of Bangladesh were the
population of this study. Reproductive-aged women living in the abovementioned coastal district
were selected for the survey, IDI, and FGDs. Doctors, Midwives, Community health workers,

NGO workers working in SRHR, and experienced women were interviewed as key informants.

Study population

Reproductive-aged women (aged 15-49) living in the coastal regions of Bangladesh were selected
for the survey, IDI, and FGDs. As key informants, Doctors, Midwives, Community health workers,
and community leaders living in Satkhira and Patuakhali were interviewed. Women absent on data

collection days, or sick were excluded from the study.

Sample size and Sampling technique

This study followed a multi-stage cluster random sampling technique. In the first stage, Upazilla

from selected districts was selected randomly, and unions were selected randomly in the second
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stage of selection. Finally, reproductive-aged women (15-49 years old) from selected unions were
recruited following both simple random sampling and snowball sampling methods. The inclusion
criteria for the respondents were strictly followed while selecting purposively or even getting
references from others. The sample size of the qualitative study was selected based on data
saturation level, while the sample size for the quantitative is 1005, where district weight was

maintained.

Data collection tools:

Data for this study was collected using face-to-face interview techniques. Unstructured data
collection guidelines for IDI, FGD, and KII were used to collect in-depth data, while a structured
survey questionnaire was used to collect quantitative data from reproductive-aged women (aged
15-49) living in the coastal region of Bangladesh. Descripted answers of the respondents were
recorded, as written in notes by a note taker done for qualitative interviews, while in the
quantitative interview respondents' answers to each question were listed in the response table by
using the pre-structured codebook in the code section of the questionnaire. The details about the

qualitative and quantitative data collection tools and techniques are described below -

In-depth Interviews (IDIs):

This study developed an IDI guideline to collect data from reproductive-aged women living in the
coastal region of Bangladesh about their experience regarding climate change and how it affects
their sexual and reproductive health and rights (SRHR) related attitudes and practices. Personal
practices of reproductive-aged women living in the coastal region to cope with the adverse impact

of SHRH due to climate change will be asked in the IDI.

Focus Group Discussions (FGDs):

This study developed an FGD guideline to collect data from reproductive-aged women living in
the coastal region of Bangladesh about their experience regarding climate change and SRHR-

related attitudes and practices. This study also identifies and shares strategies reproductive-aged
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women are adopting to cope with sexual and reproductive health and rights-related issues that

happened due to climate change through FGDs.

Key Informant Interviews (KIIs):

To collect in-depth data regarding climate change and SRHR-related problems reproductive-aged
women in the coastal region are facing and get recommendations to overcome these challenges
this study conducted KlIs with different stakeholders. Experienced women; Doctors; Healthcare
specialists; and NGO workers working in SRHR at coastal regions were included as KII

respondents.

Quantitative Survey:

This study surveyed a quantitative data collection tool where reproductive-aged women living in
the coastal region of Bangladesh were interviewed to measure the prevalence of SRH status; find
out the way climate change affects SRHR and explore the determinants of adverse SRHR -related
outcomes among the reproductive-aged women living in the coastal areas of Bangladesh. Besides
these in the quantitative study, respondents were also asked about their coping strategy to SRHR-
related issues to best a picture about their practices. This study collected a total of 1005 data from

Sathkhira and Patuakhali district.

Pre-testing of the data collection tools:

This study will conduct a Pilot test for all the guidelines and questionnaires among the
reproductive-aged women living in the Satkhira district to ensure validation and further
improvement of the survey questionnaire and guidelines. This study will collect 30 interviews
using the survey questionnaire with a focus on identifying missing questions, response codes, or
developing a better chronology for the questions in the questionnaire. All these 30 interviews will
be entered into the data analysis software, and their validity and reliability will be checked if
necessary. The questionnaire and guidelines of this study will be revised and finalized following

the feedback from the pretesting.
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Data collection:

Data for this study will be collected using face-to-face interview techniques. Unstructured data
collection guideline guidelines for IDI, FGD, and KII will be used to collect in-depth data, while
a structured survey questionnaire will be used to collect quantitative data from reproductive-aged
women (aged 15-49) living in the coastal region of Bangladesh. Descripted answers of the
respondents will be recorded, as written in notes by a note taker will be done for qualitative
interviews, while in the quantitative interview respondents' answers to each question will be listed

in the response table by using the pre-structured codebook in the code-section of the questionnaire.

Data Analysis

All qualitative interviews will be conducted with two interviewers, one interviewer, and another
note-taker. Interviews will be recorded with due permission from the respondents. After
completing the interviews all the notes will be matched with the recorded audio and the recorded
interviews will be listened to find out the inconsistency and identify themes. All qualitative
interviews will be transcribed into Bangla, later translated into English and transcripts will be read
and reread to develop code. Computer-aided qualitative data analysis software (CAQDAS) named
NVivo (version 8) will be used to analyze qualitative data. Then we will minutely examine the
data to identify the emerging patterns and themes for analysis using NVIVO. Finally, we will

illustrate the themes with verbatim quotes and explain by reviewing existing literature.

Collected quantitative data will be entered into computer-aided software- SPSS, cleaned, and
transferred into Stata version 15.0 for analysis. This study will perform univariate and bivariate
analysis and outputs will be presented in tabular and/or graphical form. The relationship between
conceptually related independent and dependent variables will be observed in bivariate analysis.
To identify significant factors associated with Overseas Employment in Saudi Arabia, regression-

based statistical models will be used.
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Ethical Consideration

This study received ethical permission from the academic committee of the Department of
Population Science, Jatiya Kabi Kazi Nazrul Islam University. Informed written/verbal consent
was ensured from the respondents before including them as study participants by explaining the
purpose of the study. All the participants were free to withdraw from the interview at any point of
study according to their wishes. The confidentiality of all the respondents was ensured and kept

secure by the research team.
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Chapter 3 : Findings

Socio-demographic characteristics of the Respondents:

The socio-demographic profile of respondents is placed in Table 3.1. This study was conducted
among reproductive-aged women (aged 15-49) living in the two coastal districts of Bangladesh. It
captures important information like geographic distribution, age, religion, education, occupation,

marital status, household structure, and economic conditions.

The average age of the respondents was 28.8 years (£9.34). A significant proportion of the
respondents were in the 30 and above age group (38.3%), followed by 18-24 years (29.5%) and
25-29 years (21.6%), thus reflecting a relatively young demographic profile.
The dominant religion among respondents is Islam, 88.6%, and Hindus are the next significant

minority, 11.9%.

Most respondents had secondary education at 49.8%, although a fair percentage had attained
primary, 28.7%. Only a few attained higher secondary and above 15.2%, while the highest
percentage had no education at all, 6.5%. Fathers reported higher proportions of primary education
42.3% but lower secondary and higher education rates than those of respondents. Mothers also had
a high percentage without formal education at 44.0%, reflecting disparities between genders.
Housewives constituted 80.8% of the respondents, while students constituted 11.1%. The other

occupations were day laborers, 4.3%; and housemaids, 3.8%.

Most of them were currently married (85.8%), while 10.0% were never married. Early marriages
were the trend, with the mean age at first marriage being 15.8 years, and 73.3% married between
15-19 years. The average number of children among married respondents was 2.04, 31.5% had
one child, and 42.7% had two children. Only 4.5% of the respondents were household heads, while
the rest were living with family members. Households often had 4-6 members 69.7% and less
frequently had fewer than three 18.7% or seven or more members 11.6%. Most of the respondents
of this study are poor. The wealth index shows that a total 52.8% are in the poorest and poorer

category based on the wealth index calculated in this study.
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This table reflects the socioeconomic challenges that respondents face: low education, early
marriages, and income that is limited. It gives the critical context in which to place the population's

health, lifestyle, and socio-economic influences.

Table 3-1: Socio-demographic characteristics of the respondents

Characteristics Total
N (%)
Total 1005 (100.0)
Age in Years (mean £SD) 28.8 (£9.34)
15-17 107 (10.7)
18-24 296 (29.5)
25-29 217 (21.6)
>30 385 (38.3)
Religion
Islam 885 (88.6)
Hindu 120 (11.9)
Respondents Educational Attainment
No Formal Education 65 (6.5)
Primary 288 (28.7)
Secondary 500 (49.8)
Higher Secondary and above 152 (15.2)
Respondents Fathers Educational
Attainment
No Formal Education 369 (36.7)
Primary 425 (42.3)
Secondary 166 (16.5)
Higher Secondary and above 45 (4.5)
Respondents Mothers Educational
Attainment
No Formal Education 442 (44.0)
Primary 438 (43.6)
Secondary 117 (11.6)
Higher Secondary and above 8(0.8)
Respondents Occupation
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Characteristics Total
N (%)
Housewife 812 (80.8)
Student 112 (11.1)
Day Laboure 43 (4.3)
Housemaid 38 (3.8)
Marital status
Never married 100 (10.0)
Currently married 862 (85.8)
Others (Widows, Divorces, and Separated) 43 (4.3)
Age at first marriage (n=481) 15.8 (+2.59)
Married before 18 663 (73.3)
Married at 18 or later 242 (26.7)
Number of children (n=427) 2.04 (+.96)
1 258 (31.5)
2 350 (42.7)
3 or above 212 (25.9)
Household Head
Respondents herself 45 (4.5)
Other members of the family 960 (95.5)
Total Number of Members in the Household
Bellow 3 188 (18.7)
4 -6 members 700 (69.7)
7 and above 117 (11.6)
Wealth Index
Poorest 250 (24.9)
Poorer 280 (27.9)
Middle 82 (8.2)
Richer 300 (29.9)
Richest 93 (9.3)

"All estimated percentages are column percentage
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Family planning-related knowledge and practice of the respondents:

Number of women currently using family planning methods:

Figure 3.1 represents a number of women currently using family planning methods. The figure

shows that 57.01 percent of women currently use family planning methods.

No, 42.99

Yes, 57.01

Figure 3-1: Number of women currently using family planning methods

Currently using Family planning methods of the respondents (n=568)

Respondents' current family planning methods used, and related information, are also identified
through qualitative interviews. Most of the respondents use Oral contraceptive pills (OCP) and
Injection depot-Provera to have their desired family size. However, they are facing different

challenges while using FP methods. One of the IDI participants shared her notion regarding this-
“I used to take birth control pills before, but now I can’t tolerate them either. I also took

the injection, but that doesn’t suit me either, as it causes menstruation to start.” IDI, 19

years old, Housewife.
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Another respondent from the area also shared her notion regarding using FP methods and facing

different physical conditions-

“Since the birth of the child, I have been taking medicine. I also took injections, but they
caused problems in my body. For example, if I get an injection today, then my period would
come within two or three days and last for a full month. Because of this, I stopped taking
injections. Sometimes I also used condoms, but mostly I had to take medicine.” IDI, 18

vears old, Housewife.

One of the key informants shared her notion on this issue-

“They come for issues like heavy menstruation, or for cases where they 've reached puberty
but still haven'’t started menstruating. They seek advice like, “Other girls younger than
mine have started, why hasn’t mine? They don’t know what kind of care is needed during
this time. Awareness is still low in our area. Some more aware girls, like mine, buy sanitary
napkins for themselves. She tells me, “Mom, I need this, it's finished.” But other girls
usually don’t say such things. Maybe 10% feel confident to say it; most don’t have the
courage.” KlIlI, aged 29 years, CMCH,

Table 3.3 presents the family planning methods ever used by currently using 568 respondents. It
shows, by various contraceptive methods, the proportion of respondents ever using/used and
currently not using. Among the 568 respondents, the most patronized contraceptive method was
oral contraceptive pills (OCP), which 410 women (69.37%) reported use of, while 158 (30.63%)
did not use. Injectable contraceptives (depot-provera) were used by 125 respondents (21.15%),
while 443 (78.85%) reported non-use. Condoms were the least used by 32 women (5.41%), while
the vast majority, 94.59%, did not use. Long-acting reversible contraceptive methods were used
by only 17 respondents (2.92%), while 551 (97.08%) did not use the methods. Traditional methods
were the least utilized, reported by 7 women (1.18%), while the rest, 561 (98.82%), reported non-

use.

Table 3-2: Currently using Family planning methods of the respondents

Contraceptive method (n=568) Use of contraception
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Yes [N (%)] | No [N (%)]
Condom 32 (5.41) 536 (94.59)
Oral contraceptive pill (OCP) 410 (69.37) 158 (30.63)
Injection depot-provera 125 (21.15) | 443 (78.85)
Long-acting reversible 17 (2.92) 551 (97.08)
Traditional method 7 (1.18) 561 (98.82)

Number of ANC visits during last pregnancy (n=328):

The number of Antenatal Care (ANC) visits during pregnancy of the respondents is given in Figure
3.2 below. Data from the figure shows that 15.56 percent of respondents received one ANC visit
at the time of their pregnancy, while 18.29 percent received two ANC visits. 43.29 percent of

respondents who receive ANC visits have received four ANC visits.

15.55

m]l m2 m3 4

Figure 3-2: Number of ANC visits
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Access, and practice related to SRH service

Table 3.4 shows the status of access and practices of respondents in SRH services, utilization
frequency of the services, and geographical barriers. Out of the total, only 57.2% had access to
information and services related to SRH. A majority, 70.55%, never received the services, while
2.29% accessed them monthly, 14.43% accessed them annually, 3.68% once every three months,
and 9.05% once every six months. Most of the respondents agreed that the geographic distance to
healthcare facilities hindered access to the services, 75.82%, while 21.09% strongly agreed, some
were neutral 13.53%, and 7.46% disagreed. Only 3.18% strongly disagreed. This table highlights
the critical barriers that exist in the use of the services: limited access to information, infrequent
service use, and significant geographic challenges. The findings highlight the need for increasing

accessibility and outreach in service delivery.

Table 3-3: Access, and practice related to SRH service

g Frequency | Percentage
General characteristics Category (n=328) (%)
Access to sexual and reproductive Yes 575 57.21
health information and service No 430 42.79
Monthly 23 2.29
' . Once every 3 months 37 3.68
Often recelyed sexual and reproductive Once every 6 months 91 905
health services?
Annual 145 14.43
Never 709 70.55
Strongly disagree 32 3.18
Disagree 75 7.46
Geographic distance of the healthcare
facility prevents from accessing SRH Neutral 136 13.53
service Agree 550 54.73
Strongly agree 212 21.09

21| Page



These findings regarding SRH service-related access are also found same in the qualitative

interviews. A local government representative shared his notion about this issue-

“We hadn't considered the potential health and sexual issues that the teenagers would
experience both during and after the disaster. Our main concerns were issues like injuries
and other illnesses brought on by disaster damage. Adolescents' sexual and reproductive
health was not our top priority.” (KII, Male, Chairman of a Union Parishad in Shyamnagar

Upazilla).

Adolescents living in the coastal region are facing different problems in accessing the basic

materials needed for MHMP. One of the KII shared her notion regarding this-

“Girls usually learn from their school friends. For instance, my daughter might tell her
friends, “I use this—you should too.” They often think, “Where will I get the money every
month for this?” They don't think of saving part of their pocket money for this. They prefer
spending that money on food. They feel it’s only a few days, so using old clothes (rags) is
enough. Most of the girls in this area use old clothes (rags) during their menstruation. Lack
of awareness and financial problems are both the main reasons for not using absorbent

materials.” KII, 40 years old, Female Union Parishad Member.

Effects of Climate Change

Table 3.5 shows the impacts of climate change on aspects of SRHR by access to clean water and
sanitation, economic livelihoods, and availability of menstrual hygiene products. A large
proportion faced major disadvantages, 41.01%, about 45.07% reported minor difficulties, while
only 13.83% stated no effect from climate change on water and sanitation access.

Adolescents living in the Shyam Nagar upazila face different problems in accessing their SRH
services, and it becomes worse during the calamitous events. One of the respondents shared her

notion on it-
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“They have been building roads for three years but haven’t paved them. So, during the
rainy season, it’s all mud like a pond. Movement is difficult. Our school health center is
far away. Because of these problems, many get married early since traveling is hard.” IDI,

aged 14, student.

Unavailability of essential foods and medicines in the coastal region is common. One of the

respondents shared her notion on this issue

“During periods, we need sanitary pads, but it’s hard to get them. There’s no pure water.
Medicines aren’t available for a fever or a cold. There is a severe lack of food.” IDI, aged

12 years, student.

A vast majority of 83.98% reported reduced income opportunities due to climate change,
indicating its severe economic impact. Only 11.84% experienced no change, and 4.18% reported
increased income opportunities. More than half of the respondents, 65.17%, did not have access
to menstrual hygiene products, while 34.83% reported availability. This table justifies the very
huge negative impacts of climate change on some very basic aspects of SRHR, thus the need for
timely interventions to address WASH, economic stability, and menstrual hygiene among the most

vulnerable populations.

Table 3-4: Effects of Climate Change on SRHR

No effect 139 13.83
Accessing clean water and Minor difficulties 453 45.07
sanitation Main disadvantages 275 27.36

No access to clean water 138 13.73

Increased income opportunities 22 4.18
Livelihood or economic Reduced income opportunities 844 83.98
situation

No change 119 11.84

Yes 350 34.83
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Availability of menstrual | No 655 65.17
hygiene product

These findings about the climate change in this area are also found in the qualitative interview. A

KII shared his notion regarding climate change in this area:

“The south and east sides of this union are rapidly being washed away, and I noticed a big
part of this mangrove forest partially submerged in the water. Due to the saturation of
saline water, the areas close to the forest had become quite desolate and a lot of trees and

animals become engendered.” (KII, Social Worker 65 years old)

Women’s autonomy in decision-making for SRH

Figure 3.6: Women's autonomy in decision-making for SRH. Data on the knowledge of
respondents regarding the availability of legal assistance for VAW victims reveals that 33.63% of
respondents do not know about it. 84.30% of respondents cannot access SRH because of the cost
incurred in accessing sexual and reproductive health services. Only 6.12% of respondents make
decisions on health. Only 5.54% of respondents make decisions on the use of contraception. Only

4.48% of respondents are household heads.

4.48% 33.63%

Household
Head 6.12% Financial costs
in accessing
sexual and
reproductive

health services
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Table 3-2: Women’s autonomy in decision-making for SRH

Menstrual Hygiene Management Practices (MHMP) of the respondents:

Respondents' MHM practices are revealed at the qualitative interviews. Adolescent girls living in
the coastal vulnerable areas don’t have good practices for MHM. One of the respondents' notions

regarding her MHM is shared-

“Questioner: Did you know about menstruation before your first period?
Respondent: No, I learned about it after getting my period.
Questioner: At what age did you first menstruate?
Respondent: Around 13—14 years old.
Questioner: Do you know the source of menstrual blood?
Respondent: No.
Questioner: What do you use during menstruation?
Respondent: I use cloth.
Questioner: How many times do you change your clothes daily?
Respondent: 3—4 times. But now, my periods are irregular. I can’t tolerate it. I have been
taking pills for 1-1.5 years continuously. I hate the smell.”
(IDI, Adolescent, 18 years old)

Another respondent also shared her notion about the MHM practice she follows-

“Interviewer: What do you use during menstruation?

Respondent: 1 use Senora (sanitary pads). If Senora is not available, I use cloth.
Interviewer: What do you do after using cloth or pads?

Respondent: I don’t throw them inside the toilet, I collect many and then throw them far
away. There is a water channel or ditch nearby. I put them in a bag and then throw them.”

IDI, aged 15 years old, student.
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The menstrual hygiene management practices (MHMP) of adolescent girls living in the climate-
vulnerable areas of Bangladesh are shown in Table 3.5. While 63.82% of respondents used less
hygienic options, including tissue, cotton, or fabric, most respondents (88.56%) reported using
absorbent materials, with sanitary pads being the most popular (36.18%). Nearly all of those who
reused absorbents wash it with soap and water (98.45%); nevertheless, 39.5% of them were dried
indoors instead of in the sun, which may harm hygiene. The majority (46.51%) changed materials
twice a day. 94.33% of women showered during their periods, and 95.6% cleansed their genitalia,
primarily with soap and water (73.4%), indicating generally good hygiene standards. The overall
MHMP score, however, reveals gaps: 62.9% reported poor behaviors, whereas 13.9% reported
acceptable practices, underscoring ongoing difficulties in upholding consistent and safe menstrual

hygiene.

Table 3-5: Effects of Climate Change on MHMP

Variables ‘ Frequencies ‘ Percentages
Use of absorbent material during the period or menses? (n=1005)
Yes 890 88.56
No 115 11.44
Which absorbent material do you use mostly during menstruation?
(n=890)

Sanitary pad 322 36.18
Tissue paper/ Cotton / Cloth 568 63.82
Reuse absorbent materials? (n=890)

Yes 258 29.09
No 632 71.01
If reused, how do you clean/wash it? (n=258)

Only water 4 1.55
Soap and water 254 98.45
If reused, where do you dry the absorbent material? (n=258)
Sunlight 182 70.54
Inside the room 76 39.46
Frequency of absorbent material change in a day? (n=258)

Once 32 12.41
Twice 120 46.51
Thrice 106 41.08
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Variables ‘ Frequencies | Percentages
Bath during menses? (n=1005)

Yes 948 94.33
No 57 5.67
How often do you bathe during Menstruation/Period? (n=948)

Daily once 587 61.92
More than once 361 38.08
Clean your genitalia during menstruation? (n=1005)

Yes 961 95.62
No 44 4.38

What do you use to clean your genitalia (private part) during your

menses? (n=378)

Only water 250 26.01
Soap and water 705 73.36
Mud and water 6 0.62
MHMP Overall Score (n=386)

Bad Practice 632 62.89
Fair Practice 233 23.18
Good Practice 140 13.93

27 |Page



Chapter 4 : Bivariate Distribution and Chi-Square Analysis

of maternal and child health outcomes

Bivariate distribution of Access to SRH information and service by selected

variables:

The results of the crosstabulation in Table 4.1 show that access to SRH information and services
is significantly associated with many of the socio-demographic variables. A highly significant
association was found on p<0.000. Only 42.9% of the adolescents aged 15—79 had access to SRH
information and services compared to 64.7% of those aged 30 and above. This shows that access
increases with age. The association between religion and access to SRH services is statistically
significant (p=0.000). However, Muslims had reported higher access, 60.2%, compared with
Hindus, 35.0%. Better access was also reported by respondents with higher education, 58.8%,

compared to those without formal education, 66.2%, no significant association (p=.403).

Housewives accounted for most people with access, 59.4%, while students and day laborers had
less access. A very significant association, with p=0.030. The currently married had the highest
access, 58.8%, while the never married reported considerably lower access, 41.0%. The findings
highlight age, education, occupation, and marital status as some of the most important variables
influencing access to SRH information and services. Policies and interventions target the younger
age groups, those with lower education, and occupational marginality for increased access and

equity.
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Table 4-1: Bivariate distribution of Access to SRH information and service by

selected variables

Access to SRH information and
Characteristics No Serviee Yes P-value
N (%) N (%)
Total 430 (42.8) 575 (57.2)
Age in Year .000#**
15-17 61 (57.1) 46 (42.9)
18-24 131 (44.3) 165 (55.7)
25-29 102 (47.0) 115 (53.0)
>30 136 (35.3) 249 (64.7)
Religion 000%#*
Islam 352 (39.8) 533 (60.2)
Hindu 78 (65.0) 42 (35.0)
Respondents Educational Attainment 403
No Formal Education 22 (33.9) 43 (66.2)
Primary 122 (42.4) 166 (57.6)
Secondary 223 (44.6) 277 (55.4)
Higher Secondary and above 63 (41.5) 89 (58.5)
Respondents Fathers Educational Attainment .016*
No Formal Education 171 (46.3) 198 (53.7)
Primary 183 (43.1) 242 (56.9)
Secondary 66 (39.8) 100 (60.2)
Higher Secondary and above 10 (22.2) 35 (77.8)
Respondents Mothers Educational Attainment .030*
No Formal Education 182 (41.2) 260 (58.8)
Primary 206 (47.0) 232 (53.0)
Secondary 38 (32.5) 79 (67.5)
Higher Secondary and above 4 (50.0) 4 (50.5)
Respondents Occupation .016*
Housewife 329 (40.5) 483 (59.4)
Student 59 (52.7) 53 (47.3)
Day Laboure 25 (58.1) 18 (41.9)
Housemaid 17 (44.7) 21 (55.3)
Marital status .002%*
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Access to SRH information and
Characteristics No Yes P-value
N (%) N (%)
Never married 59 (59.0) 41 (41.0)
Currently married 355 (41.2) 507 (58.8)
Others  (Widows, Divorces, and 16 (37.1) 27 (62.8)
Separated)
Age at first marriage (n=905) 904
Married before 18 271 (40.9) 392 (59.1)
Married at 18 or after 18 100 (41.3) 142 (58.7)
Number of children (n=820) .056
One child 117 (45.4) 141 (54.7)
Two children 140 (40.0) 210 (60.0)
Three or more children 73 (34.4) 139 (65.6)
Household Head 0.590
Respondents herself 21 (46.7) 24 (53.3)
Other members of the family 409 (42.6) 551 (57.4)
Total Number of Members in the Household 428
Bellow 3 88 (46.8) 100 (53.2)
4 -6 members 291 (41.6) 409 (58.4)
7 and above 51 (43.6) 66 (56.4)
Wealth Index of the Household .000#**
Poorest 138 (55.2) 112 (44.8)
Poorer 156 (55.7) 124 (44.3)
Middle 34 (41.5) 48 (58.5)
Richer 84 (28.0) 216 (72.0)
Richest 18 (19.4) 75 (80.6)

All estimates presented in this table are row percentages.

* = p<0.05; ** =p<0.01; *** =p<0.001

Bivariate distribution of MHMP by selected variables:

The results of the crosstabulation in Table 4.1 show that MHMP is significantly associated with
many of the socio-demographic variables. Overall, it was discovered that 62.9% of respondents

had poor MHMP, and 62.9% had good practice on MHMP.
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A significant association was found on MHMP with Age (p=0.000). 75.7% of respondents aged
15-17 had poor MHMP. On the other hand, 73% of individuals between the ages of 18 and 24, and
63% aged 25-29 reported having a poor MHMP, indicating that practices are getting better as
people age. Although Muslims constituted the majority in both groups, Hindus indicated poor
MHMP more frequently (55.8%) than Muslims (63.8%).

A strong association was found (p = 0.003) between MHMP and the occupation of the respondents.
Housewives were inclined to report good MHMP (14.4%), whereas students (4.5%) and
housemaids (21.1%) were overrepresented in the poor MHMP group. The marital status of the
respondents has a significant association with MHMP. Never-married respondents are more likely
to report poor MHMP, whereas currently married respondents have good MHMP. A moderate
association is observed with the household head status of the respondents and MHMP (p=0.061).
Poor MHMP was observed more among the respondents who themselves aren’t the head of their
household. Besides, MHMP didn’t show significant associations with education (of the respondent
and parents), household size, and economic indicators (income and expenditure) of the

respondents.

Table 4-2: Bivariate distribution of current illness by selected variables

MHMP
Characteristics Poor Practice | Fair Practice | Good Practice | P-value
N (%) N (%) N (%)

Total 632 (62.9) 233 (23.2) 140 (13.9)
Age in Year .000#**
15-17 81 (75.7) 24 (22.4) 2(1.9)
18-24 216 (73.0) 65 (22.0) 15(5.1)
25-29 136 (62.7) 56 (25.8) 25 (11.5)
>30 199 (51.7) 88 (22.9) 98 (25.5)
Religion 224
Islam 565 (63.8) 199 (22.5) 121 (13.67)
Hindu 67 (55.8) 34 (18.3) 19 (15.8)
Respondents Educational Attainment .000%#*
No Formal Education 26 (40.0) 15 (23.1) 24 (36.9)
Primary 157 (54.5) 77 (26.7) 54 (18.8)
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MHMP

Characteristics Poor Practice | Fair Practice | Good Practice | P-value

N (%) N (%) N (%)

Secondary 334 (66.8) 116 (23.2) 50 (10.0)

Higher Secondary and above 115 (75.7) 25 (16.5) 12 (7.9)

Respondents Fathers Educational Attainment 339

No Formal Education 229 (62.1) 86 (23.3) 54 (14.6)

Primary 259 (60.9) 102 (24.0) 64 (15.1)

Secondary 112 (67.5) 39 (23.5) 15 (9.0)

Higher Secondary and above 32 (71.1) 6 (13.3) 7 (15.6)

Respondents Mothers Educational Attainment 112

No Formal Education 265 (60.0) 100 (62.6) 77 (17.4)

Primary 280 (63.9) 105 (24.0) 53 (12.1)

Secondary 81 (69.2) 26 (22.2) 10 (8.6)

Higher Secondary and above 6 (75.0) 2 (25.0) 0 (0.0)

Respondents Occupation .003**

Housewife 497 (61.2) 198 (24.4) 117 (14.4)

Student 86 (76.8) 21 (18.8) 5(4.5)

Day Labor 23 (53.5) 10 (23.3) 10 (23.3)

Housemaid 26 (68.4) 4 (10.5) 8 (21.1)

Marital status .013*

Never married 73 (73.0) 22 (22.0) 5(5.0)

Currently married 537 (62.3) 201 (23.3) 124 (14.39)

Others (Widows, Divorces, and 22 (51.2) 10 (23.3) 11 (25.6)

Separated)

Age at first marriage (n=481) 0.232

Married before 18 404 (60.9) 152 (22.9) 107 (16.1)

Married at 18 or later 155 (64.1) 59 (24.4) 28 (11.6)

Number of children (n=820)

One child

Two children

Three or more children

Household Head .061

Respondents herself 21 (46.7) 16 (35.6) 8 (17.8)

Other members of the family 611 (63.7) 217 (22.6) 132 (13.8)

Total Number of Members in the Household .081

Bellow 3 128 (68.1) 40 (21.3) 20 (10.6)

4 -6 members 421 (60.1) 171 (24.4) 108 (15.4)

7 and above 83 (70.9) 22 (18.8) 12 (10.2)
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MHMP

Characteristics Poor Practice | Fair Practice | Good Practice | P-value
N (%) N (%) N (%)
Wealth Index of the Household .000%**
Poorest 149 (59.6) 79 (31.6) 22 (8.8)
Poorer 144 (51.4) 85(30.4) 51(18.2)
Middle 49 (59.8) 24 (29.2) 9(11.0)
Richer 211 (70.3) 37 (12.3) 52 (17.3)
Richest 79 (85.0) 8 (8.6) 6 (6.5)

All estimates presented in this table are row percentages.

* = p<0.05; ** = p<0.01; *** = p<0.001
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Chapter 5 : Discussion

The study focuses on the complex effects of climate change on the sexual and reproductive health
and rights of women who live in Bangladesh's coastal areas. It documents a comprehensive
understanding of how environmental vulnerabilities uniquely affect women's health, especially in

areas highly prone to salinity intrusion, rising sea levels, and extreme weather conditions.

In the results, access to clean water and sanitation came out as one of the major concerns because
86.17% said either major disadvantages or none existed regarding access to clean water because
of climate change. The same fact was pointed out by Husaini & Davies 2022 and Roy et al. 2020
about how the shortage of water is an extra load on women. Poor access to water exacerbates the
challenges in MHM. More than half of the respondents, 65.17%, did not have access to menstrual
hygiene products, reflecting systemic inadequacies in responding to the specific needs of women
during and after disasters. Other studies, by Azad et al. in 2013 and Nasreen et al. in 2017, similarly
reported that during floods, disruption in water supply and sanitation facilities significantly
hampers women's hygiene, leading to the increase in gynecological issues and other health

complications.

The economic implications of climate change were striking, with 83.98% reporting a reduction in
opportunities to make money. This is reflected in the broader literature on how the crisis
exacerbated pre-existing inequalities regarding resources and economic opportunities faced by
women in low-income groups of people (UNFPA, 2021). It also exacerbates their vulnerability to
the already precarious conditions affecting access to health care services for managing their needs
around sexual and reproductive health. Women in these regions often bear the dual burden of
reduced income and increased caregiving responsibilities, which further limits their ability to

prioritize health-seeking behaviors (Ripon & Chow, 2023).
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One of the most alarming findings was regarding access to sexual and reproductive health services,
where 42.79% of respondents reported no access to SRH information and services. Most of the
respondents, 75.82%, agreed that geographic distance from health facilities barred them from
accessing health services. These findings are supported by previous studies such as Khan (2015)
and Roy et al. (2020), who pointed out that climate change accentuates infrastructural challenges
and further restricts access to healthcare in remote and disaster-prone areas. Furthermore, less than
40% of respondents reported receiving services related to SRH regularly, indicating gaps in service

delivery and utilization.

The study also showed low ANC utilization, with less than 43.29% of women attending four or
more ANC visits in their last pregnancy. Access to ANC services was lower for younger women,
those with less education, and the economically disadvantaged, reflecting systemic inequities.
These findings also resonate with the studies conducted by Ainul et al. 2019 and Nasreen et al.
2017, which reported similar challenges in maternal healthcare access within disaster-prone

settings.

Although the respondents had a relatively high level of awareness about family planning, the gap
in knowledge and practice was highly significant. For example, while 88.6% of the respondents
reported knowing about oral contraceptive pills, only 69.37% reported using them. In the case of
injectable contraceptives, where the level of awareness was very high, the actual usage was
reported by only 21.15% of the respondents. This discrepancy underlines the need for targeted
interventions to address cultural, economic, and logistical barriers to contraceptive use. Similar
findings have also been reported in studies related to family planning among Rohingya refugees

and other vulnerable populations. (Chowdhury et al., 2018; Abul Kalam Azad et al., 2022).

These study findings underscore the pressing need for immediate policy interventions to reduce
the negative impact of climate change on SRHR. The healthcare infrastructure, particularly in
remote coastal areas, should be improved. This would involve establishing mobile clinics, training
community health workers, and incorporating SRHR services into disaster response mechanisms.

Besides, targeted education and awareness programs are necessary to address the cultural barriers
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and help women make informed decisions about their health. These programs should focus on
menstrual hygiene management, increasing the uptake of family planning methods, and
encouraging ANC attendance. Skill-building programs and access to microfinance are some of the
economic empowerment initiatives that may help women in disaster-prone areas lessen the
economic impacts of climate change. Lastly, future studies should use a longitudinal approach for
a better understanding of the long-term impacts of climate change on SRHR and evaluation of

intervention effectiveness.

This study has brought to the fore the complex and multi-layered impacts of climate change on
SRHR among women in coastal areas of Bangladesh. Results underscore the need for
comprehensive and gender-sensitive approaches to the challenges. The integration of SRHR into
strategies of climate resilience and disaster responses is essential for ensuring the health and well-
being of women in these vulnerable communities. Addressing these issues will not only improve
SRHR outcomes but will also mark progress toward broader objectives in gender equality and

sustainable development.

Limitations of the study:

Although this study enlightens on important aspects related to the influence of climate change on
SRHR issues among women in coastal Bangladesh, there are a number of limitations that need to
be declared. These may impact the generalizability and completeness of the findings and thus need

consideration when interpreting the results.

The present study is cross-sectional in design, meaning it captures data at one point in time.
Although this offers the possibility of an in-depth understanding of current conditions, it limits the
establishment of causality between climate change and observed SRHR outcomes. This study
focused on some unions in Satkhira, a coastal district in Bangladesh. While these areas are
representative of many disaster-prone coastal communities, the findings may not fully reflect the

experiences of women in other coastal or inland regions of the country. There could be regional
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variations in climate impacts, cultural practices, and healthcare infrastructure that may lead to

different outcomes.

Although the total number of participants in this study is 651, multi-stage cluster sampling may
lead to biases. For instance, women who were absent on the days of data collection or refused to
participate may have different experiences and perspectives, which might have led to biased
results. Besides, a few respondents may have been selected through snowballing, which can
introduce selection bias. Most of the information in this study was self-reported on very sensitive
topics: menstrual hygiene practices, healthcare access, and contraceptive use. Self-reported data
are susceptible to recall bias, as participants are often asked to remember past experiences. The
social desirability bias could also affect the results, whereby the participants may underreport

practices perceived as socially unacceptable or overreport desired behaviors.

Although the study included a wide range of demographic, socio-economic, and health-care-
related variables, not all potential factors influencing SRHR outcomes could have been captured.
Psychosocial stress, quality of health services, or even male involvement in the decision-making
process relevant factors to SRHR outcomes were only partially addressed. Comparative research
with populations outside the studied disaster-prone areas was not considered. Without this
comparative group, it is very difficult to isolate the impacts of climate change from the other
underlying factors that are likely to affect SRHR outcomes, such as poverty or pre-existing

inequalities.

Discussion on issues like SRHR and menstrual hygiene is considered a sensitive topic in
conservative communities. While ethical protocols were adhered to, cultural constraints may have
restricted the level of information shared by the participants. Some women might have felt

uncomfortable disclosing their personal experiences, thus underreporting.

While the study had a mixed-method approach, the qualitative part could have been broader and
in-depth, as it included in-depth interviews and focus group discussions. For example, the coping
mechanisms or psychosocial effects of climate change could be probed further by extensive

qualitative data collection that might add weight to the findings. This research is bound by its
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timeline and resources, so data may not be too extensive or detailed. For example, the size of
samples and more general geographic coverage would allow certain studies to derive at much

broader results.

In addressing these limitations, future studies shall focus their issues on adopting longitudinal
designs to establish causality and tracking changes over time, widening the geographic scope to
include regions of diversity for wider generalizability, using larger sample sizes and random
sampling for less bias, and including more specific qualitative research to capture nuanced
experiences and perceptions. This includes control groups to better specify the particular effects
of climate change. Further variables can be assessed, including mental health, quality of healthcare

services, and male involvement in SRHR decision-making.
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Chapter 6 : Recommendation & Conclusion:

Recommendation:
Based on the findings of this study, the following recommendations are made for addressing the
adverse impacts of climate change on sexual and reproductive health and rights of women living

in the coastal regions of Bangladesh:

Improve Healthcare Access and Infrastructure:

Provide access to SRH services at all times, even in cases of climatic emergencies, through the
establishment of mobile health clinics in isolated and disaster-prone areas. Increase health facilities
providing maternal and child health services to include ANC, delivery, and postnatal care. Enhance
emergency health infrastructures to provide timely services on SRHR in sudden disasters like

floods and cyclones.

Improve Water and Sanitation Facilities:

Develop and maintain such water purification systems which could help to reduce the effects of
salinity and the general lack of water. Improve sanitation infrastructure in the most vulnerable
coastal areas, providing access to clean and private facilities for MHM. Promote the distribution
of menstrual hygiene products, such as sanitary napkins, during and after disaster events, and

increase awareness about their use.

Educate and Raise Awareness:

Implement community-based education programs in SRHR, focusing on menstrual hygiene, the
use of contraceptives, and regular health checkups. Organize health education on sensitive issues
in a gender-sensitive manner to change cultural taboos regarding menstruation and reproductive
health. Involve men and boys in programs that raise their awareness about SRHR issues to develop

an enabling environment for women's health needs.

Enhance Family Planning Services:
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Improve access to and availability of a wide range of contraceptive methods, with particular
attention to the most remote and underserved areas. Tailor outreach to narrow the gap between
knowledge and utilization in family planning. Integrate family planning services into disaster

response programs to ensure continuity during emergencies.

Address Economic Vulnerabilities:

Introduce livelihood support programs for women in disaster-prone areas to reduce the economic
impacts of climate change. Offer some form of financial assistance or subsidy to access SRHR
services, especially for economically disadvantaged women. This includes promoting skill-
building programs to economically empower women and reduce dependency on meager household

resources.

Build Resilience through Policy and Advocacy:

Integrate SRHR into climate adaptation strategies on the local, regional, and national levels. Raise
awareness of the need for the integration of SRHR into disaster preparedness and response
mechanisms to ensure that women's health needs are prioritized in emergency situations. Partner
with international organizations to leverage funding and technical support for SRHR challenges in

climate-affected regions.

Increase Research and Data Collection:

Longitudinal studies shall be conducted to learn about the long-term effects of climate change on
SRHR and, at the same time, assess the effectiveness of the interventions. Investigate how mental
health, gender-based violence, and community dynamics influence SRHR outcomes in climate
crises. Establish a comprehensive database on SRHR indicators for disaster-prone areas as a basis

for policy decisions and resource allocation.

Empower Women and Enhance Decision-Making Ability:

Empower women to be involved in community decision-making processes, especially regarding
healthcare and disaster management. Train health advocates or community health workers who
can provide training within their communities. Work toward achieving gender equity in resource

access and healthcare services to decrease inequities and improve women's self-determination.
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These recommendations are to be implemented in collaboration with government agencies, NGOs,
international partners, and local communities. Tackling the nexus between climate change and
SRHR will improve not only the health of women but also broader goals of gender equality,

climate resilience, and sustainable development.

Conclusion:

This study highlights the far-reaching effects of climate change on the sexual and reproductive
health and rights of women residing in the coastal areas of Bangladesh. It shows critical
vulnerabilities regarding access to healthcare, water and sanitation, family planning services, and
overall economic stability. The findings point out the double burden women suffer in disaster-
prone areas, which are exacerbated by systemic inequities, cultural norms, and inadequate

infrastructure.

The study has shown that climate change is a serious concern for women in accessing clean water,
maintaining menstrual hygiene, and getting the necessary healthcare services. Limitations in ANC
visits, family planning methods, and high morbidity due to poor living conditions call for urgent
intervention. Besides, the economic consequences of the crises induced by climate change further

hamper women's potential to prioritize health and welfare.

This necessitates a more holistic approach in which SRHR considerations are factored into climate
resilience strategies. Improving healthcare infrastructure, promoting education and awareness, and
empowering women through economic opportunities and community engagement are key. Efforts
also have to focus on mitigating the impact of water scarcity, access to menstrual hygiene products,

and family planning services.

This project adds to the literature on the relationship between climate change and SRHR in
developing countries by reiterating the importance of a gender-sensitive approach at both policy
and programmatic levels. Addressing the various challenges identified will help improve women's
health in the country's coastlands and support resilience for the communities towards changing

climates. Further studies might research the long-term changes and the impacts of climate change
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on SRHR, with reviews on the effectiveness of the interventions. Policymakers, healthcare
providers, and community leaders must work in tandem to implement sustainable solutions and

make sure that the needs of women in disaster-affected regions are not cast aside.
Empowering women and ensuring access to SRHR services is not only a moral obligation but also

one of the essential components of building resilient, equitable, and sustainable communities in

the face of climate change.
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Annex:

Annex 01: Operational definitions

Terms

Operational definition

Reproductive age

group

In this study, the reproductive age group has been considered to be
between 15 and 49 years as a standard estimation from menarche to

menopause.

Pregnant women

The study considers a woman to be pregnant if the female respondent
confirms her status of pregnancy by herself. The information is further
validated with the date of her last menstrual period. Additional
examination or tests to confirm the pregnancy such as rapid test or

ultrasonography were not performed.

Sexual and
reproductive

health:

UNFPA quotes, “Good sexual and reproductive health is a state of
complete physical, mental and social well-being in all matters relating to
their productive system” (UNFPA, 2023). To reflect on the sexual and
reproductive health of the study population, information on the age of
menarche, age at first marriage and childbearing, current and ever use of

contraceptives, intention to use, and reasons for not using are collected.

Maternal health

health of women during pregnancy, childbirth, and the postpartum period.

Antenatal care

the care received from healthcare professionals during pregnancy at least

once.

Menstrual hygiene

Menstrual hygiene management (MHM) encompasses the practices and

management resources needed for individuals who menstruate to manage their
(MHM) periods with dignity and in a healthy way.

Institutional delivery in public or private hospitals, clinics, and health centers,
delivery attended by skilled attendants (midwifery, nurses, doctors, health

officers).

Postnatal care

health care for the mother from immediately after the birth until around

6 weeks by health professionals.
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Climate Vulnerable

Areas

Geographical regions in Bangladesh that are highly exposed to climate-
related hazards such as floods, cyclones, salinity intrusion, river erosion,
or drought, as identified by national climate vulnerability indexes (e.g.,
BCCSAP or UNDP reports). In this research, we collected data from
Shyamnagar Satkhira, as the United Nations Development Programme's
2023 Climate Vulnerability Index (CVI) identifies Gabura Union and
Kaikhali Union of Satkhira District as the most vulnerable areas in

Bangladesh.

Menstrual products

Menstrual products are items used to manage menstrual flow during a
period. These include pads, tampons, menstrual cups, menstrual discs,

and period underwear.
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Annex 02: Data collection tool (Consent form Bangla version)

RReGE TS

TR BT Impacts of Climate Change on Sexual and Reproductive Health and Rights (SRHR)
of Women Living in the Coastal Regions of Bangladesh
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Annex 03: Data Collection Tool (Bangla)

Annex 03.1: Survey Data Collection Tool (Bangla)
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Annex 03.2: In-depth Interview Guideline (Bangla)

IDI Checklist
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Annex 03.2: Key Informant Interview Guideline (Bangla)
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