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Background: Community clinics are the first point of contact for availing primary healthcare in
rural Bangladesh. Every year climate stress hampers CC functionality, accessibility and often
massive destruction of the CC infrastructure. To address this threat the JAMUNA project aims to
make CC climate resilient. Considering the evidence gap on perceptions of implementors and
providers, this study aimed to explore the perceived acceptability as well as the contextual factors

influencing the implementation process in the climate vulnerable context.

Objectives: This study aimed to assess and explore the acceptability of JAMUNA-supported
community clinic rehabilitation among service providers and JAMUNA implementation staff, and

to identify contextual barriers and facilitators influencing the implementation.

Methods: This study used a mixed method implementation research design with convergent
approach and was conducted in Bogura and Sirajganj, covering seven community clinics. Study
participants were service providers at community clinics and JAMUNA implementation staff.
Quantitative and qualitative sample size was 25 (census sampling) and 12 Key Informant
Interviews using a (purposive sampling). Quantitative and Qualitative data were analyzed
separately, using statistical software STATA version 17 and framework analysis method
respectively. Quantitative and qualitative findings were integrated at the interpretation stage.

Results: The guantitative findings reveal strong positive perceptions among both categories of
stakeholders, with the mean AIM score of 19.48 out of 20. Acceptability remained high across all

groups.

The qualitative findings further explained the reasons for shaping this high acceptability across
TFA domains. Strong satisfaction regarding the rehabilitation yielded by aesthetically pleasant,
structurally improved and functionally beneficial infrastructure; clear understanding of the
rehabilitation purpose prior to the initiative inauguration; consistent and nurtured mutual
relationships throughout and even post rehabilitation; professionally aligned and exceeding

expectations, as well as predicted long sustainability.



While complete rehabilitation was perceived as highly climate responsive, participants from
partially rehabilitated clinics reported persistent structural vulnerabilities, particularly flood risk at
the low-lying clinic premises; with consistent need for sufficient human resources, logistics and

equipment.

The CFIR findings demonstrated that implementation was facilitated by flexible and context-
suitable design, strong community ownership, strong commitment of the providers to continue
service delivery at any situation, collaborative and well-planned implementation process, involving
all stakeholders, strong co-ordination between providers and implementers and highly experienced
and contextually adapted implementing staff. However, the findings also highlighted important
implementation barriers, such as infrastructure gaps especially in partially rehabilitated design,
capacity restriction because of resource constraints and training gaps, challenges to smooth

implementation driven by local as well as environmental barriers.

Conclusions: This study reveals that despite high acceptability, implementation outcome can be
affected by contextual factors. Without addressing contextual vulnerability, infrastructure upgrade

alone cannot be enough for continued and sustained service provision.

Keywords: Community clinic (97), Rehabilitation (218), Acceptability (108), Facilitator (13),
Barrier (25), Providers (103), Implementors (13), Implementation (175).
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1.1 Background and Rationale

1.1.1Background

Bangladesh constitutes a pluralistic health system in a resource-constrained setting, with
decreasing health budget allocation every fiscal year (Islam, 2014). Primary health care (PHC) acts
as the backbone of service delivery, aiming to address essential preventive, promotive and curative
care, covering a large segment of population. In 1998 Government of Bangladesh launched the
idea of Community clinic (CC) as the lowest tier of service delivery, designed to serve nearly 6000
people under each clinic (MOHWA, 2015). Over time, CCs have brought services closer to
households, improving access and continuity of care, particularly for vulnerable and hard-to-reach
communities (Uddin et al., 2021). A study by Rahman, 2023 states that despite its utmost
importance as a first point of contact with the formal health system for the rural communities, in
most areas functionality of CCs is disrupted because of poor infrastructure, lack of supervision

and, last but not the least, exposure to extreme climate events.

Global Climate Risk Index 2026 by German watch ranks Bangladesh on 13" with vulnerability to
impacts of climate hazards like recurrent flooding, riverbank erosion, waterlogging, and extreme
weather events (MOEFCC, 2023). From infrastructure damage to restricting physical access, root-
level health care is often disrupted by climate stress. Especially in floodplain and erosion-prone
areas, every year routine service delivery is interrupted when people are in need of health care the
most (Abebe et al.,2025). As climate change is being considered as an emerging threat to the
health system, the World Health Organization emphasizes making the health system climate
resilient, highlighting the resilient infrastructure upgradation, thus, to ensure sustained PHC in
climate-stressed settings (Golden et al., 2025).

Road to resilience: the JAMUNA project (Joint Actions for Mitigating Climate Uncertainties and
Natural Adversities) is a step up in response to climate-related vulnerabilities. This is a

humanitarian project implemented by the Bangladesh Red Crescent Society (BDRCS) and Swiss
Red Cross (SRC). Representing a public-private partnership, this project aims to mitigate climate

uncertainties and strengthen community resilience in vulnerable areas. JAMUNA baseline study
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states that a core component of the project is rehabilitation of CCs in terms of infrastructure
upgrade. These interventions include strengthening building structures to withstand flooding and
erosion (plinth raising, fencing etc.), upgrading water, sanitation and hygiene (WASH) facilities
(gender separate toilet, disaster resilient tubewell etc.), and incorporating context-specific design
features (road-connectivity, ramp, lighting, ventilation, waiting space, breast-feeding corner etc.)
which are crucial for continuous service delivery, even during extreme weather conditions. The
implementation strategy involves coordination between JAMUNA implementation staff, local
health authorities, and frontline service providers to plan, execute, and supervise rehabilitation

activities within existing health system structures.

However, rehabilitation interventions do not solely depend on technicality, the effectiveness also
focuses on how the stakeholders perceive about the intervention and whether its functional within
organizational and local contexts (Lokotola 2023). These considerations underscore the need to
assess how the implementation process is in practice, including perceived acceptability of the
intervention and contextual influences shaping implementation, to understand how climate-

resilient community clinic rehabilitation operates in real-world settings.
1.1.2 Rationale

CC rehabilitation is being emphasized as the foremost strategy to strengthen climate resilient
primary health care in Bangladesh (Rahaman et al.,2019), but there is limited empirical evidence
on acceptability as an implementation outcome of climate-resilient PHC infrastructure in low-

resource, climate-vulnerable settings.

The JAMUNA project’s interventions regarding CC rehabilitation emerged as a unique
opportunity to generate evidence on climate resilient PHC infrastructure, focusing on
implementation outcomes. While the project focuses on infrastructure upgradation, it is necessary
to understand whether the rehabilitated clinics are perceived as acceptable, appropriate, and
satisfactory for routine service delivery, and which contextual factors enable or hinder their

implementation.

Implementation Research (IR) provides a suitable approach to address these gaps by shifting the

focus from what is implemented to how and under what conditions implementation occurs. A
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study by de Boer et al., 2025 states that implementation outcomes, including acceptability, are
better measured while combining both quantitative and qualitative components. Therefore,
combining a quantitative assessment of acceptability with qualitative exploration of acceptability
perceptions among service providers and JAMUNA implementation staff will generate

comprehensive, implementation-relevant insight.

Additionally, identifying barriers and facilitators influencing implementation using an established
framework such as the Updated Consolidated Framework for Implementation Research (CFIR) by

Damschroder et al.2022 will support a systematic understanding of multilevel factors affecting

rehabilitation outcomes. Such evidence is crucial for informing adaptive implementation under the
JAMUNA project, strengthening public-private partnership approaches to PHC infrastructure, and

guiding future scale-up of climate-resilient CC rehabilitation in Bangladesh.

By applying mixed method implementation research design, this study will generate practical,
context-specific insights that can support program improvement, enhance sustainability of
infrastructure investments, and contribute to the limited empirical literature on climate-resilient
PHC systems in low- and middle-income countries. Furthermore, at the organizational level, this
study will generate practical evidence to support JAMUNA implementers and partner
organizations in refining implementation strategies, improving coordination with service providers,
and strengthening the sustainability of CC rehabilitation. At the policy level, the findings will
provide implementation-relevant insights on the acceptability of climate-resilient primary health
care infrastructure, informing stakeholders on decisions related to planning, resource allocation,

and potential scale-up in climate-vulnerable settings.
1.2 Problem Statement

Community clinics are crucial to ensure essential primary health in rural areas of Bangladesh,
especially for the marginalized people. Ironically, in climate-stress prone areas, the functionality of
these already fragile community clinics is often hampered by various extreme climate events,
leading to major disruption to routine service delivery, reduced accessibility to essential healthcare
and thus increased vulnerability among the underserved population.
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To address this climate driven threat, the JAMUNA project aims to strengthen the climate-resilient
primary healthcare infrastructure through community clinic rehabilitation. Although the
intervention constitutes fundamental structural and service-supporting upgrades, there is limited
evidence on the acceptability of this intervention among different stakeholders, as well as on the
understanding of the contextual factors influencing the implementation process in the climate

vulnerable context.

While the perspective of the community or the beneficiary side is often emphasized, the
importance of considering the outlook of the implementors' and providers' side is merely
highlighted. Without understanding the stakeholder acceptability and determining factors, the
intervention investments may encounter challenges related to co-ordination, maintenance,
sustainability and scale-up. Therefore, this study aims to address this important evidence gap by
examining the acceptability of JAMUNA-supported Community Clinic rehabilitation and

identifying the contextual factors that influence its implementation.
1.3 Research Question

What is the acceptability of JAMUNA-supported community clinic rehabilitation among service

providers and implementation staff and the factors influencing implementation?
1.4 Study Objectives

1.4.1 Overall Objective

This study aimed to assess and explore the acceptability of JAMUNA-supported community clinic
rehabilitation among service providers and JAMUNA implementation staff, and to identify

contextual barriers and facilitators influencing the implementation
1.4.2 Specific Objectives
The specific objectives of this study were:

1. To assess and explore the acceptability of JAMUNA-supported community clinic

rehabilitation among service providers and JAMUNA implementation staff.
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2. To identify contextual barriers and facilitators influencing the implementation of

JAMUNA-supported community clinic rehabilitation.
1.5 Structure of the Thesis

This thesis is organized into six chapters.

Chapter 1 presents the introduction which comprises of the background, rationale, problem
statement, research question, study objectives and layout of the thesis.

Chapter 2 provides a comprehensive overview of existing literature, expanding from global

evidence to Asian scenario and finally concluding with Bangladesh context.
Chapter 3 illustrates the methodology section of this study including ethical considerations.

Chapter 4 outlines the findings of this study categorized into quantitative and qualitative

subsections.

Chapter 5 details the discussion and interpretation of the results comparing the existing evidence,

strengths and limitations of the study; and implications.

Chapter 6 wraps up the thesis with key conclusions and recommendations.

2.1 Global Evidence: Climate Vulnerability and Health Infrastructure

2.1.1 International Overview

Adverse effects of climate change pose the greatest threats to this 21st century. The World Health
Organization 2023 reports that climate change effects are estimated to cause approximately 0.25
million more deaths every year between 2030 and 2050, directly or indirectly, which can lead to 2-
4 billion USD additional direct health costs per year. The most affected by this situation would be
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the LMICs where budget allocation for health is low and existing health infrastructure is fragile,

which will make those countries least able to cope and prepare to address climate vulnerability.

Naser et al. (2024) reveals systematic review which carries evidence of impact of climate change
on health sector in LIMCs expanding over Latin America, Sub-Saharan Africa and South Asia,
that frequent occurrence of extreme weather events damage health care infrastructure, disrupt the
routine service delivery, displace the healthcare providers and reduce accessibility to healthcare.
According to Salam et al. 2023, floods are seen to be most damaging to health infrastructure at
root-level globally but very consistent and predominant across LIMCs. The World Bank 2025
report carries the alarming estimation of excess health costs of 21 trillion USD by 2050 in LIMCs
which is approximately 1.3% of their projected GDP, which deliberately underscores the

importance of climate-resilient health infrastructure.
2.1.2 South Asian Evidence

The World Meteorological Organization’s State of Climate in Asia 2024 report has marked South
Asia as one of the most climate-exposed regions worldwide, with an alarming increased warming
trend which almost doubled from 1991 to 2024. The South Asian countries face 20-80% increased
frequency of droughts in recent years and constant massive rise in sea level in the Bay of Bengal

brings devastating threat for coastal and riverine countries (Ravindra, 2025)

Akthar and Reid, 2024 shows the scenario of Pakistan how climate stress has shaken the
community level health system by 2022 catastrophic flood, responsible for destruction for 13% of
overall health facilities, leading to severe toll on health. Nepal has experienced disruption of
emergency care, maternal and child health, immunization etc. by frequent floods, drastic monsoon
rainfall and landslides which damaged health facilities and hindered accessibility (Simkhada et al.,
2025). Kumar et al. 2024 illustrates similar public health consequences in India, which diverted to
a plan for building climate-sensitive health infrastructure, mentioned in India’s National Action

Plan on Climate Change and Human Health.
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2.1.3 Bangladesh Scenario

Bangladesh marks as the most acutely affected country in South Asia by the combined effect of
climate vulnerability and health system fragility. Alam et al., 2025 documented the geographical
vulnerability of riverine Bangladesh with approximately 80% of landmass comprising river deltas,
flood and erosion prone areas, which makes it vulnerable to frequent flooding, cyclones and
riverbank erosion. These recurrent extreme weather events caused by climate adversity affect the
poorest and hard to reach communities the most (Communityengagementhub, 2024).

Rupa & Hossain, 2024 illustrates the most recent devastating flood of August 2024 which affected
over 5.8 million people and triggered a major public health catastrophe. Araf (2024) suggests
upgradation of health facilities to make them climate sensitive along with the integration of climate
adaptation into health policies at national level.

2.2 Community Clinics and Primary Health Care in Bangladesh

2.2.1 Evolution of Community Clinics

Bangladesh has made a great remark on expanding primary health care through launching the idea
of community clinics in 1998 by the Government of Bangladesh under the Ministry of Health and
Family Welfare (MOHFW), which has led to more than 13,000 CCs across the country (Islam,
2014). The community clinic is structured to be staffed by primarily a Community Health Care
Provider (CHCP), acting as a frontline healthcare provider, delivering comprehensive primary
health care, comprising curative, preventive and promoting services. One Health Assistant (HA)
and one Family Welfare Assistant (FWA) are also part of the CC, who are from the health and
family planning arms of the government, working for 2 days per week in each CC, providing

services related to immunization, maternal and child health, nutrition, and family planning etc.
Uddin et al., 2021 demonstrates a real picture of how this multi-cadre staffing model is operating
and continuing to provide primary health care to underserved population, despite resource

constraints and in a climate vulnerable setting.
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2.2.2 Challenges to Community Clinic Functionality

Although the community clinic system has recognized worldwide appreciation as a model design
for comprehensive primary health care, in real setting the functionality of these CCs is often
threatened by operational and structural challenges. Rahman, 2023 describes several key barriers
that lead to limited functionality. For example, inadequate medicine supply and scarcity of
essential equipment is a major challenge. With increasing disease burden and emergence of new
diseases, both communicable and non-communicable, sufficient medicine availability needed by
the community is crucial. Insufficient staffing also creates a burden to manage a huge patient load
in a certain CC to serve the people of a catchment area, considering the population density of this
country. Last but not the least, poor infrastructure is a critical concern as the dilapidated building
creates safety hazards for both providers and patients. It also undermines patient dignity and
privacy and ultimately makes them reluctant to seek care. Abebe et al., 2025 raises a crucial
concern of damaging already fragile infrastructure, leading to either complete disruption of the

service or reduction of accessibility and utility.
2.2.3 The JAMUNA Project and Community Clinic Rehabilitation

Joint Actions for Mitigating Climate Uncertainties and Natural Adversities (JAMUNA) project is a
humanitarian initiative implemented by the Bangladesh Red Crescent Society (BDRCS) with
support from the Swiss Red Cross (SRC). This project targets climate-vulnerable char areas where
extreme weather events and severe climate stress have consistently disrupted health service
delivery. The JAMUNA project comprises several components to make the community climate
resilient, of which the health component is community clinic rehabilitation. Starting from January
2024, the project has successfully rehabilitated CCs, involving both structural and WASH
upgrades. This innovative approach constitutes complete rehabilitation: construction of portable
and relocatable CC structures at sites where the previous facilities were completely washed away
by floods or destroyed by weather events; and partial rehabilitation: upgrading the dilapidated
infrastructure to restore functionality. Complete rehabilitation comprises installment of easily
dismountable, portable and relocatable infrastructure with plinth raising while partial one included
repairing the plaster and painting the walls, fencing etc. Both the design included installation of

gender-specific washrooms, designated breast-feeding corner, spacious waiting area, disaster
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resilient installing, making ramp for disability access, and boundary wall, road connectivity etc. to
different scales. The project also focuses on Community group reformation and capacity building.
They also aim to make the CC management committee functional so that logistic supply, staff
presence, patient flow and community outreach program keeps on going smoothly. The goal is not
only to make the CC climate resilient, but also to make the community climate smart to embark

upon climate vulnerability.
2.3 Theoretical Framework

This study is guided by an integrated conceptual framework that combines two complementary

implementation science models:
e Theoretical Framework of Acceptability (TFA) by Sekhon et al., 2017.

e Updated Consolidated Framework for Implementation Research (CFIR) by Damschroder et
al., 2022.

The integration of TFA and CFIR was considered appropriate because the study aimed to examine
both acceptability and the contextual determinants influencing implementation. TFA was used to
assess stakeholder acceptability of the intervention, while CFIR was used to examine contextual
and organizational factors influencing implementation. Furthermore, these frameworks have

guided tool development and analysis of findings.
2.3.1 The Theoretical Framework of Acceptability (TFA)

TFA comprises seven domains, which were used to collectively capture stakeholders’ perceptions

of the JAMUNA-supported community clinic rehabilitation:

Affective Attitude: How service providers and implementation staff feel about the rehabilitated
community clinics (e.g., whether they like or welcome the upgraded infrastructure).

Burden: Stakeholders’ perception on efforts required to use, maintain, or work within the

rehabilitated clinics (e.g., additional workload or maintenance challenges).
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Ethicality: How closely the rehabilitation aligns with stakeholders’ professional values, norms, and

responsibilities (e.g., whether the intervention supports equitable and dignified service delivery).

Intervention Coherence: Stakeholders’ understanding of the purpose and components of the
rehabilitation and how it supports climate-resilient service delivery. (e.g., understanding why plinth

raising or fencing was implemented).

Opportunity Costs: What stakeholders perceive they may have to give up engaging in the
rehabilitated clinics (e.g., time, alternative resource use).

Perceived Effectiveness: Stakeholders’ perception about the rehabilitation achieving its intended
objectives, such as improved service continuity during climate events. (e.g., improved service

continuity and patient access during climate-related disruptions).

Self-Efficacy: Stakeholders’ confidence in their ability to effectively use and operate within the
rehabilitated facilities, particularly during extreme weather conditions.

In the context of this study, these domains were used to explore how service providers and JAMUNA
implementation staff perceive and interpret the purpose and value of the infrastructure upgrades, and
what challenges or concerns influence their acceptance of the intervention. This framework was used

to guide the development of qualitative tools to explore acceptability
2.3.2 The Updated Consolidated Framework for Implementation Research (CFIR)

CFIR will be used to understand and explore the factors that influence the implementation and affect

the success of the intervention in future.

Innovation: Stakeholders’ perceptions of the design, complexity, quality, adaptability, and relative
advantage of the JAMUNA-supported CC rehabilitation interventions. (e.g., Implementation staff

discussing whether infrastructure upgrades are technically appropriate for contextual settings.)

Outer setting: External contextual factors influencing implementation, including community needs,
climate risks, policies, donor requirements, and inter-organizational relationships. (e.g., Providers

describing how climate hazard affects clinic access and service continuity.
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Inner setting: Organizational characteristics of the CCs and implementing organizations that
influence implementation, including infrastructure readiness, leadership support, communication,
and available resources. (e.g., Providers explaining whether supervision and coordination with
JAMUNA staff supported smooth rehabilitation and post-rehabilitation functioning.)

Individual characteristics: Knowledge, beliefs, skills, and motivation of individuals involved in or
affected by implementation, including service providers and JAMUNA implementation staff (e.g.,
Providers describing confidence in using and maintaining rehabilitated facilities during extreme

weather events.

Implementation process: The activities, strategies, and actions undertaken to plan, engage
stakeholders, execute, and reflect on the community clinic rehabilitation process. (e.g.,
Implementation staff describing coordination meetings, site supervision, and adjustments made

during rehabilitation.)

Figure 1: Theoretical Frameworks
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3.1 Study Design

This study used a mixed-method implementation research design with a convergent approach.
Quantitative and Qualitative data have been collected at the same time and analysis was conducted

separately and finally were integrated during interpretation.

Quantitative component: Structured assessment of perceived acceptability using AIM
(Acceptability of Intervention Measure) through a survey.

Quialitative component: In-depth exploration of acceptability perceptions (across 7 domains) and
implementation barriers and facilitators using domains of CFIR (across 5 domains) through in-

depth key informant interviews.

Integration of findings was done during interpretation. Quantitative acceptability results were
triangulated with qualitative acceptability perceptions to provide a comprehensive understanding
of how acceptable the intervention is for service providers and implementation staff in climate-

vulnerable settings.
3.2 Study Area and Setting

The study was conducted in Bogura and Sirajganj, two climate-vulnerable areas where the
JAMUNA project is being implemented. A total of seven rehabilitated CCs (two in Bogura and
five in Sirajganj) under the JAMUNA project were selected for the study, considering variation in

climate vulnerability, extent of rehabilitation, population served, and feasibility of data collection.

This small sample was ample for in-depth qualitative and quantitative assessment of
implementation outcome that prioritizes rich, context-specific insights over large-scale
generalizability (Eldridge et al., 2016)
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3.3 Study Period

The study was conducted during the assigned thesis period (January - June 2026)

e January - February 2026: The initial phase consisted of development of concept note,

literature review, study tool development, ethical approval.
e March 2026: Budget submission, data collection (both quantitative and qualitative)
e April - May 2026: Data cleaning, transcription, coding and analysis, thesis draft writing.

e June 2026: Final thesis submission.
3.4 Study Population

3.4.1 Study Population

Study participants included:

e Service providers: Community Health Care Providers (CHCPs), Health Assistants (HAS),
Family Welfare Assistants (FWAS), Health Inspectors (HIs), Assistant Health Inspectors
(AHIs) working in the selected CCs

e JAMUNA implementation staff: Personnels involved in planning, execution, and
supervision of rehabilitation activities. For example, Project co-ordinator, Program officer,

Field officer etc.
3.4.2 Inclusion and Exclusion Criteria

Inclusion criteria;

« Direct involvement in service delivery or implementation of JAMUNA rehabilitation
activities

e Provided informed consent
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Exclusion criteria;

e Temporary or newly appointed staff (within the past three months) and who was not
directly involved in service delivery or rehabilitation activities. (The three-month cutoff
was selected to ensure participants have sufficient exposure to the rehabilitation process to
provide meaningful insights into acceptability and implementation experience.)

3.5 Sample Size Calculation

3.5.1 Quantitative component

Census sampling was applied to include all eligible participants across the seven selected community
clinics. The anticipated total sample size was 26-35, comprising approximately 21-28 service

providers (typically three to four per clinic) and five to seven JAMUNA implementation staff.

Census sampling was considered appropriate because the total eligible population was small and
bounded within the selected sites. Inclusion of all participants minimized selection bias and ensured
the capture of the full range of implementation experiences. In early-stage implementation research,
smaller samples are methodologically acceptable when the emphasis is on contextual understanding
rather than population-level inference (Eldridge et al., 2016).

3.5.2 Qualitative component

An initial target of 10-14 Key Informant Interviews (KIIs) was set, with provision to extend data
collection if required to reach thematic saturation within the predefined framework domains. This
approach is consistent with the “information power” concept mentioned by Malterud et al. (2016),
which emphasizes that the number of required participants depends on the specificity of the study

aim, the richness of the data, and the depth of analysis rather than a fixed sample size threshold.
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3.6 Sampling Technique

3.6.1 Quantitative component

Census sampling was applied to include all eligible service providers and JAMUNA implementation
staff across the seven selected community clinics. All eligible participants of all genders were

included to ensure equity and non-discrimination.
3.6.2 Qualitative component

Participants selection for the Key Informant Interviews was done through purposive sampling.
Individuals with direct involvement in JAMUNA-supported CC rehabilitation or service delivery
were selected to ensure that interview data were contextually grounded and information-rich.
Purposive selection targeted participants who could speak meaningfully to acceptability experiences

and implementation realities across diverse roles and engagement levels.
3.7 Variables

3.7.1 Dependent Variables

The primary outcome of interest for the quantitative component was the perceived acceptability of
JAMUNA-supported community clinic rehabilitation, measured using the four-item Acceptability
of Intervention Measure (AIM) (Weiner et al., 2017). The AIM total score, ranging from 4 to 20,

served as the primary dependent variable.
3.7.2 Independent Variables

For quantitative studies, the following independent variables were examined in relation to AIM

scores:
e Participant type (service provider or JAMUNA implementation staff)
e Years of work experience (up to 6 years or more than 6 years)

e Type of rehabilitation at the associated community clinic (complete, partial, or both)
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e Community clinic (one of the seven study sites)

For the qualitative component, the main domains of inquiry were guided by the domains of
Theoretical Framework of Acceptability (TFA) and the updated Consolidated Framework for

Implementation Research (CFIR).

Acceptability of CC

rehabilitation Dependent AIM score (sum of 4 items, range 4-20)
. Service provider / JAMUNA
Participant type Independent . .
ICIpanttyp P implementation staff
Years of experience Independent Up to 6 years / More than 6 years
Type of rehabilitation Independent Complete / Partial / Both
Community clinic Independent One of seven CCs in Bogura or Sirajganj
TEA domains _ Affect!ve attitude, burden, ethl_callty,
Exploratory intervention coherence, opportunity costs,

(qualitative) perceived effectiveness, self-efficacy

Innovation, outer setting, inner setting,
Exploratory individual characteristics, implementation
process

CFIR domains
(qualitative)

AIM = Acceptability of Intervention Measure; TFA = Theoretical Framework of Acceptability; CFIR = Consolidated

Framework for Implementation Research; CC = Community Clinic.
3.7.3 Operational Definitions

Community clinic Rehabilitation: JAMUNA-supported interventions to restore and strengthen
community clinic infrastructure for climate resilience include complete rehabilitation through
construction of new clinics in locations where existing facilities were washed away by floods, and
partial rehabilitation through upgrading and strengthening existing clinics with climate-resilient

structural, WASH, and design improvements to ensure continuity of primary health care services.
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Acceptability: The extent to which JAMUNA-supported community clinic rehabilitation is
perceived by service providers and implementation staff as agreeable, appropriate, and satisfactory

based on their cognitive and emotional responses to the intervention.

3.8 Data Collection

3.8.1 Data Collection Tools
3.8.1.1 Quantitative tool

Acceptability of Intervention Measure (AIM): Quantitative data was collected using the AIM, a
validated four-item implementation outcome measure developed by Weiner et al. (2017). Each item
was rated on a five-point Likert scale ranging from 1 (Completely Disagree) to 5 (Completely
Agree). Items were adapted to the study context by specifying the JAMUNA-supported CC
rehabilitation as the target intervention. The four AIM items used in this study are presented in Table
3.2.

Table 3.2: AIM items used in the quantitative survey

AIM Code Statement

AIM 1 The JAMUNA-supported CC rehabilitation is appealing to me.
AIM 2 | like the JAMUNA-supported CC rehabilitation.

AIM 3 The JAMUNA-supported CC rehabilitation seems suitable for our setting.
AIM 4 | welcome the JAMUNA-supported CC rehabilitation.

AIM = Acceptability of Intervention Measure. Items adapted from Weiner et al. (2017) to reflect the study context.

Each AIM item was scored from 1 to 5. An overall AIM score was calculated as the sum of the four

items (range: 4-20). The response scale is presented in Table 3.3.
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Score Response
1 Completely Disagree
2 Disagree
3 Neutral
4 Agree
5 Completely Agree

3.8.1.2 Qualitative tool

Key Informant Interview (KI1) Guide: Qualitative data were collected using a semi-structured KlI
guide developed specifically for this study. The guide was structured around two analytical
frameworks: (i) the seven domains of the Theoretical Framework of Acceptability (TFA) and (ii) the
five domains of the updated Consolidated Framework for Implementation Research (CFIR).
Separate interview guides were developed for service providers and JAMUNA implementation staff

to reflect their distinct roles and perspectives.
3.8.2 Pretesting

Both data collection tools were reviewed by the academic supervisor and co-supervisor prior to data
collection. The AIM questionnaire was reviewed for clarity and contextual appropriateness in the
local context. The KII guide was reviewed to ensure adequate domain coverage, logical question
flow, and alignment with the study objectives. Refinements were made based on reviewer feedback
before finalizing the tools for field use. A formal field pretest was not conducted given the small
study population and time constraints; however, the first two Klls were reviewed by the research
team to assess the adequacy of probe questions and to identify any gaps in coverage before

proceeding with the remaining interviews.
3.8.3 Data Collection Procedure
3.8.3.1 Quantitative data collection

Quantitative data were collected using a self-administered, paper-based questionnaire distributed at

the respective community clinic premises. Considering the time constraints of service providers
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during working hours, questionnaires were distributed and collected at a scheduled time agreed with
participants in advance. JAMUNA implementation staff completed the questionnaire at the
JAMUNA project field office.

3.8.3.2 Qualitative data collection

Key Informant Interviews were conducted at two primary locations. Interviews with service
providers were conducted at the respective community clinic premises, allowing participants to
reflect on their rehabilitation experiences within their routine working environment. Interviews with
JAMUNA implementation staff were conducted at the JAMUNA project field office, a setting
appropriate for discussing planning, coordination, supervision, and implementation processes. All
interviews were conducted in Bengali by the principal investigator, audio-recorded with participants’
consent. To capture contextual observations and non-verbal cues, field notes were taken during and

after each interview.
3.9 Data Management and Quality Assurance

3.9.1 Quantitative data

Completed questionnaires were reviewed for consistency and completeness at the point of collection.
Data were entered into a structured dataset using KoBoToolbox and exported to Stata (version 17)
for analysis. Data cleaning procedures included checking for out-of-range values, duplicate entries,
and inconsistencies. No imputation was performed for missing values; missing data were reported

transparently.
3.9.2 Qualitative data

Audio recordings were transcribed verbatim in Bengali by the principal investigator and
subsequently translated into English. Transcripts were anonymized by replacing participant names
with unique identification codes (e.g., KIl_1 through KIl_12). No personal identifying information
was retained in the transcripts. All data files were stored in password-protected folders accessible
only to the research team. To ensure analytical rigour, a random sample of transcripts was reviewed

by the supervisor to verify transcription accuracy and coding consistency.
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3.10 Data Analysis

3.10.1 Quantitative Analysis

Quantitative data were analyzed using Stata version 17. Descriptive statistics were computed for
each AIM item, including mean scores, standard deviations (SD), and the proportion of respondents
expressing agreement (rating of 4 or 5 on the five-point Likert scale). The overall AIM score was
calculated as the sum of the four items (range: 4-20). Following the interpretive thresholds applied
by Tan et al. (2025), total AIM scores were categorized as high acceptability (>16), moderate
acceptability (12-15), or low acceptability (<11).

AIM scores were compared across the following subgroups using descriptive statistics:
e Participant type: service providers versus JAMUNA implementation staff
e Community clinic: across the seven study sites
e Years of experience: up to 6 years versus more than 6 years
e Type of rehabilitation: complete versus partial

All comparisons were descriptive and exploratory in nature and were not intended for inferential or
hypothesis-testing purposes, given the small census sample and the early-stage implementation
research context. Findings were interpreted cautiously as descriptive trends to inform program

refinement.
3.10.2 Qualitative Analysis

Quialitative data from the Key Informant Interviews were analyzed using the Framework Analysis
Method (Creswell, 2014), a structured approach well-suited to theory-driven qualitative inquiry.
Framework analysis was conducted in five stages: familiarization, identification of a thematic

framework, indexing, charting, and mapping and interpretation.

An analytical coding framework was developed a priori based on the seven domains of the

Theoretical Framework of Acceptability (TFA) and the five domains of the updated Consolidated
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Framework for Implementation Research (CFIR). All interview transcripts were systematically
coded against this framework. Codes that were relatively related were merged into categories and
subsequently organized into a data display matrix. This matrix aided cross-case comparison and
identification of patterns. Following the flow of information in emerged patterns, themes were

developed under each domain of the framework. Finally, acceptability perceptions were interpreted.

Barriers and facilitators influencing implementation were organized under the relevant CFIR
domains and summarized in a barrier—facilitator matrix. Thematic saturation was assessed within

each framework domain rather than across the dataset, consistent with framework analysis practice.
3.10.3 Integration of Findings

Quantitative and qualitative findings were integrated at the interpretation stage using a convergent
mixed-method approach. AIM scores provided a structured quantitative assessment of the level of
acceptability, while qualitative findings explained the how and why underlying these perceptions

within their implementation context.

Both the TFA and CFIR guided the integration process. TFA-informed qualitative findings were
examined for convergence or divergence with corresponding quantitative acceptability scores.
CFIR-informed findings were used to situate acceptability perceptions within the broader
organizational, environmental, and process-related implementation context. Where findings across
the two components converged, credibility of results was strengthened. Where divergence occurred,
such as high AIM scores alongside qualitative reports of implementation challenges, the following

interpretive steps were applied:

e Contextual explanations were sought using CFIR domains.
e As apossible explanation, social desirability bias was considered.

e Divergence was considered as a meaningful insight into broader implementation contexts.
3.11 Ethical Considerations

Ethical approval for this study was obtained from the Institutional Review Board (IRB) of the James
P. Grant School of Public Health (JPGSPH), BRAC University, Dhaka, Bangladesh [IRB Approval
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Reference: MPH-2025-013, Date: 22 February 2026]. Administrative permission was obtained from

the JAMUNA project management prior to the commencement of data collection.

Written informed consent was obtained from each participant before data collection. Participants
were clearly informed of the study purpose, procedures, potential risks and benefits, and their right
to withdraw at any time. For the quantitative component, participants could withdraw without
consequence by returning the blank or incomplete questionnaire. For the qualitative component,
participants were informed that they could withdraw their data within 24 hours of the interview by
contacting the research team, as no transcription would be completed within that timeframe. If a
participant notified the team within 24 hours, transcription would be discontinued and the audio file
deleted. Once transcripts were integrated into thematic analysis, expected after 24 hours and within

seven days of data collection, individual data could no longer be identified for removal.

The study was conducted through maintaining strict confidentiality and anonymity all throughout.
Interview transcripts were anonymized using unique participant identification codes, and no personal
identifying information was retained in any data file. All data were stored in password-protected
folders accessible only to the research team. Quantitative questionnaires were stored securely and
destroyed after data entry.

Participation was ensured to be completely voluntary and without incentive. Participants were
assured that refusal or withdrawal would have no bearing on their employment, their relationship
with the JAMUNA project, or their professional responsibilities. The study involved no experimental
procedures, clinical interventions, or deception. The risk of harm to participants was assessed as

minimal.

Use of artificial intelligence tools in preparing this study was limited to literature searching and
translation support. No identifiable participant data was uploaded to any Al platform, Al was not
used for data analysis, and all transcripts were anonymized prior to any digital processing, in

accordance with the JPGSPH academic integrity guidelines.
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Chapter 4: Results

This chapter presents the quantitative findings on the perceived acceptability and contextual factors
influencing the implementation of the JAMUNA project-supported climate-resilient community

clinic rehabilitation intervention in Bagura and Sirajganj, followed by qualitative ones.
4 .1 Quantitative Findings

4.1.1 Participant Profiles

A total of 25 participants were enrolled in the quantitative component of the study through census
sampling across seven rehabilitated community clinics under the JAMUNA project across the two
locations (presented in Table 4.1). The majority of participants were service providers (n=18, 72%),
comprising CHCPs, HAs, FWAs, Hls, and AHIs. The remaining participants, who were the
JAMUNA implementation staff, accounted for 28.0% of participants (n=7), including a field officer,
a program officer, a project coordinator, and a senior finance and admin officer. While all the
implementation staff were involved with both types of rehabilitations, service providers’ association
was divided into partially rehabilitated and completely rehabilitated clinics, which are 56% and 16%
of all participants respectively.

Participant characteristics are presented in Table 4.1.

Table 4.1: Socio-demographic and contextual characteristics of participants (n=25)

Characteristic Category

Service Providers 18 72.0
Frontline health workers (CHCP) 7 28.0
Community-level workers (HA, FWA) 8 32.0

Participant Type Monitoring & inspection staff (HI,
AHI) 3 12.0
JAMUNA Implementation Staff 7 28.0
Field-level staff (Field Officers) 4 16.0
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Program-level staff (Program
Officer, Project Coordinator, Sr. 3 12.0
Finance & Admin Officer)

Years of Experience Less than 1 year 1 4.0

1-3 years 2 8.0

4-6 years 1 4.0

More than 6 years 21 84.0

Type of Rehabilitation Complete 4 16.0
Partial 14 56.0

Both 7 28.0
Total 25 100.0

CHCP = Community Health Care Provider; HA = Health Assistant; FWA = Family Welfare Assistant; HI = Health
Inspector; AHI = Assistant Health Inspector. Rehabilitation type reflects the classification of the community clinic at
which the participant was based. Sub-categories shown in italics with indentation under each participant type.

Percentages are calculated out of total n=25.

4.1.2 Overall Acceptability of JAMUNA-Supported Community Clinic Rehabilitation

Acceptability was assessed using the four-item Acceptability of Intervention Measure (AlIM). Each
item was rated on a five-point Likert scale ranging from 1 = Completely disagree to 5 =
Completely agree. The total AIM score was calculated by summing the four items, yielding a

possible score range of 4 to 20.

The overall mean AIM score was 19.48 (SD=1.33) out of 20, indicating very high perceived
acceptability of the rehabilitation intervention. All four AIM items recorded high mean scores,
ranging from 4.84 to 4.88 on a five-point scale. All 25 participants either agreed or strongly agreed
with each item, indicating that 100.0% perceived the intervention as appealing, liked it, found it
suitable for the setting, and welcomed it.

The response categories “Agree” and “Strongly agree” were combined to summarize the

proportion of participants expressing a positive acceptability response. This approach was used
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because both categories indicate agreement with the AIM statements and combining them provides

a clearer descriptive picture of overall positive perception in a small census-based sample.

Following the interpretive thresholds applied in recent implementation research, total AIM scores
were categorized as low acceptability (<11), moderate acceptability (12—15), and high
acceptability (>16). All participants in this study fell within the high acceptability category.
Therefore, the acceptability category distribution is described narratively rather than presented as a

separate table, as there was no variation across categories.
4.1.3 Descriptive Comparison of AIM Scores

AIM scores were compared descriptively by participant type, community clinic, years of experience,
and rehabilitation exposure. Considering the small sample size and census-based design of the study,
all comparisons are exploratory and intended to identify descriptive patterns rather than test

statistical differences.
4.1.3.1 AIM Scores by Participant Type

Table 4.2: Item-wise and overall AIM scores by participant type

JAMUNA Implementation

Service Providers (n=18)

AIM Item Staff (n=7)
Mean ‘ SD | Mean SD
AIM 1 — Appealing 4.89 0.32 4.86 0.38
AIM 2 — Like 4.89 0.32 4.71 0.49
AIM 3 — Suitable 4.89 0.32 4.86 0.38
AIM 4 — Welcome 4.89 0.32 4.86 0.38
Overall AIM Score 19.56 1.29 19.29 1.50

SD = Standard Deviation.

Table 4.2 presents item-wise and overall AIM scores stratified by participant type. Service providers
reported a slightly higher mean overall AIM score (19.56, SD=1.29) compared to JAMUNA
implementation staff (19.29, SD=1.50). At the item level, AIM 2 (“I like the rehabilitation”) showed
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the most notable descriptive difference, with implementation staff recording a lower mean (4.71,
SD=0.49) compared to service providers (4.89, SD=0.32). Scores on AIM 1, AIM 3, and AIM 4
were comparable across both groups. Overall, both participant types demonstrated high
acceptability, with mean scores well above the high-acceptability threshold of 16.

4.1.3.2 AIM Scores by Community Clinic, Grouped by Rehabilitation Status

Table 4.3 presents overall AIM scores by community clinic, grouped according to rehabilitation
status. This grouping allows clinic-level acceptability scores to be interpreted in relation to
whether the clinic received complete or partial rehabilitation.

Among the completely rehabilitated clinics, Kowakola recorded the maximum possible mean AIM
score of 20.00, while Pakuria recorded a mean score of 19.75. Among partially rehabilitated
clinics, Nouda Telkopi and Char Katenga recorded the maximum possible mean AIM score of
20.00. Tengra Kura, Pachil, and Char Brammangati recorded slightly lower mean scores, ranging
from 19.00 to 19.20. Overall, acceptability remained consistently high across both completely and

partially rehabilitated community clinics.

Table 4.3: Item-wise and overall AIM scores by community clinic and rehabilitation status

Rehabilitation Status Community Clinic OVERaIRAIM

Pakuria 19.75 0.50 4
Complete Rehabilitation

Kowakola 20.00 0.00 3
Pachil 19.00 2.00 4
Tengra Kura 19.20 1.79 5)
Partial Rehabilitation Nouda Telkopi 20.00 0.00 3
Char Brammangati 19.00 2.00 4
Char Katenga 20.00 0.00 2
Overall 19.48 1.33 25

SD = Standard Deviation. All clinics fall within the high acceptability category (score >16).
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4.1.3.3 AIM Scores by Years of Experience

Table 4.4 presents item-wise and overall AIM scores stratified by years of work experience,
categorized as up to six years (n=4) and more than six years (n=21). Participants with up to six years
of experience recorded a perfect mean overall AIM score of 20.00 (SD=0.00), with unanimous
highest-level agreement on all four items. Participants with more than six years of experience
recorded a slightly lower mean overall score (19.38, SD=1.43), with marginally more variability

across items.

However, because the two groups were highly unequal in size, the observed difference may not
reflect a meaningful pattern and may partly reflect the small number of less-experienced participants.
Despite this limitation, both groups demonstrated high acceptability, with mean scores well above

the high acceptability threshold.

Table 4.4: Item-wise and overall AIM scores by years of experience

AIM Item up t?ni;;ears More than 6 Years (n=21)
Mean SD Mean SD

AIM 1 — Appealing 5.00 0.00 4.86 0.36
AIM 2 — Like 5.00 0.00 4.81 0.40
AIM 3 — Suitable 5.00 0.00 4.86 0.36
AIM 4 — Welcome 5.00 0.00 4.86 0.36
Overall AIM Score 20.00 0.00 19.38 1.43

SD = Standard Deviation. Experience categories: “Up to 6 years” includes participants with less than 1 year, 1-3

years, and 4—6 years of experience (n=4),; “More than 6 years” includes participants with over 6 years of experience

(n=21).
4.1.3.4 AIM Scores by Participant type and Rehabilitation exposure

Table 4.5 presents overall AIM scores by participant type and rehabilitation exposure. This table
combines two important dimensions: whether the participant was a service provider or
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implementation staff, and whether their exposure was to complete, partial, or both types of

rehabilitation.

Among service providers, those affiliated with completely rehabilitated clinics recorded a mean
AIM score of 19.86 (SD=0.38), while those affiliated with partially rehabilitated clinics recorded a
mean score of 19.25 (SD=1.75). JAMUNA implementation staff, all of whom were involved with
both complete and partial rehabilitation activities, recorded a mean score of 19.29 (SD=1.50). All

groups remained within the high acceptability category.

Table 4.5: Item-wise and overall AIM scores by participant type and rehabilitation exposure

Participant type Rehabilitation exposure

. . Complete rehabilitation 7 19.86 0.38
Service provider
Partial rehabilitation 11 19.25 1.75
JAMUNA implementation Both:
. e - 7 19.2 1.

staff Complete and Partial rehabilitation 9.29 S0
Overall 25 19.48 1.33

SD = Standard Deviation. All groups fall within the high acceptability category (score >16).
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4.2: Qualitative Findings

4.2.1 Theoretical Framework of Acceptability (TFA)
4.2.1.1 Affective Attitude
Theme 1: Strong Positive Perception

Participants expressed strong satisfaction regarding the rehabilitation. They described it as improved
and more beneficial for ensuring service delivery, compared to the previous one. Especially, the
service providers were overjoyed that it had exceeded their prior expectations. Aesthetically pleasing
infrastructure, well-designed to serve purpose, shaped the consistent positive perception among the
providers.

"Regarding my personal feelings, as | said at the beginning, Alhamdulillah, I have
received somewhat more than I asked for. I think it exceeded my expectations a bit...
overall, this Jamuna project is the most beautiful and the best project that | have ever
worked on. (CHCP, KI1_8, Partial Rehabilitation)"

Both the providers and implementors mentioned that relationships between them were
nurtured and valued consistently. Strong responsiveness from implementing side, continuous
communication and engagement throughout the implementation and even after project

completion, have contributed to providers’ strong satisfaction with the intervention.

"My personal feeling is that it is very positive because the work was completed
quickly... they haven't abandoned me just because the renovation is finished; they
still invite me to the training sessions and meetings, talk to me, and drop by to check
on me... | truly appreciate that they keep in touch even after their work is done.
(CHCP, KII_6, Partial Rehabilitation)"

"We coordinate with everyone... no single decision is made here without involving
everyone... this shared process builds trust and satisfaction among all stakeholders.

(Project officer, KII_12)"
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Theme 2: Renewed Motivation

Participants, especially the service providers, expressed that their enthusiasm has been enhanced by
the improved working environment. They feel more motivated than before to provide services in a
safer environment and organised manner. Infrastructure upgrades were perceived as a great

enhancement of their daily performance and active engagement to their assigned roles.

"Because they coordinated with us... a drive to properly fulfill our roles and
responsibilities comes up. | will definitely say that our speed of work has increased
even more. (CHCP, KII_4)"

"The enthusiasm for work has increased... earlier it was difficult, but now the
environment is better, and | feel encouraged to continue my work more actively.
(CHCP, KII_8)"

4.2.1.2 Burden
Theme 1: Reduced Safety Burden

The rehabilitation intervention has reduced the physical burden of maintaining the clinic. Previously,
the dilapidated and unsafe infrastructure with frequent pest infestations and consistently falling
debris from the damp wall required frequent cleaning. Participants reported incidents of falling
plasters on patients and providers, which made their daily work risky. The scenario reversed after
renovation. Post-rehabilitation status brought about safer facilities and less time consumption for

maintenance.

"The CC infrastructure was very fragile back then, like plaster was coming off often
and falling all over the place. Once a part of the ceiling fell on me and | got very
scared... We used to deliver services under terror all the time. (CHCP, KII 2, Partial
Rehabilitation)"

"When it was unclean and risky, parts used to fall off, so | had to clean it repeatedly.
Now, if I come and sweep it once, it lasts until the next day It even happened one day

that the roof crumbled and fell while a pregnant patient was here; the roof debris fell
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right between the patient and me. Now those risks are no longer there, Alhamdulillah.
(CHCP, KII_8, Partial Rehabilitation)"

Theme 2: Increased Service Demand

The rehabilitation initiative has significantly increased patients’ attendance, compared to the prior
renovation stage. As more patients have begun utilizing the upgraded facilities, the workload has

also increased rapidly.

"After my Community Clinic was newly established and relocated, the number of
patients here has increased, the scope of my work has increased... the scope of my
medical services has increased, the number of patients has increased, and it's a good
thing. (CHCP, KIll_3, Complete Rehabilitation)"

4.2.1.3 Ethicality
Theme 1: Dignified Care

The rehabilitation was perceived to ensure the proper dignity of care by establishing a more
organized, cleaner and safer environment. According to them, specific features, such as designated
breastfeeding corners, provision for privacy with curtains, gender-specific washrooms, etc., played
significant roles in improving maternal and reproductive health services. Both the service providers
and implementation staff mentioned that patients also appreciate the greater respectful treatment

within the improved space.

"Undoubtedly, the health component service we are providing in our Jamuna project
is undoubtedly increasing human dignity; the person providing the service is also
providing the service in a good, joyful environment, and the person coming to receive
the service is also getting the service in a joyful environment with dignity. (Project
officer, KIl_12)"

“Obviously, the changes made are respectful for the patients. Now when patients
come to this new CC, they can use washroom facilities with more convenience as

previously there were no arrangements for water but now water is available for use.’

(HA, KI11_1, Partial Rehabilitation)
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Theme 2: Incomplete Inclusivity

Although some improvements have been made, there are still gaps that remain, which hinders full
inclusivity. Many clinics, especially the partially rehabilitated ones, lacked gender specific
washroom facilities, disability access etc., which limits equitable access to all walks of population.

"Actually, there are not enough facilities for maintaining privacy for women. Also,
there is no breastfeeding corner at the CC. Regarding ensuring accessibility to
disabled persons, unfortunately we don't have anything. Furthermore, we don't have
separate toilets for men and women. (HA, KII_1, Partial Rehabilitation)"

"No, until now, regarding the issue of physically challenged or disabled persons at
my community clinic here, there is nothing like that yet for their movement. (CHCP,
KIl_6, Partial Rehabilitation)"

4.2.1.4 Intervention Coherence
Theme 1: Clarity in understanding

Participants were found to have a clear understanding of the purpose of the intervention. They were
aware of the core goal of service continuity during extreme climate events. They were informed
about the project via seminars, meetings, and field engagement. Regular and structured interaction
with implementing partners also played a major role in strengthening their knowledge and

awareness.

"Yes, we were informed about this at various seminars at the upazila level that it is
possible to provide services from here even during disaster times... within a short

time, we can relocate this community clinic to another place... they have given us

this idea. (CHCP, KIl_3, Complete Rehabilitation)"

“Our specialty is that we prioritize the stakeholders and work in tandem with their
opinions. Many organizations might come in without coordinating with any
stakeholders. However, the distinct flavor of our Jamuna Project is that we actively

engage with all. We explained every aspect clearly during meetings with the
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community, CG (Community Group), and disaster management committee. So,

everyone understands the purpose.”. (Field officer, KII 11)
Theme 2: Professional Fit

Service providers mentioned that the intervention was well-aligned with their professional
responsibilities. They consistently mentioned that the changes brought about by the rehabilitation

initiative made their routine work smoother.

"There is nothing that goes against my duties. The changes made our responsibilities
to perform more effectively. (CHCP, Kll_2, Partial Rehabilitation)"

4.2.1.5 Opportunity Costs
Theme 1: Service Continuity and Minimal disruption

Service delivery was maintained throughout the renovation period. Service providers from
completely rehabilitated CCs mentioned that while new structure was being built, they were
continuing the service at the existing temporary place. The partial rehabilitation works were also
conducted gradually section by section so that service delivery could be continued with minimal
disruption.

"Services were still provided. Since we have two rooms, they initially seated us
outside. First, | vacated one room, and while they worked on that room, | provided
services here. Then when they worked on this room, | moved to the other room. We
did it, one by one, in this way. (CHCP, KIlI_8, Partial Rehabilitation)"

4.2.1.6 Perceived Effectiveness
Theme 1: Improved Service Environment

Rehabilitation significantly improved the perceived quality of healthcare services. All the
participants, especially the service providers, mentioned improvements in inner arrangements of

CCs with better cleanliness as well as overall functionality. These betterments resulted in better
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provider performance, easier maintenance, smooth workflow, reduced waiting times and eventually

enhanced patient experience.

"Due to my new clinic, the quality of my service has improved overall... I can gather
ten or twenty patients in one place and provide healthcare services, | can provide
services to the disabled properly... the quality of work has improved, and the quality

of my service has also increased. (CHCP, KII_3, Complete Rehabilitation)"

"Waiting time for the patients has reduced now and providing regular services has
become better than before. Also, maintaining the cleanliness of the clinic has
improved compared to before. (CHCP, KlI_8, Partial Rehabilitation)"

Theme 2: Long-Term Benefit

Participants believed that the improvements would yield lasting benefits for service delivery. The
strengthened physical infrastructure and improved organizational functioning were seen as

contributing to long-term clinic sustainability.

"I would say that the community clinic is definitely sustainable and strong...
additionally the infrastructure renovations we have proposed, if those are done, it
will be more durable and of standard quality, and | believe we will be able to provide

sustainable, uninterrupted service. (CHCP, KlI_4, Partial Rehabilitation)"
4.2.1.7 Self-Efficacy
Theme 1: Perceived low Confidence in service provision

Most service providers expressed strong confidence in delivering routine healthcare in the
rehabilitated clinics. The improved physical environment, better arrangements and safer workspace
appeared to strengthen their sense of professional competence. Unfortunately, this confidence was
not uniform across all situations. Especially during disasters or extreme weather events, providers
from partially rehabilitated CCs mentioned reduced confidence due to existing structural gaps and

accessibility issues, despite rehabilitation.
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"I feel fully confident providing service in normal time, but I am not confident about
continuing services during floods or heavy rainfall now, rather | feel helpless that |
can't provide the required services. We are benefited by the changes made by the
rehabilitation initiative but it’s still not climate resilient because the chance of water
logging or floods still remains which is the biggest hindrance to continued service

delivery at extreme climate events (CHCP, KII_2, Partial Rehabilitation)"

Service providers mentioned their capacity to continue service under any situations, drawing the
example of managing previous crises, such as floods and COVID-19 pandemic. Despite strong
commitment, provider confidence is often affected by systemic constraints, such as shortage of
manpower and logistics. This evidence indicates that self-efficacy is not determined by infrastructure

alone.

"Adequate training and logistics are necessary for better service delivery. It would
be great if we had a facility for normal delivery with trained personnel. A trained
midwife would be a great addition. (HA, KII_1, Partial Rehabilitation)"

4.2.2 Consolidated Framework for Implementation Research (CFIR)

The CFIR was applied to identify factors at multiple levels that influenced the implementation of
the JAMUNA project’s clinic rehabilitation. Findings are organized across five CFIR domains:

Innovation, Outer Setting, Inner Setting, Individual Characteristics, and Implementation Process.
4.2.2.1 Innovation
Flexible Design

The rehabilitation design was perceived as highly suitable for char and climate-vulnerable settings
due to its portability, flexibility, and disaster-responsive features such as raised plinths and
relocatable structures. This alignment with local environmental realities enhanced the feasibility,

usability, and continuity of the intervention.

“The quality of the work is quite good. Their initiative is truly commendable. Building

a clinic in a char area. Since this is a riverine area, floods can occur anytime. | can
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dismantle this and move it to another place. This is an advantage. (CHCP, KII_5,

Complete Rehabilitation)”

“We made a portable design. This entire structure can be disassembled and
relocated. For this reason, since the char is a temporary landmass prone to river

erosion, I believe this structure is vastly superior. (Field officer, KII 11)”
Design Gap in Flood Protection

Although the design of the intervention was appreciated for improved aesthetics and better working
conditions, service providers from partially rehabilitated CCs felt that this upgradation is not enough
to withstand climate risks. They mentioned a limitation of the design: it fails to address structural
vulnerabilities, such as the CC still being low-lying. The design for partial rehabilitation didn’t
include raising the level of CCs. Therefore, during floods, the partially rehabilitated CCs will be

going underwater, which will eventually limit the effectiveness during extreme climate events.

“Actually, we are benefiting from the changes made by the rehabilitation initiative,
but it’s still not climate resilient because the chance of waterlogging or floods
remains, which is the biggest hindrance to continued service delivery in extreme
climate events. (CHCP, KII 1, Partial Rehabilitation)”

4.2.2.2 Quter Setting
Perceived Community Ownership

Strong community trust and their active engagement in the rehabilitation process resulted in local
ownership and contributed to increased service utilization. Community members’ active
participation in the implementation process voluntarily, such as guarding supplies and providing

suggestions, reflects strong ownership of the intervention outcomes.

“In fact, people cooperated with us even more. When the work was being executed
by local contractors, the local community came forward to assist. Many helped guard
the materials and pointed out things like, “Brother, if you repair this specific spot a
bit more, it would be even better.” In that regard, there was strong community
participation. (Field officer, KII 11)”
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Environmental Barriers

Persistent environmental challenges; including seasonal flood, river erosion, geographic remoteness,
and transportation barriers; were mentioned as the most critical implementation barrier. These
factors restricted physical access to services and threatened continuity of care, particularly during

climate events.

“Service accessibility during floods is very difficult as this whole area, including the
CC premises, goes underwater. Boats are not easily available, and transport cost is
high, which makes it difficult for people to reach the CC. (CHCP, KlI_2, Partial

Rehabilitation)”
4.2.2.3 Inner Setting
Improved Infrastructure, improved quality

As per the participants, rehabilitation improved the physical environment of clinics, creating cleaner,
safer, and more functional spaces. These improvements, in their perception, enhanced patient

comfort, provider efficiency, and the overall quality of service delivery.

“There is some space in the front, a beautiful area where people can plant various
fruit trees, and there is ample space to conduct meetings. A seating arrangement has
been established there so that at least health services can be provided. We installed

formal complaint boxes so that any grievances could be officially reported. (Field

officer, KII 11)”
Strengthened Coordination

Improved coordination among community groups (CG), implementing partners, and government
actors strengthened accountability, and day-to-day functioning. Regular engagement facilitated

trust-building among the stakeholders and enhanced the overall implementation environment.

“In the presence of the Red Crescent, I can form the Community Group. And the

supervision they are providing, along with everyone else, and the committees they
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have in different areas are helping us bring in patients. (CHCP, KII_5, Complete
Rehabilitation)”

Resource Constraints for long-term success

The community demand for services; such as physician consultations, delivery care, and a wider
range of medicines; exceeded the existing capacity of community clinics. Concurrently, shortages
of manpower, medicines, equipment, and weak maintenance systems restricted the service delivery

and raised concerns about long-term sustainability.

“We need some medical equipment. The motor of the water pump is not functioning
here. We wish for some infrastructure upgrade, like raising the height of the facility
to save it from being flooded, and we need some equipment to make service delivery
more efficient. Staff here are already trained in CSBA (Community Skilled Birth
Attendant) to conduct normal delivery, but we lack essential instruments. (CHCP,
KII 2, Partial Rehabilitation)”

4.2.2.4 Individual Characteristics
Provider Commitment

Service providers demonstrated strong personal commitment and resilience, frequently continuing
to deliver services under challenging and disaster-prone conditions. This dedication was a consistent

facilitator across implementation settings and adverse environmental context.

“I provided services amidst those hardships. It was difficult, but I still provided the
services. (CHCP, KII 8, Partial Rehabilitation)”

Experience-Based Capacity

Both providers and implementers mentioned that their knowledge and prior experience have
equipped them to navigate climate-related challenges and operational demands effectively. While
implementation staff mentioned that their long-term familiarity with char environments facilitated
smoother implementation and timely project completion, providers also expressed confidence in

tackling potential adverse events due to their long exposure to this context.
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“The staff working on the Jamuna Project have been with us for 5 to 10 years through
previous projects. They are very experienced and already have a clear understanding

of climate-resilient infrastructure. (Project coordinator, KII 10)”

“I have been working here since 2001. I am very familiar with the potential
adversities we could face here. My long service experience has shaped my confidence
and made me more efficient at my role. (CHCP, KII 7, Partial Rehabilitation)”

Training Gaps

Limited training opportunities, high workloads, and exposure to risk during disasters reduced some
providers’ capacity to maintain consistent and quality service delivery. Need for additional training
and capacity building for the service providers was frequently mentioned by both providers and

implementers.

“I haven't received training until now, but if training is given to me, I think my
experience will increase, and from all aspects. (CHCP, KIl_3, Complete

Rehabilitation)”

“For the existing manpower, the government service providers, if some training can
be arranged for them, I think their skills will increase further; the more their skills
increase. (Program officer, KII 12)”

4.2.2.5 Implementation Process
Structured and Participatory Planning

Implementors mentioned the implementation process followed a community-led approach. Strong
community engagement and participatory decision-making resulted in reduced potential resistance,
easier acceptance of the intervention within the community, and enhanced local ownership, making
members perceive the intervention as their own. Participants described the flow of the
implementation process, comprising need-based assessment, well-coordinated execution and
continuous monitoring. Systematically organized and scope of improvement at every stage

eventually ensured that the project target and local needs were met.
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“We follow a community-led approach and community mobilization. The community
takes care of it. When the work was ongoing, they helped laborers carry and plant
pillars and guarded the materials. Because it’s a community-led program, they have
no confusion about costs; the budget is open to them, and they feel they are doing the

work themselves. (Project coordinator, KII 10)”

“Red Crescent Youth (RCY): through them, we first conducted a Needs Assessment.
To find out what actual work we need to do there. Regarding the existing work, based
on the survey data we piled up, we generated a report. After generating the report,
we shared it again at Upazila. In continuation of that, we later sat with the
Community Group to discuss it. (Field officer, KII 9)”

Local Implementation Challenges

Several challenging factors resulted in delays in implementation process, such as challenges related
to land selection, logistics procurement and community-level power dynamics. Participants from
implementor side mentioned, in some instances, local landownership disputes and influential

community members resulted in delay in the site selection process.

“Land selection took time. Also, some local people in the area are powerful... there
was some difference in opinion from their side. (Field officer, KII 9)”

5.1 Summary of Key Findings

This mixed-method implementation research used a validated survey tool and two theoretical
frameworks and generated both quantitative and qualitative evidence on perceived acceptability
among service providers and implementation staff and identified contextual factors influencing
implementation of JAMUNA-supported community clinic rehabilitation in climate-vulnerable char

areas of Bangladesh.
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The quantitative findings reveal very high overall acceptability with the mean AIM score of 19.48
out of 20, which demonstrates strong positive perceptions among both categories of stakeholders.
All participants agreed or strongly agreed that the rehabilitation was appealing, suitable,
welcomed, and acceptable for their setting. Although participants associated with completely
rehabilitated clinics demonstrated slightly higher AIM scores than those from partially

rehabilitated clinics, acceptability remained high across all groups.

The qualitative findings further explained the reasons shaping this high acceptability. Across TFA
domains, participants expressed strong satisfaction regarding the rehabilitation, mentioning it as
aesthetically pleasant, structurally improved and functionally beneficial. Both the stakeholders
highlighted positivity on clear understanding of the rehabilitation purpose prior to the initiative
inauguration, also on consistent and nurtured mutual relationships throughout and even post
rehabilitation. Service providers mentioned that the intervention is professionally aligned and has
exceeded their expectations, which eventually made them more enthusiastic and motivated to
provide services, even in vulnerable environmental status. The success of the intervention for
ensuring a safer working environment with easier maintenance as well as predicted long
sustainability, and dignified care have contributed to better service delivery and increased patient

flow with enhanced community trust.

Participants mentioned that service delivery was not stopped during rehabilitation. The
implementation was carried out gradually section by section, like while one room was being
renovated, service delivery was ongoing on the other room and when the first room renovation was
done, logistics and equipment were shifted, and service was continued without interrupting the pace

of renovation works.

While complete rehabilitation was perceived as highly climate responsive, participants from
partially rehabilitated clinics reported persistent structural vulnerabilities, particularly flood risk at
the low-lying clinic premises. Access and continuity of care was reported to be restricted by
geographical vulnerability, extreme weather conditions and transportation challenges.
Additionally, participants mentioned the consistent need for sufficient human resources, logistics

and equipment.
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The CFIR findings demonstrated that implementation was facilitated by flexible and context-
suitable design, strong community ownership, strong commitment of the providers to continue
service delivery at any situation, collaborative and well-planned implementation process, involving
all stakeholders, strong co-ordination between providers and implementers and highly experienced
and contextually adapted implementing staff. However, the findings also highlighted important
implementation barriers, such as infrastructure gaps especially in partially rehabilitated design,
capacity restriction because of resource constraints and training gaps, challenges to smooth

implementation driven by local as well as environmental barriers.

Overall, the findings suggest that climate-resilient community clinic rehabilitation is highly
acceptable in climate-vulnerable settings of Bangladesh when interventions are contextually
appropriate, participatory, and responsive to local needs. However, long-term climate resilience
and sustainability require more comprehensive structural adaptation and stronger system-level

support.
5.2 Discussion of Findings

The quantitative findings of this study reveal an exceptionally high level of acceptability. This
acceptability was consistent across all levels: all seven community clinics, both rehabilitation
modalities, both participant types and both years of experience group. The slight difference of
acceptability scores across the participants type reflects the variation of acceptance of an intervention
to different stakeholders, which indicates perception can differ based on the roles and interest (Pérez
et al., 2020). Svedin et al. (2023) described acceptability of an intervention is comprehensively
shaped by the expansion, coverage and completeness; which is supportive to the higher acceptability
in completely rehabilitated clinics in comparison with partial reconstruction. Perception and
evaluation of an intervention is often shaped by the individual’s professional experience and level
of engagement and participants with longer work experience or greater exposure to field realities
may interpret the usefulness, practicality, and limitations of an intervention differently from less
experienced participants (Dunnett et al., 2025) which explains slightly lower acceptance among
participants having more than 6 years of experience, than who are performing for less than 6 years.

However, despite slight differences among different categories, all the participants fell within the

high acceptability category with no participants falling below the nearly mean point of 4. This level
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of acceptability exceeds the scores reported in similar implementation studies. Proctor et al, 2023
documented mean AIM score ranging from 16-18 in a study that evaluated the community health
worker interventions in sub-Saharan Africa, while primary health care improvement initiatives in
South Asia reported high acceptability specific to contexts where interventions were perceived as
appropriate for routine operations and responsive to local needs (Means et al., 2020). Bhui et al.
(2024) described that in resource constrained and poor geographical settings where there have been
long-standing unmet needs, even a small-scale initiative is highly appreciated. So, the near-perfect
acceptability scores in this study suggest that the JAMUNA rehabilitation initiative was appreciated
and deeply valued by the providers and implementers, considering the broader context of
environmental vulnerability, infrastructural fragility, and limited prior investment in these char
communities. However, these findings should be interpreted cautiously considering the relatively
small sample size and the unique characteristics of the intervention and study setting. Future research
involving larger samples and multiple implementation settings would help determine whether

similar levels of acceptability are observed more broadly.

The qualitative findings revealed several distinct sub-dimensions of affective attitude which shaped
the overall strong positive perception about the rehabilitation. First, the participants appreciated the
structural improvements. Service providers addressed the rehabilitated CC as aesthetically pleasing
with repaired plaster, newly painted walls, addition of signboards and nameplates. Liu and Neisch
(2024) illustrated the similar perception of importance of visually improvement by the intervention
makes it more preferred and acceptable. Secondly, they emphasized the mutual relationship between
the providers and implementers. The implementing side mentioned involving all the stakeholders
and giving equal importance while service providers agreed to the same and expressed satisfaction
for continued engagement prior, throughout and even post rehabilitation, reflecting the importance
of coordinated stakeholders’ mutuality presented by Ezeh et al., 2024. Lastly, the providers
expressed their increased motivation and enthusiasm brought about by the results of implementation.
The upgraded facility with a safer and organized working environment has enhanced their level of
engagement in the designated role as well as improvement to service delivery. This is consistent
with implementation science evidence that physical workspace quality directly influences frontline
health worker motivation and role performance (Lokotola, 2023) and suggests that infrastructure
rehabilitation in chronically under-resourced settings may generate motivational effects that extend

beyond the physical improvements themselves.
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The rehabilitation was reported to reduce physical burden of maintenance and safety concerns.
Previously the dilapidated infrastructure with frequently falling debris from the damp wall and pest
infestation resulted in discomfort for both the service providers and patients, as well as frequent and
laborious need of cleaning. Zhenjing et al. (2022) mentioned similar scenario where improvements
of working environment through structural upgrade has resulted in speed up of performance and
level of service as well. Not only the providers side, but beneficiary side has also showed significant
improvement in health-seeking tendency post rehabilitation. The transition to safer facilities with
easier maintenance, along with upgraded facilities, has acted as a driving factor for increased health

seeking attitude among the patients.

The project was perceived to be fully aligned from an ethical lens considering the provider’s
professional values. It was mentioned that health service delivery and uptake, both have been better,
more comfortable and joyful. The provider mentioned ensuring dignified care for the patients by
virtue of addition of some specific features like, provision for privacy, designated breastfeeding
corner, separate toilet facility for male and female, clean water supply, installation of a complaint
box, ramp for disability access etc. Patient friendly environment with availability of basic amenities
and inclusivity features are often appreciated by the patients (Ferreira et al., 2023). Unfortunately,

the partially rehabilitated clinics lacked some of those features, which limits complete inclusivity.

One of the most appreciating features of this rehabilitation initiative is the clear understanding of the
purpose by all the stakeholders. The core objective of the project, to make the community clinic
resilient to climate change and continue service delivery during extreme weather events, was
disseminated through seminars, meetings and field engagements. Adam (2019) studied the benefits
of clear understanding of the process by the people involved and found out that it speeds up the
completion of tasks smoothly and often within time limit. Another positive aspect consistently
mentioned was continuity of service delivery during rehabilitation. Gradual renovation activity led

to uninterrupted service, which eventually resulted in greater acceptability.

CFIR-based exploration reveals contextual factors influencing the implementation. The portability
of the design was identified as the most appreciated feature of this intervention. In char context,
installation of permanent structures is not suggestive of intelligent planning as frequent flood risks

and riverbank erosion are evidenced to destroy fixed structures. So, a flexible design which is easy
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to dismantle and relocate elsewhere, is convenient and appropriate in this context. This perceived fit
between innovation design and environmental context is a powerful facilitator of acceptability and

sustained adoption.

However, the design limitation was reported in a partially rehabilitated clinic for failing to address
structural vulnerabilities. The clinic, still low-lying, carries substantial flood risks. Service providers
from partially rehabilitated CCs raised their concerns to address this design gap to make the CC
climate resilient. Their assessment that partial rehabilitation fell short in meeting the purpose of the

intervention is a credible evaluation and an important implication for program design.

Environmental barriers remained the most critical and irreducible hindrance to implement. Frequent
floods, riverbank erosion, geographical vulnerability, accessibility issues etc. altogether were
responsible for limiting accessibility to reach CC for essential services. Despite this hardship, the
project was successful in gaining community trust and fostered community ownership. Community
people were actively involved in the implementation process; guarding the construction materials,
expressing their satisfaction. This community led approach is useful for minimizing resistance and

generating local accountability for maintenance and continued use successfully

The rehabilitation acted as a medium of advocacy to strengthen the co-ordination between the
provider side and implementor side. The inter-professional relationship and smooth co-ordination
eventually resulted in unrestricted completion of the project. These factors are crucial in climate-
vulnerable contexts, where effective coordination among stakeholders is essential for sustaining

service delivery improvements.

However, the multistakeholder engagement was thoroughly impacted by the inadequate inner
organizational readiness in terms of manpower shortage, scarcity of medicine and medical
equipment, non-functional water pump motor etc. An expectation-capacity gap was also reported in
community aspects, such as physician-level consultation, normal delivery service, and expanded
medicine supply, which are also reported outside project coverage and cannot be met within the

existing capacity.

Service providers across all seven community clinics mentioned their motivation to continue service

despite any environmental hazards, which adds significant value to implementation. This
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professional determination signals sustained service delivery. The experience-based capacity of long
years of experience from both the provider and implementer side acted as a facilitator for smooth

and timely implementation. This fact eliminates the adverse effects of staff turnover and project lag.

Though majority of the participants have long working experiences, a training gap was reported.
Along with professional competency, providers need to enhance their knowledge about managing
climate vulnerabilities at an organizational level. Road to resilience cannot be achieved solely by

infrastructure investment; a dedicated and equipped workforce is equally important.

The implementation challenges identified in this study included procurement and land selection
delays, which are not uncommon in the local context. Similar challenges have been reported by
Means et al. (2020), which demonstrates that such barriers are common in administrative processes.
Though these challenges did not affect the overall acceptability of the initiative, they had impact on
the pace of implementation. Addressing these barriers will be important for ensuring timely and

effective implementation of future climate-resilient rehabilitation initiatives.

5.3 Strengths of the Study
This study has several notable strengths.

e The mixed method study design with convergent approach allowed triangulation of
quantitative acceptability measurement with qualitative exploration, ultimately generating a
comprehensive overview.

e Globally validated tools (AIM, TFA, CFIR) were used which ensures methodological
strength and wide comparison.

e Quantitative part of the study used census sampling which reduced selection bias and
enhanced inclusivity.

e Bogura and Sirajganj: two distanced study sites were covered to enrich the data and
minimize contextual limitations.

e Explicit recording of the rehabilitation status was recorded to relate rehabilitation status

with acceptability perceptions.
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5.4 Limitations of the study
This study identifies several factors as limitations.

e Small sample size limits the statistical power of subgroup comparison.

e All quantitative comparisons are descriptive and lacks inferential conclusions

e Highly unequal group size in the years of experience comparison limits comparison
strength.

e The study was conducted at a single point in time which lacks the chance to capture any
change of acceptability perception over time.

e Both the study sites were contextually similar, which limits transfer of findings to non-char
areas.

e This study only included providers and implementers. Community perceptions were not
considered.

e The study may also be subject to social desirability bias, as participants directly involved
with the intervention may have been more likely to express favorable opinions regarding
the rehabilitation initiative. Although participants discussed both facilitators and barriers,

the possibility of overly positive responses cannot be fully excluded.

5.5 Implications for Public Health Policy and Practice

5.5.1 For Program design and scale up

The high and consistent acceptability of the JAMUNA supported community clinic rehabilitation
across all sites, participants type and rehabilitation status provides strong evidence for scaling up
of the intervention to similar char areas of Bangladesh. However, the qualitative evidence on
partial rehabilitation carries important policy aspect that, scale-up should prioritise the features
added in complete rehabilitation design for continued service delivery even during climate events.
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5.5.2 For Health Workforce Development

The finding that providers’ confidence in providing primary health care is often restricted by
scarce workforce and inadequate training; points to an urgent deployment of sufficient workforce.
Along with infrastructure upgrades, advocacy for filling up vacant positions should be emphasized.
Frequent refresher training, especially training on disaster preparedness and first aid and triage in

hazardous situations should be included to make the workforce disaster competent.
5.5.3 For Implementation Science

This study demonstrates applicability of TFA and AIM in infrastructure-based interventions
especially in LMIC setting; the context where those tools were not previously applied. This step
carries evidence that TFA and AIM have been underutilized beyond clinical and behavioral

interventions.

6.1 Conclusion

This study emphasizes the importance of integrating climate resilience into primary healthcare
infrastructure through measures that address context-sensitive climate vulnerabilities and meet
service delivery needs. The findings indicate that rehabilitation initiatives are well accepted and
effectively implemented when they address local environmental vulnerabilities along with
enhancing the regular service provision. The study also highlights that infrastructure improvements
alone are not enough; effective implementation processes, active stakeholder engagement, and
advocacy for availability of resources require attention. Overall, these insights provide valuable
evidence for future efforts to strengthen climate-resilient primary healthcare facilities in

Bangladesh and other climate-vulnerable settings.
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6.2 Recommendations

6.2.1 For JAMUNA Project and Implementing Partners

Prioritization for future rehabilitation initiatives should be given to the infrastructure

improvements that directly support the provision of quality healthcare services. Specific features of
the design, such as adequate space for service delivery, improved sanitation and hygiene facilities,
road connectivity, and climate-resilient structural features; portable, relocatable, raised-plinth
should be taken into consideration in future scale up. Along with structural advancements

advocacy for sufficient staffing, resource availability should be enhanced at CC level.
6.2.2 For Government of Bangladesh and Policy Stakeholders

Climate resilient CC rehabilitation measures should be incorporated into national community clinic
program guidelines and implement this during upgrade and new construction of CCs. Manpower

shortage and logistic requirements should be addressed for ensuring smooth primary health care.
6.2.3 For Future Research

Longitudinal follow-up studies should be conducted to assess the level of acceptability over time
(sustained or faded) and beneficiary side perspective should be captured to compare demand side
perception with provider and implementor side. Comparative effectiveness study should be

conducted to link service utilization outcomes to impacts of implementation.
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Appendix A: Data Collection Instrument

A 1 AIM based questionnaire (Bangla)
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5T QIR |

A 2 AIM based questionnaire (English)

Acceptability of Intervention Measure (AIM) based questionnaire
Section A: INTERVIEW IDENTIFICATION INFORMATION
e Study Title:
Enhancing Climate-Resilient Primary Health Care: A Mixed-Methods Implementation
Research on JAMUNA-Supported Community Clinic Rehabilitation in Bogura and
Sirajganj Districts, Bangladesh

« Participant ID:
e Community Clinic Name:

e Type of rehabilitation:
[0 Complete rehabilitation (newly constructed clinic)
[ Partial rehabilitation (upgraded existing clinic)

o Date of Interview: / /
Day Month Year

e Start Time:
« Name of Interviewer:
Section B: BACKGROUND INFORMATION

e Role of respondent

0 Community Health Care Provider (CHCP)

[0 Health Assistant (HA)
[0 Family Welfare Assistant (FWA)
0 JAMUNA implementation staff:

e Years of experience in current role

[ Less than 1 year
[] 1-3 years
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1 4-6 years
(1 More than 6 years

Interview Location:

0 Community Clinic

O JAMUNA field office

O Other:
Section C: ACCEPTABILITY OF INTERVENTION MEASURE (AIM)

Instructions to respondents:

The following statements ask about your experience and opinions regarding the JAMUNA-

supported community clinic rehabilitation.

Please read each statement carefully and indicate how much you agree or disagree.

There are no right or wrong answers. Your responses will be kept confidential.

AIM [ Statement Completely [ Disagree | Neutral | Agree | Completely
code disagree agree
AIM | The JAMUNA-supported 1 2 3 4 5
1 CC rehabilitation is
appealing to me
AIM | I like the JAMUNA- 1 2 3 4 5
2 supported CC rehabilitation.
AIM | The JAMUNA-supported 1 2 3 4 5
3 CC rehabilitation seems
suitable for our setting.
AIM | I welcome the JAMUNA- 1 2 3 4 5
4 supported CC rehabilitation
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A 3 KII guidelines: service providers (Bangla)
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oY A2 TFAET I (AT 7 A1 ARION F Mg T AN
(/157 IR (Professional responsibilities) eIt S W@W‘T‘f
N JCeT WA N BEN?

I FR
SIN&STrol

2P SN LTI ST, 92 (SO NS A1 SFERF 92
A IISNYTE (F BT AAR?
ST 27 (Probes):
o GEATY STRAIeTST: fHNBO0 HrH1o-ST== e (Climate
resilience) A1 AT fF =AM TS (ovTarz?
. ORF YRRIEFS: JIHTsd STNTS TS (57T 516 ATH
(Service continuity), (T2 TR0 fF NN G T2
. Q@R R @M NreeR (Patient safety) CF(q 2
NSNS FOOI GRS (R 0 AN N FAN?
o 2 fFNFT (T 53 QN STCI-[GT G2 GUIoNSTAT (Facilities
and spaces) (Ofd 1 AR, (TR PO IR FACO I (A
ST SR =18 99T AR?
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ST 5 AT
IEE RSB

1A R RIS I L BIOGH e B WA (NS Frgom
ST SN (PIAT LN O ATGR? P2
Wﬁ'ﬂ(ProbeS):

o ANTFIEAN R FRBP0 T4 FHR FA1 20T, 941 F
FONIP FTZICAT AU (PICNT 490~ ] (Disruption)
TORe? M B AMF, OF WA 6 Prod
SR

o ITS! TN HIFRAT: SN BTG (¥ 28T 2T, Vo~
FICAT M AN FIZINA G [F HHAAE J4N Ao
ST T PACO RACR?

CRGIERI)
FrfFIFer

2PN AN WGl AT, IR YA A FLFHE FINGE B
42 fFNET IR QMR T 5 TFo 0072 JF6 BRIRds
A=

TR 2 (Probes):

. N ARG 8 STNT: @INTHT AR AL (Attendance)
(RUOTR? (AIMTAR DTSRI ST (Waiting time) fF TR (BT
PONCR?

. ATRIO 8 YRRIIRFON: FHNHEa FrkiE A1 fFerger
(Hygiene) g3 e (119 41IA1TRF@T (Service continuity)
T (BN TFNO (ACR?

2% ST QANT, INIT M 5N A OF HIRASTF AN A4
N0 PO ARTCITS =X? (WIS FUITHT STNT RV [ 9347
STRGOT W)

oA R ?j?lﬁilﬁ\') IFRISARRIRUCEAE Y] (Routine service delivery)
(MSTR CHLG WA TONH NG FO0T AR NN FEAN?
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21 QYN I I W2 F N0l AR ST0S (51 51 14K OFT|
A TG FO6T AT N FCIN?
W%(Probes):

SR ALY WAV R YT WS Iz FAK G
I B B! FAT (ICS AT I AN TN FEIN? (CT:
W8 TG AREH, 2% G I GG AIEM) |

fTerer 9: 57 9% IR WE GFFITYZ (CFIR DOMAINS)

ICTIEE (Innovation)

2P TN WO, 2 NS [FNH0 DT TIFIICAT
G RIRAEACHICES IO (i
ST 2 (Probes):
. Wﬁﬁiﬂ (Relative advantage): oS FNP
SIS GETTT G2 Vo SFACY RO F I A0S
STFRIET (19T ROCR?
o  NFHG GATIINOT (Design suitability): IR J&ATRIG
AITIN 8 ATITGIN S G2 T NH*NO FW6!
SN EST=Yf IeT A N FIN?

. TGOSl IV FZGr@! (Complexity or simplicity): 42

O FIICHT T SJCASV-H[ILIRTE IR AT 6 T2
NP S (BTN (@ GG N =2
. 93 AT WIFTIHCNIG FO6T AL/ (Durable)

TGO 2 I AAN TN FEIN?

JIRTP (2HIAG (Outer
Setting)

2 TEN ARG T® AT rsd 51z 933 Gy
JRF BT FFHAE IR AT Gl IO AR
CFeTR?

ISR 2% (Probes):
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. VC191 8 IrOrare LT INY, T Orew T SIS
STIAIIITAT (Access barriers) (T WIS CHLa Jt
YT AfSITFHF Ol (OfF FAR?

. STYAIRNP O IO AR ZOTS I GHo=
FIZIOAM ALGPIE AOIFNBTET (Community expectations)
5% N2

. RAAET 217 G2 FNFT A FAT N0 ==
(Trust) 1 ASTHN fF TN (GTT (PSR ARIAG©
RACR?

OIS (FFING | ;NS [INBOF DA N ATCEINET CHLT [N
(Inner Setting) TIIZIHNN N GO FOATH NP & STZTO! IS0
ARG ANP?

TR 2 (Probes):

. WWWQW (Leadership support): TRon ?IT\QLW
N (AT WA 5 ATIGAY AB AT 93¢
SN AHRA?

o CIISMTS [IFN: TYNT (JAMUNA) 2P ] AIDIE
FZT FOACH LT IO (NI IFT (FHAN?

. STRA AT FFHNF0 APFOII SN T
TG AAGTN N I (M F 5 FIF AmR?

. WWW‘?W QTN IS S (Supervision)
1 VIS s (Monitoring) CFg WA Bl

YIS ATLFT ] FACZ?
BCRICAEIDI] 2 G NIZR TN (CTA: I 1 IVA0) 92 1o
(Individual FPINFI0 IR I A (MSTF CFLG WA NS
Characteristics) FO0 WT\_'llﬁ"HTﬁ)f N BEN?
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Wifﬁ(wobes):

. OO & W AR [F N =T A0 TNT A2
me IR ATGTNRSTAT JIIRMF RIS G
ATITST FIINR S AT HMCR?

o RFM S NI A2 FRF0 THFNIHY A
TR CFLE NN W [F /A 27
(ATH STACIF MY WS iz (ATIR?

o AREFEY: G2 QA SCI15T-S[LTSTEAT IR S
A I (PICAT R AR (Training) (HTICRA?

BN AT
(Implementation

Process)

an: WWW@@W CITHMTTSY (Communication)
43¢ STNFT (Coordination) ATFASTEA FroNF AIBITS
RARe?
SSTHINT 2 (Probes):
. VOIS AR ST BTG N M V@S T
OIS 1 fFGINE (Feedback) (RS NTST IS
ST 3 SHNIHE f2e?
. ONRES 8 FET-IY; FRFINT TS Ao
(I (Monitoring) A3 IS (TSTAT Hel-

TN PO FAT =2
o ORIYCNT OUIN: AN N, (AT AT SANFCIS
A W (W (P [T S BF© H1 (T9 (What

could have been improved)?

fIer5r &: Trerary 8 HrHIsr CoHIore
2N G2 FIAGWIG (FNP JAIT TLFNS Bl I GAY- TN FS AFFo qrefisr a1
¥ (Climate-related hazards) (W4T T2 (CTNV: IV, ¥5] ©1G~, WO I G5 )

81



2MN: IR YR GEIRTYITS FUHNSTEA G2 FFE FIEIRI WAL CF0g TS TG
FIONR ASR (FEA?
Wﬁ){i’m’(ProbeS):

o STNAFE; G2 4N 9T STLRTS IR (FI STNCH o7

. AOR: (TR TN [FHAHFT AIFTICAT 43¢ FIZICTT AAMAL LG [ BT L-S

ST ROARE?

oY 92 fFRF AR (FEAR I AASF (HIAT IG AFoF FHTF T2 F
ST NN AR?
A% (12 Wfweewld 89T [ofS FF WA B NN FEN (T TYNT (JAMUNA) ABFCHT 92
AN PO [ ABOCP L9 CNPIIATT DTS (G (@ SN P QUeIR?

Wﬁﬂﬁfﬁ"ﬂ(Probes):
. OIS 8 ATINEFIR; ML TN A 3 1 fFAE @oorg Trerrs F
ARG REACR?
. T S GAT: SYNAATNG WIS WIBF QAT G4V T SN (K WA
JI 4N 2L 77 FACRA?

A GAJTY-STNF® G (FICAT BICETE M ST 5 48 JOH (97 T 42 SYFIIN
FIIGCNI WLTH LR ST FA1 S =72

3T 5: sTrerst

2PN WA NS, 2 NN FILRIND (N B0 STICETT OIAT G PIACR
AJCHTR AP RAACR? (What do you think worked best in this rehabilitation?)

2 G2 2T ATFAT AW SIAG I AN OIS T (Main challenges or limitations) Jt
fer?

214 SR FASAIG ZE AR CHrg Qi Fh B SJo01f=1 1 ==
(Recommendations) (HTIN?

2N G2 NS (FNF BT FFTCIN ANNIIATHE G WKS (@R AZNCI19Y5
(Acceptable) R (O] G T AN B P ARISEHT AT (HTI~?
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2: ARNGT B WK (PN RYY SR I WA SNCHS ST K FHCO B M09
PO BIN? (Is there anything else you would like to add?)

A 4 KII guidelines: service providers (English)

Key Informant Interview (KII) Guideline
Respondent: Service Provider
Section A: INTERVIEW IDENTIFICATION INFORMATION

e Study Title:
Enhancing Climate-Resilient Primary Health Care: A Mixed-Method Implementation
Research on JAMUNA-Supported Community Clinic Rehabilitation in Bogura and
Sirajganj Districts, Bangladesh

« Participant ID:

o Designation:

[0 Community Health Care Provider (CHCP)
[0 Health Assistant (HA)/
0 Family Welfare Assistant (FWA)

e Community Clinic Name:

o Interview Location:
O Community Clinic

O Other:

e Type of rehabilitation:
0 Complete rehabilitation (newly constructed clinic)
[ Partial rehabilitation (upgraded existing clinic)

o Date of Interview: / /

Day Month  Year
o Start Time:
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End Time:
Total Duration (minutes):

Name of Interviewer:

Name of Note taker:

Audio Recording:
[1Yes [INo

Section B: BACKGROUND INFORMATION

Can you please tell me about your current role and responsibilities at this community
clinic?
How long have you been working at this clinic?

Can you describe how the clinic functioned before rehabilitation?

Probes:

Infrastructure challenges

Operational challenges

Impact of floods or extreme weather in patient access

Service delivery

Can you briefly describe the changes made to this clinic under the JAMUNA project?

Probes:

Was this a newly constructed clinic or an upgraded one?

When was this initiated?

How long did it take to construct/rehabilitate?

Who took the initiative?

Who else was involved in rehabilitation/reconstruction process?

Which changes have been made that were not present earlier?

Why was there a need to construct/rehabilitate? Please tell us what happened in detail.
Were you able to provide any services during rehabilitation? (clinic, community) How?

What were you doing when the reconstruction/rehabilitation took place?
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Section C: ACCEPTABILITY DOMAINS

Affective How do you feel about the JAMUNA-supported rehabilitation of this
Attitude community clinic?
Probes:
e What do you like most about the upgraded clinic?
« Isthere anything you dislike or unhappy about?
Has your feeling changed over time since the rehabilitation was
completed?
Burden Has the rehabilitation made your daily work easier or more difficult?
Probes:
*Any additional workload related to cleaning, maintenance, or managing
patients?
During floods or heavy rainfall, does the rehabilitated clinic increase
your work burden? How?
Ethicality Do you believe that this rehabilitated clinic helps ensure respectful and

equitable healthcare for patients?

Probes:

Inclusion and Privacy: Are the provisions for privacy (such as curtains for
women), dedicated breastfeeding corners, disability access (ramps/facilities),
and separate toilets for men and women adequate here?

Equity: Do people from all levels of society have equal access to services at
this facility?

Are there any aspects or changes in this clinic that you feel are

inconsistent with your professional responsibilities?

Intervention

Coherence

What is your understanding of why these rehabilitation changes were
made?

Probes:

+ Climate resilience, service continuity, patient safety

Do you feel clear about how to use all the new facilities and spaces?
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Opportunity
Costs

Did the rehabilitation affect your routine services or time in any way?
How?

Probes:

*Service disruption during construction

* Extra time required after rehabilitation

Perceived

Effectiveness

In your experience, has the rehabilitation improved service delivery at
this clinic? Give an example.

Probes:

* Patient attendance, waiting time, hygiene, service continuity

Compared to before, how does the clinic function during floods or

extreme weather?

Self-Efficacy

How confident do you feel using the rehabilitated clinic for routine
service delivery?

How confident do you feel continuing services during floods or heavy
rainfall now?

Probes:

* What would increase your confidence further?

Section D: CFIR DOMAINS

Innovation

Isthe rehabilitated clinic better than the previous structure? How?
Probes:

* Relative advantage

* Design suitability

» Complexity or simplicity

* How durable or long-lasting do you think the rehabilitated structure

is?

Outer setting

How do community needs and climate risks influence service
delivery now?

Probes:

* Floods, erosion, access barriers

« Community expectations
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* Has community trust or expectations toward this clinic changed after

rehabilitation?

Inner setting

How supportive is clinic management or supervision regarding
the rehabilitated clinic?

Probes:

* Leadership support

» Communication with JAMUNA and health authorities

* Availability of resources

* How does supervision or monitoring differ now compared to before

rehabilitation?

Individual

characteristics

How confident do you feel using the rehabilitated clinic during
emergencies?

Probes:

» Skills and knowledge

* Motivation and ownership (Has your confidence changed over time
since the rehabilitation?)

* Training received

Implementation

Process

How were communication and coordination handled during
rehabilitation?

Probes:

* Opportunities for feedback

* Monitoring and follow-up

* What could have been improved

Section E: CLIMATE AND DISASTER CONTEXT

o What types of climate-related hazards usually affect this community clinic area?

e How often do these climate events affect service delivery at this clinic?

Probe:
o When did it occur?
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o What happened to the clinic and service delivery at that time?

Probe:

Can you recall the most recent significant climate event that affected this clinic?

Based on that experience, do you think the JAMUNA-supported rehabilitation helped the

clinic cope better with climate hazards?

o Access during hazards

(0]

Difference compared to pre-rehabilitation

Avre there any climate-related challenges that the rehabilitation did not fully address?

Section F: CLOSING

What do you think worked best in this rehabilitation?

What were the main challenges or limitations?

What recommendations would you give for future community clinic rehabilitation?
What changes would you suggest to make the rehabilitated clinic more acceptable for
service providers?

Is there anything else you would like to add?

Thank you for participating.

A 5 KII guidelines: Implementers (Bangla)

W SATATST ATFISHE (K1) FRThfraT
BeAArer: TYNT I IBIATTI1A SR

WY T APFIEFHE ANS I T OAT
NIFNF FHrea=m:
AR ST AT FFZICIAT (SIIRIEBA: AATTHC I8T33 TGN (Gretr

TA-STNLS FOG (FNF AN [T IF0 X5 SF IBIAAN ST |
B TAZTHIA SRS

U ATTTG WNGIR / ATHHEAT / JATOIRONR / 358 WFA / o=y
AFSI:

O 33 (AG @A

O IS (TG {HT6 CTRfo

O A JTT:
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AT JATHT / SATGAT:

APFHISHFITI] TN

0 T =G e

O A JTT:

ARFISIIAI SN[ /]
M W™ IRA

QP AN:
CTIT AN
(B ANTIT (NATe):
AFFISHITAAZIIIANI AN
(1B AZTIIAIT NIN:
ATHISHICL] WIAT:
O O2ERG O N @1eer ¢ 239y
w58 @Gs:
o>y O
f3ers 4: AT A IS °UT
209 TR (JAMUNA) 2350F AR SN A1 WY S0 [BRS I3 52
TR 2 (Probes):
. YWY IGO0 FANE AN CFLE WA AU AR B Bl
fet?
o TGO N AN (F (@ T T B (REg1, IS V1
ONIRIP?)
o TATIIE: TYNT APCHS MY AATN Fom= T IS ARN?

2P T AFHT WSO FAN (N6 FO0 FINONG (g NP ANAAN FICGE S
GG Rre=?
ST &% (Probes):
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« STIRG A1 Mo LT [RICT JeeTd (F N ST P Ny [ @

ST NYFT [Ze?
. “’i‘ﬁ*fr’ NN 3 S ﬂ‘ﬁ‘f? (Complete) A H*F (Partial) SO 4N
AN PG M2 T BraT~?
31T 913 AT CFITNR
WIS 2 TN (JAMUNA) AFTHT NSO GG (R 42
LER Bl NN FIAGFN T=HF WA WG9S WYGS I VOIS B2
NOIRIEG] Wﬁﬂﬁ[ AN (Probes):
. STERI WA fHAET TGN 1 (Design), FICGE W (Quality)
A]¢ I TEATP [N AN FOLF STBS?
2 RTINS ANLFT: °fﬁ'5‘1’ (Complete) ] S (Partial)
NI RO FFRFSTAR N AR [ (101 FOR 4177 o7
(AR (N ANN N ZJ? G AARPIKIIAR TOINo: AN N0,
T TR FIZICIT TUTERA (Service providers), OIFT (% RIEEINIOF
AT (PN ({4 FARA?
FOGIGIA A | 21 AN FIBCHIT (ATF, G2 NI FIAF NG ARG A
(IR0 STNFCIR G0 (AT YIS HICEA I TN 8 FARA 352

ST 2 (Probes):

o FIGH BN & AT STNCI FHOI (Time pressure), OUIRP
JNGRe AR (Supervision workload) ST FNGHRS T NN
SI-(NSIF CFLH B (RN ST IOAREA?

21): IBATAL G OeTOT: FIFNOF I (HICAT RO s 2 [ 0
BATTN T NN G [[ROTTOIE HION I 2T (Particularly
demanding) fet?
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[QICEaY)|

2P N T 2 (T A2 AN FRE AL JF6 V57
(Equitable) 433 W9yl (Dignified) ATANF FRICIAT fAo© a9
TN S ATNESTN?

AR 2 (Probes):

. oS StsramaAeTer 8 R BIfzmr S*G 5 WR-Ir&a
(Gender sensitive) <<% AFSIRHR AR (Disability access)
5w A Ol F(F (OfF P11 AIR?

. SRR BIfRAT: Afb fF ZINIT SR Wes oFS IRAd
Ao SO

21); PG AV TN (NS (HICAT 20 I ZIN G
A5 (AT (PN BLRF (Concerns) Yj@ AR 2

I
&Sl

2N G2 YNISTN IR SRS (TN Gy ATZAReTol
432 fFN3fERa (511 fAfS® 1) (IR 2M=F1At 38 BN Goed
Y FOO! ARTHROIL SN RAReT?

AR 2 (Probes):

o GEATY STRAIeTer: fH NSO (N FL-STZ™ e BT 20,
512 T fF OIia =% 4R (R8T =CARe?

. OTAIF YIRS (Continuity of care): FCHITHR STNTS TTS (51T

I N 2T, J2 TS0 5 512 TS (ATART?
2N AN FRFNR [RFox =¥ A1 {7 N7 GIA1 it A
GINACA T (PICAT I9CNS e (IR (Misunderstandings) Cof
AR 2

ST B A
IEEAIR

2 G2 NN IR N0 IBIATN FACO (910 {F ST, ATSKG <l
APTHT AT (PICANT PG GRS (PICAT 90N 'CB\‘J-\'JRP' LAV
(CTN: G0 FACS AT WO IW (MSTN) FACS ICARZEA?

PSRN &% (Probes):
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. T 8 W F:ITA: FRFN GAFIAM (5 (AT
NI [IeT7 (Delays) XCARA? AT JF FIOGE ACGG A
G B Sy FI0G AR [Hro (Reallocation of resources)
RAReT?
2P SIS 1 ST IV AT B9 W A A v
1B (PICAT GICNT A (Compromises) PICO (AMREA?

CRGIERIS]

2 TN AT TR, G2 AT FIH N BNGNG

EAREA R

T FIAFIRFST (Functionality) NSNS FA CHLH FOOT STH
FAR?
ST 2 (Probes):
.  CRIF GRARIRFSn: I ool froe sTuve F Faee
CTRMIN W<IRS A T ZOACR?
. HTHMO S TOTO: IFICAINS THIH & FT5H (BT
FINR? @NTAR T [FNE Irorare 1 ATINEFIR (Access)
P ST=RGoF AACR?
21 NN fF TN =T (T THFAF ST 579y Fgvword e (Fully
reconstructed) <P AR AR (I RBTEATCH QY HAFHIS QT @Tﬁﬁ?ﬁm
(Upgraded) 4T XCACR, OITHA FIIBIIOI NS (FICAT NLFT HTR?

2 AT MBI G2 YNLPT® (H AP STE T/ OI Ao 8
JIRE FACS AT G2 R AN FOHF g
ST 27 (Probes):
o TFNIHY: [FNPT IR TN PIOCAT & TGN e
TFANITFY (Maintenance) FAE V0ol T5pol {F OITHT AMTR?
. AN ARIST: WG A IV VO ASFA WRRSAF
(Extreme weather) W@?ﬁ?ﬁ% AT AT FA1F [T
Ol FORP THN?
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o 2 NP Rl 2R [ Fare 933 G-
AANBIATHI STF VO] OO SIS Bt YN ST A SIS
(Support mechanisms) TGN JCeT DA T FLIN?

fTorsr T f57 9% SR W9 GFESYZ (CFIR DOMAINS)

G®I (Innovation)

219 IV A3 GERTYIOOIR Y BT TNy 2

ANV NFAG (Design) TN FI(E FO6I SIS A IATY

N =CACR?
PSRN &% (Probes):

. QAP ST SR I ABerS FAGWIG fFHNH

RPN (B AR THHMOR NGNS SRILTSTAT B
Jh?

. IR GGl A TRGTOT: G2 FFNG 1 Y7 @R
GiGe NI S VAN & JIIZT FAT TZGIET?

. WOTAMGH SHAS (Adaptability): AFI(GS I 5IN
SRS ALY AT AR (FSNF GG AR ST
FOOI VANT?

o FRY: SHRF B NN TH—STNCIL AN ALY A2
T FFNSTAT (Design features) FOOT FILFIOII
fBr AP I PG FA?

JIRTP (2FHIAC (Outer
Setting)

AN AN WO, (PN (P AMR5P [[ITBTET (External
factors) g2 NIV FILFN IS O] (FEAR?
TR 2 (Probes):
. G I IV, TR OIeH I GEARFOId WOl
RIAQTE F IS (P A (PCeARe?
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. WOl B *SIeAT: Wil ST$Z1 (Donor) AR (AT
ATAGRITS! I STNCI NS (Timelines) 3 f&e1?

. STRBII NS FTIHFIMF NS A 2NN SHqTrmd

L (I BICEG T [T e 62

o STNITGE ST BTN TN ST I SIHF

(ATH (FINT 519 [ SR NOF oo FETR?
o N (BT ARRTF [FY o F T wyonfrowng a2
PPN I L FACR?

OIS (6

(Inner Setting)

2 SRS A NS NP [ITRTE I3 FFN I

I L AOF (HLETR?
AR 2 (Probes):

o TN 2 (TG A (SRC), AT (I fP0T6
CTST2fB (BDRCS) I8 TAFIAR NI TN (FNA
f2et?

o CIMCIS 5L ASFINE (SIS W A
AN OB FOOT FILHA fBeA?

e (AOUd TWLHNAR: THRON PO T (oG
TOPO WLHARY FORP [ReT?

o SRS AL ATAGATT W, GAIA I I F
STNRNCS! A3 fHraiRet?

. FRAFN ISIAAI TN (AN [T [4T© 139
Ol =0 O PO ST FAT ICAREA?

[FNS (IS

(Individual

Characteristics)

2P PR ST, 10l I3 IO ATS L FN 93

FIAFN IS (FAN O] (PLICR?

TN 2N (Probes):
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FIINT STHNOL: WS AT SN FIISMR A
(ORI 75vol (U fRet?

UCICAUR b?ﬂQIQ-HQN%WN (Climate-resilient
infrastructure) COIFF (FTG OIS ‘R‘WI’%\%@I 3 *riey
fet?

AN & VAN FICGH AFS OCHI AR A
AN (TN fGe? (AFF GNP F O ToFel
N ST W (GTT @ (TCR?)

ABIAN A
(Implementation

Process)

AN G2 AR(HI ATTIGAT (Planning), IBATIN (Execution) 33
SRIAF (Supervision) A EIBTEAT FroTI A IGIeTS ZCAR, ©f

& fwifT® I=9q?

Wﬁﬂﬁ)[ AN (Probes):

SAGARR FHARY: AFCFHT QP (AT FN
WSMGHA (Stakeholders) ST FATH (ST Bl
fRet?

NGBS & IAROHN: FIUGE NN IO L Gy
SHIRATF A NI N OBTA (FNA [ZeA?
PGP (TFINGA: APF (FIAT [T Torve I
SIS GINICANTR (BN 37T e 352

AT 8 ST PTG GETTBIAN (FICAT ST (AP
FRPT fRT “ISIT® B (HICAT AFION AT RCAReT?

(Reflection and learning)

fIeror &: Trerary 8 HrHlsr Corwrore
21 TYAT (JAMUNA) 235G TS IR FRAFSTA (T JeTF1H NAZS, (AN Yoo
(PN (TN AL GeAry JRFRTAT (Climate hazards) (AT T2
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SPSTRI 2 (Probes):
o IRBTAIVNIEl 3 "f‘l?ﬂ_g’% (Frequency and severity) (PNN? w2fe G BT TS TN
(G 4J¢ OO OVRR TA?
2 WIHNR WSOl ST, IR Gl AT SRS SRS FRw
FIFIFOIR (Functionality) 82 Y 2SI (FLE?
2FN: I HATFIA T O 2T O TS TAAGF (AT IG TS I ATy
NS AOR FH A 2
AR 2 (Probes):
. FAFATS NN - ARG {FN: e fFNEa Gy g2 s=difsie
fHFNFBTAR 821 THT9F 2O (FNA %12 ((FI6 @ fors f&et?)
2P SHNF NS, TAT AFCHR A2 AT FIGSTAT JLHT (NFIET FO6T BB
1 SATIIAN (Useful) &
AR 2 (Probes):
« NI (Design) (P ROTT MFSTA LT ST SITAT IO FIACR?
o« (I SINRZST (Limitations) fF S (5104 HTGR?
2/ SITITS G2 YA YNAAN CFLE W P I GeTArL- T2 ARCHY (Climate-
resilience measures) (NS Bf6® JCed AN NN FI?

e 5: Tt

2P N BB, AR SYAIS A G TICHTT ST I PP P (PG [ReA?
(T3S (F1 [FIFG STICETH GITeT FIGT FIARY)

2N G2 FEF AL TFASNI BTN (HG TG IG 14T I BICAG BT (Barriers)
JI e

2P ST GeTATL- ST BB [~ (NN CFLE 92 WO (ATH
SN Bt Bl T (Lessons) (VST B6® 0T SN N FEN?

ST AHNNF YN TN A2 A2 AFEFIR FI WLHARCT GNT FANEH WAL LT
SpiEid
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A 6 KII guidelines: Implementers (English)

Key Informant Interview (KII) Guideline
Respondent: JAMUNA Implementation Staff
Section A: INTERVIEW IDENTIFICATION INFORMATION
e Study Title:
Enhancing Climate-Resilient Primary Health Care: A Mixed-Method Implementation
Research on JAMUNA-Supported Community Clinic Rehabilitation in Bogura and
Sirajganj Districts, Bangladesh

« Participant ID:

o Designation: Project Manager / Engineer / Supervisor / Field Officer/ Other:

e Organization:
O Swiss Red Cross
[0 Bangladesh Red Crescent Society
O Other:

e Project Area/ Upazila:

e Interview Location:
O JAMUNA field office
O Other:

Type of rehabilitation:
O Complete rehabilitation (newly constructed clinic)
O Partial rehabilitation (upgraded existing clinic)

o Date of Interview: / /
Day Month Year

e Start Time:
e End Time:
e Total Duration (minutes):

« Name of Interviewer:

« Name of Note taker:
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e Audio Recording:
O Yes O No

Section B: BACKGROUND INFORMATION

o Please describe your role in the JAMUNA project.
Probes:

o Main responsibilities related to CC rehabilitation

« Involvement stages (planning, implementation, supervision)

o Duration of involvement in the JAMUNA project

e How many community clinics were you involved in rehabilitating under JAMUNA?
Probes:
e Any differences across sites

o Complete vs partial rehabilitation

Section C: ACCEPTABILITY DOMAINS

Affective Attitude  How do you personally feel about the community clinic rehabilitation
under JAMUNA?
Probes:
« Satisfaction with design, quality, outcomes
Did your perception of acceptability differ between complete and
partial rehabilitation sites? Why?
How do you think service providers feel about the rehabilitation?

Burden From your perspective, did the rehabilitation create any operational
or coordination challenges?
Probes:
*Time pressure, supervision workload, logistics
Were there any aspects that were particularly demanding to

implement?
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Ethicality

Do you think the rehabilitation aligns with principles of equitable and
dignified primary health care?

Probes:

*Gender sensitivity, disability access, community needs

Were there any ethical or community concerns raised during

implementation?

Intervention

Coherence

How clearly was the purpose of the rehabilitation communicated to
service providers and communities?

Probes:

* Climate resilience, continuity of care

Were there any misunderstandings about the rehabilitation

components?

Opportunity Costs

Did implementing the rehabilitation require trade-offs in time,
budget, or other project activities?

Probes:

*Delays, reallocation of resources

Were there compromises made during implementation?

Perceived

Effectiveness

Based on your observations, how effective has the rehabilitation been
in strengthening clinic functionality?

Probes:

*Service continuity during floods, reduced damage, improved access
Are there differences in effectiveness between fully reconstructed and

upgraded clinics?

Self-Efficacy

How confident are you that service providers can independently
manage and use the rehabilitated clinics?

Probes:

* Maintenance, use during extreme weather

What support mechanisms are needed to strengthen long-term use?
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Section D: CFIR DOMAINS

Innovation

How appropriate was the rehabilitation design for flood-prone and
climate-vulnerable settings?

Probes:

* Relative advantage over standard CC infrastructure

* Design complexity or simplicity

* Adaptability of the intervention

* How well do you think these design features will perform over time?

Outer setting

What external factors influenced implementation?
Probes:

Climate risks (flooding, erosion, waterlogging)
Donor requirements or timelines

Government policies or approvals

Community expectations or pressure

Any external factors that unexpectedly helped implementation?

Inner setting

How did organizational factors influence implementation?
Probes:

* Coordination between SRC, BDRCS, and government

* Communication mechanisms

* Leadership engagement

* Resource availability

* How were conflicts or disagreements handled during

implementation?

Individual

characteristics

How did staff knowledge, skills, and motivation affect
implementation?

Probes:

* Technical capacity of field staff

* Experience with climate-resilient infrastructure

* Motivation and ownership (Did staff capacity or confidence change

during the project?)
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Implementation Can you describe how planning, execution, and supervision were

Process carried out?

Probes:

* Stakeholder engagement strategies

* Monitoring and supervision practices
* Feedback mechanisms

* Reflection and learning during implementation

Section E: CLIMATE AND DISASTER CONTEXT

Probe:

What major climate hazards affect the areas where JAMUNA-supported community clinics

were rehabilitated?

Frequency and severity

From your experience, how do these climate hazards typically affect community clinic
functionality?

Can you describe the most recent significant climate event during or after the rehabilitation

period?

Probes:

(0]

Impact on rehabilitated vs non-rehabilitated clinics
In your view, how useful has the JAMUNA-supported rehabilitation been in responding to

these climate hazards?

Probes:

Which design features worked well
Any observed limitations
Avre there additional climate-resilience measures that you think should be considered for

future rehabilitation?

Section F: CLOSING

In your view, what worked best in the rehabilitation process?
What were the most significant barriers to successful implementation?
What lessons should inform future climate-resilient CC rehabilitation initiatives?

Thank you for participating.
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Appendix B: Informed Consent Form

B 1 Information Sheet (Bangla)

YT A

GINST: STHEATY AR N/ANHIF, ANK NN ST YAYN 20T 7 AN I
TSI (ST 7 A6 FeT W AR (FET (AP IR | ST 2T (G T
38 AT (G {6 TSRO ARSI TIA” (JAMUNA) SAFTFI STRTTOIT
FINGG [FNF AT FIAPCNI BT JF0 NITN AFIGTN FAR | 2 NITN
JIF (G 3 176 Tl ™I N (=AY, N (YR AN N3 (AT
WY AfIfeTe 2=

HIE e [ATOFe V7]

SITIFNA PRI G STRAeT 1A I (SIAUTRIBR: JISATCHC I
43¢ PRGN (GraTs TAI-STN S FIAGHIG P YR [RATF JF6 NH- 1 ed
JIBITIN STCIFN|

STCITN WeT: OTNIAT Y3 20T (AL SNIIF), Ol LUT! f[INCS AT 432 JF
(O 5 16 el WK AP (261, ISP [RARATACTI AT nwdI™|

AT ST TEIATY I3 ARBOTe TIAr 2T WSO FSIG e
AN FILGHIAT FZCITST 612 FAT I8 2 AN ATFAF Ao1fI© FE I
14T 8 SR [RANYTE TN ST |

BILFTARCTF (NG FOT: ANCS AR NIV FLHARCTH G SAFT G
AR, FIEY AN TYA AFCHI NN FI{ N WSO FNONG (NP T
2T, BTN WL SHIRIFF A AN ST | Tty Ayl 81 A% fore a2
AN P F AR PN IBANTS & ATGITS Z(FR, O ([RF TGNY AN
Wfoeeel 43¢ VoS WNHE G Wors BFg 1|

AFS: QA T G2 I WLHYRY FIACO STHO =, O SN WA AL 90
(ATF 8¢ MNABT IHT TSR I3 oM SIEFIRFIR (In-depth interview) HNEETEN $ |
2 AP BII FNOG [N YA, I AZCITST ¢ ABATTNCS NOIIS FA
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AN RN TN AN Noseel, FEeidr I8 OIS G S8 X | O
TN @5 FAR SRS N TYNS SCATF SEFI FRAM6 FWGS ([FFG FAT
3| AGIGT, NS N BfIES (ST Z0O AH | (PICAT WHAZVFIANG YIS B
(ST T N | BT QYN AIPTICNINS (IFISTICRA N AN AFR A2 AT
(A TS F *S FAT MW IV O B9 AFE | (Sl RRIGTAT AHSTAG-
STAF® (GOIR0 SATF FAT RS, (TN (FIA NIIN RS AR ATIHNEFIR
YA | RI[T NN NI RS HAPFISFIT ARV SN (PICNT O[S AT |
WLHTARCT ST AR SNAINT WLHNARCVH A WHNNL S (FIAT (910 1
1 ST (N2 | O], NN AR AN OT-A N (07 FACS AL FA(I AN Geldrg-
SR FATCMIG FAE FAATI OFfS, ATF FIFICIRT ASHABFIT 43¢ SRS
FRAFN ARFEN & NONLIT T2TF G AT FACS A

HISATVTAIN: AR SIINT AN WLHAZ ST (FORITAF | G2 NI
SRV BT SHARCP (HFICAT L RN FIACS I AT | JF RGN, APHISFIA

WA AN RN SANCE (T SNAF HSNIY I TN 2T FAT =S
JfF: G2 NMIFNT AT FACET AN *NAS (FIAT 07 TSR (V2| O fFg
2N AN IO WO G2 BIAEG TAFS (S AN, I AN IR [FROI
WHBFT NN 20O A (T AL WANEG PR WF B3 WA 20, AN G120
CTYTEAR BB WS fATS AN G2 (TCHAT TN AFFI FRMD AT TS =M= |
COMANTITOT 8 NI FFTT N 4T : A2 NIFNI GAIPIA HLY2S TS BT FLIAOII
(NN LT (I | (AT AFSTIN I AP AHNNTF NN AT AIHT AFH AT I
(AT O TBGS FAT X N | SAEFIR FIRABTE [NHE (FIG I NN *NGFAT VII
IR FE FATFHT FA Q| W68 (TFG A2 AFSTANSTET (transcripts) fNI1oM Fw
STSTFY PN A 92 QYA NKIV T TR AR O ATRHERIF AP |
NIFVH AT BTAT OI9 P (NN I AP FT 0O AN, Ol (FIAMOIKR
WLHARTFIANT ARTET *NIS FAT A W | (AT [T IR S * NS5
FIOT (raw) O (TR T 2 | IW SIFNT Fowed WBG10F - ROEE
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TINITe AFING T, OTI BYNTH STN(ENS (aggregated) & ([INTNFS (anonymized)
FAPeIR B F1 A

DLFTAZCTR AT : G2 IFNT AHNAF DA T (FORIAF | A 92

ST WA (NI b A1, (57 RAC 1318 (F TR =) FIRIor WK IR e
IR RS FIACT (AT ST M #NB TR =00 0 N | WA (OB
STXY (AT FIRE T ZGIR G2 ITN (ATH TGP SN FI NS R,
NP STAFIS PR ST ROV ATIS | SAFFIS I AT (1Y FAK ATIS AT SN
(AT VTG ©AT AR TTATS NS AT | TG, APFIRFIIT 28 01 NKT
NG (PN NI (TS B AN ASIRIIT A TN AEN | (R,

PRI FIII AFSEA (transcript) FATEF REATT MSGSF FAR A (T AFFISFIAS 28
0T F ¢ ST A AT NCET ST QTR AR IA(R), T 75 OAT FF
WEAMIOIR *AIG B AR FAT TSI WIS (O AN | TS9O [CAFY [ AFHAHF
LT HBO ATFAN @ I (ST WHYRYT HONRIE F L G I |

PN FaNeR (Al) VIR : A2 OWHNG A2 NAFNT AN AR CFCq
Ffax Imwer (Artificial Intelligence) TIRT FAT AR | TMS SITN TAT B3 AW
(P FFAW IANSI - TS (NG NTHIET AT T 2T, ©38 g NHE ST
IZ] PRI WYAFY TN I | (TN (A A AZVHFIAG SN I ST
(AT FfaN NGl ANCHCH AHNTEATG FAT (I | I O [RCATCR G Fra N
NS VIR P RAF N | AP AFEFIPICIT AT (transcript) GGG

A FIFACT A [AVNFIY FA 2| SNIFN RS AN A0S FlaN Vol
B (FICAT (NN ST SWATEATSG 1 S [TICT =1 FNC1 (87 21|

CITSMTIITHS SAT:

SITN TS (FICAT 2 AHFCE (SIS FFowv:
OINET YN 2

(OIS 5 76 Hed W ARAF (ZAL, I [ARAE
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(PIN: +b°0 59559b°¢ 884

EIREGE tamanna.munmun.emaa@gq.bracu.ac.hd

(NSP RYTF (I TTFS AP (NI Fo:
BFEHT*E RS0 (@16 (IRB)

(OIS 5 A6 Fed W ARAF (=AY, I [ARArers
(T +bb0 H55VVAREHR

BUNZ4T: irb-jpgsph@bracu.ac.bd

B 2 Information Sheet (English)

Information Sheet
Introduction: Greetings, my name is Tamanna Munmun Emaa, and | come from James P Grant
School of Public Health, BRAC University. We are conducting a study on JAMUNA-supported
community clinic rehabilitation in collaboration with the Swiss Red Cross and Bangladesh Red
Crescent Society. This study is funded by the MPH Program of BRAC James P Grant School of
Public Health, BRAC University.
Serial no.: [Protocol number]
Title of the study: Enhancing Climate-Resilient Primary Health Care: A Mixed-Methods
Implementation Research on JAMUNA-Supported Community Clinic Rehabilitation in Bogura
and Sirajganj Districts, Bangladesh
Research team: Tamanna Munmun Emaa (Principal investigator), Dr. Humayra Binte Anwar and
affiliated researchers from BRAC James P Grant School of Public Health, BRAC University.
Aim: To explore the acceptability of JAMUNA-supported community clinic rehabilitation and to
understand the barriers and facilitators influencing the rehabilitation process in climate-vulnerable
settings.
Justification of participation: You are invited to participate in this study because of your direct
involvement in community clinic service delivery, implementation, or supervision of JAMUNA-

supported rehabilitation activities. Your experience and perspectives are important to understand
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how the rehabilitation interventions are implemented in practice and how they function in real-
world, climate-stressed contexts.

Procedure: If you agree to participate, we will conduct a one-to-one in-depth interview of
approximately 30-45 minutes. The interview will include questions about your experiences,
perceptions, and opinions regarding community clinic rehabilitation, its acceptability, and factors
influencing implementation. With your permission, the interview will be audio-recorded to ensure
accurate documentation. Photographs will be taken with permission. No participants’ faces will be
photographed. Photography will include only infrastructure features and won’t include any
identifiable individual. Images will be stored on password-protected devices accessible only to the
research team. Refusal to allow photography will not affect participation in the interview.
Benefits of participation: There is no direct benefit from participating in this study. However,
your participation will help generate evidence that may support improvement of climate-resilient
community clinic rehabilitation, strengthen primary health care services, and inform future
program planning and policy decisions.

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: There is no risk of being physically harmed if you participate in this study. Some questions
may relate to your work experiences and challenges, which may cause mild discomfort. You are
free not to answer any question that makes you uncomfortable, and you may stop the interview at
any time.

Confidentiality and anonymity: All information collected during this study will be kept strictly
confidential. Your name or any identifying information will not be included in any report or
publication. Interviews will be coded using unique identification numbers. Audio recordings and
transcripts will be stored securely, and only the research team will have access to the data. The
findings may be shared or published, but no 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 in this study is completely voluntary. You are free to
decide whether or not to participate, and your decision will not cause any problem or penalty. You

may withdraw from the study at any time, even after the interview has started, without providing
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any reason. You may decide to withdraw from the study even after finishing the interview process.
You can contact the phone number provided and ask for withdrawal within 24 hours of the
interview. However, once transcripts are integrated into thematic analysis (expected after 24 hours
and within 7 days), individual data may no longer be identifiable for removal. After aggregated
analysis or publication drafting has begun, withdrawal will no longer be possible.

Al use: Artificial Intelligence has been used while translating the information sheet and study
tools. Though no team level Al ethical guideline is developed, certain safeguards will be explicitly
followed. Eg No identifiable participant data will be uploaded to any Al platform. Al will not be
used for data analysis. All transcripts will be anonymized prior to any digital processing. Team
members will be instructed not to upload confidential data to external Al tools.

Contact information:

If you have any further queries about the research project, please contact:

Tamanna Munmun Emaa

BRAC James P Grant School of Public Health, BRAC university

Phone: +880 1711785447

Email: tamanna.munmun.emaa@g.bracu.ac.bd

For ethical concerns, you may contact:

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

Phone: +880 1993379512

Email: irb-jpgsph@bracu.ac.bd

B 3 Consent Form (Bangla)

B UICAE]
STITNA FITARIN: GAIY T2 TP FIEICTAT (SRR AT LT
43¢ FRAIGI9E (GETT THAI-STNAS FINGWIG [P AN [RAAE JH6 - afoq
BICRIEDRICERI
M SATIT OAIRTAT AT R (W NP ATG (NI I(R) | A G2 MIINS
BT A8 LN ARTFIST FRETR WK GINFT JATS (AR | A I WM (T, 2
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STTITOM WTNF AR T (FHRITAF A2 AN (FIAT (NSIAGH HeHe ZIGI2
(TR ST TGP o= FE Ao A1 |

5 FFHA 1 o712 WA TITN SN AR ST SLHARCTE G SNF T
AP FAR

AN WP TR0 G SR

AR F AEFIR BRI WG ([FFE FA TN MIERA? 0| A
(T LI NN AN, STEFISFII HATFA (LRI STNT WA ([5G %

PFACO O AN )

AN F FNIFNT FATPe 1K /BT FATT NS MITRA? 0| A0
W F B[ (o Sy Moz 0| A0
A B B[ TIR/ABIR A Seyais fioew? =0 | A
QNN B (FICAT 2 W(R? 0| A0
an:

SPEFISHIT AZTHFIAF N SINH YIS 20 GSINTOIF WIN:
SRS FIF AZTFIAT FFA: CSINTOIF FFFA/GTET BI:
oIfgY: oI Y:

B 4 Consent Form (English)

Consent Form
Title of the study: Enhancing Climate-Resilient Primary Health Care: A Mixed-Methods
Implementation Research on JAMUNA-Supported Community Clinic Rehabilitation in Bogura
and Sirajganj Districts, Bangladesh
| have read (or have had read to me) the information above. | understand the purpose of the study
and my role as a participant. | understand that my participation is voluntary and that | may
withdraw at any time without any negative consequences.

By signing or providing my thumbprint below, I indicate that | 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 thatat | Yes [ No
any point during the interview, you can ask the interviewer to turn off the recording
device.)
Do you give permission to share your findings? Yes | No
Do you have any questions? Yes | No
Do you give permission to photos?

Yes [ No
Do you give permission to share photos?

Yes | No
Question:

Interviewer name: Tamanna Munmun Emaa Respondent’s name:

Interviewer signature: Respondent’s signature/thumbprint:

Date: Date:
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