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Background: Bangladesh reduced its maternal mortality ratio to 115 per 100,000 live births in 2023
but remains above SDG target. Women in char areas consistently face compound barriers to
reproductive health (RH) services. Community Clinics (CCs) are the primary community-level RH
service delivery, yet evidence on how rehabilitated CCs in climate-vulnerable settings particularly

from women’s perspective remains limited.

Objectives: This study evaluated how women of reproductive age experience RH services delivered
through rehabilitated CCs under the JAMUNA Project in the char areas of Bogura District,
Bangladesh. Specific objectives were to assess utilization trends, measure client satisfaction, explore

acceptability of RH services and identify barriers and facilitators to service use.

Methods: A convergent parallel mixed-methods design was used at two rehabilitated CCs. The
quantitative part included a cross-sectional client survey (N = 101 women aged 18--49 years; simple
random sampling) using 18-item Patient Satisfaction Questionnaire (PSQ-18) and a secondary trend
analysis of routine RH services across 26-months period (12 months pre- and 14 months post-
rehabilitation). The qualitative part included ten in-depth interviews (IDIs) guided by the Theoretical
Framework of Acceptability and non-participant facility observation. Quantitative data were
analyzed using Stata/BE 19.5; qualitative data through Framework Analysis. Both strands were

combined at interpretation.

Results: The PSQ-18 overall mean satisfaction score was 3.94 (SD = 0.26, scale 1-5) with 60.4% of
participants classified as satisfied (95% CI: 50.2% - 70.0%). Interpersonal Manner had the highest
score (mean = 4.29) while Accessibility and Convenience had the lowest (mean = 3.71). Clinic site
was the only variable significantly associated with satisfaction (¥* = 8.110, p = 0.004, Cramér's V =
0.283) while women at partially rehabilitated Tengra Kura CC reported higher satisfaction (73.6%)
than those at fully rehabilitated Pakuria CC (45.8%). Age, education, and type of RH service
received were not significantly associated. Utilization trends were mixed. FP volumes increased at
both sites (Pakuria CC: +6.2%; Tengra Kura CC: +6.8%) while ANC volumes diverged as +11.3%
at Tengra Kura CC and -12.8% at Pakuria CC. PNC showed the weakest uptake, 22.9% declined at
Pakuria CC with a marginal +7.1% at Tengra Kura CC. Qualitative findings pointed provider



courtesy and geographic proximity as the primary acceptability facilitators. Seasonal flooding
compounded persistent infrastructure deficits, irregular provider attendance, opportunity costs and

limited awareness of the full RH service package.

Conclusions: Physical rehabilitation of community clinics in flood-prone char areas is meaningful
as client satisfaction reached 60.4% and FP utilization grew consistently. However, PNC declined
at the fully rehabilitated site and ANC trends diverged indicating structural completion alone does
not reliably translate into increased utilization. The provider-client relationship, gender-responsive
staffing, climate-resilient service continuity and basic diagnostic capacity were the factors most
consistently associated with whether rehabilitated CCs services are acceptable and accessible.
Climate-resilient CC policy should incorporate minimum quality standards with construction

metrics and seasonal contingency frameworks.

Keywords: community clinic, reproductive health services, client satisfaction, service acceptability,

climate vulnerability, char areas, implementation research
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1.1 Background and Rationale

Even though the maternal mortality ratio (MMR) is one of the most preventable tragedies, MMR is
still a major public health issue around the world. An estimated 260,000 women died in 2023 from
pregnancy-and childbirth-related causes, while 92% of those happened in low-and middle-income
countries (LMICs) where reproductive health (RH) services are inequitably distributed, health
systems are unstainable and climate-related disasters frequently disrupt the healthcare delivery

(World Health Organization, 2025).

Bangladesh has achieved significant improvement regarding maternal and reproductive health over
the last 2 decades; Yet, there are gaps in implementation remaining in remote, climate-vulnerable
regions. The country substantially reduced the MMR to 115 per 100,000 live births in 2023 (The
World Bank, 2023). However, it remains far behind in achieving the Sustainable Development Goal
(SDG) target of 70 MMR per 100,000 live births. The country is believed to be unlikely to achieve
that threshold by 2030 if it continues the current trajectories (Nishimura et al., 2024). Although
reproductive service coverage has increased, the stagnation of MMR decline between 2010 and 2016
indicates that the availability of services does not translate into reductions in mortality, while quality,
acceptability and continuity of care are decisive (Ahsan et al., 2024). In Bangladesh, only 41% of
pregnant women had the recommended four or more antenatal care (ANC) visits, and 65% had
institutional deliveries (National Institute of Population Research and Training (NIPORT)& ICF,

2023), which highlights poor utilization of essential maternal health services on a national scale.

In Bangladesh, access to maternal, neonatal and child health (MNCH) is directly correlated with
women’s education, proximity to healthcare facilities, socioeconomic status and autonomy (Anik et
al.,2021; Begum & Syed Abdul Hamid, 2023). Furthermore, other factors, such as privacy, provider
behavior, previous experiences, satisfaction with healthcare services and concerns about service
quality play critical roles in health-seeking behavior among women (Moon et al., 2025; Mahejabin
et al., 2016). Therefore, expanding access to services is necessary, but not enough, as the experience

of care also determines the utilization of the services.
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In 1998, the government of Bangladesh started the community clinic (CC) initiative with over 13,000
CCs nationwide where each CC is intended to serve around 6,000 people at the village level (Riaz
et al., 2020). CCs were intended to provide integrated primary care, including antenatal care (ANC),
family planning (FP), counselling, postnatal care (PNC) and referral of complicated obstetric cases.
Still, challenges such as shortages of healthcare providers, inadequate infrastructure, inconsistent
supply of medicines and weak community participation limit the effectiveness and reach of CCs to
the community, especially in remote and disaster-prone areas (Zhang & Sajal, 2025). During the
COVID-19 pandemic, the accessibility rates of CCs halved especially among women in rural areas,
which is disproportionately redirected to informal providers, especially during seasonal flooding

(Rahman et al., 2024).

The challenge is more in char areas, which are low-lying, sediment-formed riverine islands along
Bangladesh’s major river systems. char areas are identified as one of the major climate-stress regions
according to the National Adaptation Plan of Bangladesh (2023-2050). Although the char region
covers 1.7 % of the country, home to 5% of the country’s population, char communities are more
climate-vulnerable and are among the poorest, facing frequent flooding that disrupts transportation,
isolates communities and decreases continuity of health services (Bari & Hasan, 2025; Bhuiyan et
al., 2017; Islam & Hossain, 2013). Comparative analyses stated that women who live in high-
disaster-prone areas are more likely to have lower rates of ANC attendance and facility-based
delivery than those in low-disaster-prone areas, even after adjusting for socioeconomic confounders
(Begum & Syed Abdul Hamid, 2023). Pregnant women in high disaster-prone areas were unable to
reach facilities during extreme weather events, which forced them to deliver at home without proper
support, increasing the risks of hemorrhage, obstructed labor and neonatal asphyxia (Amin et al.,

2025).

The Government of Bangladesh acts to enhance health system resilience in disaster-prone areas with
the help of development partners. One such initiative is the Joint Actions for Mitigating Climate
Uncertainties and Natural Adversities (JAMUNA) Project, implemented by the Bangladesh Red
Crescent Society (BDRCS) with the support of the Swiss Red Cross across 4 districts (Kurigram,
Gaibandha, Bogura and Sirajganj). The Government of Bangladesh provides policy support,
institutional coordination, public health integration, early warning data, coordination with local

government institutions and regulatory oversight for the project. Within this partnership, BDRCS is
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the lead national implementing actor. Its mandate in JAMUNA covers physical rehabilitation of
Community Clinics in flood-vulnerable char areas, community mobilization and awareness,
advocacy for training of CC staff and community health volunteers, and coordination with district
health authorities to embed rehabilitated CCs in the national primary care network. SRC provides
technical input, financial support and quality assurance for the rehabilitation. The rehabilitated CCs
deliver the standard CC package of basic curative care, maternal and child health services and
reproductive health services (ANC, postnatal care, counselling, family planning; oral contraceptive

pills, condoms and referral for obstetric complications) through the existing CC structure.
Rationale

Despite these investments, there remains limited evidence on how rehabilitated CCs perform in
practice in char areas. Most evaluations regarding CC-based interventions have focused on service
availability or infrastructure completion, but have paid limited attention to implementation outcomes
such as utilization, acceptability and satisfaction from the perspective of women. Knowing how
women actually use the rehabilitated CCs, whether they regard the services as acceptable, and what
determines their satisfaction is critical because these are the outcomes that ultimately translate
physical investment into measurable reductions in maternal morbidity and mortality. Without that
user-perspective evidence, the JAMUNA Project risks being judged on construction milestones

rather than on the health outcomes.

As Implementation research (IR) helps assess how interventions perform in practice by focusing on
outcomes such as acceptability, satisfaction, and barriers and facilitators influencing service delivery
(Proctor etal., 2011), IR is needed in this context to explore whether rehabilitated CCs are effectively
utilized, acceptable, and satisfactory to women under real-world conditions in flood-prone char

areas, and whether improvements need to be made.

Mixed-methods designs are widely used as quantitative findings can provide information on the
breadth of any problem while qualitative insights allow for exploring the underlying reasons and
generating evidence and evaluating health service interventions that inform both program

effectiveness and implementation improvement (Creswell, 2014; Peters et al., 2013).
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The generated evidence is directly relevant to the JAMUNA implementation improvements and will
ensure service delivery, responsiveness and client-centered reproductive healthcare. Moreover, the
findings will provide reliable insights for implementers, health system planners and development
partners seeking to design and scale climate-resilient primary healthcare interventions that improve

RH equity for marginalized populations living in disaster-prone settings.
1.2 Problem Statement

Women of reproductive age in disaster-prone char areas face compounding barriers when they try
to access essential and continuous RH services, especially during frequent climate extreme events.
Seasonal flooding prevents the char communities from accessing healthcare services by isolating
them from mainland health facilities and disrupting transportation, and safe delivery services are
most urgently needed. (Begum & Syed Abdul Hamid, 2023; Amin et al., 2025). These climate-
driven disruptions compound established incomplete infrastructure, limited knowledge, restricted
decision-making autonomy and poverty that already suppress the service utilization especially
among marginalized populations (Anik et al., 2021; Baten et al., 2020). Lower rates of ANC
completion and institutional delivery was observed among women in higher-disaster-prone areas
compared to the national average, which leads to an increase in the risks of neonatal and maternal

complications (Baten et al., 2020; Prantik et al., 2026).

Most evaluations of CC interventions focus mainly on structural completion or general service
availability; while largely ignoring the user’s experience, this leads to limited knowledge regarding
how these upgraded facilities actually perform in reality. To assess the true effectiveness of the
rehabilitation efforts, it is necessary to explore the specific barriers and facilitators influencing
service delivery and perception regarding RH services. Therefore, to address this evidence gap and
determine if those climate-resilient CCs are genuinely utilized in practice, deemed acceptable and

satisfactory to the vulnerable women they are intended to serve, IR research lens is sorely needed.
1.3 Research Questions

How do women of reproductive age experience and evaluate reproductive health services delivered
through rehabilitated Community Clinics under the JAMUNA Project, in terms of service utilization,

acceptability, satisfaction, and barriers to service use?
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1.4 Study Objectives

1.4.1 Overall Objective

e To explore how women of reproductive age experience and evaluate reproductive health

services delivered through rehabilitated Community Clinics under the JAMUNA Project,
with a specific focus on service utilization, acceptability, client satisfaction, and barriers and

facilitators influencing service use

1.4.2 Specific Objectives

L.

To examine the level, patterns, and changes in utilization of reproductive health services
provided through rehabilitated Community Clinics, during pre- and post-rehabilitation

periods.

To measure the level of client satisfaction with reproductive health services received at

rehabilitated Community Clinics among women of reproductive age.

To explore the perceived acceptability of the RH services, delivered through rehabilitated

Community Clinics among women of reproductive age.

To identify key barriers and facilitators faced by women of reproductive age group when

seeking reproductive health services at rehabilitated Community Clinics.

1.5 Structure of the Thesis

The thesis has six chapters. Chapter 1 mentions the introduction and rationale, sets out the

background and describes the study objectives. Chapter 2 reviews the existing literature on the topic.

The methodology section is described in chapter 3 while the findings were reported in chapter 4.

Chapter 5 discusses those findings against the existing evidence base. The thesis is ended with

conclusion and recommendation in chapter 6.
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2.1 Global Evidence

2.1.1 Climate Change as a Structural Determinant of Reproductive Health

Climate-related exposures such as particulate matter, flooding and extreme temperature increase the
risks of miscarriage, preterm birth, low birth weight and congenital anomalies which add to the
disease burden in LMICs and disasters-prone communities (Papadiochou et al., 2024). Extreme
weather events have an enormous influence on the pregnancy’s condition as each of these conditions
is associated with specific climatic exposures: heat with low birth weight and preterm birth,
particulate matter with congenital anomalies, and acute flooding with miscarriage and obstetric
emergencies (Papadiochou et al., 2024). Flooding in particular acts through multiple mechanisms
(contamination of water sources, proliferation of vector-borne diseases, displacement of populations,
and increased psychological stress from repeated loss) that collectively affect the course of

pregnancy (Acosta-Espaia et al., 2024; He et al., 2024).

Flooding has severe and multiple effects, such as contamination of water sources, proliferation of
vector-borne diseases, displacement of populations, and increased psychological stress from
repeated loss, which collectively have an impact on the condition of pregnancy (Acosta-Espana et
al., 2024; He et al., 2024). Evidence from Southeast Asia and sub-Saharan Africa shows that during
acute climate crises, access to ANC, skilled birth attendance and family planning services decline
sharply, especially in the most geographically isolated populations (Arunda et al., 2024; Das et al.,
2025).

Women in marginalized communities especially in LMICs are more at risk of poor health outcomes
from climate disasters due to systemic gender inequalities. Gender norms place the burden of caring
for children and elderly which during climate disasters increases their exposure to risk and delays in
their evacuation and safety; Physical and cultural restrictions on women’s movement restrict them
to access emergency care; Women’s poor access to decision making delays timely care during
climate disasters. (Anjum & Aziz, 2025). Moreover, climate shocks destroy roads, shut down health
facilities, displace communities and healthcare providers which reduce access to healthcare services,

especially RH services. Flooding, among all kinds of climate disasters, is the most frequently
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documented cause of disruption of health services globally, with its effects ranging from temporary
closure to permanent infrastructure (Gkouliaveras et al., 2025). Even though the international
frameworks like SDG 3 (health) and SDG 13 (climate action) formally acknowledge this
intersection, there is limited climate resilience in health service delivery in LMICs (Gkouliaveras et
al., 2025; Syal et al., 2026). The utilization of RH services is suppressed not only by physical access
barriers but also by the financial and psychosocial stress of climate-induced displacement

(Gkouliaveras et al., 2025; Anjum & Aziz, 2025).
2.1.2 Evidence from Community-Level Maternal Health Delivery in South Asia

Across South Asia, evidence shows that community-based primary care delivery is the dominant
strategy for extending maternal health services to rural and remote populations. The community
clinic and community healthcare workers models in India, Nepal and Pakistan offer useful
comparisons for Bangladesh’s CC model, particularly in settings where female mobility is

constrained and where the first point of formal care is a village-level facility staffed by a small team.

India's Accredited Social Health Activist (ASHA) program has achieved significant improvements
in institutional delivery rates in marginalized populations even though evidence on ANC quality,
continuity of care, and provider absenteeism is a consistent challenge (Chawla et al., 2025). Nepal's
Female Community Health Volunteer network has improved maternal and neonatal healthcare in
remote mountain and Terai communities and the community trust in local volunteers and the quality
of referral linkages had a substantial influence on the effectiveness of the programme (Panday et al.,
2017). Pakistan's Lady Health Worker programme demonstrated that the RH services utilization
among women with limited household autonomy is influenced not only by social embeddedness and

cultural acceptability of services but also by physical proximity (Mumtaz et al., 2013).

These South Asian models converge on a finding directly relevant to the Bangladesh CC context:
community health infrastructure succeeds when it is socially embedded, technically supported,
perceived as trustworthy and met the cultural expectations of the women it serves (Mumtaz et al.,

2013; Panday et al., 2017; Chawla et al., 2025).

Without corresponding attention to provider behavior, community acceptance and user experience,

structural investment in facilities or personnel will produce sub-optimal utilization of RH services
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(Sidamo et al., 2024). Settings such as char areas where female mobilities are restricted and
household decision-making is constrained, a woman’s decision to attend the CC is influenced by
whether it is safe, respectful, confidential and crucially by geographical accessibility (Hinata et al.,
2024; Yaya et al., 2017). Geographical accessibility in char settings is conditioned on three factors
that operate together: travel distance from the woman's home, the seasonality of the connecting
pathway (raised earthen embankments, dirt tracks, river crossings) and the woman's mobility
autonomy on the day of intended attendance. Each factor on its own can suppress utilization while
combined factors can produce the systematic underuse documented in char populations (Begum &

Syed Abdul Hamid, 2023; Amin et al., 2025).
2.1.3 Community Clinics in Bangladesh: Performance, Participation, and Gaps

Bangladesh’s CC model, the government provided infrastructure and personnel combined with
community contributed land and governance through Community Support Group (CSG), is widely
cited as an innovative public-private partnership in community-level primary care delivery (Riaz et
al., 2020). Strengthening CSGs within CC catchment areas increased ANC attendance and improved
skilled birth attendance with the most effects to the poorest wealth quintiles, according to a study
(Tobe et al., 2019). However, structural and functional deficiencies such as provider absenteeism,
drug stockouts, dysfunctional equipment and inadequate supervision have been found to undermine
service delivery (Mahmud et al., 2024; Zhang & Sajal, 2025). Moreover, even though community
participation is the one of the principles in the CC model, still there is weakness in practice. A study
found that while most CCs had basic infrastructure, participation from community and functioning
CSGs activity were still limited and women in the catchment area had limited awareness of the
groups’ roles or composition (Banik et al., 2023). The evidence so far implies that infrastructure

improvement is inadequate without community governance.

The CC accessibility rates fell to half in rural Bangladesh during the COVID-19 pandemic with
women being redirected to informal providers, a pattern that mirrors expected dynamics during
seasonal flooding events (Rahman et al., 2024). Quality and capacity gaps in delivery care facilities
have a huge impact on MMR reduction and adding infrastructure without improving the quality-of

-care processes will stunt the reduction of MMR (Ahsan et al., 2024).
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2.1.4 Determinants of Maternal Health Service Utilization in Disaster-Prone Areas of

Bangladesh

According to a 2023 comparative analysis, women in high disaster-prone areas had less ANC
completion and facility delivery rates compared to those who lived in low-disaster-prone areas. The
findings further revealed that disaster exposure exerts an independent suppressive effect on maternal
health service utilization after controlling for socioeconomic variables (Begum & Syed Abdul
Hamid, 2023). A study in a rural riverine area in Bangladesh found that flooding of residential
compounds was associated with more than double the prevalence of prenatal depression, while
qualitative insights linked this to fear about emergency healthcare access during labor (Hanif et al.,
2025). Women who experienced flood-related depression in this study were less likely to plan and
complete ANC visits even when access is easily maintained (Hanif et al., 2025). A temporal analysis
using four rounds of Bangladesh DHS data (2011-2022) confirms that aggregate national
improvements in ANC and delivery indicators mask persistent disparities by wealth quintile,
education level and geographic division (Prantik et al., 2026). These disparities are most severe,
especially in char communities, where there are less formal education, lower wealth quintiles, and
greater geographic remoteness. These findings establish the rationale for studying utilization and
experiences at the facility and catchment level in char areas under JAMUNA, where national
averages are most likely to obscure local realities and where programmatic interventions most need

evidence to guide adaptive management.

2.2 Thematic Sub-Sections

2.2.1 Measuring Quality of Care: The Role of the Patient Satisfaction Questionnaire (PSQ-18)

Client satisfaction is considered not only as a secondary outcome but also as a primary outcome
which determines the continuity of care and the utilization of healthcare especially in health services
research. People with high satisfaction with health services are more compliant with medical advice,
higher rates of follow-up care and better overall health outcomes (Donabedian, 2005). To quantify
this complex construct, the 18-item short-form Patient Satisfaction Questionnaire (PSQ-18),
originally developed by Marshall and Hays (1994), has become a globally validated and widely

utilized metric.
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PSQ-18 uses a multidimensional approach rather than relying on a single binary measurement. The
instruments assess seven distinct subscales: General Satisfaction, Technical Quality, Interpersonal
Manner, Communication, Financial Aspects, Time Spent with Doctor, and Accessibility and

Convenience, across a total of 18 questions (Marshall & Hays, 1994).

In developing countries, particularly in maternal and reproductive health, the literature indicates that
interpersonal domains (how a provider communicates with and treats the patient) and accessibility
are often more predictive of a woman's return to a clinic than the objective technical quality of

clinical care (Srivastava et al., 2015).

In Bangladesh, previous studies indicate dissatisfaction at primary care levels stemming from long
waiting times, shortage of prescribed drugs and poor provider behavior (Aldana et al., 2001; Islam
et al., 2015). Applying the PSQ-18 to the rehabilitated Community Clinics under the JAMUNA
project will provide a vital quantitative mechanism to test whether upgrading physical, climate-
resilient infrastructure has simultaneously translated into improvements across these deeply

personal, provider-driven dimensions of care.

2.2.2 Beyond Utilization: Evaluating Acceptability through the Theoretical Framework of
Acceptability (TFA)

Even though the PSQ-18 can provide a snapshot of satisfaction, it often falls short in explaining
whether an intervention succeeds or fails in particular settings. Acceptability has emerged as a
critical, multifaceted outcome which determines the appropriateness of a healthcare intervention
among the people (Proctor et al., 2011). The Theoretical Framework of Acceptability (TFA)
developed by Sekhon, Cartwright and Francis (2017) claims that acceptability is an emotional and

cognitive response to an intervention which can be assessed before, during or after implementation.

The TFA can capture the nuanced, lived experiences of marginalized women, especially in disaster-
prone char regions. The domains burden and opportunity cost are profoundly magnified; a flooded
road inhibits health services accessing while also increases the time away from household tasks,
while the ethicality domain can also explore how a lack of infrastructural privacy can completely

deter service utilization (Moon et al., 2025).
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2.3 Conceptual/Theoretical Framework

This study is guided by the Theoretical Framework of Acceptability (TFA), which conceptualizes
acceptability as a multi-dimensional construct reflecting how people feel and experience a health
intervention. TFA defines acceptability in terms of individuals’ cognitive and emotional responses
to an intervention, making it particularly suitable for examining experiences of reproductive age
women for RH services delivered at rehabilitated CCs. The TFA comprises seven constructs that

guided the qualitative insights on women’s perceptions of reproductive health service delivery.

Affective Attitude: The participant's overall feeling about the RH services, including liking, trust,

comfort and emotional response to the provider-client encounter.

Burden: The perceived effort needed to use and utilize the RH services, including waiting time,

travel difficulty, heat, crowding and emotional strain at the point of service.

Perceived Effectiveness: The participant's judgement of whether the RH services achieve its

intended clinical outcome, based on past experience and observed results.

Ethicality: The extent to which the RH services align with the participant's personal, religious,
cultural and familial values, including confidentiality, dignity, and the gender appropriateness of the

encounter.

Intervention Coherence: The participant's understanding the purpose, components, and functioning
of RH services provided at CCs and awareness of the JAMUNA Project and the rehabilitated CC

package falls within this domain.

Opportunity Costs: The trade-offs the participant must make to access the RH services, including

lost income, household disruption, childcare arrangements and accompaniment requirements.

Self-Efficacy: The participant's confidence regarding accessing and utilizing RH services
successfully, including her ability to attend independently, communicate openly with the provider,

and continue care over time.
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The study developed a structured understanding of user-level experiences and identified modifiable
factors that affect the acceptability and sustained use of reproductive health services at rehabilitated

CCs by applying the TFA.

Affective Attitude Burden Perceived Effectivenss Ethicality Intervention Coherence Opportunity Costs Self-Efficacy

5 = - Clients’ understanding of Clients confidence in their
Feclings toward RH Effort to access RH Belicfs that services Fit with personal, family available RH services and What clicnts must give up ability to seck and use RH

services services improve RH outcomes and cultural values to seck care
how they work SCrvices

L J

Acceptability of Reproductive Health
(RH) services at Rehabilitated
Community clinic

Figure 1: Conceptual Framework
2.4 Operational Definitions

To ensure clarity and consistency in measurement and interpretation throughout the study, the

following key variables and concepts are operationally defined:

Client Satisfaction: The level of satisfaction to RH services the participants received were met by
the clinic. PSQ-18 questions were used to measure the satisfaction level. It encompasses seven
distinct domains: General Satisfaction, Technical Quality, Interpersonal Manner, Communication,
Financial Aspects, Time Spent with Doctor, and Accessibility and Convenience. Item responses are
averaged to create continuous domain and overall composite scores (ranging from 1 to 5). For binary
categorical analysis, an overall mean score of > 4.0 is defined as "Satisfied", while a score of < 4.0

1s defined as "Not Satisfied".

Acceptability: Women’s perceptions of the appropriateness and quality of the RH services

provided. This is operationally defined and explored through the seven domains of the TFA.
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Service Utilization: The act of actively seeking and receiving reproductive health care from the
targeted facilities. For the secondary quantitative analysis, this is operationally defined as the
aggregate monthly count of documented patient visits for ANC, PNC and FP extracted from the

clinic monthly reports.

Rehabilitated Community Clinic (CC): The Community clinic which is improved in
infrastructures, strengthened in human resources, enhanced in community engagement and
improved in community awareness by the JAMUAN Project and provides regular CCs healthcare
including RH services. These services include ANC (pregnancy registration, vital sign monitoring
such as maternal weight, BP measurement, oedema assessment, iron-folic acid supplementation, and
tetanus vaccination), PNC (assessment for danger sign of hemorrhage, pain, fever), FP (pills,
condoms, injectable continuation), counselling and referral for pregnancy and child-birth

conditions).

Complete Rehabilitation: The construction of new clinics as the previous health centers were

damaged or totally destroyed by any climate disasters including floods.

Partial Rehabilitation: As the clinics are already in the community, strengthen and upgrade those
clinics to ensure climate-resilient CCs, support WASH components and improve designs to

guarantee the continuity of healthcare services.

Women of Reproductive Age: Typically defined globally as females aged 1549 years. However,
for the operational and ethical boundaries of this specific study (to ensure independent informed
consent without requiring parental assent), this demographic is strictly operationalized as females

aged 18 to 49 years who reside within the designated clinic catchment areas.

Reproductive Health (RH) Services: Essential health services provided reproductive age women
through Community Clinics (CCs). This specifically includes ANC, PNC, family planning services,

reproductive health counselling, and referrals for pregnancy and childbirth-related conditions.

Barriers and Facilitators: Barriers refer to contextual, systemic, or climate-related factors that
deny, hinder or discourage access to RH services. Conversely, facilitators refer to factors that enable,

encourage or increase the usage of these RH services.

26



3.1 Study Design

The study was implementation research following a convergent mixed-methods design (Creswell,
2014) to understand how rehabilitated CCs under the JAMUNA Project are functioning in terms of
service utilization, acceptability and client satisfaction of RH services in flood-prone char areas. The
quantitative component focused on secondary analysis of routine CC service delivery data and a
cross-sectional quantitative survey to assess patient satisfaction levels across various domains using
validated metrics, while a qualitative approach utilizing In-Depth Interviews (IDIs) captured

women’s perceptions and contextual implementation barriers and facilitators by using TFA.

Because the design was convergent, both quantitative and qualitative data were collected during the
same period, analyzed separately, and integrated to provide an understanding of both service

performance and client experiences.
3.2 Study Area and Setting

The study was conducted in the disaster-prone char areas of the Bogura district in Bangladesh.
Specifically, the study focused on the CCs in Pakuria and Tengra rehabilitated through the JAMUNA
Project. These char areas are characterized by frequent seasonal flooding, severe infrastructural
isolation during the monsoon, and high climate vulnerability, making them an ideal setting to

evaluate climate-resilient primary healthcare interventions.

3.3 Description of the Intervention: The JAMUNA Project and Community
Clinic Rehabilitation

The intervention evaluated in this study is the rehabilitation of selected CCs in flood-vulnerable char

areas under the JAMUNA Project.
Implementing actors

The JAMUNA Project is implemented by the BDRCS with technical and financial support from the
SRC. The Ministry of Health and Family Welfare (MoHFW) provides policy oversight, public-
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system integration and regulatory coordination. Human resources, already mandated by MoHFW,

deliver routine RH services at the rehabilitated CCs.
Intervention components
The rehabilitation package has the following components:

e Physical infrastructure rehabilitation: reconstructing the new clinics for the totally
washed CC or improving infrastructure like painting, adding water tanks and providing
signage etc.

e Human resource strengthening: advocacy for training for healthcare providers, jointly
supportive supervision and monitoring of CC, and CC management training.

e Community mobilization: Community group reformation, fund raising for CC and
patient referral support.

e Community awareness: Community health and hygiene awareness session, volunteers’

capacity building.
Rehabilitation type and site categorization

Pakuria CC (fully rehabilitated): Complete structural rebuild on a new footprint. Components
included full reconstruction of the building, a raised plinth, a DRR tubewell, separate provider
rooms, repainted walls, fresh signage and new toilet infrastructure. Rehabilitation works began in
early 2025 and the rebuilt facility became operational in January, 2026. Before and during the
rebuild, CC service hours were reduced as the services were provided at a temporary place

specifically a nearby community member’s home.

Tengra Kura CC (partially rehabilitated): Layered rehabilitation on the existing building footprint.
Components included a BDRCS-installed rooftop water tank, recent repainting, signage updates and
minor interior repair. The existing structure, room layout, provider posting and operating hours were
retained throughout the rehabilitation. The rehabilitation works were conducted on a rolling basis

without sustained service interruption.
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3.4 Study Period

The overall study, encompassing protocol development, ethical clearance, data collection and
analysis, was begun in January, 2026 and ended in May, 2026. Primary data collection in the Bogura
district took place during March, 2026.

3.5 Study Population

3.5.1 Study Population
1. Women of reproductive age (18—49 years) residing in the catchment areas of selected CCs

Since the study is focusing on RH, women of 18 years and above were included to ensure

independent informed consent and to minimize ethical risks.

Women aged 15-17 years were excluded since parental or guardian consent in addition to assent will
be needed. This exclusion is consistent with international ethical guidelines (CIOMS & WHO, 2016;
WHO, 2018) and with the Child Marriage Restraint Act, 2017 of Bangladesh, which sets the legal

age of marriage for women is 18 years and below this age is defined as legal minors.
3.5.2 Inclusion and Exclusion Criteria
Inclusion Criteria

e Women aged 18-49 years living in JAMUNA Project areas for at least last six months before

data collection
e Individuals willing to provide informed consent
e Women aged 18—49 who have sought RH services at CCs
Exclusion Criteria
e Women who are severely ill or unable to participate during the data collection period

e Temporary visitors to the study catchment area
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e Women visiting the CCs for non-RH services
3.6 Sample Size Calculation

3.6.1 Quantitative Sample Size

The quantitative sample size was calculated using the single population proportion formula. The
primary outcome of interest is the proportion of women satisfied with RH services at the rehabilitated
CCs and the satisfaction survey is among service users only. Based on the JAMUNA baseline finding

that 48.0% of CC visitors were very or rather satisfied, the expected prevalence was set at p = 0.48.
The formula applied was: n = (Z>x p(1-p)) / d?
Where:
e Z=1.96 for a 95% confidence level
e p=0.48 (48.0 %)
e d=0.10 margin of error (+10%)
Substituting these values yields:
n =96

Therefore, the minimum required sample size for the quantitative survey is: n = 96 women of

reproductive age (18—49 years).
To further account for potential non-response (5%), the final adjusted sample size is:

Nfinal = N1/ 1-0.05=96/0.95 = 101

Therefore, the final quantitative sample size was approximately 101 (about 50 per clinic)
reproductive age women (18—49 years) living in the study catchment areas served by rehabilitated

CCs under the JAMUNA Project.
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3.6.2 Qualitative Sample Size

As a systematic review on sample size for saturation of qualitative research mentioned that relatively
small sample sizes (9-17 interviews) can reach data saturation, 10 In-depth Interviews were
conducted (Hennink & Kaiser, 2022) based on the data saturation. Data saturation was assessed
operationally during analysis. Interviews were conducted until no new themes, codes, or conceptual
insights emerge across at least two consecutive interviews. Coding comparison meetings were held

after every 2-3 interviews to evaluate whether additional data collection is required.
3.7 Sampling Technique

To comprehensively evaluate the utilization, acceptability, and satisfaction of RH services, distinct

sampling techniques were used for the quantitative and qualitative components of the study.
Quantitative Component:

For the quantitative component, two sources of data were used: routine CC service records as the

secondary data and a structured client satisfaction survey providing the primary data.
Routine CC Record Review (Secondary Data)

To address utilization level and patterns, secondary data was extracted from rehabilitated CCs
monthly reports. Both Pakuria and Tengra Kura CCs monthly services reports were collected. The
services collected are ANC visits, PNC visits and family planning visits which were extracted for
12 months before and 14 months after the JAMUNA project started (26 clinic-months per clinic) to

assess utilization trends.
Client Satisfaction Assessment (Primary Data)

A simple random sampling technique was used for the quantitative cross-sectional survey. A
sampling frame was constructed based on the list of all eligible women of reproductive age (18-49
years) who had utilized RH services at the selected rehabilitated CCs in the last 6 months. This list
was extracted from the clients’ registration books. The participants from that list were selected by
using a computer-generated random number sequence till the required sample size (101) was

reached. Among them (101), 48 were from Pakuria CC and 53 were from Tengra Kura CC. This
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method was used to ensure every eligible woman had an equal chance to be participated and to
minimize selection bias. It also ensured that the quantitative findings on patient satisfaction (PSQ-

18) were representative of the broader clinic user population.
Qualitative Component:

A quota sampling approach was used for the qualitative In-Depth Interviews (IDIs) stratified by the
types of RH services received (e.g., ANC, PNC, and FP) in the last 6 months. This non-probability
sampling method allowed to reflect the diverse realities and specific acceptability associated with
each distinct service type. To fill these specific quotas, data collectors selected the participants
purposefully through community healthcare provider referrals. Until data saturation was reached,
the recruitment was continued within each service type which meant no new themes regarding TFA
emerged. This approach allowed the collection of relevant, in-depth and comparative insights across

the different types of RH services offered during climate-shocks periods.

3.8 Variables

3.8.1 Dependent Variable(s)
Quantitative (Primary Data):

For the cross-sectional survey, the primary dependent variable was Client Satisfaction. This was
measured both as continuous domain-specific satisfaction scores (Financial Aspects, Technical
Quality, Communication, Interpersonal Manner, Time Spent with Provider, General Satisfaction and
Accessibility and Convenience) which are derived from the 18 questions of PSQ-18 and as a binary
categorical variable ("Satisfied" vs. "Not Satisfied"), derived from the overall composite score of the

18-item Patient Satisfaction Questionnaire (PSQ-18).
Quantitative (Secondary Data):

The dependent variables for the retrospective analysis of routine CC records were the monthly
service utilization counts. Specifically, this used the aggregate monthly volume and measured the

volume of ANC, PNC and FP services received by the patients.
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Qualitative:

For the qualitative, the main outcome of interest was the acceptability of the RH services among
women of reproductive age which was explored through the cognitive, experiential and emotional
responses of the patients. This outcome mapped directly to the 7 domains of the theoretical

framework of acceptability.
3.8.2 Independent Variables

The independent variables were defined separately for the quantitative and qualitative components

to address the mixed-methods objectives comprehensively.
Quantitative Component

Socio-demographic: The participant’s age (measured in years and categorized into groups),

education level (categorized into 3 groups) and occupation status of the participants.

Service-related factors: The types of RH services received by the participants (ANC, PNC, FP and

referral) and the clinic they attended (Pakuria or Tengra Kura).
Qualitative Component (Guiding Areas of Inquiry)

For the qualitative component, it was guided by predefined domains and contextual factors to

explore the drivers of healthcare.

Acceptability Domains: Guided by the TFA, the primary factors explored included the participants'
Perceived Effectiveness, Ethicality, Intervention Coherence, Opportunity Costs and Self-Efficacy.

3.9 Data Collection

3.9.1 Data Collection Tools

To capture a comprehensive understanding of service utilization, acceptability and client

satisfaction, distinct data collection tools were used.
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Quantitative Data Collection Tools:

e Standardized Data Abstraction Tool: A structured abstraction matrix was utilized to
extract aggregated monthly RH services volumes and recorded directly the data from the

routine monthly reports of the two selected CCs.

e Structured Questionnaire (Electronic Form): A structured, pre-coded questionnaire via
the KoBoToolbox was used to collect the primary quantitative data. By using electronic
forms, data security was ensured and data entry errors were minimized. Two main modules
were included in the questionnaire: a socio-demographic section and satisfaction assessment
section. The Patient Satisfaction Questionnaire Short-Form (PSQ-18) was used to measure
the satisfaction (Marshall & Hays, 1994). The questionnaires were minimally adapted and
translated into local Bangla to specifically reflect the RH services offered at rehabilitated
CCs. While strictly maintaining the tool’s original multidimensional construct validity, it

was adapted to local culture comprehensively.
Qualitative Data Collection Tools:

e Semi-Structured In-Depth Interview (IDI) Guide: A semi-structured IDI guideline was
used to gather the qualitative insights. The guideline was deductively developed and
structured around the core domains of the TFA (Sekhon et al., 2017). To systematically
explore the participants' affective attitudes, perceived burdens, opportunity costs, ethicality,
and specific climate-induced barriers to utilizing the clinic, the tool was developed by open-

ended probing questions.

e Non-Participant Observation Protocol: A semi-structured non-participant observation

checklist was used to contextualize the insights of qualitative findings.
3.9.2 Pretesting

The structured questionnaire and the standardized data abstraction tool were piloted at the training
with 2 women of reproductive age (aged 18-49 years). The pilot ran during the data collector training
period and tested item comprehension, the Bangla phrasing of the PSQ-18, KoBoToolbox skip logic,

and the categories of all sections. Revisions were made in 2 areas after the pilot: (a) the Bangla
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wording of several PSQ-18 items was adjusted to use plain conversational vocabulary that
participants understood without prompting and (b) the skip logic in the electronic form was reordered
so that service-type-specific items were triggered correctly. The Bangla translation of the PSQ-18
was not subjected to formal forward and back translation and this is acknowledged as a measurement
limitation. The semi-structured IDI guide was not separately pretested. It was reviewed with the data

collector during the training period.
3.9.3 Data Collection Procedure

Data collection was completed through a highly structured, parallel process to guarantee the integrity
and quality of both quantitative and qualitative data streams. Before data collection started, all field
data collectors who were native Bangla speakers got comprehensive training. This training covered
the study protocol, ethical guidelines for sensitive reproductive health research, obtaining informed

consent and the technical use of the data collection instruments.
Quantitative Data Collection:

o Secondary Data Abstraction: First, got access to the routine RH service monthly reports at
the two selected CCs (Pakuria and Tengra Kura). By using the standardized abstraction tool,
monthly service counts for ANC, PNC and FP were extracted for the defined 24-month

period from the monthly report.

e Primary Survey Administration: The eligible women were contacted by the simple random
sampling approach to collect the client satisfaction data. The Bangla-translated PSQ-18
survey was administered face-to-face by trained data collectors only after securing private,
comfortable spaces to ensure confidentiality. All the responses were collected by mobile
devices using KoBoToolbox directly. The PI conducted daily reviews of the uploaded
datasets to ensure quality control and to check for completeness, logical consistency and

potential data entry errors, immediately to address any anomalies with the team.
Qualitative Data Collection:

e In-Depth Interviews (IDIs): The qualitative IDIs were conducted in quiet, private, safe

locations preferred by the individual (such as their homes). Following the semi-structured
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TFA guide, interviewers used open-ended probing techniques to encourage detailed

narratives. With the participants' explicit written consent, all sessions were audio-recorded.

e Transcription and Quality Assurance: Following the interviews, the audio recordings were
translated into English directly by the Bangla translator to preserve the authentic voice and
local dialect of the char residents. To ensure absolute consistency and semantic accuracy, the
Principal Investigator (PI) cross-referenced a random subset of the translated transcripts
against the original audio files and field notes. Furthermore, the research team held periodic
debriefing sessions to discuss emerging themes, refine probing strategies, and operationally

determine when thematic saturation had been reached.

e Non-Participant Observations: The PI systematically completed the observation checklists
during active clinic hours and documented patient flow, privacy barriers and the physical

state of the rehabilitated infrastructure without interrupting patient-provider interactions.
3.10 Data Management and Quality Assurance

For the quantitative data, logic checks and mandatory fields were programmed into the electronic
data capture platform to minimize missing data. Extracted data were cleaned and coded using Stata.
PSQ-18 items were strictly recoded, reverse-scoring positive statements so that higher scores
consistently reflected higher satisfaction prior to scale generation. For qualitative data, audio
recordings were translated into English directly by a local translator. Transcripts were cross-checked

against audio files and field notes by the team to ensure semantic accuracy and rigor.
3.11 Data Analysis

The study used a mixed-methods analysis approach, integrating quantitative and qualitative data
streams to provide a comprehensive evaluation of reproductive health (RH) service utilization,
acceptability, and satisfaction. Stata/BE (version 19.5) was used to process and analyze the primary
quantitative data while Microsoft Excel was used for the secondary data analysis of routine clinic

records.
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3.11.1 Quantitative Analysis

The quantitative component involved the analysis of both primary survey data and secondary routine
service records. For secondary data analysis, monthly service volumes for ANC, PNC, and family
planning (FP) were summarized using descriptive statistics, including means and total counts. Trend
analysis was performed across the 12-month pre-rehabilitation and 14-month post-rehabilitation to

assess the utilization patterns over the last 24 months period.

For primary survey data, participant sociodemographic characteristics and service-related factors
were summarized using frequencies and percentages. Satisfaction was measured using the PSQ-18.
The overall continuous PSQ-18 score is the primary analytic outcome for the satisfaction analysis.
A binary categorization (satisfied versus not satisfied) at the sample-median cutoff is reported as an
exploratory secondary outcome because no validated dichotomization threshold has been published
for the PSQ-18 (Marshall and Hays, 1994). Subgroup analyses using the binary outcome are
interpreted descriptively and corroborated against parallel comparisons on the continuous score.
Negatively worded items were reverse-coded so that higher scores consistently indicated higher
satisfaction. Means, standard deviations, and medians were calculated for the overall scale and the
seven specific domains. For all question items of PSQ-18, responses were collapsed into three
categories (Agreement, Uncertain, Disagreement) alongside mean scored values. For positively
worded items, agreement reflects satisfaction; for negatively worded items, disagreement reflects
satisfaction. The internal consistency of the PSQ-18 was evaluated using Cronbach’s alpha (o), with
a threshold of > 0.70 considered acceptable for the overall scale. Chi-square tests (or Fisher’s Exact

Test where appropriate) were used for the binary satisfaction outcome.
3.11.2 Qualitative Analysis

The qualitative data, derived from In-Depth Interviews (IDIs), were analyzed using Framework
Analysis (Gale et al., 2013), which is particularly suited for research guided by predefined theoretical
constructs. Following the five-stage approach outlined in Gale et al. (2013), the analysis proceeded

as follows.
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1. Familiarization: All ten IDI audio recordings were transcript directly into English by the
local translator to capture the char contexts. Each transcript was read at least twice before

coding to get familiar with the contexts and data.

2. Identifying a thematic framework: Based on the seven domains of the Theoretical
Framework of Acceptability (TFA), an initial coding framework was developed deductively

while inductive coding was applied to capture contextual barriers and facilitators.

3. Indexing: Each transcript was systematically coded by using the combined deductive-

inductive framework. Indexing was conducted line-by-line to capture the respective codes.

4. Charting: Indexed material was rearranged into a framework matrix, with rows
representing each IDI participant and columns representing each TFA domain and each
inductive theme. This allowed cross-case comparison within a single theme and within-case

comparison across themes.

5. Mapping and interpretation: The charted material was interrogated for patterns
(consistencies across participants) and divergences (between Pakuria and Tengra Kura
participants, between ANC, PNC and FP users). The interpretive output forms the basis of
qualitative insights, TFA-based discussion of acceptability and discussion of barriers and

facilitators on the access and utilization of RH services.

Triangulation and Rigor: The study employed methodological triangulation to ensure the

consistency. The insights from the qualitative IDIs were integrated with quantitative results and

descriptive insights from the facility observation checklists. This process explored the convergent

and divergent findings to generate implementation-relevant explanations for CC performance in char

settings.

3.12 Ethical Considerations

Ethical approval was obtained from the IRB of the James P. Grant School of Public Health
(JPGSPH), BRAC University (Reference No: MPH-2025-024, Date: 22 February 2026). Fieldwork

started only after IRB approval was obtained. For the survey and in-depth interview components, a

participant information sheet in Bangla was read to all potential participants and covered the study
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purpose, voluntary nature of participation, and the right to withdraw without consequence. Written
informed consent was obtained prior to data collection and audio recording. For the secondary CC
register data, individual consent was waived as records were accessed in aggregated and anonymized
form with no individual identifiers. The permission was obtained from the relevant health authority

and JAMUNA Project management before the extraction.

All participants were assigned unique study ID codes, with personal identifiers stored separately
from analytical datasets. Audio recordings were deleted after transcription and verification, and all
transcripts were anonymized before the analysis. Data was stored on encrypted and password-
protected system while access was limited only to the research team members. No financial
incentives were given. Participants were informed they could withdraw within 24 hours of their
interview. Interviews were conducted in private settings, and data collectors were trained to pause
or terminate sessions if a participant showed signs of distress, with referral contacts provided as

needed.

4.1 Participants’ profile

Table 4.1 presents the participants’ profile of 101 women of reproductive age (18—49 years).

Table 4.1. Sociodemographic and Service-Related Characteristics of Participants (N = 101)

Characteristics Frequency (n) Percentage (%)
Age (years)
18-25 43 42.57
26-35 39 38.61
3649 19 18.81
Mean (SD) 28.6 (7.9) years —

Level of Education
No formal education 40 39.60
Primary 34 33.66
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Secondary 20 19.80

Higher secondary / Diploma 6 5.94
Graduate or above 1 0.99
Occupation
Homemaker 89 88.12
Self-employed / Business (Shopkeeping, 10 9.90
Tailoring etc.)
Service / Private sector (Teacher, Health 1 0.99
Worker, Community/NGO worker)
Student / Other 1 0.99
Type of RH Service Received during Last
Visit
Antenatal Care (ANC) 12 11.88
Family Planning 55 54.46
Postnatal Care (PNC) 31 30.69
Counselling 2 1.98
Referral / Other 1 0.99

Note: Percentages may not sum to exactly 100% due to rounding.

The majority of participants were in the youngest age group (18-25 years, 42.57%), with a mean
age of 28.6 years (SD=7.9). About four in ten women (39.60%) did not have formal education while
approximately one-third (33.66%) had received primary education. The majority of participants
were homemakers (88.12%). The commonly received RH service was FP service (54.46%) followed
by PNC (30.69%) and ANC (11.88%). FP was the predominant service at Pakuria CC (29 of 55,
52.73% while PNC accounted for a larger share at Tengra Kura CC (20 of 31, 64.52%). ANC users
were more common at Tengra Kura CC (7 of 12, 58.33%) compared to Pakuria CC (5 of 12, 41.67%)

(not shown).
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4.2 Internal Consistency of the PSQ-18 Instrument

Cronbach’s alpha (o) was used to evaluate the internal consistency of the instrument (Cronbach,
1951). By following established psychometric guidelines, the threshold for acceptable reliability is
an alpha coefficient of >0.70 (George & Mallery, 2003). Subscale alpha values are affected by the
small number of items per subscale (2—4 items). The overall scale o = 0.745 meets the acceptable

threshold and is used as the primary analytic outcome.
Table 4.2 presents alpha values for the overall 18-item scale and each of the seven subscales.

Table 4.2. Internal Consistency of the PSQ-18 Scale and Subscales (N = 101)

SN Subscale No. of Cronbach’s Interpretation
Items o

1 Overall PSQ-18 Scale 18 0.745 Acceptable (>0.70)
2 General Satisfaction 2 0.632 Questionable

3 Technical Quality 4 0.358 Poor

4  Interpersonal Manner 2 0.471 Poor

5 Communication 2 0.191 Poor

6 Financial Aspects 2 0.153 Poor

7  Time Spent with Provider 2 0.260 Poor

8  Accessibility and Convenience 4 0.497 Poor

Note: Interpretation based on standard thresholds: >0.90 Excellent, >0.80 Good, >0.70 Acceptable,

>().60 Questionable, <0.60 Poor (George & Mallery, 2003).

The overall 18-item PSQ-18 scale demonstrated acceptable internal consistency (a = 0.745).
Subscale-level reliability was generally poor, ranging from o = 0.153 (Financial Aspects) to a =
0.632 (General Satisfaction). The particularly low alpha coefficients for Communication (o =0.191),
Financial Aspects (o= 0.153), and Time Spent with Provider (o = 0.260) are consistent with a known
psychometric limitation of short subscales: with only two items per subscale, Cronbach's alpha is
mathematically constrained and highly sensitive to inter-item covariance, producing systematically
attenuated estimates that do not reliably reflect true reliability. At the two-item level, alpha is

effectively equivalent to the Spearman-Brown corrected split-half reliability, and a single poorly
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correlated item pair is sufficient to depress the coefficient substantially. This does not invalidate the
items themselves; it reflects that two-item subscales are structurally unsuitable for standalone
reliability assessment using alpha. The PSQ-18 instrument was designed for use as a full 18-item
scale, and the internal consistency of the overall scale which meets the acceptable threshold (o =
0.745) is the more appropriate and defensible reliability estimate. Based on this assessment, the
overall satisfaction score is used as the primary analytic outcome for all remaining analyses, while

subscale scores are reported descriptively.
4.3 Descriptive Analysis of Client Satisfaction

4.3.1 Overall and Domain-Level Satisfaction Scores

Table 4.3. Mean Client Satisfaction Scores by PSQ-18 Domain (N = 101)

PSQ-18 Domain No. of Mean SD Minimum Maximum
Items Score
Interpersonal Manner 2 4.29 0.49 2.00 5.00
Time Spent with Provider 2 4.01 0.28 3.00 5.00
Communication 2 4.00 0.46 2.50 5.00
General Satisfaction 2 3.94 0.54 2.00 5.00
Technical Quality 4 3.94 0.34 2.25 4.50
Financial Aspects 2 3.91 0.50 2.50 5.00
Accessibility and 4 3.71 0.40 2.00 4.75
Convenience
OVERALL 18 3.94 0.26 2.94 4.72
SATISFACTION SCORE

Note: Scores range from 1 (lowest satisfaction) to 5 (highest satisfaction). All items were scored so

that higher values indicate greater satisfaction. The overall score is the mean of all 18 scored items.

A Shapiro-Wilk test indicated that the overall PSQ-18 score distribution deviated significantly from
normality (W =0.938, p <0.001), reflecting a left-skewed distribution consistent with the high mean

score and limited lower-range responses.
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The mean of the overall satisfaction score was 3.94 (SD = 0.26) with a median of 4.00 which
indicated a generally high satisfaction level among the participants. The interpersonal manner
subscale had the highest mean score (4.29, SD = 0.49), while the accessibility and convenience
subscale had the lowest mean score (3.71, SD = 0.40). Since the standard deviation of the overall

score is narrow (SD = 0.26), it indicates relatively homogeneous responses.
4.3.2 Proportion of Satisfied Participants

The PSQ-18 instrument has no standardized or validated cutoff score in its original guidelines
(Marshall & Hays, 1994); it was designed to generate a continuous satisfaction score, and no
published threshold equivalent to 4.00 exists in the psychometric literature. Dichotomization into
satisfied and not satisfied categories was chosen to allow the proportion of satisfied participants to
be compared across categorical subgroups. Using the sample median as a natural threshold (median
overall score = 4.00), 61 of 101 participants (60.4%) were classified as satisfied (scoring at or above
the median). The exact binomial 95% confidence interval for this proportion was 50.2% to 70.0%

(Std. Err. = 0.049). Table 4.3 presents the overall prevalence of satisfaction.

Table 4.4. Overall Satisfaction Prevalence Based on Median Split (N = 101)

Satisfaction Category n Percentage Proportion 95% CI (Exact
Binomial)

Satisfied (score > 4.00) 61 60.4% 0.6040 50.2% — 70.0%

Not satisfied (score < 40 39.6% 0.3960 30.0% — 49.8%

4.00)

Total 101 100.0% — —

Note: Satisfaction defined as overall PSQ-18 score > sample median (4.00). 95% CI computed by
exact binomial method (Stata: ci proportions satisfied). Std. Err. = 0.049.

The satisfaction among the participants who had attended Tengra Kura CC had higher proportion
(73.6%) than Pakuria CC (45.8%); this difference is examined further in Section 4.4.
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4.3.3 Item-Level Satisfaction Responses

Table 4.5 presents the distribution of responses for all 18 PSQ-18 items, collapsed into three
categories (Agreement, Uncertain, Disagreement) alongside mean scored values. For positively
worded items, Agreement reflects satisfaction; for negatively worded items, Disagreement reflects

satisfaction.

Table 4.5. Item-Level Distribution of PSQ-18 Responses (N = 101)

Item | PSQ-18 Item Agreement Uncertain | Disagreement | Mean | SD
n (%) n (%) n (%)
n (%) n (%) n (%)

1 | The healthcare 89 (88.1) 9(8.9) 3(3.0) 4.01 | 0.66

providers are good
about explaining the
reasons for medical
tests.

2 | I think the healthcare 75 (74.3) 16 (15.8) 10 (9.9) 3.66 | 0.68
providers’ office has

everything needed to
provide complete RH
services.

3 | The reproductive 91 (90.1) 6 (5.9) 4 (4.0) 397 | 0.57
healthcare I have been
receiving is just about
perfect.

4 | Sometimes the 4 (4.0) 2(2.0) 95 (94.1) 4.02 | 0.60
healthcare providers
make me wonder if
their diagnosis is
correct. (—)

5 | I feel confident that I 86 (85.2) 3(3.0) 12 (11.9) 3.85 | 0.82
can get the RH
services I need
without being set
back financially.

6 | When I go for RH 95 (94.1) 3(3.0) 3(3.0) 399 | 048
services, they are
careful to check
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Item

PSQ-18 Item

Agreement
n (%)

Uncertain
n (%)

Disagreement
n (%)

Mean

SD

n (%)

n (%)

n (%)

everything when
treating and
examining me.

I have to pay for more
of my reproductive
health care than I can
afford. (—)

6(5.9)

1(1.0)

94 (93.1)

3.97

0.64

I have easy access to
the medical specialists
I need.

69 (68.3)

24 (23.8)

8 (7.9)

3.63

0.72

Where I get RH
services, people have
to wait too long for
emergency treatment.

()

14 (13.9)

12(11.9)

75 (74.3)

3.61

0.73

10

The healthcare
providers act too
businesslike and
impersonal toward
me. (—)

2 (2.0)

0(0.0)

99 (98.0)

4.22

0.54

11

The healthcare
providers treat me in a
very friendly and
courteous manner.

98 (97.0)

1(1.0)

2 (2.0)

4.36

0.66

12

The healthcare
providers sometimes
hurry too much when
they treat me. (—)

1(1.0)

5(5.0)

95 (94.1)

3.98

0.37

13

The healthcare
providers sometimes

ignore what I tell
them. (—)

5 (5.0)

2 (2.0)

94 (93.1)

3.99

0.57

14

I have some doubts
about the ability of
healthcare providers
who treat me. (—)

3(3.0)

0(0.0)

98 (97.0)

4.09

0.57
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Item

PSQ-18 Item

Agreement
n (%)

Uncertain
n (%)

Disagreement
n (%)

Mean

SD

n (%)

n (%)

n (%)

15

The healthcare

98 (97.0)

2 (2.0)

1 (1.0)

4.04

0.37

providers usually
spend plenty of time
with me.

16 | I find it hard to get an
appointment for RH
services right away.
)

17 | I am dissatisfied with
some things about the
RH services I receive.
)

18 | I am able to get RH

services whenever |
need it.

5 (5.0) 23 (22.8) 73 (72.3) 3.69 | 0.60

8 (7.9) 5 (5.0) 88 (87.1) 391 | 0.69

89 (88.1) 10 (9.9) 2(2.0) 3.89 | 0.44

Item 11 (“The healthcare providers treat me in a very friendly and courteous manner’) recorded the
highest level of agreement (97.0%) and the highest scored mean (4.36, SD=0.66), which indicated
near-universal satisfaction with provider interpersonal behaviour. 94.1% agree that providers are
careful to check everything during treatment and examination (Item 6) and 90.1% feel the
reproductive healthcare they are receiving is "just about perfect" (Item 3) which reflects the quality
of care they received and the confidence they had during consulting. Items 8 (‘easy access to
specialists’, 7.9% dissatisfied) and 9 (‘waiting too long for emergency treatment’, 74.3%
disagreement expressed) highlighted that accessibility has the highest proportion of dissatisfied

responsces.

4.4 Factors Associated with Overall Client Satisfaction

Chi-square tests of independence were conducted to examine associations between the binary
satisfaction outcome (PSQ-18 score > sample median 4.00; see Section 4.4.2) and each categorical

predictor: age group, education level, type of RH service received, and community clinic site.
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Table 4.6 Chi-Square Analysis: Binary Satisfaction (Satisfied vs Not Satisfied) by Participant
Characteristics (N = 101)

Variable n(%) Satisfied | Not Satisfied | > | p-value | Effect
n(%) n(%) Size
Age Group 0.662 | 0.718  |0.080
18-25 years 43 (42.6%) |24 (55.8%)| 19 (44.2%)
26-35 years 39 (38.6%) | 25(64.1%)| 14 (35.9%)
3649 years 19 (18.8%) | 12(63.2%)| 7 (36.8%)
Education Level 2.656| 0.265 | 0.162
No formal education | 40(39.6%) |28 (70.0%)| 12 (30.0%)
Primary 34(33.7%) | 19(55.9%)| 15 (44.1%)
Secondary and above | 27(26.7%) | 14 (51.9%)| 13 (48.1%)
Type of RH Service 2.43510.484" |0.155
Received
ANC 12 (11.9%) | 9 (75.0%) 3 (25.0%)
Family Planning 55 (54.5%) |34 (61.8%)| 21(38.2%)
PNC 31 (30.6%) | 17 (54.9%)| 14 (45.1%)
Others (referral, 3 (3.0%) 1 (33.3%) 2 (66.7%)
counselling)
Community Clinic 8.110] 0.004 |0.283
Complete 48(47.5) 22 (45.8%) | 26 (54.2%)
Rehabilitated CC
(Pakuria CC)
Partial Rehabilitated 53(52.5) 39(73.6%) 14 (26.4%)
CC (Tengra Kura CC)

Note: Satisfied defined as overall PSQ-18 score > sample median (4.00); n = 61 satisfied (60.4%),
n = 40 not satisfied (39.6%). *p-value calculated using Fisher's Exact Test due to small expected
cell counts < 5

Community clinic site was the only predictor with a statistically significant unadjusted association
with binary satisfaction (> = 8.110, p = 0.004). Participants who attending partial rehabilitated CC
reported higher satisfaction (73.6%) compared to those attending complete rehabilitated CC
(45.8%). The association a small to moderate effect size (Cramér’s V = 0.283). No statistically
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significant association were found between satisfaction and age group, education level or type of the

RH services received.
4.5 Secondary Data: Routine RH Service Utilization Trends

4.5.1 Overview of the Record Review

Routine RH service register data were extracted from both rehabilitated CCs across a 26-month
observation window: 12 months pre-rehabilitation and 14 months post-rehabilitation. Three service
streams were tracked: ANC, PNC and FP services. All 26 clinic-month observations were complete
for both clinics, with no missing monthly records. Simple pre-post trend analysis was performed
with the rehabilitation completion point (the Month 12—13 boundary) serving as the rehabilitation
completion point separating pre- and post-periods. Pre- and post-rehabilitation linear trend lines
were fitted separately for each clinic and each service type. All trend descriptions in sections 4.6.2
to 4.6.4 are descriptive in nature. Statistical significance was not formally tested. The percentage
changes and trend directions reported should therefore be interpreted as indicative patterns rather

than as statistically confirmed effects.
4.5.2 Antenatal Care (ANC) — Monthly Visit Trend

At Pakuria CC, which is fully rehabilitated, pre-rehabilitation ANC volumes were moderate, ranging
from 6 to 12 visits per month, with a marginally positive upward trend over the 12-month baseline.
Following the rehabilitation process, monthly ANC counts remained within a broadly comparable
absolute range, but the trend indicated a flat through the 14-month baseline. The pre-rehabilitation
mean of 9.67 visits per month declined to 8.43 in the post-period, representing a 12.8% decrease in
average monthly volume, thus reflecting the reduced service hours during and immediately after the

rehabilitation.

At Tengra Kura CC, a partially rehabilitated CC, a markedly different pattern was seen. Pre-
rehabilitation ANC volumes ranged from 9 to 18 visits per month, peaking at 18 visits in August
2024, then flattening slightly toward the end of the pre-rehabilitation period. Following
rehabilitation, a clear upward trend is apparent. Monthly ANC visits increased substantially, from 9

to 27, with a peak of 27 in October 2025. The post-rehabilitation mean of 15.21 visits per month
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represents an 11.3% increase over the pre-period mean of 13.67, and the trend shows a sustained

upward curve.

ANC Visits -- Monthly Trend: Pakuria CC vs Tengra Kura CC (Jan
2024 - Feb 2026
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Figure 4.1a. Monthly ANC visit counts January 2024 - February 2026
4.5.3 Postnatal Care (PNC) — Monthly Visit Trend

At Pakuria CC, fully rehabilitated, the monthly PNC visits were relatively stable at 8-10 visits
through most of 2024 with a single dip to 5 visits in July 2024. Following the initiation of
rehabilitation, PNC visits declined sharply. January 2025 maintained the pre-rehabilitation level at
10 but later fell to 5 and 4 visits in February and March 2025, respectively, which were the two
lowest monthly visits in the full 26-month record. Even though the monthly visits count increased
to 10 in July 2025, the counts remained flat till January and then increased in February 2026 (8
visits). Overall, PNC monthly volumes at Pakuria CC declined by 22.9% over the full observation
period, from a pre-rehabilitation mean of 8.33 to a post-rehabilitation mean of 6.43 visits, which

reflects the reduced service hours during rehabilitation period.
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At Tengra Kura CC, partially rehabilitated, the PNC volumes were low in absolute terms through
the whole observation period, ranging from 3-4 visits per month. The pre-rehabilitation mean was
3.33 visits while the post-rehabilitation mean was 3.57 visits which represent a marginal increase of

7.1%.

PNC Visits - Monthly Trend: Pakuria CC vs Tengra Kura CC (Jan 2024
- Feb 2026)
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Figure 4.1b. Monthly PNC visit counts January 2024 - February 2026
4.5.4 Family Planning (FP) — Monthly Trend

Pakuria CC was the higher-volume FP provider of the two clinics across the observation period, with
a mean of 33.75 visits in the pre-rehabilitation period. The trend in pre-rehabilitation showed
considerable within-year variation, peaking in May 2024 (45 visits) and falling to its lowest level in
August 2024 (20 visits). Following the rehabilitation process, the FP visits showed an early dip in
January, then an increase to 20 visits in February. Later, volumes recovered progressively starting
in May 2025, reaching 40 visits in July 2025. Although the volumes gradually decreased later, the
FP visits recorded their highest number in February 2026 (90 visits). Overall, FP visits in Pakuria
CC increased by 6.2% over the observation period, from a pre-rehabilitation mean of 33.75 visits

per month to 35.86 visits per month post-rehabilitation.
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At Tengra Kura CC, which is partially rehabilitated, the FP visits count was considerably lower than
Pakuria CC, with a pre-rehabilitation monthly mean of 11.83, ranging from 8 to 15 visits per month.
Unlike Pakuria CC, no early post-rehabilitation dip was seen in Tengra Kura CC. FP volumes
remained broadly stable throughout the post-rehabilitation period, ranging from 1 to 16 visits per
month. Overall, with a net positive change of 6.8%, the pre-rehabilitation mean of 11.83 was

increased to 12.64 in the post-rehabilitation period.

FP Visits -- Monthly Trend: Pakuria CC vs Tengra Kura CC (Jan 2024-
Feb 2026)
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Figure 4.1c. Monthly FP visit counts January 2024 - February 2026
4.6 Qualitative Insights
4.6.1: Participants profile

Among the 10 IDI participants, seven reported ANC as their primary service, five received FP
services (including two who used both ANC and FP), and one attended for PNC. Seven participants
had no formal education or had completed primary school while three had secondary or higher
education. All participants resided in char areas subject to periodic flooding. Table 4.6 summarizes

participant characteristics.
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Table 4.7. Socio-Demographic Profile of Study Participants

IDI | Age | Education | Occupation CC Services Used | CC Status
IDI 01 |25 |Class9 Sewing / Pakuria CC ANC & FP Fully
housework Rehabilitated
IDI 02|18 |Class9 Sewing / Pakuria CC ANC Fully
housework Rehabilitated
IDI 03 |24 | Class7 Housework, | Pakuria CC PNC Fully
shop, sewing Rehabilitated
IDI 04 |24 |Class5 Homemaker | Pakuria CC FP & ANC Fully
Rehabilitated
IDI 05|28 | Class?7 Housework | Pakuria CC FP Fully
Rehabilitated
IDI 06 | 35 | None Housework / | Tengra Kura ANC Partially
livestock CcC Rehabilitated
IDI 07 | 40 | None Farming Tengra Kura ANC Partially
CC Rehabilitated
IDI 08 | 19 | Pursuing | Student/ Tengra Kura ANC & FP Partially
Honors housewife CcC Rehabilitated
IDI 09 |25 |Class5 Housewife Tengra Kura ANC Partially
CC Rehabilitated
IDI 10|25 |Class6 Housewife Tengra Kura FP Partially
CC Rehabilitated

Note. ANC = Antenatal Care; FP = Family Planning;, CC = Community Clinic.

4.6.2 Facility Observation

Observation findings were based on a single site visit and may not fully reflect routine clinic
operations across different periods. Direct observation on the facilities confirmed that Pakuria CC,
which is a fully rehabilitated site, presented some better physical conditions like a permanent raised-
plinth structure, gendered toilets and a DRR tubewell. Tengra Kura, which received a partial
rehabilitation process, had fresh paint, a BDRCS water tank and posted service information but

lacked functioning toilets, a fan and privacy arrangements for consultation.
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Table 4.8. Summary Comparison of Observed Conditions: Pakuria CC vs Tengra Kura CC

Observation Indicator

Pakuria CC (Rehabilitation:
Complete)

Tengra Kura CC
(Rehabilitation: Partial)

Physical accessibility

General cleanliness

Waiting area

Lighting & ventilation

Triage / breastfeeding

WASH facilities

Privacy — waiting area

Privacy — consultation

RH services on day of
visit
Visible
signs

rehabilitation

Other

Well-connected road; elevated
plinth (raised); ramp available;
clear signboard; rooms labelled

Clean and dry; flies present

Spacious and clean; adequate
seating

Well ventilated; adequate natural
lighting; no electricity and no
fan/light

No triage area; no breastfeeding
corner

Separate gendered toilets; no
handwashing station outside
toilet; one DRR tubewell on
premises

No privacy measures, no

gendered separation

No privacy measures observed

All  available
counselling)

(ANC, FP,

Fully new permanent structure;
plinth raised; separate provider
rooms; separate toilet; DRR
tubewell

Boundary wall/fence not yet
developed

Road connectivity good but
clinic sits lower than main road-
slopes down from road; good
stairs; clear signboard

Clean and dry; flies present; no
trash bin observed

Spacious and clean; adequate
seating; but clients observed
waiting outside and consulting
through window

Well ventilated; poor artificial
lighting; has electricity but no fan

No triage area; no breastfeeding
corner

No separate gendered toilets;
toilet appears non-functioning;
no external handwashing station;
rooftop water tank (BDRCS-
installed)

No privacy measures; no separate
area for women

No privacy measures; no screen;
consultation voice easily audible
outside

Family planning only

Walls recently painted; BDRCS
rooftop water tank installed,;
signboards visible; clinic
opening hours posted on wall

Boundary wall/fence not yet
developed
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4.6.3 Qualitative exploration of acceptability

Theme 1: Affective Attitude
Sub-theme 1.1: Positive Emotions Rooted in Provider Behavior

Most respondents consistently said the healthcare providers’ behaviors were well-behaved and
fostered a sense of comfort, which empowered them to come back for future treatment. The
healthcare providers treated them kindly and behaved well with them, which made them trust the
services they are getting. Participants at both Pakuria CC and Tengra Kura CC rated provider attitude

positively.

“In fact, when there are not many people around, the healthcare provider immediately tells
us that we have this illness or this problem and then gives medicine. There is no need to
delay. The healthcare provider doesn’t do anything that’s rude, condescending, or anything
like that with us.” (IDI_05, Pakuria CC)

“The one who provides service, comes, treats well. The doctor is always nearby. When
someone goes, she finds what she needs. When he comes, he listens openly to what is

happening or not. He explains everything well. We find everything.” (IDI 03, Pakuria CC)
Sub-theme 1.2: Physical Discomfort as a Source of Emotional Strain

The clinic environment had a huge impact on the respondents' feelings, for example, they felt that
overcrowding made them uncomfortable, as the healthcare providers annoyed them and made them
feel stressed. Moreover, they found it difficult to discuss their problems with healthcare providers in
the crowd. The burden is exacerbated by inadequate space and seating, forcing patients to stand in
crowded, uncomfortable rooms. This creates a stressful environment, particularly when only a single

healthcare provider is available to handle a long line of patients.

At Tengra Kura CC, the absence of a fan created physical discomfort, and the absence of a
consultation screen meant conversations could be heard by those waiting outside. Women at this
clinic expressed hesitation in disclosing sensitive information under these conditions. Pakuria CC

had adequate seating and a spacious waiting area, consistent with generally more positive affective
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responses from Pakuria participants. Women also noted that provider behavior changed under

workload pressure.

“Sometimes when there are too many people, they may get a little annoyed. And if there are
not, if they are satisfied (the healthcare provider feel calm), they don’t say anything. Or they
don’t yawn. When there are people, it becomes a little troublesome.” (IDI 09, Tengra Kura
cC)

Theme 2: Burden
Sub-theme 2.1: Temporal Burden

This theme encompasses the physical and time-related strain caused by limited capacity and high
patient volume at the clinics. Participants consistently reported significant longer waiting times,

often ranging from 15 minutes to over half an hour.

“When [ visited CC, I needed to wait and felt bored as being alone with a child... [ mean, it
was hot then. After reaching, it was hot then. It’s been very difficult to stay in the heat...

When there are a lot of people, you may have to stay outside, sit down and wait.” (IDI 04,
Pakuria CC)

“I need to wait 10—15 minutes before seeing a doctor... Because the place is small, there are
so many people, so they had to be delayed. There is some space on the balcony. I stayed
there.” (IDI 07, Tengra Kura CC)

Theme 3: Ethicality
Sub-theme 3.1: Aligned with religious beliefs

Notably, the RH services especially family planning services and ANC were generally perceived to
be aligned with the participants’ personal, cultural and familial values. Most expressed that using
contraceptive pills was not tied to religious restrictions and is compatible with their beliefs. The
presence of a female healthcare provider helped to maintain the confidentiality and trustworthiness

and they felt the services honor their family honor and respect and dignity.
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“No, using family planning services is not tied with my family or religious or social

restrictions.” (IDI 01, Pakuria CC)

“Yes, we are treating this in the same way as, with the advice a pregnant woman can be
healthy with the baby in the womb. And the confidentiality is maintained.” (IDI 07, Tengra
Kura CC)

Sub-theme 3.2: Gender of Provider

Across all interviews, nearly all respondents expressed the cultural norms that create a significant
problem for women to disclose sensitive reproductive health matters with male healthcare providers.
Almost all discussed showed a strong preference for female healthcare providers that without them
they hesitate to go, can’t say everything or can’t tell secrets. This was not presented as a personal
preference but as a culturally embedded norm that participants described as constraints for
communication openly. In several cases, the absence of a female provider led women to delegate
their communication to a sister-in-law, who would speak on their behalf during consultations with

the male doctor.

Both clinics documented no privacy measures during consultations, with the consulting voice easily

audible outside at Tengra Kura CC. No separate waiting area for women was observed.

“You can'’t tell secrets. It would be better if there was a room. If it’s a man, you can’t say
everything at once... It would be better if there was a female healthcare provider.” (IDI 01,
Pakuria CC)

“A woman has a problem with a tumour, it can’t be told to a man.” (IDI 07, Tengra Kura

CC)

1

“I couldn’t say, so the sister-in-law told (to the healthcare provider) on behalf of me.’
(IDI 02, Pakuria CC)
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Theme 4: Intervention Coherence
Sub-theme 4.1: Limited awareness about services

Most participants were found to have knowledge regarding only the services they personally
accessed. There was limited awareness of the broader service package, including PNC and the full
scope of ANC protocols. For example, the ANC users mentioned that the CC only provided weight
monitoring, iron and calcium supplementation, blood pressure checks, maternal vaccination and
nutritional counselling. The participants who received family planning were aware of contraceptive

pill provision.

The low awareness seemed to be connected to the absence of displayed information about the range
of services. Although both clinics have signboards that clearly indicated the provider rooms and
clinic opening hours, none had any health information materials like fact sheets, booklets were noted

at either clinic.

“They provide checkups for pregnant women, including cold and fever treatments, and iron
pills. Checkups at four months, six months, eight months, nine months.” (IDI 03, Pakuria
cC)

Sub-theme 4.2: Limited Awareness of the JAMUNA

Participants across both clinic sites demonstrated markedly limited institutional knowledge about
the JAMUNA Project or BDRCS even though they mentioned the visible improvements at the
clinics. Several participants acknowledged noticing the physical changes but described them without

connecting them to any external project or donor identity.

At Tengra Kura CC, the visible evidence of rehabilitation like a BDRCS-installed rooftop water tank
and recently repainted walls were directly observable. At Pakuria CC, the rehabilitation was more
comprehensive like full structural reconstruction, a raised plinth, a DRR tubewell and separate

provider rooms.

“No. I don’t know that who was involved in the renovation of this clinic... They (healthcare
providers) never said who was doing this....I have no idea about the work that the

Bangladesh Red Crescent Society is doing here.” (IDI 10, Tengra Kura CC)
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“The Red Crescent is providing a lot of things. I mean, toilets, tube wells, hospitals, roads,
soil cutting, school grounds, many things are improving. It seems to have improved a lot in

a short period of time.” (IDI 03, Pakuria CC)
Sub-theme 4.3: Active Community OQutreach and Informal Social Networks

Community-based outreach activities including health worker home visits, yard meetings and public
announcements via microphone (miking) played an important role in informing women about
available services and encouraging initial attendance. Most of the participants mentioned they heard
about the CC from those channels and it encouraged them to visit the CC especially for RH services.
In the absence of formal outreach, informal social networks, particularly sister-in-law relationships,

served as the primary information channel.

The clinic name, room functions, opening hours, and service information were all posted on the
clinic walls at Tengra Kura CC. At Pakuria CC, clearly labelled rooms and a well-organized new
facility provided a physical environment conducive to the structured communication that health

workers could reference during community outreach.

“The hospital, I mean, there are people who told me that there are facilities for pregnant

women to come here. That’s why [ went there after hearing that.” (IDI_09, Tengra Kura CC)

“Yes, I came to know what services the clinic have. I mean, whether they are pregnant or
have young children, health workers come home and say that the clinic is good, the medicine

in the clinic is good.” (IDI_08, Tengra Kura CC)

“They go from house to house and say that you can go here, that’s why we go. You will get
services from here, you go. They give you free treatment, that’s why we go.” (IDI 10, Tengra
Kura CC)

Theme 5: Opportunity Costs
Sub-theme 5.1: Work, Income, and Domestic Sacrifice

Accessing RH services frequently requires participants to sacrifice or postpone their income-

generating activities, leading to perceived financial loss. For respondents engaged in tailoring, such
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as “sewing machine” work, the clinic visit necessitates stopping their machine, directly halting their

daily earnings.

The mandatory interruption of daily household responsibilities, which are vital to family welfare, is
also a consistent opportunity cost. The participants often mentioned having to leave the housework
to attend the clinic. This also includes the care of livestock and other domestic obligations like
children, cows and chickens. As most are primarily homemakers, the act of leaving those duties is a
conscious decision to prioritize health over immediate things. For those who work and manage a
household, this forces the clinic visit as a disruptive, necessary sacrifice. This trade-off is often
rationalized by the belief that treatment is good but the potential for lost earnings remains a

significant barrier that causes others to hesitate.

“I have to leave any important work or responsibilities to come to this clinic and it does

cause loss in work.” (IDI 07, Tengra Kura CC)

“There are children, cows and chickens, these need to be done and have to leave those works

when visiting the clinic.” (IDI_06, Tengra Kura CC)

“During visiting the clinic, any of my household chores have to be left out and cause trouble.

Even if there is trouble, if there is illness, you have to go.” (IDI_10, Tengra Kura CC)
Sub-theme 5.2: Practical Negotiations Before Every Visit

Managing the care of young children during clinic attendance added a layer of practical negotiation
that constituted a distinct opportunity cost. As needed to leave the children with their family
members, it made them sacrificed and concerned their child’s wellbeing. They lost their chance to

take care of their children.

Strategies included taking children along to the clinic, leaving them with a mother-in-law or
daughter, or coordinating attendance with other pregnant women to share supervision. Each strategy

required time, social capital or physical effort that represented an additional cost of service access.

“To take care, I have a daughter, I leave the baby with her. Sometimes I bring her too with

me when [ went to the clinic for RH services.” (IDI_06, Tengra Kura CC)
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’

“I have a mother-in-law. I hand over the responsibility of care to my mother-in-law.’

(IDI 02, Pakuria CC)

Neither clinic had a triage area or a breastfeeding corner. The absence of designated child-friendly
spaces at both CCs means that women who bring children have no dedicated area for infant care

during their visit, increasing the practical burden of taking young children along.
Theme 6: Perceived Effectiveness
Sub-theme 6.1: Demonstrated Usefulness

Participants consistently reported a high level of efficacy for the RH services, confirming that the
treatments ranging from basic illness medication to family planning supplies and prenatal
supplements achieve their intended outcomes. Women consistently reported that medicines
prescribed at the CC such as oral contraceptive pills, iron tablets, calcium supplements, and
treatment for common illness worked as expected, that their visit objectives were met, and that the

quality of provider communication contributed to positive outcomes.

At Pakuria CC, all RH services (ANC, FP, counselling) were available on the day of observation,
providing structural corroboration for participants’ reports of service receipt. At Tengra Kura CC,
only family planning was available on the day of observation while this reflects a single observation
day and may not represent routine availability, it is consistent with participants’ accounts of

inconsistent service provision at that clinic.

“I think reproductive health services have met my needs and it was very good for me as they

are providing the right treatment.” (IDI 02, Pakuria CC)

“As I go for family planning, they gave me the pills for contraception and my purpose to
going clinic is being fulfilled.” (IDI 09, Tengra Kura CC)

Sub-theme 6.2: Institutional Maturation

When compared to past experiences, the participants overwhelmingly perceived a significant
improvement in the CCs services. Improvements were described in terms of physical permanence,

from a temporary structure to a fully constructed facility and increased availability of services and
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medicines. Participants note that the healthcare providers were now explaining everything and

giving the medicines they didn’t give before, which leads to a perceived change in treatment.

Pakuria CC, a new permanent construction with a raised plinth, separate provider rooms, and a DRR
tubewell, aligns with the participants’ descriptions of visible physical transformation. At Tengra
Kura CC, recently painted walls, a BDRCS-installed rooftop water tank and clearly displayed

information represented visible but more limited rehabilitation signs.

“Earlier this CC was not here. People could not get services. Earlier the CC was temporary.
Now it has become permanent. Now everything is slowly being developed. Everything is
being provided. Earlier medicines were not always available, now more or less everything
is available. That is why it is improving a little. The more it improves, the better.” (IDI 05,
Pakuria CC)

“Now they give all the medicines that they didn’t give before. They do everything, they
explain everything. I mean, that’s why we go. And that’s all there is to it.” (IDI_02, Pakuria
cC)

Theme 7: Self-Efficacy
Sub-theme 7.1: Growing Faith and Trust in CC

Regarding access to RH services at CCs, the vast majority of participants were confident in
themselves and able to visit on their own. This confidence was reported to enhance their intention
to come back whenever there is a problem and can improve the follow-up for RH services. Most
also mentioned they will recommend the clinic to others and will reinforce a belief that the services

are both personally necessary and medically beneficial.

Faith and trust in the CC’s institutional integrity and staff competence influenced participants’ self-
efficacy. This is coming from the belief that the system is better now than before, and the community
has confidence in the providers. When the staff explain everything, the participants have huge

confidence in the services they got.
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“So, I get the service (contraceptive pills) when I go there. And I will go again myself to
receive the service (family planning) and will tell others to go for the service and I will take

others with me” (IDI_10, Tengra Kura CC)

“Now they (CHCP,FWA,HA etc.) give all the medicines that they didn’t give before. They do
everything, they explain everything. [ mean, that’s why we go. And that’s all thereis toit... ...
Everything is available now more than before. The more advanced, the better.” (IDI 02,
Pakuria CC)

4.6.4 Barriers and Facilitators to Service Utilization
Theme 8: Barriers to Service Utilization
Sub-theme 8.1: Physical Barriers

Seasonal flooding was the most common barrier, and it had a huge impact on the service utilization
as it prevented the participants and CC staff from physically reaching the CC and making it difficult
to receive maternal services which were supposed to be managed by the CC. The proximity of the
CC was a meaningful mitigating factor outside the monsoon, but during the flooding season the
pathway to the CC was submerged or impassable irrespective of how close the participant lived. All
participants said that even a short journey became physically demanding during flood season, while

a minority of the participants still described significant walking distances even in dry conditions.

Pakuria CC had an elevated raised plinth while Tengra Kura CC was positioned lower than the main

road and sloping downward, making it structurally more vulnerable to flooding.

"When I go to the clinic by walking, which is very far. It takes 20 minutes to walk from
home. When there's a flood, it is difficult to go to the clinic." (IDI 10, Tengra Kura CC)

"If there is water around, the doctor will not be able to come here. We will not be able
to go either. Maybe, even if we need medicine, there is no other way." (IDI 04, Pakuria

CC)
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Sub-theme 8.2: Structural Service-Level Barriers
Three structural service-level conditions operated as barriers at both clinics.
Persistent Gaps: Diagnostic and Supply

Significant barriers still remain despite the positive feedback on effectiveness like inconsistent
availability of essential supplies and lack of some basic diagnostic such as blood testing, ultrasound
or X-ray equipment. Participants highlighted that service reliability is conditional upon stock which
creates an immediate contradiction between what services are offered and what is actually available.
This creates unmet patient needs and forces healthcare providers to guess a diagnosis and give

medicine based on guess which leads to concerns on appropriateness of treatment.

No diagnostic equipment was visible at either site. These absences corroborate participant accounts

of structural diagnostic limitations.

“There (CCs) have no tests here. Here, they (healthcare providers) guess, meaning what

disease you say, they give medicine here based on guesses.” (IDI 10, Tengra Kura CC)

“Sometimes service is available, sometimes not. Then we may have to return without taking
the service. There was medicine available, but too many people came, they had to give it.

There’s no medicine now, come next month.” (IDI 06, Tengra Kura CC)
Infrastructure and Amenity Deficits

Most participants mentioned the internal deficits regarding basic facilities, equipment, and
sanitation. Also responded that the essential utilities like electricity and water supply are frequently
absent, leaving facilities without functional lights or fans. Sanitation is a major concern, with reports
of dirty toilets and a general lack of cleanliness, while security issues arise from the absence of
boundary walls and gated systems to protect the facility. Some point out that fundamental furniture

like chairs, tables or benches for patient seating are absent.

Both clinics lacked a boundary wall/fence. Pakuria CC had no electricity. Tengra Kura CC had
electricity but no fan, poor artificial lighting, and a toilet that appeared non-functioning with no

external handwashing station.
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“When you go to (the clinic), you have to stand......And the clinic is not that good. It's dirty,
there's garbage, there are no lights, no lamps.....,no fans. The fan is hanging there like a

sample. But the fan does not turn, there is no electricity.” (IDI_06, Tengra Kura CC)

“Now, there are no chairs or tables to sit in the clinic. There is no place for women to go

and see a female doctor and sit.” (IDI _03)
Inadequate Infrastructure for privacy

Across all interviews, the respondents demonstrated that the physical infrastructure inadequacy leads
to compromising of the participants' privacy and confidentiality. The absence of a dedicated
consultation room for women meant that sensitive conversations occurred within earshot of other
patients, exposing private discussions to other patients. One participant noted the use of a screen
system during physical examination as partial mitigation, though this was not consistently reported.

Consequently, they didn’t get the chance to speak freely.

At Tengra Kura CC, no privacy measures were in place, and the private discussions could be easily
heard from outside, structurally confirming the absence of a private consultation environment. At
Pakuria CC, although separate rooms existed for providers, no dedicated privacy screening or

separate consultation room for women was observed.

“Confidentiality is sometimes compromised because the room is small and patients crowd

around, making it difficult to share private information.” (IDI 08, Tengra Kura CC)

“Only when the female doctor comes [can women speak freely]....Now, female doctors don't
come. I can't even say anything like that. If a female doctor came, [ would have gone to them
and told them separately and they would have treated me that way. Now that that's not there,
there's no privacy.”" (IDI 05, Pakuria CC)

Theme 9: Facilitators to Service Utilization
Sub-theme 9.1: Geographic Proximity and Free Service Delivery

The geographical proximity of the two CCs to participants’ households was a facilitator at both sites.

Tengra Kura CC, partially rehabilitated, is on the same location which is already familiar to the
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community. Pakuria CC, fully rehabilitated, built on a new location which located within the walking
distance of the originating community and the new site had an impact on the service utilization as it
seems to have lowered the practical cost and reduced the travel time compared with the pre-
rehabilitation period. Free services (no fee charged at the clinic) was shared consistently in several
IDIs and participants directly contrasted the CC with the upazila health complex on both fee and

travel time.

These two structural facilitators operated together as a short walk to a free service generating low-

friction first attendance for women whose decision to attend the CCs.
"They give you free treatment, that's why we go." (IDI 10, Tengra Kura CC)

"So, I get the service (contraceptive pills) when I go there. And I will go again myself to
receive the service (family planning) and will tell others to go for the service and I will

take others with me." (IDI 10, Tengra Kura CC)
Sub-theme 9.2: Family network for healthcare and childcare

The majority of the participants mentioned the help of sister-in-law relationships in consultations
with healthcare providers, which made it easier to communicate, especially when the available
provider was male. These informal social networks also worked as both a referral pathway and a
coordination mechanism for sustained attendance, as some also described they had the help of their

mother-in-law, who took care of their responsibilities while they attended the CCs.

"I have a mother-in-law. I hand over the responsibility of care to my mother-in-law..1
couldn't say, so the sister-in-law told (to the healthcare provider) on behalf of me."”

(IDI 02, Pakuria CC)

Besides mothers-in-law, several participants mentioned that they attended the CCs with neighbors
or other pregnant women, which helped them to share the childcare during the visit and made travel
to the CC easier as they went as a group. This coordination reduced the practical opportunity cost of
attendance for each woman and increased the likelihood of attendance from women while looking

after their children, while they are at it.
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"To take care, I have a daughter, I leave the baby with her. Sometimes I bring her too

with me when [ went to the clinic for RH services." (IDI 06, Tengra Kura CC)

5.1 Summary of Key Findings

This study evaluated how reproductive health services are delivered among women of reproductive
age through rehabilitated CCs under the JAMUNA project in the char areas of Bogura District,
Bangladesh.

Client satisfaction was moderate while the only statistically significant predictor for satisfaction was
clinic site and the partially rehabilitated Tengra Kura CC outperformed in terms of satisfaction score
compared to the fully rehabilitated Pakuria CC. Service utilization was service-specific as the FP
grew at both CC while PNC declined at Pakuria CC. The utilization of ANC is diverged between
sites. Provider attitude played a key role in the positive perception of the acceptability while
intervention coherence around the full RH package and the visibility of the implementing actor were
weak. Flood, which was already a barrier, multiplied every other barrier. Provider attitude, the
location of the clinic, free services delivery and community outreach were the consistent facilitators

at both CCs.
5.2.1 Client Satisfaction: High Interpersonal Scores and a Persistent Accessibility Gap

The overall mean satisfaction score (3.94 out of 5-point scale) and the satisfied percentage (60.4%)
found in this study can be broadly compared to the levels of satisfaction reported in other studies of
community-level primary care in rural Bangladesh and similar low-resource settings. The JAMUNA
project baseline report (2024) reported that 48.0% of CC visitors were very or rather satisfied with
the CC services they received, while the 60.4% satisfaction proportion observed in this sample
represents a detectable improvement, though the different measurement instruments and study

populations limit direct comparison.

The dominance of the interpersonal domain in this study is consistent with other Bangladesh studies
which used the comparable instruments. Studies in Rohingya refugee camp primary care settings

using the PSQ-18 (Islam et al., 2026), in rural health centers using a short-form instrument
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(Mahejabin et al., 2016) and earlier studies on community clinics (Adhikary et al., 2018; Karim et
al., 2016) all showed the same pattern that patients had more satisfaction on provider courtesy and
behavior than accessibility, technical quality or convenience. In a flood-disaster prone area where
physical access to the CC is intermittent, the fact that the community still rates the relational quality
of care over the structural conditions shows that providers’ behavior had a huge impact on the
utilization. As most of the RH services need disclosure about menstrual, pregnancy and
contraceptive information which the participants are unlikely to share with a provider they do not
trust (Pampati et al., 2019), future RH service investment should also focus on the provider attitude

as first input, not as a soft complement to infrastructure (Carvajal et al., 2017).

The accessibility and convenience subdomain had the lowest score among PSQ-18 subdomains, and
the interpretation of this finding is more important than the score itself. The accessibility related
questions in this study try to capture the practical conditions surrounding the consultation such as
travel, waiting time, operating hours, the physical condition of the CC and the predictability of
provider availability which have huge impacts on the access to healthcare (Levesque et al., 2013).
These are the conditions that a single-clinic rehabilitation alone cannot fix (Uddin et al., 2021) as
transport infrastructure, climate-adapting services, staffing rosters and recurrent budget for utilities

are not within the scope of the JAMUNA project.

The low accessibility score in a sample that simultaneously rates interpersonal manner tells us that
the primary constraint on RH service experience in this catchment is structural and external to the
clinic rebuild while the strongest lever inside the rehabilitation package is the relational quality of

the providers.
5.2.2 The Paradox of Full Rehabilitation

A paradoxical finding of the current research is that structural completeness did not translate into a
higher client satisfaction score. This was reflected in the finding that Tengra Kura CC, which
received only partial rehabilitation, had higher overall satisfaction than Pakuria CC, which was fully
rebuilt and has a new complete structure. Several explanations are plausible and not mutually
exclusive. First, the socio-relational dimension of community-based care may intervene in the
satisfaction effect. Tengra Kura CC was a continuity site and has been on the same physical location,

the same building and the same community relationships pre-existed rehabilitation. The intervention
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at Tengra Kura added a water tank, fresh paint, and improved signage onto a familiar, trusted
institutional context. Women attending had established provider relationships; the physical
improvement was experienced as an enhancement of something already known. At Pakuria CC, the
complete structural replacement involved building a new facility and a new location, which may

lead to unfamiliarity with the CC.

Second, the observation data are cross-sectional and may not reflect a usual scenario. The
observation checklist documented that on the day of the structured field visit, both clinics offered
full ANC, PNC, counselling and FP services. The PSQ-18 was administered to women who had

recently used services, not on the day of observation.

Third, Donabedian's (2005) quality framework reminds us that patient satisfaction is determined by
expectations, values and relational familiarity as much as by technical or structural quality. Regional
evidence, such as that from Pakistan's Lady Health Worker programme (Mumtaz et al., 2013) and
Nepal's Female Community Health Volunteer network (Panday et al., 2017) already show that how
well the health systems are embedded into the community is a stronger driver to accept the healthcare
services than physical facility standards. This effect appears to be operating at Tengra Kura CC,
which is partially rehabilitated and has all services available year-round. By contrast, Pakuria CC
was newly constructed and had to provide services from a temporary place, which reduced service
hours (1.5-2 hours per day and 2-3 days per week) and inadequate space for private consultation,

which seems to have an impact on the services utilization.
5.2.3 Utilization Trends: Family Planning Sustained, ANC Divergent, PNC the Persistent Gap

Over the 26-month period and in the satisfaction survey, family planning services were the most
utilized among RH services at both clinics. This is consistent with the broader national evidence.
The BDHS 2022 key indicators report shows that modern contraceptive prevalence in Bangladesh
has remained high (53.2%) and that community-level accessibility is high, driven by community
empowerment (Hossain et al., 2026; Pal & Akanda, 2026). The FP increases at both clinics post-
rehabilitation (6.2% at Pakuria CC and 6.8% at Tengra Kura CC) align with the expectation that
improving facility accessibility and comfort would lower barriers to receiving the RH services,

which are by nature periodic and planned rather than emergency-driven.
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The divergent ANC trend between the two clinics is harder to explain on the basis of rehabilitation
alone. Tengra Kura CC's 11.3% ANC increase (pre-rehabilitation mean of 13.67 visits to post-
rehabilitation mean of 15.21 visits per month) and Pakuria CC's 12.8% decrease (pre-rehabilitation
mean of 9.67 visits to post-rehabilitation mean of 8.43 visits per month) sit alongside the observation
that Tengra Kura CC, despite being partially rehabilitated, had better service availability as the clinic
building and location are the same throughout the rehabilitation process. At Pakuria CC, the
complete reconstruction involved a period of structural transition, and the clinic service hours were
reduced 1.5-2 hours per day, 2-3 days per week, with services provided from a temporary location.
It is also possible that the unspecified completion time, which was not directly measured in this
study, contributed more to the difference in trends than the physical rehabilitation itself. This
interpretation is supported by the qualitative finding from IDI 05 at Pakuria CC, which noted that
the clinic's temporal transformation from a temporary to a permanent structure represented

institutional maturation rather than a specific point-in-time change in service quality.

Evidence from Bangladesh DHS analyses consistently shows that PNC completion rates are the most
dramatically lower among women in geographically isolated areas and those in the lowest
socioeconomic quintiles (NIPORT & ICF, 2024). Early PNC is limited by women’s physical
recovery, cultural expectations and family decision-making dynamics (Hasan & Mujahid, 2023;
Enos et al., 2024). In this study, Pakuria CC showed a 22.9% decline in PNC volume after
rehabilitation pre-rehabilitation mean of 8.33 visits to post-rehabilitation mean of 6.43 visits per
month), while Tengra Kura CC's PNC volumes remained low in absolute terms with a marginal
7.1% increase (from 3.33 to 3.57 visits per month). The flat-but-low Tengra Kura trend and the
marked decline in Pakuria together indicate facility-level variation within a broader national pattern

of PNC underuse.
5.2.4 Acceptability: What the TFA Framework Revealed Beyond the Satisfaction Scores

The TFA analysis produced seven themes that collectively characterize a pattern of conditional
acceptability. Women perceived the rehabilitated CCs to be broadly acceptable when environmental
conditions were favorable, when it was not the flood season, when the provider was present, when
the stock was available, and when they could arrange childcare and obtain family permission. These

conditions were met often enough that 60.4% of the sample were classified as satisfied in the
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quantitative component. They were not met reliably enough to generate high and consistent service

utilization, particularly for ANC and PNC.

Courteous behavior of providers was the most frequently cited positive experience across all ten
IDIs and corresponded to the perception of the acceptability of the RH services provided at CCs.
The convergence between the qualitative and quantitative streams strengthens the interpretation that,
at the perception level, the provider-client encounter carries more interpretive weight than the visible
infrastructure improvements. This is consistent with Sekhon et al. (2017) and Adhikary et al. (2018),
who report that interpersonal dimensions of primary care are the strongest correlates of acceptability

when both technical and relational dimensions are measured in parallel.

The burden theme, encompassing waiting time, travel difficulty, flood and heat, represents the most
multidimensional constraint in the dataset. The absence of fans at both clinics was mentioned
repeatedly in IDIs and directly confirmed through observation. This is a minor structural gap that
could be remedied with functional electrical connections and basic equipment, but it was generating
measurable emotional strain during visits, particularly during the hot season. In the context of the
TFA, burden is conceptualized not only as physical effort, but as cumulative cognitive and emotional
load and the heat-related discomfort described by participants functions precisely in this way: it

reduces the perceived net benefit of attending (Sekhon et al., 2017).

Family planning and ANC services were consistently described by participants across both sites as
culturally and religiously acceptable, with no participant expressing conflict between these services
and their personal beliefs. FP services given at the CCs are short, do not require machines and require
minimal physical examination, and they can be delivered through provider-client interaction that is
verbal and discrete. In contrast, ANC and PNC require physical assessment, blood pressure
measurement and urine testing, and these depend on equipment and space that were not consistently
available. The simplicity of the FP service offers more cultural acceptability. This differs from some
earlier literature on South Asia, where family planning acceptability was more contested at the
community level (Mumtaz et al., 2013). It reflects generational and educational shifts in Bangladesh,
where over half a century of family planning program has normalized modern contraceptives across
educational and socioeconomic strata (Bhatia et al., 2024; Karim et al., 2025). The IDI findings do
support the PSQ-18 item 3 response, where 90.1% of participants described their current RH care as
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"just about perfect", which is a ceiling-level response that is consistent with a population that broadly

endorses the legitimacy of these services.

Most participants were unable to describe the full-service BDRCS involvement or the JAMUNA
Project mandate. This is a recognized implementation challenge in donor-supported community
health program globally. Even though the community awareness of the implementing organization
is not mandatory for service uptake, it does affect the sustainability of the program as the
communities are less likely to maintain the facilities after the project is completed (Peters et al.,
2013). This knowledge gap poses a risk to maintaining the rehabilitated CC, as the JAMUNA project

1s time-bound.

Regarding the opportunity costs to access RH services, two categories emerged. One was direct
income loss, and the other was childcare. Participants who work as tailors or manage poultry or
livestock reported stopping work to access RH services, resulting in income loss. This became an
economic loss in addition to the loss of household work. As women needed to hand over childcare
to relatives, take children along to the CC, or coordinate attendance with neighbors, they sacrificed
for their children’s well-being when visiting the clinics. From the facilities observation, no specific
breastfeeding corners or child-friendly areas are seen, which supports the participants’ insights. In
rural Bangladesh, Powell-Jackson and Hoque (2011) noted that maternal illness affects household
income, leading to borrowing or asset depletion when productive labor is foregone during care-
seeking. The time and indirect costs of accessing care exceed the direct costs, especially for women
in rural Bangladesh (Rahman et al., 2013). This also helped explain why FP is the most consistently
used service, as it requires only a short visit to both clinics. The cost of attending is not constant

across service types; it varies with duration and frequency.

Participants overwhelmingly reported that the services they received worked as intended.
Contraceptive pills suppressed unintended pregnancy, and iron and calcium supplements were
associated with felt improvement during pregnancy. These accounts of demonstrated usefulness
were paired with a perception of institutional maturation: women described the rehabilitated clinics
as a qualitative step forward from temporary structures and intermittent stocking. This is a

meaningful finding for the JAMUNA Project because it indicates that when services are actually
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received, they are perceived as clinically valuable, and that this perceived value is, in part, anchored

in visible infrastructure improvements.

Self-efficacy was generally high for women who had already attended and had positive experiences,
but conditionally reduced for women who feared flood, required a companion, or could not
communicate openly with a male provider. The latter point is significant. In both clinics, IDI
participants described withholding symptoms or being unable to fully articulate their concerns to
male healthcare providers. Communication inhibition in the presence of male providers is well-
documented in Bangladeshi maternal health literature, and Anik et al. (2021) stated that gendered
communication barriers acted as an independent reason for incomplete ANC uptake and women with
less autonomy were less likely to disclose symptoms to male providers. And it represents a clinical
risk in addition to a satisfaction concern, as incomplete symptom disclosure increases the likelihood

of missed diagnoses.
5.2.5 Barriers and Facilitators: Structural Deficits and the Power of Proximity

The barriers and facilitators identified in this study operated simultaneously at physical, social,
institutional and climatic levels, and their interactions were more significant than any single factor
considered in isolation. In char areas where the community clinic is the only accessible health

facility, floods do not reduce access to care, but they eliminate it.

Most participants mentioned the disruptions of the healthcare services uptake during the monsoon.
This is consistent with previous findings in char areas of Bangladesh, as Amin et al (2025)
documented that pregnant women were unable to access healthcare during extreme weather events,
leading to home delivery without skilled birth attendance and maternal and neonatal complications.
Baten et al. (2020) demonstrated using nationally representative data that flood exposure was
independently associated with significantly lower odds of ANC attendance by a skilled provider (OR
= (.81 and institutional delivery (OR = 0.88), after adjustment for confounders, confirming that the
utilization suppression effect of flood operates at the population level and is not simply an artefact
of geographic remoteness. Hanif et al. (2025) documented that flooding of residential compounds in
riverine Bangladesh is independently associated with prenatal depression and creates fear of
accessing emergency healthcare. The qualitative data from this study reinforce that finding

experientially.
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Moreover, in some cases, the gender of the healthcare provider affected the utilization of the service.
As some healthcare providers are male, the women reportedly felt uncomfortable discussing a
gynecological complaint, which led to incomplete symptom disclosure. This can result in undetected
gestational hypertension, anemia mismanagement or missed obstetric risk assessment (Kazi et al.,

2021; Singal et al., 2026).

Participants described diagnostic services as effectively absent. Observation confirmed this: no
blood testing equipment, no ultrasound, no urine dipsticks and no calibrated point-of-care devices
were visible at either site. The WHO Standards for Improving Quality of Maternal and Newborn
Care in Health Facilities (WHO, 2016) specify hemoglobin testing, urine analysis for proteinuria
and reliable blood pressure measurement as minimum components of primary-level antenatal care,
and the WHO/UNICEF guidance on Essential Services for Quality Care (2025) sets functional
electricity, water and basic diagnostic infrastructure as non-negotiable prerequisites for facility-level
quality. Verbunt et al., 2025 reported that anemia testing among pregnant women in Bangladesh
remains heavily concentrated in private facilities rather than at the community level, leaving public
primary care users systematically under-screened. Participants also reported intermittent stockouts

of medicines, which interrupted treatment continuity and reduced perceived service reliability.

The geographic proximity and free service delivery for RH services served as facilitators to access
the RH services at both clinics. The sister-in-law relationships and cross-household coordination,
which were already present in the community, served as the facilitating factors to sustain the CCs'
attendance, while the community engagement awareness sessions provided by the BDRCS also had
impacts on the clinic attendance. The community empowerment served as the main information
pathway for first attendance and encouraged the women to access the RH services (Pal & Akanda,
2026). The CC served as the first point of care for ANC, PNC and FP while several IDI participants

explicitly contrasted the CC with the upazila health complex in terms of cost and travel time.

The barriers and facilitators observed in this study are similar to those reported by Begum and Syed
Abdul Hamid (2023), who noted that expanding service availability alone is not enough in char-are
populations, where structural, social, and climatic constraints determine the reach and use of the

facility.
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5.3 Strengths of the Study

The primary strength of this study lies in its mixed-methods convergent parallel design, which
enabled both quantitative measurement of satisfaction levels and qualitative explanation of why and
how those levels were reached. Neither component alone would have generated the same depth of
insight. Without the PSQ-18, the clinic-site satisfaction difference would have remained subjective.
Without the IDIs, the paradox of Tengra Kura CC outperforming the fully rehabilitated Pakuria CC

on satisfaction scores would have been uninterpretable.

The non-participant observation at both clinics provided a third data stream that functioned as an
independent corroboration tool. Acoustic privacy failures, the absence of fans, non-functioning
toilets, and CHCP room availability were reported in IDIs and directly verified through structured
fieldwork observation. The triangulation allowed for strengthening the validity of findings, as social
desirability bias in qualitative data could have produced the most favorable accounts. The use of
validated PSQ-18, which was adapted into Bangla while maintaining construct validity and ensuring
cultural appropriateness, further supports reliability. The TFA has been applied in reproductive
health implementation research across multiple low- and middle-income country settings (Nyumwa
et al., 2023; Eze et al., 2023). Quota sampling for IDIs stratified by service type (ANC, PNC, FP)
ensured that acceptability dimensions specific to each service category were captured, rather than

producing a general account dominated by the most commonly attending service users.

The study’s geographic focus is itself a contribution to the evidence base. Char areas are
systematically underrepresented in Bangladesh’s health research literature. This study generates the
user-perspective evidence on how those rehabilitated clinics are functioning and addressing the
mandatory needs of the communities in the flood-prone char areas of Bangladesh. By doing pre-and
post-rehabilitation secondary data review, the study also adds a temporal dimension which was

regularly absent in pure cross-sectional satisfaction studies.
5.4 Limitations of the Study

The study was conducted at two purposely selected clinics in a single district. Pakuria and Tengra
Kura CCs were chosen as JAMUNA implementation sites rather than as a representative sample of

the 24 rehabilitated facilities across the project’s four districts. These two clinics differ in
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rehabilitation type, geographic sub-location and staffing patterns in ways that already produced
divergent satisfaction and utilization outcomes within the same study radius. The findings cannot be
applied to the broader CC network in Bangladesh, to char communities in Kurigram, Gaibandha or

Sirajganj with different riverine geographies and flood intensities, or to non-JAMUNA CCs.

The client satisfaction assessment was conducted as a cross-sectional survey at a single time point,
capturing women who had accessed services during the post-rehabilitation period. No individual-
level satisfaction measurement was taken before rehabilitation using the same instrument or with the
same population. The 12.4 percentage-point improvement from the JAMUNA baseline report
(48.0% to 60.4% satisfied) is indicative of a positive directional change but cannot be causally
attributed to the rehabilitation intervention because the two measurements used different
instruments, different study populations, and different survey periods. This design limitation was
acknowledged throughout the analytical approach by restricting causal language and framing

utilization trend findings as descriptive rather than attributive.

Participants in the IDIs were recruited through referrals from community health workers within the
CC catchment area. Because community health workers are trusted and familiar figures, and because
the study’s explicit focus on CC services was known to participants, respondents may have provided
more favorable accounts than an independent assessment would produce, particularly regarding
provider attitude and institutional performance. The non-participant observation checklist served as
a structural countermeasure by providing an independent facility assessment against which IDI
accounts could be cross-verified. Despite these precautions, the possibility of social desirability bias

cannot be entirely ruled out in the qualitative data.

The PSQ-18 was administered to women reflecting on service encounters during the previous six
months. Retrospective satisfaction ratings are subject to the salience effect, whereby a particularly
positive or negative recent encounter may be disproportionately weighted relative to routine visits
when participants recall the overall service period. The standardized PSQ-18 instrument and its
established validation history offer structural protection against random response error, but recall

bias cannot be fully eliminated in retrospective cross-sectional designs.
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5.5 Implications for Public Health Policy and Practice

5.5.1 Quality-Centered Community Clinic Policy: Beyond Physical Infrastructure

In the Bangladesh health system, community clinics serve as the first point of care for delivering
village-level universal health care coverage. The findings from this study indicate that a substantive
change in monitoring CC performance will be required to achieve this goal. This means that to
measure the accountability of CC performance in flood-prone areas, construction milestones alone
are not enough and will need to include female provider availability, functional WASH
infrastructure, privacy provisions and basic amenity standards. These are the service-side conditions

that determine how the structural rehabilitation transforms into full improvement of RH services.
5.5.2 Climate-Resilient Service Delivery and the National Adaptation Plan

The National Adaptation Plan of Bangladesh (2023-2050) explicitly designates char areas as priority
climate-stress zones requiring adaptation of the health system. The ANC and PNC utilization trends
observed in this study provide a glimpse into how the physical facility rehabilitation performs when
undertaken without a parallel mechanism for maintaining service access during climate shocks. This
implies that construction outputs alone in the climate-resilience policy are not enough, while
combined with service-continuity outcomes need to be in the policy for char-area CCs. As the
Bangladesh Climate Change Strategy and Action Plan presume that the health system remains
functional through climate stress, the findings will add to the wider policy architecture of the national

adaptation plan and the country’s commitments to SDG 13.
5.5.3 Gender-Responsive Service Design in Reproductive Health Delivery

Across the qualitative insights, the availability of a female provider was found to be crucial for
communication. The majority of the participants mentioned the absence of a female provider, which
compromises the continuity of care and the privacy of RH services. This implication is structural
rather than attitudinal as the main course for limited presenting of the female provider is at the CC
level rather than community demand. The MoHFW have already designated female healthcare
provider roles, which means the absence of a female provider is rather a roster-management gap than

a gap in policy. The privacy failures mentioned at both CC carry an implication as privacy
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infrastructure is not peripheral, but it is a precondition for the symptom disclosure that clinically
effective reproductive health care depends upon. Its absence constitutes a structural barrier to quality

of care that no amount of provider training alone can fully overcome.

6.1 Conclusion

The findings highlight that rehabilitation is a crucial phase to ensure equitable quality reproductive
health care and that fixing the infrastructure alone is not sufficient but requires a combination of
other efforts including good relationships with clients to enhance the experience and adapt to the
needs of different reproductive health services. To convert rehabilitated infrastructure into reliable
and accessible RH services, the contingency plan for flood months, pre-positions drugs and protects

female provider availability will be required.

6.2 Recommendations

6.2.1 Recommendations for Program Implementers

Three findings of this study carry direct implications for the Bangladesh Red Crescent Society, Swiss
Red Cross and the wider JAMUNA Project consortium. First, the visibility gap that emerged across
the qualitative insights is an addressable sustainability risk. A standard community engagement apart
from health promotion activities like structured community orientation sessions should be conducted
to clearly mention the rehabilitating organization. Second, the diagnostic capacity gap should be
closed within the remaining implementation period through a minimum diagnostic kit at each
rehabilitated CC, given that participants explicitly described what they were receiving as treatment
by guessing. Third, the implementing organization should coordinate and advocate with the
respective health departments to ensure the timely presence of healthcare providers at respective CC
for RH services and the availability of healthcare providers should be announced through the

community outreach channels.
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6.2.2 Recommendations for Future Research

This two-clinic, single-district study has exposed evidence gaps that future research should address.
A multi-site evaluation using consistent methods across all four JAMUNA districts would test
whether the Pakuria-Tengra Kura paradox is a site-specific artefact or a pattern that holds in other
char geographies; the current findings cannot be applied to Kurigram, Gaibandha or Sirajganj
without that confirmation. A multiple-baseline interrupted time series design that includes non-
rehabilitated control CCs in the same district would provide stronger causal evidence on the effect

of rehabilitation on service utilization than the descriptive pre-post comparison reported here.

A longitudinal follow-up of the same participant cohort, measuring satisfaction with the same PSQ-
18 instrument before and after rehabilitation would resolve the baseline expectation confound that
the cross-sectional design carries. Beyond methodological extensions, two thematic gaps deserve
attention. The effect of male versus female provider availability on symptom disclosure and clinical
outcome quality at CC level has not been quantitatively tested in the char context of Bangladesh,
despite the consistent qualitative signal in this study and in the wider South Asian literature. The
long-term sustainability of donor-funded climate-resilient health infrastructure beyond project
funding cycles also remains unevaluated; a follow-up assessment of the same JAMUNA-
rehabilitated CCs three to five years after project closure would generate the sustainability evidence

the field currently lacks.
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Appendix A: Data Collection Instrument

Exploring Utilization, Acceptability, and Satisfaction of Reproductive Health Services
Among Women of Reproductive Age Delivered Through Rehabilitated Community Clinics

in Bogura District, Bangladesh

Study: Utilization, Acceptability, and Satisfaction of Reproductive Health (RH) Services Delivered
Through Rehabilitated Community Clinics under the JAMUNA Project in Bogura District,
Bangladesh

Participants: Women of reproductive age (18—49 years)

Duration: 20-25 minutes

Purpose: To explore acceptability, barriers, and facilitators influencing utilization of RH services

Part 1: Identification and Interview related information

Sl. no. | Question Codes/Answers

1 Date of the interview L 1200 |
Day/  Month/ Year

Participant ID:

Name of the interviewer:
Interview starting time:

Interview ending time:

Place of interview [setting details]:

N[l

Part 2: Background information of the respondent

SI. No. | Question Response Options / Codes

1 Age (in completed years) __years
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2 Highest level of education completed 0 = No formal education
1 = Primary
2 = Secondary
3 = Higher secondary/Diploma
4 = Graduate or above

3 Main occupation 1 = Homemaker
2 = Daily laborer
3 = Service/Private sector
4 = Self-employed/Business
5 = Student
6 = Other (specify):

4 Community Clinic name (where

reproductive health service was received)
5 Type of RH service received during last 1 = Antenatal care (ANC)
visit 2 = Family planning

3 = Postnatal care
4 = Counseling
5 = Referral
6 = Other (specify):

6 Village / Union

Part 3: PSQ-18 Survey (Terminology-Adjusted Version)

This questionnaire retains the original PSQ-18 item structure and meaning. Only terminology has

been modified by replacing 'medical care' with 'reproductive health (RH) services' and 'doctors'

with 'healthcare providers'.

Response options:

1 = Strongly agree, 2 = Agree, 3 = Uncertain, 4 = Disagree, 5 = Strongly Disagree

No.

Questions

The healthcare providers are good about
explaining the reasons for medical tests.

I think the healthcare providers’ office has
everything needed to provide complete
reproductive health services.

Stron Agr Uncer

gly ee tain ree
Agre

e

1 2 3 4

1 2 3 4

Disag Stron

gly
Disag
ree

5
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10

11

12

13

14

15

The reproductive healthcare I have been
receiving is just about perfect.

Sometimes the healthcare providers make me
wonder if their diagnosis is correct.

I feel confident that I can get the RH services |
need without being set back financially.

When I go for RH services, they are careful to
check everything when treating and examining
me

I have to pay for more of my reproductive

health care than I can afford.

I have easy access to the medical specialists [
need

Where I get reproductive health services, people

have to wait too long for emergency treatment.

The healthcare providers act too businesslike
and impersonal toward me.

The healthcare providers treat me in a very
friendly and courteous manner.

The healthcare providers sometimes hurry too
much when they treat me.

The healthcare providers sometimes ignore
what I tell them.

I have some doubts about the ability of
healthcare providers who treat me

The healthcare providers usually spend plenty
of time with me
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16 I find it hard to get an appointment for RH 1 2 3 4 5

services right away

17 I am dissatisfied with some things about the RH 1 2 3 4 5

services | receive

18 I am able to get RH services whenever [ need it. 1 2 3 4 5
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Exploring Utilization, Acceptability, and Satisfaction of Reproductive Health

Services Among Women of Reproductive Age Delivered Through Rehabilitated

Community Clinics in Bogura District, Bangladesh

Guideline for In-Depth Interview (IDI)

Participants: Women of reproductive age (1849 years) who have received RH services at

rehabilitated Community Clinics

Interview Duration: 45—60 minutes

Purpose: To explore acceptability, barriers, and facilitators influencing utilization of RH services

Opening Script (Mandatory)

Introduce yourself and your affiliation

Explain the purpose of the study and why the participant was selected
Emphasize voluntary participation, confidentiality, and the right to withdraw
Obtain informed consent

Request permission for audio recording, and photo (will not include face)

Part 1: Identification and Interview related information
SI. no. Question Codes/Answers
1 Date of the interview 20|
Day/  Month/ Year
2 Participant ID:
3 Name of the interviewer:
4 Name of note taker:
5 Interview starting time:
6 Interview ending time:
7 Place of interview [setting details]:

Part 2: Background information of the respondent

Question 1: Can you tell me your age?

Question 2: Can you tell me your education background?

Question 3: Can you tell me what your occupation is?
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Question 4: Can you tell me the name of a community clinic you regularly visit?

Question 5: Can you tell me your village name?

Part 3: Interview Process

SECTION 1: SERVICE USE CONTEXT
(Links to utilization patterns)
Core Question 1.1

Can you describe what type of services are provided in the community clinic?

Can you describe what type of services you have received from the community clinic?

Can you describe the reproductive health services you have received from this Community Clinic?

(Intervention Coherence)
Probes (use selectively):
e Type of service received (ANC, FP, counseling, postnatal care, referral)
e Frequency and duration of service use
e first visit or repeated use
e Reasons for choosing this clinic over other options
Core Question 1.2
What was the reason for your most recent visit to this clinic?
Can you describe the reason for your most recent visit to this clinic?
Probes:
e Planned vs. urgent visit
o Whether the visit was related to pregnancy, spacing, or general RH concerns
e Whether the visit met the intended purpose
Core Question 1.3
When was the most recent time that you visited this Community Clinic?
Probe :
e [Last week / last month / during pregnancy / during flooding season
Core Question 1.4
After you arrived at the clinic, what was the process you went through to seek care?
Follow-up Probes (use selectively):

e Where did you go first after arriving?
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e Did anyone guide you or give instructions? Who?
e How long did you wait before seeing the provider?
e How did you feel about the waiting time?
e How did staff or providers behave toward you while you were waiting?
e Were you informed about what would happen next?
Core Question 1.5
How was your experience while waiting and during the consultation?
Probes:
e Comfort of seating and space
e (leanliness and ventilation
e Privacy while discussing reproductive health issues
e Any difficulties or positive experiences
Core Question 1.6
How did you learn about the services provided at this clinic?
Probes:
e Community outreach
e word of mouth
e Media

o health workers

SECTION 2: COMMUNITY CLINIC REHABILITATION & JAMUNA
INTERVENTION
(Core implementation research section)
Core Question 2.1 — Awareness of Rehabilitation
Have you noticed any changes or improvements at this Community Clinic in recent times?
Probes:

e Physical changes to the building or rooms

e Waiting area, seating, cleanliness

e Water, sanitation, electricity, fans, lighting

e Privacy arrangements

e Any new equipment, posters, or layout changes
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Core Question 2.2 — Before and After Comparison
Can you describe how the clinic was before these changes and how it is now?
Probes:

e Differences in comfort, safety, or cleanliness

e FEase of using services before vs after

e (Changes during floods or rainy seasons
Core Question 2.3 — Attribution to JAMUNA / BDRCS
Do you know who supported or carried out these improvements at the clinic?
Probes:

e Awareness of JAMUNA Project

e Awareness of Bangladesh Red Crescent Society (BDRCS)

e Information shared by health workers
Core Question 2.4 — Perceived Usefulness of Rehabilitation
In your opinion, how useful are these clinic improvements for women seeking reproductive health
services?
Probes:

e Comfort during waiting and consultation

e Privacy for sensitive discussions

e Feeling respected or safe

e Willingness to return because of improvements
Core Question 2.5 — Impact on Service Use
Have these improvements influenced how often you or other women use this clinic?
Probes:

e Increased or decreased visits

e Reduced hesitation

e Use during floods or emergencies
Core Question 2.6 — Remaining Gaps
Despite these improvements, are there still problems or limitations at the clinic?
Probes:

e Missing services

e Staff or medicine availability
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e Flood-related disruptions

SECTION 3: ACCEPTABILITY OF RH SERVICES
Core Question 3.1 (Burden)
How was your experience of accessing and using services at this clinic?
Probes:

e Distance and transportation

e Impact of flooding or seasonal barriers

e Waiting time and clinic hours

e Physical or emotional strain during visits
Core Question 3.2 (Affective Attitude)
What do you feel about the reproductive health services you received the last time at this clinic?
Please share your experiences with us. Give an example of why you feel this way.
Probes:

e Feelings of comfort, trust, fear, embarrassment, respect

e First impressions of the clinic environment

e Emotional response to provider behavior

e Experiences that made the service feel welcoming or discouraging
Core Question 3.3 Perceived Effectiveness
How well do these services address your reproductive health needs?
Probes:

e [mprovement in concerns

e Trust in provider skills

e Comparison with past experiences
Core Question 3.5 Ethicality
Do these services align with your personal, cultural, or family beliefs?
Probes:

e Privacy and confidentiality

e Comfort discussing RH topics

e Gender of provider

e Influence of family or community norms
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Core Question 3.6 Opportunity Costs
(Trade-offs required to seek care)
Core Question
Did coming to the clinic require you to give up anything important?
Probes:
e Household responsibilities
e Work or income loss
e Childcare arrangements

e Need for permission or accompaniment

Core Question 3.7 Self-Efficacy
(Confidence in using services)
Core Question
How confident do you feel about using this clinic for reproductive health services in the future?
Probes:
e Ability to visit independently
e Confidence in asking questions
e Knowledge of available services

e Past experiences affecting confidence

SECTION 4: BARRIERS AND FACILITATORS
Core Question 4.1
Can you describe the factors that make it easier for women like you to use reproductive health
services at this clinic?
Probes:
e Facility improvements
e Provider behavior
e Community support

o Awareness and outreach
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Core Question 4.2
Can you describe the factors that make it difficult for women to use these services?
Probes:

e Environmental barriers (flooding, distance)

e Health system issues (staff, supplies)

e Social or family constraints

e Safety or mobility concerns

Core Question 4.3
Have you ever hesitated to visit the community clinic? Why?

Have you ever heard anyone else hesitate to visit the community clinic? Why?

SECTION 5: OVERALL ACCEPTABILITY & RECOMMENDATIONS
Core Question 5.1
Overall, how would you describe your experience with the reproductive health services provided at
this Community Clinic?
Probes:
e Reasons for overall judgment
e Comparison with expectations

e Willingness to return or recommend

Core Question 5.2
From your perspective, what changes could be made to improve reproductive health services for
women in your community?
Probes:
e Infrastructure
e Service availability
e Provider communication

e Privacy and dignity
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Core Question 5.3
Are there services you expected but were not available?
SECTION 6 : CLIMATE HAZARDS & DISASTER CONTEXT

Core Question 6.1 Exposure to Climate Hazards
What kinds of climate-related events or disasters do people in your community usually face?

Probes:
e Flooding, river erosion
e How often these events occur

Core Question 6.2 — Recent Climate Event
When was the most recent time you or your household experienced a climate-related event?

Probes:
e Approximate timing (last month, last year, during pregnancy, monsoon season)
e Type of event (flood, erosion, storm, heat)
e Duration and severity

Core Question 6.3 — Impact on Daily Life and Health
How did this event affect your daily life or health needs?

Probes:
e Displacement or damage to home
e Loss of income or livelihood
e Health problems or stress
e Increased need for healthcare services

Core Question 6.4 — Impact on Clinic Access
How did this climate event affect your ability to visit the Community Clinic?

Probes:
e Difficulty traveling to the clinic
e Clinic closure or reduced services
e Delay or cancellation of visits
e Needing alternative care

Core Question 6.5 — Role of Rehabilitated Clinic During Disasters
During or after such climate events, how helpful was this Community Clinic for you or other

women?
Probes:

e Whether the clinic remained open
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e Physical safety of the clinic building

e Availability of RH services during floods

e Whether rehabilitation helped the clinic function better
SECTION 6: CLOSING

e s there anything else you would like to share?

e Thank the participant and close respectfully
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Semi - Structured Non-Participant Observation Checklist

Reproductive Health Services at Rehabilitated Community Clinics (JAMUNA Project)

This semi-structured non-participant observation guide is designed to systematically document the

physical environment, service delivery processes, privacy arrangements, and provider—client

interactions at rehabilitated Community Clinics. Instead of marking responses as “Yes” or “No,”

observers will provide detailed narrative descriptions under each predefined indicator based on direct

observation during routine clinic operations.

The guide ensures consistency across clinics while allowing flexibility to capture contextual details,

unanticipated issues, and observable signs of rehabilitation. The observation is intended for

descriptive and contextual documentation only; no numerical scoring or composite indices will be

calculated.
Clinic ID: . Date: Observer:
Indicator Observation Notes (Describe what you see)

Physical accessibility of the clinic (location,
signage, ease of entry)

General cleanliness of the clinic
environment

Condition of waiting area (space,
cleanliness, seating)

Availability and adequacy of seating for
clients

Lighting and ventilation in waiting and
consultation areas

Triage Area ( for pregnant women, breast
feeding corner)

Water, sanitation, and hygiene facilities
(toilet, handwashing)

Use of waiting space (crowding, comfort,
privacy)

Privacy arrangements during RH
consultations (room, screens, noise)

Availability of RH services on the day of
visit (ANC, FP, counseling)
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Visible signs of rehabilitation or recent
improvements

Other observations (any issues or strengths
not anticipated above)
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Appendix B: Informed Consent Form

Exploring Utilization, Acceptability, and Satisfaction of Reproductive Health Services
Among Women of Reproductive Age Delivered Through Rehabilitated Community Clinics
in Bogura District, Bangladesh: A Mixed-Methods Implementation Research Study Under

the JAMUNA Project

Information Sheet

Introduction: My name is [ ], and I am coming with James P Grant, School of

Public Health, Brac University. We are conducting a research study under the JAMUNA Project in
collaboration with the Swiss Red Cross and the Bangladesh Red Crescent Society to understand
women’s experiences with reproductive health services provided through rehabilitated Community

Clinics in Bogura District, Bangladesh.

Research Team
This study is conducted by Pau Sian Muang (Principal Investigator), Dr. Mrittika Barua and
affiliated researchers from the James P Grant School of Public Health (JPGSPH), BRAC University.

Funding Source

115



This study is funded by the James P Grant School of Public Health (JPGSPH), BRAC University.

No additional personal financial incentives are provided to the researchers.

Serial no. MPH-2025-024

Aim: The purpose of this study is to explore how women use and experience reproductive health
services at rehabilitated Community Clinics, including service utilization, acceptability, satisfaction,
and challenges to service use. The findings will help improve service delivery and inform future

programs in climate-vulnerable settings

Justification of participation: You are being invited to participate because you have received
reproductive health services from this Community Clinic. Your experiences and opinions are

important for understanding how these services are delivered in real-world settings.
Procedure: If you agree to participate, you may be asked to take part in:

e A survey lasting approximately 20-25 minutes, or

e An in-depth interview lasting approximately 45—60 minutes (for selected participants)

Questions will focus on your experiences with reproductive health services. With your permission,
interviews may be audio-recorded. No photographs will be taken unless separately requested and
approved. If you allow, we will take photographs as part of our interview session but no face will be

shown.

Benefits of participation: There is no direct personal benefit from participating in this study.
However, the information you provide will help improve reproductive health services for women

living in similar communities.

Compensation: Your participation in this study is entirely voluntary. You do not need to pay us for
taking part in this study. Similarly, no compensation will be given to you for participating in the

interview.

Risk: This study involves minimal risk. Some questions may be sensitive and may cause mild

discomfort. You may skip any question or stop the interview at any time without any consequences.
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Confidentiality and anonymity: All information you provide will be kept confidential. Your name
will not appear in any report or publication. Data will be stored securely and accessed only by the
research team. Findings may be published or shared for academic and programmatic purposes, but
no individual participant will be identifiable. No identifiable or raw data will be shared with any
foreign researchers. If findings are published in peer-reviewed international journals, only

aggregated and anonymized results will be disseminated.

Nature of participation: Your participation is completely voluntary. You may choose not to
participate or withdraw at any time without affecting your access to healthcare services or any

benefits you are entitled to. You will get 24 hours to withdraw your interview after it is recorded.

Declaration of Artificial Intelligence (AI) Usage
To explore literatures and deep understanding of the design, artificial intelligence (Al) was utilized.
Al was also used for tools translation. But Al will not be used for data collection, analysis and writing

phases of this research.
Contact information: If you have any questions about this study, please contact:

Pau Sian Muang

James P Grant School of Public Health (JPGSPH), BRAC University

Phone: + 8801794676939, Email: pau.sian.muang@g.bracu.ac.bd

For ethical concerns, you may contact:

Institutional Review Board (IRB), James P Grant School of Public Health (JPGSPH), BRAC
University

Phone: + 8801993379512. Email: irb-jpgsph@bracu.ac.bd

Consent Form

I have read (or have had read to me) the information above. I understand the purpose of the study
and my role as a participant. I understand that my participation is voluntary and that I may withdraw

at any time without any negative consequences.

By signing or providing my thumbprint below, I indicate that I agree to participate in this study.
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Thank you for your cordial cooperation.

Do you give permission for the interview to be audio recorded?

Please note that at any point during the interview, you can ask

the interviewer to turn off the recording device.

Do you give permission to share your findings?

Do you give permission to take photos?

Do you give permission to share the photos?

Do you give permission to be contacted again if clarification is

needed?

Do you have any questions?

State the question

Interviewer name:
Interviewer signature:

Date:

Respondent’s name:

Respondent’s signature/thumbprint:

Date:

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No
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IO AT FET O A=V FEAN ]S O WO STO] (PN, O S pTHIN A1 I
W CRIK IITE, AT, TSE ke O[T SRR GFa [T BTG STEl
WBOF | G2 NITNF FerPa (AT NIANIN A GErrg-JfFoRY e ofwe
FME AT 2Tl FAI|
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ARV (NSFFOT: WANP AR NIFMT WHARCTF Gy SATNFYT Gl Y
FIRVT WA IR FINGWIO AP (ATF AT FIEF AT ARV FLARA | IVF (FFING
2 (TRISTE BT AR FAT ER O ([RIF TN AN NGl 478 TOTNS WIS
BTG |

NS WA T WHARY O STHO I, O WHANCH (NG (T (AT AP0 AT
¥ fNT® 2O ATR:

o IO G (I AT 20-2¢ NG STNT (NC), WA
o I35T0 f*M STEHIRFIF Al In-depth interview (I ATT 8¢-Wo NG TN (NJ, WYNH
RS W AZIFIRNHR G |

BT YeT© AT FT35 (T (NI HHNIE Hfwseold 8949 6§ B FH 01| AN
WS AT, STEFRINIT WG ([{FG6 FA A AN WEARGNT LG 8
AL RIGT (FICNT RIS (OTAT R NN | SN Wy N[© ATPTeT SN SRS P WL
RO [P 2f< ©el<, ©[ Ri[TO WANE YN 1 (GRIAT (LT A |

AR I G2 STIFNT HH AN e AR (I F@e 91 SI[T 119 (W3 |
O, WAL ANAPO ST WANNF O FAGABO IFIAFI NATHT Gy AT
FIET (AT NNTHNCAN STTO] FAK|

ST G2 STIFNT SN TR AZY ST (FORIYAD | TS ¥ (NSTF TS AN
(P WY Y6 FACO =J | PRSI, G2 STERIS P WHARVT [[RINNCT SIS
(BTN A ST I STAINNS AN F = |

4 92 NMRFNT JfFT TSRAT Y[R FN| [FR 2 AR 20O AF A ATV
QB PV 0O AN | WA GIRE (T (AT ATYF B8 N AT ARG (O AN
WICT (T (RICANT AN AR HFIT I P fMt® “1E| A9 GT (BPICAT (fSA6H AwI]
NG |
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CNANTST G TN AFH W FA: WANE (RST TNS O (SNNF 4T I (AT
HAFOTIN M AP NN NN ST FA A T | OAPSTEAT NI HLTH T R
e WY NITP el ©f IR FAO AR NRIVE Felrpe] oo A<
FHIMEFE ATACIN JF™ A M FA [AO MF, G AN &FIAT
HHAZTFINNE BSFTOOINJ *NIS FAT M W | (HICAT *MISTI5T (identifiable) I T
O (raw data) (PICT [RCARY STTIICRF S (I AT RS N1 M SIS VeTH Pelrped
(A BSOS FFrAE-RGET G AP 2T, OIF BYNG ARTO (aggregated)
GR ATTET (SN LT (anonymized) TeATPA2 AFH HI US|

WSROV GAYT: AN FLAZT T (FORIAF | AN BIRCET AR T FAF
ST TS AN ST (T (FICAT ST RSP AR FE AT AN | 0O AN
FIETCIRT AT AGHF I TN (FIAT JRTATITS (AT AOR NG N IAFRFIAG
(X6 FAF AIIS! 28 TOIR N WA HIE O ASIRF (A NS NI |

SIIGRY NS (AD) VIR I
NITNG HLCEATG] (literature review) < N<P* (design) S STOId LI Ao G

PaN NS (Al TR A AR | NIFNL TIGTNYR A et AN CFLaS Al
IR [ AR | O, G2 SIFNF OF SR, [RCATV 3 (T 41T Al TFIZE BT
R

CTHMTICHR BUT: 2 NCIFN TN AN (FICNT X ATFCA, T B (NI Fo:
NS ST Y2 (Pau Sian Muang) (G [ AT Fel WP A[(B (ALY (JPGSPH), TIH
YRS (F: +b05a58WAuU S0, RUNZRE: pau.sian.muang@g.bracu.ac.bd

NAFVH (AOF [T HTS ATIT G (TS T AfSDINS AL (@6
(IRB) (OGN N A6 Fd WP AR (Y (JPGSPH), TF [RYRWET (P
+h0YHS0OTASEHR, RNR: irb-jpgsph@bracu.ac.bd
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oo (Consent Form)

N BATIT OS] ATGR (WA WP ATG (I IAA(R) | WA AR S[FN
BT ]2 JFG WLHAZTFISI FRTTR AN G T JATS (IR | TN JATS (RS
(T SR WLHAZT ST (FORIAF 43¢ W (T (HFICAT ST (FIAT (NOAGF FATwe
PO TG AR FH e |

N5 Frea 1 TOIS12 Wt WLITN W g2 IFNT WAV S TNz

AN NS TN Gy GN5AH |

N F SR IR0 WG8 @6 FId WS | =0 Ol
12T

(M PR N AR, AFPIPE GAPIAN (FCHRICAT
SN WA (TG 5 SIS IO AT )

WA fF NIFNT FATSA (TR /AT FAK NN | =T 1
ez

WA 3 Bf7 CoreTd Wy Nf® ez EY)|

SN 3 RISTAT I M AP K YN HTeRN? =

(PN ST =BTV ATITGCN NN ST AT | T 1
CITHNTIIST A Ny o e F2

AN 5 (AT 2 =2 EY)| 1

AN:
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STPIS IR FRVBIIF N: [CRELIOER R
PR PIF ARTFINT FIHA: SOOI T/ NG BT
wIfdY: wIfdY:
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