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Abstract 

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 quantitative 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. 
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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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Chapter 1: Introduction 

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 13th 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. 

https://pubmed.ncbi.nlm.nih.gov/36309746/
https://pubmed.ncbi.nlm.nih.gov/36309746/
https://pubmed.ncbi.nlm.nih.gov/36309746/
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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. 

 

Chapter 2: Literature Review 

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. 



20 

 

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:  

● Theoretical Framework of Acceptability (TFA) by Sekhon et al., 2017. 

● 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). 

https://pubmed.ncbi.nlm.nih.gov/36309746/
https://pubmed.ncbi.nlm.nih.gov/36309746/
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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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Chapter 3: Methods 

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. 

Qualitative 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) 

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

literature review, study tool development, ethical approval. 

● March 2026: Budget submission, data collection (both quantitative and qualitative) 

● April - May 2026: Data cleaning, transcription, coding and analysis, thesis draft writing. 

● June 2026: Final thesis submission. 

3.4 Study Population 

3.4.1 Study Population 

Study participants included: 

● 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 

● 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 

• Provided informed consent 
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Exclusion criteria: 

• 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: 

● Participant type (service provider or JAMUNA implementation staff) 

● Years of work experience (up to 6 years or more than 6 years) 

● Type of rehabilitation at the associated community clinic (complete, partial, or both) 
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● 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). 

Table 3.1: Summary of study variables 

Variable Type Measurement 

Acceptability of CC 

rehabilitation 
Dependent AIM score (sum of 4 items, range 4–20) 

Participant type Independent 
Service provider / JAMUNA 

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 

TFA domains 

(qualitative) 
Exploratory 

Affective attitude, burden, ethicality, 

intervention coherence, opportunity costs, 

perceived effectiveness, self-efficacy 

CFIR domains 

(qualitative) 
Exploratory 

Innovation, outer setting, inner setting, 

individual characteristics, implementation 

process 

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 I like the JAMUNA-supported CC rehabilitation. 

AIM 3 The JAMUNA-supported CC rehabilitation seems suitable for our setting. 

AIM 4 I 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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Table 3.3: AIM response scale 

Score Response 

1 Completely Disagree 

2 Disagree 

3 Neutral 

4 Agree 

5 Completely Agree 

3.8.1.2 Qualitative tool 

Key Informant Interview (KII) Guide: Qualitative data were collected using a semi-structured KII 

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 KIIs 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., KII_1 through KII_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: 

● Participant type: service providers versus JAMUNA implementation staff 

● Community clinic: across the seven study sites 

● Years of experience: up to 6 years versus more than 6 years 

● 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 

Qualitative 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: 

• Contextual explanations were sought using CFIR domains. 

• As a possible explanation, social desirability bias was considered. 

• 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 AI platform, AI 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, HIs, 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 n % 

Participant Type 

Service Providers 18 72.0 

Frontline health workers (CHCP) 7 28.0 

Community-level workers (HA, FWA) 8 32.0 

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. 

Finance & Admin Officer) 

3 12.0 

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 (AIM). 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 

AIM Item 
Service Providers (n=18) 

JAMUNA Implementation 

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 
Overall AIM 

Mean 
SD n 

Complete Rehabilitation 
Pakuria 19.75 0.50 4 

Kowakola 20.00 0.00 3 

Partial Rehabilitation 

Pachil 19.00 2.00 4 

Tengra Kura 19.20 1.79 5 

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 to 6 Years 

(n=4) 
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 n Mean SD 

Service provider 
Complete rehabilitation 7 19.86 0.38 

Partial rehabilitation 11 19.25 1.75 

JAMUNA implementation 

staff 

Both:  

Complete and Partial rehabilitation 
7 19.29 1.50 

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 I 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 I have ever 

worked on. (CHCP, KII_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… I 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. I 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 I 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 I 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 I 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, KII_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, KII_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, KII_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, 

KII_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, KII_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, KII_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, I vacated one room, and while they worked on that room, I provided 

services here. Then when they worked on this room, I moved to the other room. We 

did it, one by one, in this way. (CHCP, KII_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, I 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, KII_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 I believe we will be able to provide 

sustainable, uninterrupted service. (CHCP, KII_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 I feel helpless that I 

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. I 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 Outer 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, KII_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, KII_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)” 

 

Chapter 5: Discussion 

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 



55 

 

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.  

• The mixed method study design with convergent approach allowed triangulation of 

quantitative acceptability measurement with qualitative exploration, ultimately generating a 

comprehensive overview.  

• Globally validated tools (AIM, TFA, CFIR) were used which ensures methodological 

strength and wide comparison. 

• Quantitative part of the study used census sampling which reduced selection bias and 

enhanced inclusivity. 

• Bogura and Sirajganj: two distanced study sites were covered to enrich the data and 

minimize contextual limitations. 

• 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. 

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

• All quantitative comparisons are descriptive and lacks inferential conclusions 

• Highly unequal group size in the years of experience comparison limits comparison 

strength. 

• The study was conducted at a single point in time which lacks the chance to capture any 

change of acceptability perception over time. 

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

areas. 

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

considered. 

• 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.  

 

Chapter 6: Conclusion and Recommendations 

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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Appendices (Optional)  

Appendix A: Data Collection Instrument 

A 1 AIM based questionnaire (Bangla) 

AIM-ভিভিক প্রশ্নাবভি 

অধ্যায় কঃ সাধ্ারণ তথ্য 

গববষণার ভিবরানাম: 

জলবায়ু সহনশীল প্রাথমিক স্বাস্থ্যসসবা জজারদারকরণ: বাাংলাসদসশ বগুডা এবাং মসরাজগঞ্জ জজলায 

যি়ুনা-সিমথ িত কমিউমনটি মিমনক প়ুনব িাসন মবষযক একটি মিশ্র-পদ্ধমতর বাস্তবাযন গসবষণা। 

অংিগ্রহণকারীর আইভি: ___________________________ 

কভমউভনটি ভিভনবকর নাম: ___________________________ 

সাক্ষাৎকাবরর তাভরখ: ___ / ___ / ___ 

                                 মদন িাস বছর 

শুরুর সময়: ___________ 

সাক্ষাৎকার গ্রহণকারীর নাম: ___________________________ 

সম্মভত প্রদান করা হবয়বে: 

 ☐ মলমিত ☐ জিৌমিক 

অধ্যায় খঃ অংিগ্রহণকারীর তথ্য 

অংিগ্রহণকারীর িূভমকা 

 ☐ কমিউমনটি জহলথ জকযার জপ্রাভাইডার (CHCP) 

 ☐ জহলথ অ্যামসস্ট্যান্ট (HA) 

 ☐ ফ্যামিমল ওসযলসফ্যার অ্যামসস্ট্যান্ট (FWA) 

 ☐ যি়ুনা প্রকসের বাস্তবাযনকারী কিী: ___________ 

বততমান পবদ কাবের অভিজ্ঞতা 

 ☐ ১ বছসরর কি 

 ☐ ১–৩ বছর 
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 ☐ ৪–৬ বছর 

 ☐ ৬ বছসরর জবমশ 

সাক্ষাৎকাবরর স্থান 

 ☐ কমিউমনটি মিমনক 

 ☐ যি়ুনা মফ্ল্ড অ্মফ্স 

 ☐ অ্নযানয: _______________________ 

  

অধ্যায় গ: গ্রহণব াগযতা পভরমাবপর সূচক (AIM) 

• মনসের বক্তবযগুসলা যি়ুনা-সিমথ িত কমিউমনটি মিমনক প়ুনব িাসন কায িক্রি সম্পসকি 

আপনার অ্মভজ্ঞতা ও িতািত জানসত োয। 

• প্রমতটি বক্তবয িসনাসযাগ মদসয পড়ুন এবাং আপমন কতিুক়ু  একিত বা মিিত তা মেমিত 

করুন। 

• এিাসন জকাসনা সটিক বা ভুল উত্তর জনই। আপনার জদওযা তথয সমূ্পণ ি জগাপন রািা হসব। 

 

AIM 

জকাড 

বক্তবয সমূ্পন ি 

অ্সম্মত 

অ্সম্মত মনরসপক্ষ সম্মত সমূ্পন ি 

অ্সম্মত 

AIM ১ যি়ুনা-সিমথ িত কমিউমনটি 

মিমনক প়ুনব িাসন কায িক্রিটি 

আিার কাসছ আকষ িণীয িসন 

হয। 

১ ২ ৩ ৪ ৫ 

AIM ২ আমি যি়ুনা-সিমথ িত কমিউমনটি 

মিমনক প়ুনব িাসন কায িক্রিটি 

পছন্দ কমর। 

১ ২ ৩ ৪ ৫ 

AIM৩ যি়ুনা-সিমথ িত কমিউমনটি 

মিমনক প়ুনব িাসন কায িক্রিটি 

আিাসদর এলাকার জনয 

উপসযাগী বসল িসন হয। 

১ ২ ৩ ৪ ৫ 
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AIM ৪ আমি যি়ুনা-সিমথ িত কমিউমনটি 

মিমনক প়ুনব িাসন কায িক্রিসক 

স্বাগত জানাই। 

১ ২ ৩ ৪ ৫ 

A 2 AIM based questionnaire (English) 

Acceptability of Intervention Measure (AIM) based questionnaire 

Section A: INTERVIEW IDENTIFICATION INFORMATION  

• 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: ___________________________ 

• Community Clinic Name: ___________________________ 

• Type of rehabilitation: 

☐ Complete rehabilitation (newly constructed clinic) 

☐ Partial rehabilitation (upgraded existing clinic) 

• Date of Interview: ___ / _____ / _____ 

                                         Day   Month   Year 

• Start Time: __________ 

• Name of Interviewer: ___________________________ 

Section B: BACKGROUND INFORMATION 

• Role of respondent 

 ☐ Community Health Care Provider (CHCP) 

 ☐ Health Assistant (HA) 

 ☐ Family Welfare Assistant (FWA) 

 ☐ JAMUNA implementation staff: ___________ 

• Years of experience in current role 

 ☐ Less than 1 year 

 ☐ 1–3 years 
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 ☐ 4–6 years 

 ☐ More than 6 years 

• Interview Location: 

 ☐ Community Clinic 

 ☐ JAMUNA field office 

 ☐ 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 

code 

Statement Completely 

disagree 

Disagree Neutral Agree Completely 

agree 

AIM 

1 

The JAMUNA-supported 

CC rehabilitation is 

appealing to me 

1 2 3 4 5 

AIM 

2 

I like the JAMUNA-

supported CC rehabilitation. 

1 2 3 4 5 

AIM 

3 

The JAMUNA-supported 

CC rehabilitation seems 

suitable for our setting. 

1 2 3 4 5 

AIM 

4 

I welcome the JAMUNA-

supported CC rehabilitation 

1 2 3 4 5 
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A 3 KII guidelines: service providers (Bangla) 

মূি তথ্যদাতা সাক্ষাৎকার (KII) ভনবদতভিকা 

উিরদাতা: সসবাদানকারী 

অধ্যায় কঃ সাক্ষাৎকার সনাক্তকরণ তথ্য 

গববষণার ভিবরানাম: 

জলবায়ু সহনশীল প্রাথমিক স্বাস্থ্যসসবা জজারদারকরণ: বাাংলাসদসশ বগুডা এবাং মসরাজগঞ্জ জজলায 

যি়ুনা-সিমথ িত কমিউমনটি মিমনক প়ুনব িাসন মবষযক একটি মিশ্র-পদ্ধমতর বাস্তবাযন গসবষণা।  

অংিগ্রহণকারী আইভি: ___________________________ 

পদভব: 

 ☐ কমিউমনটি জহলথ জকযার জপ্রাভাইডার (CHCP) 

 ☐ জহলথ অ্যামসস্ট্যান্ট (HA) 

 ☐ ফ্যামিমল ওসযলসফ্যার অ্যামসস্ট্যান্ট (FWA) 

কভমউভনটি ভিভনবকর নাম: ___________________________ 

সাক্ষাৎকাবরর স্থান: 

 ☐ কমিউমনটি মিমনক 

 ☐ অ্নযানয: _______________________ 

সাক্ষাৎকাবরর তাভরখ: ___ / ___ / ___ 

                                 মদন   িাস  বছর 

শুরুর সময়: __________ 

সিবষর সময়: __________ 

সমাি সময়কাি (ভমভনবি): _______ 

সাক্ষাৎকারগ্রহণকারীর নাম: ___________________________ 

সনাি গ্রহণকারীর নাম: ___________________________ 

সাক্ষাৎকাবরর িাষা: 

 ☐ বাাংলা ☐ ইাংসরজজ ☐ মিশ্র (বাাংলা ও ইাংসরজজ) 

অভিও সরকভিতং: 

 ☐ হযা াঁ ☐ না 
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ভবিাগ খ: পিিূভম সংক্রান্ত তথ্য   

প্রশ্ন: এই কমিউমনটি মিমনসক আপনার বতিিান ভূমিকা এবাং দামযত্বগুসলা সম্পসকি মবস্তামরত 

বলসবন মক? 

প্রশ্ন: আপমন কতমদন ধসর এই মিমনসক কাজ করসছন? 

প্রশ্ন: প়ুনব িাসন বা সাংস্কাসরর আসগ এই মিমনকটি কীভাসব পমরোমলত হসতা এবাং তিন এর অ্বস্থ্া 

জকিন মছল? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• অ্বকািাসিাগত েযাসলঞ্জ: আসগর ভবসন মবসশষ কী কী সিসযা মছল? (জযিন: ভাঙা ছাদ, 

জাযগার অ্ভাব বা জরাজীণ ি অ্বস্থ্া) । 

• কায িক্রি বাস্তবাযনজমনত েযাসলঞ্জসিূহ 

• বনযা বা েরি আবহাওযার প্রভাব: প্রাকৃমতক দ়ুসয িাগ বা বনযার সিয জরাগীসদর মিমনসক 

আসসত বা জসবা মনসত কী ধরসনর বাধার সম্ম়ুিীন হসত হসতা? 

• স্বাস্থ্যসসবা প্রদান: জসই সিসয স্বাস্থ্যসসবা জদওযার প্রজক্রযাটি জকিন মছল? 

 

প্রশ্ন: যি়ুনা (JAMUNA) প্রকসের আওতায এই মিমনসক কী কী পমরবতিন করা হসযসছ জস সম্পসকি 

সাংসক্ষসপ মকছু বলসবন মক? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• মনি িাণশশলী: এই মিমনকটি মক সমূ্পণ ি নতুনভাসব মনি িাণ (Newly constructed) করা হসযসছ 

নামক মবদযিান কািাসিাটিসকই সাংস্কার বা আধ়ুমনকাযন (Upgraded) করা হসযসছ? 

• এটি কসব শুরু হসযমছল? 

• মনি িাণ/প়ুনব িাসন সম্পন্ন করসত কত সিয জলসগমছল? 

• এই উসদযাগটি জক গ্রহণ কসরমছসলন? 

• প়ুনব িাসন/প়ুনমন িি িাণ প্রজক্রযায আর কারা সমৃ্পক্ত মছসলন? 

• আসগ যা মছল না, এিন কী কী পমরবতিন আনা হসযসছ? 

• মনি িাণ/প়ুনব িাসসনর প্রসযাজন জকন হসযমছল? অ্ন়ুগ্রহ কসর মবস্তামরতভাসব আিাসদর জানান 

কী ঘসিমছল। 
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• প়ুনব িাসন েলাকালীন সিসয মক আপমন জকাসনা জসবা (মিমনক বা কমিউমনটি পয িাসয) প্রদান 

করসত জপসরমছসলন? কীভাসব? 

• প়ুনমন িি িাণ/প়ুনব িাসন েলাকালীন সিসয আপমন কী করমছসলন? 

 

ভবিাগ গঃ গ্রহণব াগযতার সক্ষত্রসমূহ 

আসবগিয 

দৃটিভমি বা 

িসনাভাব  

প্রশ্ন: যি়ুনা (JAMUNA) প্রকসের আওতায এই কমিউমনটি মিমনসকর 

প়ুনব িাসন বা সাংস্কার কাজ সম্পসকি আপনার বযজক্তগত অ্ন়ুভূমত কী? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• পছসন্দর মদক: এই আধ়ুমনকাযন করা বা উন্নত মিমনসক আপনার 

সবসেসয ভাসলা লাসগ জকান মবষযটি? 

• অ্সসতাসষর মদক: এিন মকছু মক আসছ যা আপনার পছন্দ হযমন বা 

জয মবষসয আপমন অ্সন্তুি? 

প্রশ্ন: প়ুনব িাসন কাজ জশষ হওযার পর জথসক এ পয িত সিসযর সাসথ সাসথ 

আপনার এই অ্ন়ুভূমত বা ধারণায মক জকাসনা পমরবতিন এসসসছ? (অ্থ িাৎ 

শুরুসত জযিন িসন হসযমছল, এিসনা মক জতিনই িসন হয, নামক ধারণা 

বদসলসছ?) 

কাসজর োপ বা 

জবাঝা  

প্রশ্ন: এই প়ুনব িাসন বা সাংস্কার কাসজর ফ্সল আপনার দদনজন্দন কাজ মক 

আসগর জেসয সহজ হসযসছ নামক আরও কটিন হসযসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• অ্মতমরক্ত কাসজর োপ: মিমনক পমরষ্কার-পমরচ্ছন্ন রািা, রক্ষণাসবক্ষণ 

করা মকাংবা জরাগীসদর সািলাসনার জক্ষসে আপনার ওপর মক বাডমত 

জকাসনা কাসজর োপ (Additional workload) দতমর হসযসছ? 

প্রশ্ন: দ়ুসয িাগকালীন কাসজর োপ: বনযা বা অ্মতবৃটির সিয এই প়ুনব িামসত 

মিমনসক কাজ করা মক আপনার কাসজর জবাঝা (Work burden) বামডসয জদয? 

কীভাসব? 
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দনমতকতা প্রশ্ন: আপনার মক িসন হয জয এই প়ুনব িামসত মিমনকটি জরাগীসদর জনয 

সম্মানজনক এবাং নযাযসিত (Equitable) স্বাস্থ্যসসবা মনজিত করসত সহাযতা 

কসর? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• অ্তভুিজক্ত ও জগাপনীযতা: নারীসদর জনয পদিার বযবস্থ্া বা জগাপনীযতা 

(Privacy), জেস্ট্মফ্মডাং কন িার, প্রমতবন্ধীসদর যাতাযাসতর স়ুমবধা 

(Disability access) এবাং নারী-প়ুরুসষর জনয আলাদা িযসলসির 

বযবস্থ্া মক এিাসন পয িাপ্ত? 

• সািয: সিাসজর সব স্তসরর িান়ুষ মক এিাসন সিানভাসব জসবা 

পাওযার স়ুসযাগ পাসচ্ছ? 

প্রশ্ন: এই মিমনসকর এিন জকাসনা মদক বা পমরবতিন মক আসছ যা আপনার 

জপশাগত দামযত্ব (Professional responsibilities) পালসনর সাসথ সািঞ্জসযপূণ ি 

নয বসল আপমন িসন কসরন? 

কায িক্রসির 

সািঞ্জসযতা  

প্রশ্ন: আপনার ধারণা অ্ন়ুযাযী, এই মিমনকটিসত প়ুনব িাসন বা সাংস্কাসরর এই 

পমরবতিনগুসলা জকন করা হসযসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• জলবায়ু সহনশীলতা: মিমনকটিসক দ়ুসয িাগ-সহনশীল (Climate 

resilience) করার মবষযটি মক আপমন ব়ুঝসত জপসরসছন? 

• জসবার ধারাবামহকতা: দ়ুসয িাসগর সিযও যাসত জসবা োল়ু থাসক 

(Service continuity), জসই লক্ষযটি মক আপনার কাসছ স্পি? 

• জরাগীর মনরাপত্তা: জরাগীসদর মনরাপত্তার (Patient safety) জক্ষসে এই 

পমরবতিনগুসলা কতিা জরুমর মছল বসল আপমন িসন কসরন? 

প্রশ্ন: এই মিমনসকর জয সব নতুন স়ুসযাগ-স়ুমবধা এবাং জাযগাগুসলা (Facilities 

and spaces) দতমর করা হসযসছ, জসগুসলা কীভাসব বযবহার করসত হসব জস 

সম্পসকি আপনার মক স্পি ধারণা আসছ? 
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স়ুসযাগ বযয বা 

মবকে তযাগ  

প্রশ্ন: এই প়ুনব িাসন বা সাংস্কার কাসজর ফ্সল মক আপনার মনযমিত স্বাস্থ্যসসবা 

বা সিসযর ওপর জকাসনা ধরসনর প্রভাব পসডসছ? কীভাসব? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• মনি িাণকালীন মবঘ্ন: মিমনকটি যিন সাংস্কার করা হজচ্ছল, তিন মক 

স্বাভামবক স্বাস্থ্যসসবা প্রদাসন জকাসনা ধরসনর মবঘ্ন (Disruption) 

ঘসিমছল? যমদ ঘসি থাসক, তসব আপনারা জসটি কীভাসব 

সািসলমছসলন? 

• পরবতী সিসযর োমহদা: প়ুনব িাসন কাজ জশষ হওযার পর, নতুন 

কািাসিা বা সরঞ্জাি বযবস্থ্াপনার জনয মক আপনাসক এিন অ্মতমরক্ত 

সিয বযয করসত হসচ্ছ? 

উপলমিগত 

কায িকামরতা  

প্রশ্ন: আপনার অ্মভজ্ঞতা অ্ন়ুযাযী, এই প়ুনব িাসন বা সাংস্কার কাসজর ফ্সল 

এই মিমনসকর স্বাস্থ্যসসবা প্রদাসনর িান মক উন্নত হসযসছ? একটি উদাহরণ 

মদন। 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• জরাগীর উপমস্থ্মত ও সিয: জরাগীসদর আসার সাংিযা (Attendance) মক 

জবসডসছ? জরাগীসদর অ্সপক্ষার সিয (Waiting time) মক আসগর জেসয 

কসিসছ? 

• পমরচ্ছন্নতা ও ধারাবামহকতা: মিমনসকর স্বাস্থ্যমবমধ বা পমরচ্ছন্নতা 

(Hygiene) এবাং মনযমিত জসবার ধারাবামহকতা (Service continuity) মক 

আসগর জেসয উন্নত হসযসছ? 

প্রশ্ন: আসগর তুলনায, বনযা বা েরি প্রমতকূল আবহাওযার সিয এিন 

মিমনকটি কীভাসব পমরোমলত হয? (অ্থ িাৎ দ়ুসয িাসগর সিয জসবাদান মক এিন 

সহজতর হসযসছ?) 

আত্ম-সক্ষিতা বা 

মনজস্ব দক্ষতা  

প্রশ্ন: এই প়ুনব িামসত মিমনসক মনযমিত স্বাস্থ্যসসবা (Routine service delivery) 

জদওযার জক্ষসে আপমন বতিিাসন মনসজসক কতিা আত্মমবশ্বাসী িসন কসরন? 
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প্রশ্ন: এিন বনযা বা অ্মতবৃটির িসতা পমরমস্থ্মতসতও জসবা োল়ু রািার জক্ষসে 

আপমন মনসজসক কতিা আত্মমবশ্বাসী িসন কসরন? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• উন্নযসনর পথ: আপনার এই আত্মমবশ্বাস আরও বৃজদ্ধ করার জনয 

আর কী কী করা জযসত পাসর বসল আপমন িসন কসরন? (জযিন: 

আরও উন্নত প্রমশক্ষণ, পয িাপ্ত জনবল বা বাডমত সরঞ্জাি) । 

 

ভবিাগ ঘ: ভস এফ আই আর সক্ষত্রসমূহ (CFIR DOMAINS) 

উদ্ভাবন (Innovation) 

  

প্রশ্ন: আপনার িসত, এই প়ুনব িামসত মিমনকটি আসগর অ্বকািাসিার 

তুলনায মক উন্নত? কীভাসব? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• তুলনািূলক স়ুমবধা (Relative advantage): আসগর মিমনক 

ভবসনর তুলনায এই নতুন সাংস্করসণ মবসশষ কী কী বাডমত 

স়ুমবধা জযাগ হসযসছ? 

• নকশার উপসযামগতা (Design suitability): এই এলাকার 

পমরসবশ ও প্রসযাজসনর সাসথ এই নতুন নকশাটি কতিা 

সািঞ্জসযপূণ ি বসল আপমন িসন কসরন? 

• জটিলতা বনাি সহজতা (Complexity or simplicity): এই 

নতুন কািাসিা বা স়ুসযাগ-স়ুমবধাগুসলা বযবহার করা মক সহজ 

নামক আসগর জেসয জবমশ জটিল িসন হয? 

• এই প়ুনব িামসত অ্বকািাসিাটি কতিা দীঘ িস্থ্াযী (Durable) বা 

িজব়ুত হসব বসল আপমন িসন কসরন? 

বামহযক জপ্রক্ষাপি (Outer 

Setting) 

  

প্রশ্ন: বতিিান পমরমস্থ্মতসত স্থ্ানীয িান়ুসষর োমহদা এবাং জলবায়ু 

ঝ়ুাঁ মকগুসলা মিমনসক স্বাস্থ্যসসবা প্রদাসনর জক্ষসে কীভাসব প্রভাব 

জফ্লসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 
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• দ়ুসয িাগ ও যাতাযাত বাধা: বনযা, নদী ভাঙন বা যাতাযাসতর 

সিসযাগুসলা (Access barriers) জসবা প্রদাসনর জক্ষসে কী 

ধরসনর প্রমতবন্ধকতা দতমর করসছ? 

• সাি়ুদামযক প্রতযাশা: বতিিান পমরমস্থ্মতসত স্থ্ানীয জনগসণর 

স্বাস্থ্যসসবা সাংক্রাত প্রতযাশাগুসলা (Community expectations) 

টিক জকিন? 

• প়ুনব িাসসনর পর এই মিমনসকর প্রমত স্থ্ানীয িান়ুসষর আস্থ্া 

(Trust) বা প্রতযাশা মক আসগর জেসয জকাসনাভাসব পমরবমতিত 

হসযসছ? 

অ্ভযতরীণ জপ্রক্ষাপি 

(Inner Setting) 

  

প্রশ্ন: প়ুনব িামসত মিমনকটির কায িক্রি পমরোলনার জক্ষসে মিমনক 

বযবস্থ্াপনা বা ঊর্ধ্ িতন কতৃিপসক্ষর তদারমক ও সহাযতা কতিা 

সসতাষজনক? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• জনতৃসত্বর সিথ িন (Leadership support): ঊর্ধ্ িতন কতৃিপসক্ষর 

পক্ষ জথসক আপনারা মক প্রসযাজনীয মদকমনসদিশনা এবাং 

সিথ িন পাসচ্ছন? 

• জযাগাসযাগ বযবস্থ্া: যি়ুনা (JAMUNA) প্রকে এবাং সরকামর 

স্বাস্থ্য কতৃিপসক্ষর িসধয বতিিান জযাগাসযাগ বযবস্থ্া জকিন? 

• সম্পসদর প্রাপযতা: মিমনকটি সটিকভাসব োলাসনার জনয 

প্রসযাজনীয সরঞ্জাি বা অ্সথ ির জযাগান মক টিকিাক আসছ? 

• প়ুনব িাসসনর আসগর তুলনায বতিিাসন তদারমক (Supervision) 

বা মনযমিত পয িসবক্ষসণর (Monitoring) জক্ষসে আপমন কী 

ধরসনর পাথ িকয লক্ষয করসছন? 

বযজক্তগত দবমশিয 

(Individual 

Characteristics) 

  

প্রশ্ন: জরুমর অ্বস্থ্ার সিয (জযিন: বনযা বা ঘূমণ িঝড) এই প়ুনব িামসত 

মিমনকটি বযবহার কসর জসবা জদওযার জক্ষসে আপমন মনসজসক 

কতিা আত্মমবশ্বাসী িসন কসরন? 
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অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• দক্ষতা ও জ্ঞান: আপনার মক িসন হয দ়ুসয িাসগর সিয এই 

নতুন অ্বকািাসিা এবাং সরঞ্জািগুসলা বযবহার করার জনয 

প্রসযাজনীয কামরগমর জ্ঞান আপনার আসছ? 

• অ্ন়ুসপ্ররণা ও িামলকানাসবাধ: এই মিমনকটি রক্ষণাসবক্ষণ বা 

বযবহাসরর জক্ষসে আপনার আত্মমবশ্বাস মক প়ুনব িাসসনর পর 

জথসক সিসযর সাসথ আরও বৃজদ্ধ জপসযসছ? 

• প্রমশক্ষণ: এই নতুন স়ুসযাগ-স়ুমবধাগুসলা বযবহাসরর ওপর 

আপমন মক জকাসনা মবসশষ প্রমশক্ষণ (Training) জপসযসছন? 

বাস্তবাযন প্রজক্রযা 

(Implementation 

Process) 

  

প্রশ্ন: প়ুনব িাসন কায িক্রি েলাকালীন জযাগাসযাগ (Communication) 

এবাং সিন্বয (Coordination) প্রজক্রযাগুসলা কীভাসব পমরোমলত 

হসযমছল? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• িতািত প্রদাসনর স়ুসযাগ: কাসজর িান বা পদ্ধমত মনসয 

িতািত বা মফ্ডবযাক (Feedback) জদওযার িসতা পয িাপ্ত 

স়ুসযাগ মক আপনাসদর মছল? 

• তদারমক ও ফ্সলা-আপ: কায িক্রসির অ্গ্রগমত মনযমিত 

পয িসবক্ষণ (Monitoring) এবাং পরবতীসত জসগুসলার ফ্সলা-

আপ কীভাসব করা হসতা? 

• উন্নযসনর জাযগা: আপনার িসত, জযাগাসযাগ বা সিন্বসযর 

জক্ষসে আর জকান জকান মবষয আরও উন্নত করা জযত (What 

could have been improved)? 

 

ভবিাগ ঙ: েিবায়়ু ও দ়ুব তাগ সপ্রক্ষাপি 

প্রশ্ন: এই কমিউমনটি মিমনক এলাকায সাধারণত কী ধরসনর জলবায়ু-সম্পমকিত প্রাকৃমতক দ়ুসয িাগ বা 

ঝ়ুাঁ মক (Climate-related hazards) জদিা যায? (জযিন: বনযা, নদী ভাঙন, অ্মতবৃটি বা জলাবদ্ধতা) 
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প্রশ্ন: এই ধরসনর জলবায়ুগত দ়ুসয িাগগুসলা এই মিমনসক স্বাস্থ্যসসবা প্রদাসনর জক্ষসে কত ঘনঘন বা 

কীভাসব প্রভাব জফ্সল? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• সিযকাল: এই ধরসনর দ়ুসয িাগ সাধারণত বছসরর জকান সিসয ঘসি? 

• প্রভাব: জসই সিসয মিমনসকর অ্বকািাসিা এবাং স্বাস্থ্যসসবা প্রদাসনর জক্ষসে টিক কী ধরসনর 

সিসযা হসযমছল? 

প্রশ্ন: এই মিমনসক প্রভাব জফ্সলসছ এিন সাম্প্রমতক জকাসনা বড প্রাকৃমতক দ়ুসয িাসগর কথা মক 

আপনার িসন আসছ? 

প্রশ্ন: জসই অ্মভজ্ঞতার ওপর মভমত্ত কসর আপমন মক িসন কসরন জয যি়ুনা (JAMUNA) প্রকসের এই 

প়ুনব িাসন কাজগুসলা মিমনকটিসক দ়ুসয িাগ জিাকামবলায আসগর জেসয জবমশ সক্ষি কসর তুসলসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• যাতাযাত ও প্রসবশামধকার: দ়ুসয িাসগর সিয বা টিক পসর মিমনসক জরাগীসদর যাতাযাত মক 

সহজ হসযসছ? 

• পূসব ির সাসথ তুলনা: প়ুনব িাসসনর আসগর অ্বস্থ্ার তুলনায এিন দ়ুসয িাসগর সিয জসবার িাসন 

কী ধরসনর পাথ িকয লক্ষয করসছন? 

প্রশ্ন: জলবায়ু-সম্পমকিত এিন জকাসনা েযাসলঞ্জ বা সিসযা মক এিনও রসয জগসছ যা এই প়ুনব িাসন 

কায িক্রসির িাধযসি প়ুসরাপ়ুমর সিাধান করা সম্ভব হযমন?  

ভবিাগ চ: সমাপনী 

প্রশ্ন: আপনার িসত, এই প়ুনব িাসন কায িক্রসির জকান মদকটি সবসেসয ভাসলা কাজ কসরসছ বা 

সবসেসয সফ্ল হসযসছ? (What do you think worked best in this rehabilitation?) 

প্রশ্ন: এই প়ুসরা প্রজক্রযায প্রধান েযাসলঞ্জ বা সীিাবদ্ধতাগুসলা (Main challenges or limitations) কী 

মছল? 

প্রশ্ন: ভমবষযসত কমিউমনটি মিমনক প়ুনব িাসসনর জক্ষসে আপমন কী কী স়ুপামরশ বা পরািশ ি 

(Recommendations) জদসবন? 

প্রশ্ন: এই প়ুনব িামসত মিমনকগুসলাসক স্বাস্থ্যসসবা প্রদানকারীসদর কাসছ আরও জবমশ গ্রহণসযাগয 

(Acceptable) কসর জতালার জনয আপমন কী কী পমরবতিসনর পরািশ ি জদসবন? 
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প্রশ্ন: এছাডা মক আর জকাসনা মবষয আসছ যা আপমন আিাসদর সাসথ জশযার করসত োন বা জযাগ 

করসত োন? (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 

 

 

• 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: ___________________________ 

• Designation: 

 ☐ Community Health Care Provider (CHCP) 

 ☐ Health Assistant (HA)/ 

 ☐ Family Welfare Assistant (FWA) 

• Community Clinic Name: ___________________________ 

• Interview Location: 

 ☐ Community Clinic 

 ☐ Other: _______________________ 

• Type of rehabilitation: 

☐ Complete rehabilitation (newly constructed clinic) 

☐ Partial rehabilitation (upgraded existing clinic) 

• Date of Interview: ___ / _____ / _____ 

                                          Day    Month      Year 

• Start Time: __________ 
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• End Time: _________ 

• Total Duration (minutes): ______ 

• Name of Interviewer: ___________________________ 

• Name of Note taker: ___________________________ 

• Audio Recording: 

 ☐ Yes ☐ No 

 

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 

Attitude 

How do you feel about the JAMUNA-supported rehabilitation of this 

community clinic? 

Probes: 

• What do you like most about the upgraded clinic? 

• Is there 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 

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

• 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? 

• 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? 

Probe:  

o Access during hazards 

o Difference compared to pre-rehabilitation 

• Are 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) 

মূি তথ্যদাতা সাক্ষাৎকার (KII) ভনবদতভিকা 

উিরদাতা:  ম়ুনা প্রকল্প বাস্তবায়নকারী কমী 

অধ্যায় ক: সাক্ষাৎকার সনাক্তকরণ তথ্য 

গববষণার ভিবরানাম: 

জলবায়ু সহনশীল প্রাথমিক স্বাস্থ্যসসবা জজারদারকরণ: বাাংলাসদসশ বগুডা এবাং মসরাজগঞ্জ জজলায 

যি়ুনা-সিমথ িত কমিউমনটি মিমনক প়ুনব িাসন মবষযক একটি মিশ্র-পদ্ধমতর বাস্তবাযন গসবষণা।  

অংিগ্রহণকারী আইভি: ___________________________ 

পদভব: প্রসজক্ট িযাসনজার / প্রসকৌশলী / স়ুপারভাইজার / মফ্ল্ড অ্মফ্সার / অ্নযানয: ______ 

প্রভতষ্ঠান: 

 ☐ স়ুইস জরড ক্রস 

 ☐ বাাংলাসদশ জরড জক্রসসন্ট জসাসাইটি 

 ☐ অ্নযানয: _______________________ 
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প্রকল্প এিাকা / উপবেিা: ___________________________ 

সাক্ষাৎকাবরর স্থান: 

 ☐ যি়ুনা মফ্ল্ড অ্মফ্স 

 ☐ অ্নযানয: _______________________ 

সাক্ষাৎকাবরর তাভরখ: ___ / ___ / ___ 

                                মদন  িাস  বছর 

শুরুর সময়: __________ 

সিবষর সময়: __________ 

সমাি সময়কাি (ভমভনবি): ________ 

সাক্ষাৎকারগ্রহণকারীর নাম:  ___________________________ 

সনাি গ্রহণকারীর নাম: ___________________________ 

সাক্ষাৎকাবরর িাষা: 

 ☐ বাাংলা ☐ ইাংসরজজ ☐ মিশ্র (বাাংলা ও ইাংসরজজ) 

অভিও সরকভিতং: 

 ☐ হযা াঁ ☐ না 

ভবিাগ খ: পিিূভম সংক্রান্ত তথ্য  

প্রশ্ন: যি়ুনা (JAMUNA) প্রকসে আপনার ভূমিকা বা দামযত্ব সম্পসকি মবস্তামরত বলসবন মক? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• িূল দামযত্ব: কমিউমনটি মিমনক প়ুনব িাসসনর জক্ষসে আপনার প্রধান দামযত্বগুসলা কী কী 

মছল? 

• সমৃ্পক্ততার পয িায: আপমন জকান জকান পয িাসয য়ুক্ত মছসলন? (পমরকেনা, বাস্তবাযন নামক 

তদারমক?) 

• সিযকাল: যি়ুনা প্রকসের সাসথ আপমন কতমদন ধসর য়ুক্ত আসছন? 

 

প্রশ্ন: যি়ুনা প্রকসের আওতায আপমন জিাি কতটি কমিউমনটি মিমনক প়ুনব িাসসনর কাসজর সাসথ 

জমডত মছসলন? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 
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• সাইি বা স্থ্ানসভসদ পাথ িকয: মবমভন্ন এলাকার মিমনকগুসলার কাসজর িসধয মক জকাসনা 

উসেিসযাগয পাথ িকয মছল? 

• পূণ িাি বনাি আাংমশক: আপমন মক পূণ িাি (Complete) এবাং আাংমশক (Partial) উভয ধরসনর 

প়ুনব িাসন কাসজর সাসথই য়ুক্ত মছসলন?   

ভবিাগ গঃ গ্রহণব াগযতার সক্ষত্রসমূহ 

আসবগিয 

দৃটিভমি বা 

িসনাভাব  

প্রশ্ন: যি়ুনা (JAMUNA) প্রকসের আওতায কমিউমনটি মিমনসকর এই 

প়ুনব িাসন কায িক্রি সম্পসকি আপনার বযজক্তগত অ্ন়ুভূমত বা িতািত কী? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• সন্তুটির িাো: মিমনসকর নতুন নকশা (Design), কাসজর িান (Quality) 

এবাং এর ফ্লাফ্ল মনসয আপমন কতিুক়ু  সন্তুি? 

প্রশ্ন: গ্রহণসযাগযতার পাথ িকয: পূণ িাি (Complete) এবাং আাংমশক (Partial) 

প়ুনব িাসন হওযা মিমনকগুসলার িসধয আপনার মক জকাসনা মভন্ন ধারণা দতমর 

হসযসছ? জকন এিন িসন হয? জসবা প্রদানকারীসদর িতািত: আপনার িসত, 

যারা সরাসমর স্বাস্থ্যসসবা মদসচ্ছন (Service providers), তারা এই পমরবতিসনর 

বযাপাসর জকিন জবাধ করসছন? 

কাসজর োপ বা 

জবাঝা  

প্রশ্ন: আপনার দৃটিসকাণ জথসক, এই প়ুনব িাসন কায িক্রিটি পমরোলনা বা 

সিন্বসযর জক্ষসে জকাসনা ধরসনর েযাসলঞ্জ বা সিসযার সৃটি কসরমছল মক? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• কাসজর োপ ও সিয: সিসযর স্বেতা (Time pressure), তদারমকর 

বাডমত দামযত্ব (Supervision workload) অ্থবা লজজমস্ট্কস বা িালািাল 

আনা-জনওযার জক্ষসে মক জকাসনা সিসযা হসযমছল? 

প্রশ্ন: বাস্তবাযসনর জটিলতা: কায িক্রিটির এিন জকাসনা মবসশষ মদক মছল মক যা 

বাস্তবাযন করা আপনার জনয মবসশষভাসব কটিন বা শ্রিসাধয (Particularly 

demanding) মছল? 
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দনমতকতা প্রশ্ন: আপনার মক িসন হয জয এই প়ুনব িাসন কায িক্রিটি একটি নযাযসিত 

(Equitable) এবাং িয িাদাপূণ ি (Dignified) প্রাথমিক স্বাস্থ্যসসবা মনজিত করার 

িূলনীমতর সাসথ সািঞ্জসযপূণ ি? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• মলি সাংসবদনশীলতা ও মবসশষ োমহদা: নকশাটি মক নারী-বান্ধব 

(Gender sensitive) এবাং প্রমতবন্ধীসদর প্রসবশামধকার (Disability access) 

মনজিত করার িসতা কসর দতমর করা হসযসছ? 

• সাি়ুদামযক োমহদা: এটি মক স্থ্ানীয সাধারণ িান়ুসষর প্রকৃত োমহদার 

প্রমতফ্লন ঘটিসযসছ? 

প্রশ্ন: কায িক্রিটি বাস্তবাযসনর সিয দনমতক জকাসনা প্রশ্ন বা স্থ্ানীয জনগসণর 

পক্ষ জথসক জকাসনা উসিসগর (Concerns) সৃটি হসযমছল মক? 

কায িক্রসির 

সািঞ্জসযতা  

প্রশ্ন: এই প়ুনব িাসন কায িক্রসির উসেশযগুসলা (জযিন: জলবায়ু সহনশীলতা 

এবাং মনরবজচ্ছন্ন জসবা মনজিত করা) জসবা প্রদানকারী এবাং স্থ্ানীয জনগসণর 

কাসছ কতিা পমরষ্কারভাসব জানাসনা হসযমছল? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• জলবায়ু সহনশীলতা: মিমনকটিসক জকন দ়ুসয িাগ-সহনশীল করা হসচ্ছ, 

জসই মবষসয মক তাসদর স্পি ধারণা জদওযা হসযমছল? 

• জসবার ধারাবামহকতা (Continuity of care): দ়ুসয িাসগর সিযও যাসত জসবা 

বন্ধ না হয, এই লক্ষযটি মক সবাই ব়ুঝসত জপসরমছল? 

প্রশ্ন: প়ুনব িাসন কায িক্রসির মবমভন্ন অ্াংশ বা মবষয মনসয জসবা প্রদানকারী বা 

জনগসণর িসধয জকাসনা ধরসনর ভুল জবাঝাব়ুজঝ (Misunderstandings) দতমর 

হসযমছল মক? 

স়ুসযাগ বযয বা 

মবকে তযাগ  

প্রশ্ন: এই প়ুনব িাসন কায িক্রিটি বাস্তবাযন করসত মগসয মক সিয, বাসজি বা 

প্রকসের অ্নয জকাসনা কাসজর জক্ষসে জকাসনা ধরসনর 'জেড-অ্ফ্' বা সিন্বয 

(জযিন: একটি করসত মগসয অ্নযটি বাদ জদওযা) করসত হসযমছল? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 
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• মবলম্ব ও সম্পদ প়ুনঃবণ্টন: কায িক্রি েলাকালীন মক জকাসনা 

অ্নাকাঙ্ক্ষিত মবলম্ব (Delays) হসযমছল? অ্থবা এক কাসজর বাসজি বা 

জনবল মক অ্নয কাসজ সমরসয মনসত (Reallocation of resources) 

হসযমছল? 

প্রশ্ন: আপস বা সিসঝাতা: বাস্তবাযন প্রজক্রযায গুণগত িান বা পমরমধর জক্ষসে 

মক জকাসনা ধরসনর আপস (Compromises) করসত হসযমছল? 

উপলমিগত 

কায িকামরতা  

প্রশ্ন: আপনার পয িসবক্ষণ অ্ন়ুযাযী, এই প়ুনব িাসন কায িক্রিটি কমিউমনটি 

মিমনসকর কায িকামরতা (Functionality) শজক্তশালী করার জক্ষসে কতিা সফ্ল 

হসযসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• জসবার ধারাবামহকতা: বনযার িসতা দ়ুসয িাসগর সিযও মক মিমনসক 

জসবাদান অ্বযাহত রািা সম্ভব হসযসছ? 

• ক্ষযক্ষমত ও যাতাযাত: অ্বকািাসিাগত ক্ষযক্ষমত মক আসগর জেসয 

কসিসছ? জরাগীসদর জনয মিমনসক যাতাযাত বা প্রসবশামধকার (Access) 

মক সহজতর হসযসছ? 

প্রশ্ন: আপনার মক িসন হয জয মিমনকগুসলা সমূ্পণ ি নতুনভাসব মনি িাণ (Fully 

reconstructed) করা হসযসছ এবাং জযগুসলাসক শুধ়ু সাংস্কার বা আধ়ুমনকাযন 

(Upgraded) করা হসযসছ, তাসদর কায িকামরতার িসধয জকাসনা পাথ িকয আসছ? 

আত্ম-সক্ষিতা 

বা মনজস্ব 

দক্ষতা  

প্রশ্ন: জসবা প্রদানকারীরা এই প়ুনব িামসত মিমনকগুসলা স্বাধীনভাসব পমরোলনা ও 

বযবহার করসত পারসব—এই মবষসয আপমন কতিুক়ু  আত্মমবশ্বাসী? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• রক্ষণাসবক্ষণ: মিমনসকর এই নতুন কািাসিা ও সরঞ্জািগুসলা মনযমিত 

রক্ষণাসবক্ষণ (Maintenance) করার িসতা দক্ষতা মক তাসদর আসছ? 

• েরি আবহাওযা: অ্মতবৃটি বা বনযার িসতা প্রমতকূল আবহাওযার 

(Extreme weather) সিয মিমনকটি সটিকভাসব বযবহার করার মবষসয 

তারা কতিুক়ু  সক্ষি? 
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প্রশ্ন: এই মিমনকগুসলার দীঘ িসিযাদী বযবহার মনজিত করসত এবাং জসবা 

প্রদানকারীসদর সক্ষিতা বাডাসত ভমবষযসত কী ধরসনর সহাযতা বা উসদযাগ 

(Support mechanisms) প্রসযাজন বসল আপমন িসন কসরন? 

 

ভবিাগ ঘ: ভস এফ আই আর সক্ষত্রসমূহ (CFIR DOMAINS) 

উদ্ভাবন (Innovation) 

  

প্রশ্ন: বনযাপ্রবণ এবাং জলবায়ুগতভাসব ঝ়ুাঁ মকপূণ ি অ্ঞ্চসলর জনয এই 

প়ুনব িাসন নকশাটি (Design) আপনার কাসছ কতিা উপয়ুক্ত বা যথাযথ 

িসন হসযসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• তুলনািূলক স়ুমবধা: সাধারণ বা প্রেমলত কমিউমনটি মিমনসকর 

অ্বকািাসিার জেসয এই নকশাটির বাডমত স়ুমবধাগুসলা কী 

কী? 

• নকশার জটিলতা বা সহজতা: এই নকশাটি মক ি়ুব জবমশ 

জটিল নামক এটি বাস্তবাযন ও বযবহার করা সহজসাধয? 

• অ্মভসযাজন সক্ষিতা (Adaptability): পমরবমতিত বা েরি 

আবহাওযার সাসথ িাপ িাইসয জনওযার জক্ষসে এই উসদযাগটি 

কতিা নিনীয? 

• স্থ্ামযত্ব: আপনার কী িসন হয—সিসযর সাসথ সাসথ এই 

মবসশষ নকশাগুসলা (Design features) কতিা কায িকরভাসব 

টিসক থাকসব বা কাজ করসব? 

বামহযক জপ্রক্ষাপি (Outer 

Setting) 

  

প্রশ্ন: আপনার িসত, জকান জকান বামহযক মবষযগুসলা (External 

factors) এই প়ুনব িাসন কায িক্রি বাস্তবাযসন প্রভাব জফ্সলসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• জলবায়ু ঝ়ুাঁ মক: বনযা, নদী ভাঙন বা জলাবদ্ধতার িসতা 

মবষযগুসলা মক কাসজ জকাসনা প্রভাব জফ্সলমছল? 
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• দাতা সাংস্থ্ার শতিাবলী: দাতা সাংস্থ্ার (Donor) মনমদিি জকাসনা 

প্রসযাজনীযতা বা সিসযর সীিাবদ্ধতা (Timelines) মক মছল? 

• সরকামর নীমতিালা: সরকামর নীমত বা প্রশাসমনক অ্ন়ুসিাদসনর 

জক্ষসে জকাসনা েযাসলঞ্জ বা স়ুমবধা মছল মক? 

• সািাজজক প্রতযাশা: স্থ্ানীয জনগসণর প্রতযাশা বা তাসদর পক্ষ 

জথসক জকাসনা োপ মক কায িক্রিটিসক প্রভামবত কসরসছ? 

• এিন জকাসনা বামহযক মবষয মছল মক যা অ্প্রতযামশতভাসব এই 

কায িক্রি বাস্তবাযসন সাহাযয কসরসছ? 

অ্ভযতরীণ জপ্রক্ষাপি 

(Inner Setting) 

  

প্রশ্ন: প্রামতষ্ঠামনক বা সাাংগিমনক মবষযগুসলা এই কায িক্রি বাস্তবাযসন 

কী ধরসনর প্রভাব জফ্সলসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• সিন্বয: স়ুইস জরড ক্রস (SRC), বাাংলাসদশ জরড জক্রসসন্ট 

জসাসাইটি (BDRCS) এবাং সরকাসরর িসধয সিন্বয জকিন 

মছল? 

• জযাগাসযাগ বযবস্থ্া: প্রামতষ্ঠামনক জযাগাসযাসগর িাধযি বা 

পদ্ধমতগুসলা কতিা কায িকর মছল? 

• জনতৃসত্বর অ্াংশগ্রহণ: ঊর্ধ্ িতন কতৃিপসক্ষর বা জনতৃসত্বর 

স্বতঃস্ফূ্তি অ্াংশগ্রহণ কতিুক়ু  মছল? 

• সম্পসদর প্রাপযতা: প্রসযাজনীয অ্থ ি, জনবল বা সরঞ্জাি মক 

সিযিসতা পাওযা মগসযমছল? 

• কায িক্রি বাস্তবাযসনর সিয জকাসনা মবষসয মিিত বা িন্দ্ব 

দতমর হসল তা কীভাসব সিাধান করা হসযমছল? 

বযজক্তগত দবমশিয 

(Individual 

Characteristics) 

  

প্রশ্ন: কিীসদর জ্ঞান, দক্ষতা এবাং কাসজর প্রমত অ্ন়ুসপ্ররণা এই 

কায িক্রি বাস্তবাযসন জকিন প্রভাব জফ্সলসছ? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 
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• কামরগমর সক্ষিতা: িাি পয িাসযর কিীসদর কামরগমর বা 

জিকমনকযাল দক্ষতা জকিন মছল? 

• অ্মভজ্ঞতা: জলবায়ু-সহনশীল অ্বকািাসিা (Climate-resilient 

infrastructure) দতমরর জক্ষসে তাসদর পূব ি অ্মভজ্ঞতা মক পয িাপ্ত 

মছল? 

• অ্ন়ুসপ্ররণা ও িামলকানাসবাধ: কাসজর প্রমত তাসদর আগ্রহ বা 

অ্ন়ুসপ্ররণা জকিন মছল? (প্রকে েলাকালীন মক তাসদর দক্ষতা 

বা আত্মমবশ্বাস আসগর জেসয বৃজদ্ধ জপসযসছ?) 

বাস্তবাযন প্রজক্রযা 

(Implementation 

Process) 

  

প্রশ্ন: এই প্রকসের পমরকেনা (Planning), বাস্তবাযন (Execution) এবাং 

তদারমক (Supervision) প্রজক্রযাগুসলা কীভাসব পমরোমলত হসযমছল, তা 

মক মবস্তামরত বলসবন? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• অ্াংশীজনসদর অ্াংশগ্রহণ: প্রকসের শুরু জথসক স্থ্ানীয 

অ্াংশীজনসদর (Stakeholders) সমৃ্পক্ত করার জকৌশলগুসলা কী 

মছল? 

• িমনিমরাং ও স়ুপারমভশন: কাসজর িান বজায রািার জনয 

তদারমক বা পয িসবক্ষসণর পদ্ধমতগুসলা জকিন মছল? 

• মফ্ডবযাক জিকামনজি: প্রকসের জকাসনা মবষসয িতািত বা 

অ্মভসযাগ জানাসনার জকাসনা বযবস্থ্া মছল মক? 

• মশক্ষা ও প্রমতফ্লন: কাজ েলাকালীন জকাসনা সিসযা জথসক 

মশক্ষা মনসয পরবতীসত মক জকাসনা পমরবতিন আনা হসযমছল? 

(Reflection and learning) 

  

  

ভবিাগ ঙ: েিবায়়ু ও দ়ুব তাগ সপ্রক্ষাপি 

প্রশ্ন: যি়ুনা (JAMUNA) প্রকে সিমথ িত এই মিমনকগুসলা জযসব এলাকায অ্বমস্থ্ত, জসিাসন িূলত 

জকান জকান প্রধান জলবায়ু ঝ়ুাঁ মকগুসলা (Climate hazards) জদিা যায? 
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অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• এগুসলার িাো ও প়ুনরাবৃমত্ত (Frequency and severity) জকিন? অ্থ িাৎ এগুসলা কত ঘনঘন 

ঘসি এবাং কতিা ভযাবহ হয? 

প্রশ্ন: আপনার অ্মভজ্ঞতা অ্ন়ুযাযী, এই জলবায়ু ঝ়ুাঁ মকগুসলা সাধারণত কমিউমনটি মিমনসকর 

কায িকামরতার (Functionality) ওপর কীরূপ প্রভাব জফ্সল? 

প্রশ্ন: প়ুনব িাসন েলাকালীন বা তার পসর ঘসি যাওযা সাম্প্রমতক জকাসনা বড দ়ুসয িাগ বা জলবায়ু 

পমরবতিসনর প্রভাব সম্পসকি বলসবন মক? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• প়ুনব িামসত বনাি অ্-প়ুনব িামসত মিমনক: সাধারণ মিমনসকর তুলনায এই প়ুনব িামসত 

মিমনকগুসলার ওপর দ়ুসয িাসগর প্রভাব জকিন মছল? (জকানটি জবমশ টিসক মছল?) 

প্রশ্ন: আপনার িসত, যি়ুনা প্রকসের এই প়ুনব িাসন কাজগুসলা দ়ুসয িাগ জিাকামবলায কতিা কায িকর 

বা উপসযাগী (Useful) মছল? 

অ্ন়ুসন্ধানী প্রশ্ন (Probes): 

• নকশার (Design) জকান মবসশষ মদকগুসলা দ়ুসয িাসগর সিয ভাসলা কাজ কসরসছ? 

• জকাসনা সীিাবদ্ধতা (Limitations) মক আপনার জোসি পসডসছ? 

প্রশ্ন: ভমবষযসত এই ধরসনর প়ুনব িাসসনর জক্ষসে আর কী কী জলবায়ু-সহনশীল পদসক্ষপ (Climate-

resilience measures) জনওযা উমেত বসল আপমন িসন কসরন? 

 

ভবিাগ চ: সমাপনী 

প্রশ্ন: আপনার দৃটিসত, এই প়ুনব িাসন প্রজক্রযার সবসেসয সফ্ল বা কায িকর মদক জকানটি মছল? 

(অ্থ িাৎ জকান মবষযটি সবসেসয ভাসলা কাজ কসরসছ?) 

প্রশ্ন: এই কায িক্রিটি সফ্লভাসব বাস্তবাযসনর জক্ষসে সবসেসয বড বাধা বা েযাসলঞ্জগুসলা (Barriers) 

কী মছল? 

প্রশ্ন: ভমবষযসত জলবায়ু-সহনশীল কমিউমনটি মিমনক মনি িাসণর জক্ষসে এই অ্মভজ্ঞতা জথসক 

আিাসদর কী কী মশক্ষা (Lessons) জনওযা উমেত বসল আপমন িসন কসরন? 

সিাপনী: আপনার িূলযবান সিয এবাং এই সাক্ষাৎকাসর অ্াংশগ্রহসণর জনয আপনাসক অ্সাংিয 

ধনযবাদ। 
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A 6 KII guidelines: Implementers (English) 

Key Informant Interview (KII) Guideline 

Respondent: JAMUNA Implementation Staff 

Section A: INTERVIEW IDENTIFICATION INFORMATION 

• 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: ___________________________ 

• Designation: Project Manager / Engineer / Supervisor / Field Officer/ Other: _____ 

• Organization: 

 ☐ Swiss Red Cross 

 ☐ Bangladesh Red Crescent Society 

 ☐ Other: _______________________ 

• Project Area / Upazila: ___________________________ 

• Interview Location: 

 ☐ JAMUNA field office 

 ☐ Other: _______________________ 

• Type of rehabilitation: 

☐ Complete rehabilitation (newly constructed clinic) 

☐ Partial rehabilitation (upgraded existing clinic) 

• Date of Interview: ___ / _____ / _____ 

                                        Day   Month   Year 

• Start Time: __________ 

• End Time: _________ 

• Total Duration (minutes): ________ 

• Name of Interviewer: ___________________________ 

• Name of Note taker: ___________________________ 
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• Audio Recording: 

 ☐ Yes  ☐ No 

 

Section B: BACKGROUND INFORMATION 

• Please describe your role in the JAMUNA project. 

Probes: 

• Main responsibilities related to CC rehabilitation 

• Involvement stages (planning, implementation, supervision) 

o Duration of involvement in the JAMUNA project 

 

 

• How many community clinics were you involved in rehabilitating under JAMUNA? 

Probes: 

• Any differences across sites 

• 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 

Process 

Can you describe how planning, execution, and supervision were 

carried out? 

Probes: 

 • Stakeholder engagement strategies 

 • Monitoring and supervision practices 

 • Feedback mechanisms 

 • Reflection and learning during implementation 

 Section E: CLIMATE AND DISASTER CONTEXT 

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

were rehabilitated? 

Probe:  

• 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: 

o 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 

• Are 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) 

তথ্য পত্র 

িূভমকা: আসসালাি়ু আলাইক়ু ি/নিস্কার, আিার নাি তািান্না ি়ুনি়ুন ইিা এবাং আমি েযাক 

ইউমনভামস িটির জজিস মপ গ্রান্ট স্ক়ু ল অ্ফ্ পাবমলক জহলথ জথসক এসসমছ। আিরা স়ুইস জরড ক্রস 

এবাং বাাংলাসদশ জরড জক্রসসন্ট জসাসাইটির সহসযামগতায ‘যি়ুনা’ (JAMUNA) প্রকসের সহাযতায 

কমিউমনটি মিমনক প়ুনব িাসন কায িক্রসির উপর একটি গসবষণা পমরোলনা করমছ। এই গসবষণাটি 

েযাক জজিস মপ গ্রান্ট স্ক়ু ল অ্ব পাবমলক জহলথ, েযাক মবশ্বমবদযালসযর এিমপএইে জপ্রাগ্রাসির 

অ্থ িাযসন পমরোমলত হসচ্ছ। 

ক্রভমক নং: [প্রসিাকল নম্বর] 

গববষণার ভিবরানাম: জলবায়ু সহনশীল প্রাথমিক স্বাস্থ্যসসবা জজারদারকরণ: বাাংলাসদসশ বগুডা 

এবাং মসরাজগঞ্জ জজলায যি়ুনা-সিমথ িত কমিউমনটি মিমনক প়ুনব িাসন মবষযক একটি মিশ্র-পদ্ধমতর 

বাস্তবাযন গসবষণা। 

গববষণা দি: তািান্না ি়ুনি়ুন ইিা (প্রধান গসবষক), ডা. হুিাযরা মবনসত আসনাযার এবাং েযাক 

জজিস মপ গ্রান্ট স্ক়ু ল অ্ব পাবমলক জহলথ, েযাক মবশ্বমবদযালসযর সাংমিি গসবষকবৃন্দ। 

গববষণার উবেিয: জলবায়ু ঝ়ুাঁ মকপূণ ি পমরমস্থ্মতসত ‘যি়ুনা’ প্রকসের আওতায কমিউমনটি মিমনক 

প়ুনব িাসন কায িক্রসির গ্রহণসযাগযতা যাোই করা এবাং এই প়ুনব িাসন প্রজক্রযাসক প্রভামবত কসর এিন 

বাধা ও সহাযক মবষযগুসলা সম্পসকি জানা। 

অংিগ্রহবণর স ৌক্তক্তকতা: আপনাসক এই গসবষণায অ্াংশগ্রহসণর জনয আিন্ত্রণ জানাসনা 

হসযসছ, কারণ আপমন ‘যি়ুনা’ প্রকসের প়ুনব িাসন কায িক্রসির আওতায কমিউমনটি মিমনসকর জসবা 

প্রদান, বাস্তবাযন অ্থবা তদারমকর সাসথ সরাসমর সমৃ্পক্ত। জলবায়ু ঝ়ুাঁ মকপূণ ি বাস্তব পমরমস্থ্মতসত এই 

প়ুনব িাসন কায িক্রিগুসলা কীভাসব বাস্তবামযত ও পমরোমলত হসচ্ছ, তা জবাঝার জনয আপনার 

অ্মভজ্ঞতা এবাং িতািত আিাসদর জনয অ্তযত গুরুত্বপূণ ি। 

পদ্ধভত: আপমন যমদ এই গসবষণায অ্াংশগ্রহণ করসত সম্মত হন, তসব আিরা আপনার সাসথ ৩০ 

জথসক ৪৫ মিমনসির একটি সরাসমর এবাং মবশদ সাক্ষাৎকার (In-depth interview) পমরোলনা করব। 

এই সাক্ষাৎকাসর কমিউমনটি মিমনক প়ুনব িাসন, এর গ্রহণসযাগযতা এবাং বাস্তবাযনসক প্রভামবত কসর 
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এিন মবষযগুসলা সম্পসকি আপনার অ্মভজ্ঞতা, দৃটিভমি এবাং িতািত জানসত োওযা হসব। তথয 

সটিকভাসব মলমপবদ্ধ করার স়ুমবধাসথ ি আপনার অ্ন়ুিমত সাসপসক্ষ সাক্ষাৎকারটি অ্মডও জরকডি করা 

হসব। এছাডা, অ্ন়ুিমত মনসয ছমবও জতালা হসত পাসর। জকাসনা অ্াংশগ্রহণকারীর ি়ুিিণ্ডসলর ছমব 

জতালা হসব না। ছমব শুধ়ুিাে অ্বকািাসিাগত দবমশিযসিূসহর িসধয সীিাবদ্ধ থাকসব এবাং এসত 

জকাসনা বযজক্তসক শনাক্ত করা যায এিন তথয অ্তভুিক্ত থাকসব না। জতালা ছমবগুসলা পাসওযাডি-

স়ুরমক্ষত মডভাইসস সাংরক্ষণ করা হসব, জযিাসন জকবল গসবষণা দসলর সদসযসদর প্রসবশামধকার 

থাকসব। ছমবর অ্ন়ুিমত না মদসলও সাক্ষাৎকাসর অ্াংশগ্রহসণর উপর জকাসনা প্রভাব পডসব না। 

অংিগ্রহবণর স়ুফি: এই গসবষণায অ্াংশগ্রহসণর ফ্সল আপনার সরাসমর জকাসনা বযজক্তগত লাভ 

বা স়ুমবধা জনই। তসব, আপনার অ্াংশগ্রহণ এিন তথয-প্রিাণ দতমর করসত সাহাযয করসব যা জলবায়ু-

সমহষ্ণ়ু  কমিউমনটি মিমনক প়ুনব িাসসনর উন্নমত, প্রাথমিক স্বাস্থ্যসসবা শজক্তশালীকরণ এবাং ভমবষযসত 

কায িক্রি পমরকেনা ও নীমতমনধ িারসণ সহাযক ভূমিকা পালন করসত পাসর। 

ক্ষভতপূরণ/সম্মানী: এই গসবষণায আপনার অ্াংশগ্রহণ সমূ্পণ ি জস্বচ্ছািূলক। এই গসবষণায 

অ্াংশগ্রহসণর জনয আপনাসক জকাসনা অ্থ ি প্রদান করসত হসব না। একইভাসব, সাক্ষাৎকাসর 

অ্াংশগ্রহসণর মবমনিসয আপনাসক জকাসনা আমথ িক ক্ষমতপূরণ বা সম্মানী প্রদান করা হসব না। 

ঝ়ুুঁ ভক: এই গসবষণায অ্াংশগ্রহণ করসল আপনার শারীমরক জকাসনা ক্ষমতর সম্ভাবনা জনই। তসব মকছু 

প্রশ্ন আপনার কাসজর অ্মভজ্ঞতা এবাং েযাসলঞ্জ সম্পমকিত হসত পাসর, যা আপনার কাসছ মকছুিা 

অ্স্বজস্তকর িসন হসত পাসর। জয প্রশ্নগুসলা আপনার কাসছ অ্স্বজস্তকর িসন হসব, আপমন োইসল 

জসগুসলার উত্তর নাও মদসত পাসরন এবাং জযসকাসনা সিয সাক্ষাৎকারটি থামিসয মদসত পাসরন। 

সগাপনীয়তা ও নাম প্রকাি না করা : এই গসবষণার েলাকালীন সাংগৃহীত সিস্ত তথয কসিারভাসব 

জগাপন রািা হসব। জকাসনা প্রমতসবদন বা প্রকাশনায আপনার নাি বা পমরেয প্রকাশ পায এিন 

জকাসনা তথয অ্তভুিক্ত করা হসব না। সাক্ষাৎকারগুসলা মনমদিি জকাড বা অ্ননয শনাক্তকরণ নম্বর 

বযবহার কসর সাংরক্ষণ করা হসব। অ্মডও জরকডি এবাং প্রমতমলমপগুসলা (transcripts) মনরাপদ স্থ্াসন 

সাংরক্ষণ করা হসব এবাং শুধ়ুিাে গসবষণা দসলর সদসযসদরই এই তসথয প্রসবশামধকার থাকসব। 

গসবষণার ফ্লাফ্লগুসলা ভাগ কসর জনওযা বা প্রকাশ করা হসত পাসর, তসব জকাসনাভাসবই 

অ্াংশগ্রহণকারীর পমরেয শনাক্ত করা যাসব না। জকাসনা মবসদমশ গসবষসকর সসি শনাক্তসযাগয বা 

কাাঁো (raw) তথয জশযার করা হসব না। যমদ গসবষণার ফ্লাফ্ল আতজিামতক মপযার-মরমভউড 
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জান িাসল প্রকামশত হয, তসব শুধ়ুিাে সিটিগত (aggregated) ও জবনামিকৃত (anonymized) 

ফ্লাফ্লই প্রোর করা হসব। 

অংিগ্রহবণর ধ্রণ : এই গসবষণায আপনার অ্াংশগ্রহণ সমূ্পণ ি জস্বচ্ছািূলক। আপমন এই 

গসবষণায অ্াংশ জনসবন মক না, জস মবষসয মসদ্ধাত জনওযার পূণ ি স্বাধীনতা আপনার রসযসছ এবাং 

আপনার মসদ্ধাসতর কারসণ জকাসনা সিসযা বা শাজস্তর সম্ম়ুিীন হসত হসব না। আপমন জযসকাসনা 

সিয জকাসনা কারণ দশ িাসনা ছাডাই এই গসবষণা জথসক মনসজসক প্রতযাহার কসর মনসত পাসরন, 

এিনমক সাক্ষাৎকার শুরু হওযার পসরও। সাক্ষাৎকার প্রজক্রযা জশষ করার পসরও আপমন গসবষণা 

জথসক মনসজর তথয প্রতযাহাসরর মসদ্ধাত মনসত পাসরন। জসসক্ষসে, সাক্ষাৎকাসরর ২৪ ঘণ্টার িসধয 

প্রদত্ত জফ্ান নম্বসর জযাগাসযাগ কসর আপমন প্রতযাহাসরর অ্ন়ুসরাধ জানাসত পাসরন। তসব, 

সাক্ষাৎকাসরর প্রমতমলমপ (transcript) মথিযাটিক মবসিষসণ অ্তভুিক্ত করার পর (যা সাক্ষাৎকাসরর ২৪ 

ঘণ্টা পর এবাং সসব িাচ্চ ৭ মদসনর িসধয সম্পন্ন হওযার সম্ভাবনা রসযসছ), তিন পৃথক তথয আর 

আলাদাভাসব শনাক্ত কসর অ্পসারণ করা সম্ভব নাও হসত পাসর। সিটিগত মবসিষণ বা প্রকাশনার 

িসডা প্রস্তুত প্রজক্রযা শুরু হসয জগসল অ্াংশগ্রহণ প্রতযাহার করা আর সম্ভব হসব না। 

কৃজেি ব়ুজদ্ধিত্তার (AI) বযবহার : এই তথযপে এবাং গসবষণার সরঞ্জািগুসলা অ্ন়ুবাসদর জক্ষসে 

কৃজেি ব়ুজদ্ধিত্তা (Artificial Intelligence) বযবহার করা হসযসছ। যমদও গসবষণা দসলর জনয আলাদা 

জকাসনা কৃজেি ব়ুজদ্ধিত্তা -সাংক্রাত দনমতক মনসদিমশকা প্রণযন করা হযমন, তব়ুও মকছু মনমদিি স়ুরক্ষা 

বযবস্থ্া কসিারভাসব অ্ন়ুসরণ করা হসব। জযিন— জকাসনা অ্াংশগ্রহণকারীর শনাক্তসযাগয তথয 

জকাসনা কৃজেি ব়ুজদ্ধিত্তা প্ল্যািফ্সি ি আপসলাড করা হসব না। গসবষণার তথয মবসিষসণর জনয কৃজেি 

ব়ুজদ্ধিত্তা বযবহার করা হসব না। সকল সাক্ষাৎকাসরর প্রমতমলমপ (transcript) মডজজিাল 

প্রজক্রযাকরসণর পূসব ি জবনামিকরণ করা হসব। গসবষণা দসলর সদসযসদর বামহযক কৃজেি ব়ুজদ্ধিত্তা 

িুসল জকাসনা জগাপনীয তথয আপসলাড না করার মবষসয স্পি মনসদিশনা জদওযা হসব। 

 

স াগাব াবগর তথ্য: 

গসবষণা সম্পমকিত জকাসনা প্রশ্ন থাকসল জযাগাসযাগ করুন: 

তািান্না ি়ুনি়ুন ইিা 

জজিস মপ গ্রযান্ট স্ক়ু ল অ্ব পাবমলক জহলথ, েযাক মবশ্বমবদযালয 
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জফ্ান: +৮৮০ ১৭১১৭৮৫৪৪৭ 

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

 

দনমতক মবষযক জকাসনা উসিগ থাকসল জযাগাসযাগ করুন: 

ইনমস্ট্টিউশনাল মরমভউ জবাডি (IRB) 

জজিস মপ গ্রযান্ট স্ক়ু ল অ্ব পাবমলক জহলথ, েযাক মবশ্বমবদযালয 

জফ্ান: +৮৮০ ১৯৯৩৩৭৯৫১২ 

ইসিইল: irb-jpgsph@bracu.ac.bd 

B 2 Information Sheet (English) 

Information Sheet 

  

Introduction: Greetings, my name is Tamanna Munmun Emaa, and I 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 

mailto:tamanna.munmun.emaa@g.bracu.ac.bd
mailto:irb-jpgsph@bracu.ac.bd
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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. 

AI use: Artificial Intelligence has been used while translating the information sheet and study 

tools. Though no team level AI ethical guideline is developed, certain safeguards will be explicitly 

followed. Eg No identifiable participant data will be uploaded to any AI platform. AI 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 AI 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) 

সম্মভতপত্র 

গববষণার ভিবরানাম: জলবায়ু সহনশীল প্রাথমিক স্বাস্থ্যসসবা জজারদারকরণ: বাাংলাসদসশ বগুডা 

এবাং মসরাজগঞ্জ জজলায যি়ুনা-সিমথ িত কমিউমনটি মিমনক প়ুনব িাসন মবষযক একটি মিশ্র-পদ্ধমতর 

বাস্তবাযন গসবষণা।  

আমি উপসরর তথযগুসলা পসডমছ (অ্থবা আিাসক পসড জশানাসনা হসযসছ)। আমি এই গসবষণার 

উসেশয এবাং অ্াংশগ্রহণকারী মহসসসব আিার ভূমিকা ব়ুঝসত জপসরমছ। আমি অ্বগত আমছ জয, এই 

mailto:tamanna.munmun.emaa@g.bracu.ac.bd
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গসবষণায আিার অ্াংশগ্রহণ সমূ্পণ ি জস্বচ্ছািূলক এবাং আমি জকাসনা জনমতবােক ফ্লাফ্ল ছাডাই 

জযসকাসনা সিয মনসজসক প্রতযাহার কসর মনসত পামর। 

মনসে স্বাক্ষর বা টিপসই প্রদাসনর িাধযসি আমি এই গসবষণায অ্াংশগ্রহসণর জনয আিার সম্মমত 

প্রকাশ করমছ। 

আপনার আতমরক সহসযামগতার জনয ধনযবাদ। 

 

আপমন মক সাক্ষাৎকারটি অ্মডও জরকডি করার অ্ন়ুিমত মদসচ্ছন? 

(দযা কসর িসন রািসবন, সাক্ষাৎকার েলাকালীন জযসকাসনা সিয আপমন জরকমডিাং বন্ধ 

করসত বলসত পাসরন।) 

হযা 
 

না 

আপমন মক গসবষণার ফ্লাফ্ল জশযার /প্রোর করার অ্ন়ুিমত মদসচ্ছন? হযা না 

আপমন মক ছমব জতালার অ্ন়ুিমত মদসচ্ছন? হযা না 

আপমন মক ছমব জশযার/প্রোর করার অ্ন়ুিমত মদসচ্ছন? হযা না 

আপনার মক জকাসনা প্রশ্ন আসছ? হযা না 

প্রশ্ন: 

 

সাক্ষাৎকার গ্রহণকারীর নাি: তািান্না ি়ুনি়ুন ইিা উত্তরদাতার নাি: 

সাক্ষাৎকার গ্রহণকারীর স্বাক্ষর: উত্তরদাতার স্বাক্ষর/আঙুসলর ছাপ: 

তামরি: তামরি: 

 

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 

I have read (or have had read to me) the information above. I understand the purpose of the study 

and my role as a participant. I understand that my participation is voluntary and that I may 

withdraw at any time without any negative consequences. 

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

Do you give permission for the interview to be audio recorded? (Please note that at 

any point during the interview, you can ask the interviewer to turn off the recording 

device.) 

Yes 

  

No 

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: 

 


