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Abstract: A single paragraph of about 200 words maximum. For research articles, abstracts should 14 
give a pertinent overview of the work. We strongly encourage authors to use the following style of 15 
structured abstracts, but without headings: (1) Background: Place the question addressed in a broad 16 
context and highlight the purpose of the study; (2) Methods: briefly describe the main methods or 17 
treatments applied; (3) Results: summarise the article's main findings; (4) Conclusions: indicate the 18 
main conclusions or interpretations. The abstract should be an objective representation of the article 19 
and it must not contain results that are not presented and substantiated in the main text and should 20 
not exaggerate the main conclusions. 21 
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1. Introduction 24 

Humanitarian response to health emergencies and disasters aims to prevent and re- 25 
duce excess mortality and morbidity, and to facilitate a return to normalcy in the affected 26 
areas1. Health care is a critical aspect in all stages of disasters and complex emergencies. 27 
Conflict areas typically encounter extensive violence and loss of life; massive displace- 28 
ment of people; and widespread damage to societies and economies; and Significant se- 29 
curity risks for humanitarian relief workers in some areas2. 30 

To date, conflicts have caused massive displacements and widespread hunger 31 
around the world. In 2018, there were 52 conflicts in 36 different countries, causing 53000 32 
deaths3. The United Nations High Commissioner for Refugees (UNHCR) estimated that 33 
70.8 million people were forcibly displaced due to conflicts, violence, persecution or hu- 34 
man rights violation; 67% of all refugees came from just five countries – Syria, Afghani- 35 
stan, South Sudan, Myanmar and Somalia4 – all of which have been torn by conflicts. Ac- 36 
cording to the report released by the United Nations' Food and Agriculture Organization 37 
(FAO) and World Food Programme (WFP) in 2019, around 56 million people urgently 38 
need food and livelihood assistance across 8 conflict zones around the world, including 39 
Afghanistan, the Central African Republic (CAR), the Democratic Republic of Congo 40 
(DRC), South Sudan and Yemen5. Worse still, long running crisis can sever the health sys- 41 
tem of a country or region, leaving the affected areas little to no capacity to cope with the 42 
surge in health care needs in emergencies such as outbreaks of infectious diseases and 43 
natural disasters. The Overseas Development Institute (ODI) estimated that 58% of people 44 
killed by disasters lived in the world's 30 most fragile states in 20166.  45 
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Existing literature has elucidated how conflicts widenedthe gaps in health needs among affected people. One of 46 
the priorities of health provision to conflict-affected populations used to be in the refugee camps, where epidemics and 47 
malnutrition are often the foci7. Yet, there is an increasing tendency that people are displaced internally instead of cross- 48 
ing international borders8,9. The fuel of today's conflicts has shifted from historical goals of state-building and states' 49 
competition for resources to seizing control of power and resources within the same state, forcing more people to flee 50 
their home and to seek refuge in urban areas7,8. Other than the conventional concern about endemic diseases such as 51 
malaria, cholera and measles in overcrowded living environment, neglected tropical diseases continue to burden the 52 
conflict-affected populations in some of the world's least developed nations10. 53 

Rebuilding health services in the post-conflict stage occurs in the backdrop of insecurity as conflicts may continue 54 
on a smaller scale despite the official end. Weak management system, damaged infrastructure, insufficient resources 55 
due to stagnated economy, displaced health workforce and the lack of local population's health data are all challenges 56 
to health system reconstruction11. As healthcare availability and access to treatments remain the priorities in addressing 57 
the health needs in post-conflict areas, having an adequate health workforce becomes critical. The World Health Organ- 58 
ization (WHO) estimates a global health workforce shortage of almost 18 million by 2030, affecting low-income and 59 
lower-middle-income countries primarily12. While the pharmacy workforce is the third largest healthcare professional 60 
group after medical doctors and nursing personnel worldwide, it suffers the biggest shortfall in low-income countries. 61 
Over 90% of low-income countries have fewer than five pharmacists per 10,000 population12. The health needs in conflict 62 
areas are prominent, and the needs of pharmaceutics are difficult to predict. The demands of technical expertise, human 63 
resource strategic planning and service improvement are surging as humanitarian organisations, and first responders 64 
strive to offer care of better quality. Existing literature has identified insufficient workforce and poor human resource 65 
management as key barriers to a health system16; it has also revealed the challenging features of the immediate post- 66 
conflict period for health service provision11. These conditions, acting in synergy, trammel the health system from re- 67 
covery and growth in sub-Saharan Africa17–19. While previous global surveys successfully included almost half of the 68 
member states in the WHO Africa Region14,15,20, the pharmacy workforce landscape remains unclear in the remaining 69 
countries, among which many are in the post-conflict period and confronting the aforementioned challenges specific to 70 
such period.  71 

This study aims to unveil the contour of the pharmaceutical services before and after conflicts. The objectives are 72 
to examine the strategies adopted in recruitment, training and retention of the pharmacy workforce in selected sub- 73 
Saharan African countries. This study explores the hypothetical factors that shape pharmacy workforce development, 74 
such as baseline development status, the time elapsed from the end of major conflicts, perception of the pharmaceutical 75 
profession and institutionalisation of pharmaceutical services. 76 

2. Materials and Methods 77 

The study targeted four sub-Sahara African countries: CAR, DRC, Ethiopia and South Sudan, which ranked 188, 78 
179, 173 and 186 respectively, out of all 189 countries in the Human Development Report 2019 by the United Nations 79 
Development Programme (UNDP)21. These countries were selected due to their context in the aftermath of recent wars 80 
and their prolonged state of instability due to ongoing minor conflicts. This study focused on one of the aspects high- 81 
lighted in the Sendai Framework for Disaster Risk Reduction: Enhancing disaster preparedness for effective response 82 
and to "Build Back Better" in recovery, rehabilitation and reconstruction22. 83 
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Figure 1. A map showing the four sub-Saharan African countries selected for case study28. (Blue: Democratic Republic of Congo; 85 
Green: Ethiopia; Orange: South Sudan; Yellow: Central African Republic.) 86 

A literature review was conducted to gather information about the background context of the four selected coun- 87 
tries. Semi-structured interviews with informants from selected countries were conducted to collect data on the phar- 88 
macy workforce development and the strategies as well as challenges specific to the provision of pharmacy services in 89 
the unstable security context. Key informants were selected for their role and experience in providing pharmacy services 90 
in the selected countries23. An invitation detailing the background, purpose, method and importance of this study (Ap- 91 
pendix 1) was sent to the pharmaceutical society and major academic and national institutions in selected countries. 92 
Respondents fulfilling the inclusion criteria (Table 1) were recruited to participate in the study. Sampling in this study 93 
was purposive, aiming to maximise the variation of information 24. 94 

Table 1. A table showing the inclusion and exclusion criteria for key informant recruitment for semi-structured interviews. 95 

Inclusion Criteria 
1) Have worked in one of the following pharmacy capacity in the selected country: 

• Pharmacy strategic planning 

• Pharmaceutical product supply chain management 

• Rational use of medicine (e.g. antibiotic stewardship programme) 

• Patient counselling and/or treatment compliance assessment 

• Clinical pharmacy services (e.g. ward rounds, case management) 

• Dispensing and/or extemporaneous preparation of medication 

• Pharmacovigilance 

• Regulatory affairs & legal compliance 

2) Are able to communicate effectively in English or French 
3) Have given informed consent verbally during the audio-recorded interview 
Exclusion Criteria 
1). Informed consent verbally not given during the audio-recorded interview, or withdrawn during or after the interview 
2). Communication was not effective due to language barrier or technical difficulties, such as poor phone connection 

The semi-structured interviews followed a set of open-ended questions in the interview guide (Appendix 2), 96 
which covers four areas: respondent's information, pharmacy services, pharmacy workforce, sustainability and resili- 97 
ence. During the interview session, informants were encouraged to share not only their personal experience but also 98 
their observation in the field25. All interviews were conducted by phone, Skype or WhatsApp call and the session were 99 
audio-taped. 100 
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Transcripts were produced based on the audio-recording using the audio transcription software, Trint26. The au- 101 
dio recordings were deleted once the transcription is complete. The anonymised transcripts were coded based on 102 
Grounded Theory: the codebook (Appendix 3) consisted of recurrent themes that emerged from the interviews and did 103 
not rely on a priori theory. The analysis followed the structure of the interview guide to cover three aspects: pharmacy 104 
services, pharmacy workforce, sustainability and resilience. The analysis was conducted using an open access qualita- 105 
tive data analysis (QDA) software, Taguette27. 106 

3. Results 107 

3.1. Background 108 
3.1.1. Central African Republic 109 

The conflict in CAR started between the Séléka coalition and the anti-balaka militias in the end of 201230,31. In 110 
March 2013, President François Bozizé was overthrown by the Séléka coalition; Michel Djotodia then assumed power. 111 
As the clashes between the Séléka coalition and the anti-balaka militias continued, the country plummeted into chaos 112 
and violence. The United Nations Multidimensional Integrated Stabilisation Mission in Central Africa (MINUSCA), the 113 
French Peacekeeping Forces and the Economic Community of Central African States (ECCAS) have sent in troops in an 114 
attempt to manage the situation and restore security30. In 2014, a transitional government was formed, Catherine Samba- 115 
Panza was elected as the interim president. Her neutral position and distance from clan conflicts have earned her ac- 116 
ceptance from both armed groups30,32. The conflict between ex-Séléka and anti-balaka members has not ceased com- 117 
pletely but continues in the form of intercommunal clashes between pastoralist and farming communities in the rural 118 
areas31.  119 

  120 
Figure 2. Maps showing the conflict hot spots in selected countries. A) A map showing the incidents of conflict of various natures 121 
and scales in Central Republic of Africa from 2012 to 2018, with a timeline of reported fatalities from the incidents33. B) A map 122 
showing the mines with armed group presence and illegal activities from 2009 to 2020 in the Democratic Republic of Congo36. 123 
 124 
3.1.2. The Democratic Republic of Congo 125 

Following the genocide of a large population of Tutsis and moderate Hutus by Rwanda's Hutu extremist govern- 126 
ment in 1994, Tutsi rebels took control of Rwanda. Many of the Hutus fled to take refuge in Zaire (present-day DRC); 127 
such context had destabilised the area. The First Congo War started as a civil war between armed groups in Zaire in 128 
1996. The situation further destabilised as the Rwandan army seized Kinshasa and replaced the Zairean president, Mo- 129 
butu, with the rebel group leader, Laurent Kabila. The country was renamed the Democratic Republic of Congo. Not 130 
long after the First Congo War, the Second Congo War started as Laurent Kabila's government and his allies went into 131 
conflict in 1998. The Second Congo War ended in 2003 as the transitional government was sworn in34. 132 

The International Peace Information Service (IPIS) 2008 report mapped the four major armed groups; they in- 133 
cluded: the "National Congress for the Defence of the People" (CNDP), who protected the interests of the Tutsi people; 134 
the "Forces Démocratiques de Libération du Rwanda" (FDLR), whose core group consisted of Hutus and many of the 135 
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group members were youngsters; the Mayi-Mayi, a traditional local defence force who claimed to protect the Congolese 136 
against foreign armed groups and often went against the CNDP to "prevent the creation of a Tutsi land"; and the 'Forces 137 
Armées de la Republique Démocratique du Congo' (FARDC), who was the official force of the state.35 The presence of 138 
armed groups, the involvement of illegal trades, and the conflicts around mining areas continued to preclude security 139 
and stability in the eastern region of DRC. 140 
 141 
3.1.3 Ethiopia 142 
3.1.4 South Sudan 143 

3.2. Demographic characteristics of participants 144 

Most (8/10) of the informants were pharmacists; the remaining informants were physician and midwife, respec- 145 
tively, who filled in the gap of a pharmacist's role when the pharmacist vacancy was open for recruitment. 146 

The informants had diverse professional experience. The majority (7/10) provided care in the country of interest 147 
in either a hospital setting or mobile vaccination unit under an international NGO; others were involved in research 148 
and teaching at a university or in supply chain management in a governmental agency.  149 

The majority (7/10) of the informants were expatriates staff, either coming from neighbouring countries or from 150 
other continents when they worked in the country of interest. More informants reported having no experience in conflict 151 
settings in other countries (6/10) than having worked in different countries with various security contexts (4/10). 152 

Table 2. The demographic characteristics of participants. 153 

Total  N = 10 (100%) 

Country Central African Republic 3 (30%) 

 Democratic Republic of Congo 2 (20%) 

 Ethiopia 2 (20%) 

 South Sudan 3 (30%) 

Professional Background Pharmacist 8(80%) 

 Physician 1 (10%) 

 Midwife 1 (10%) 

Year or Experience 5 to < 10 years 4 (40%) 

(range: 6-36, median: 10) 10 to < 20 years 4 (40%) 

 20 years and above 2 (20%) 

Experience in other Yes 4 (40%) 

conflict settings No 6 (60%) 

Sector Government 1 (10%) 

 NGO Hospital 7 (70%) 

 University 2 (20%) 

Staff Category Expat 7 (70%) 

 National 3 (30%) 

Sex Female 6 (60%) 

 Male 4 (40%) 

Age 20-29 2 (20%) 

 39-39 4 (40%) 

 40-49 3 (30%) 

 50-59 1 (10%) 
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3.3. Thematic content analysis 154 
3.3.1 Provision of pharmacy services 155 

In countries represented in this study, the government or international NGOs, private medical clinics; formal 156 
private pharmacies; and local drug shops (mini-pharma, general purpose village stores, etc.) provided pharmacy ser- 157 
vices. The availability and quality of pharmacy services varied according to the scale of care facilities and the type of 158 
care providers. 159 

 160 
 The challenges in the provision of pharmacy services can be classified into insecure-context-specific and devel- 161 

opment-context-specific challenges. 162 
The challenges in providing pharmacy services under the insecure context reported by informants included lo- 163 

gistic difficulties due to insecure roads, unexpected increase in health needs, high-tension environment, and insufficient 164 
law enforcement to ensure pharmaceutical service quality. 165 

Informants revealed the barriers in both the provision and access of care due to insecure roads. Transport is a 166 
major component in medical logistics. When roads are insecure, there can be delays in the delivery of medical consign- 167 
ments, and when the pharmaceutical products do not reach care facilities in time, the remaining shelf life will be shorter. 168 
Safe roads also permit people to commute and access care. According to an informant who worked in South Sudan, 169 
"…because of the war and all this insecurity, difficult for drugs to reach to the community or health facilities in time … And if the 170 
drugs are there in the facility, its also difficult for the community to get services, as they cannot reach to the pharmacy or to the 171 
hospital to get services. And so drugs expire, many drugs expire … I mean, movement is not free, most of the commodities expire 172 
before they reach to the consumers." (SS02) 173 

Another challenge in providing pharmacy services lies in the forecast of pharmaceutical products' consumption 174 
due to the unexpected volume of trauma patients in some areas and the massive surge of health needs in other areas 175 
due to the influx of displaced population. One of the informants who have worked in Ethiopia shared the situation in 176 
hospital admission, 177 
"Of course, when there is conflict, there is a burden in hospital; this is also impacting the hospitals. You know, even currently, there 178 
is one in the north region of the country. Yeah. So most of the northern hospitals that are crowded by, you know, by these traumatised 179 
soldiers." (ET03) 180 

It was also mentioned that sexual violence was expected to heighten in conflict and post-conflict contexts as well 181 
as in refugee camps; therefore, appropriate care and support should be made available in a timely manner. 182 
The insecure context posed threats to not only the local community but also foreign aid workers. In the aftermath of 183 
civil wars, conflicts of a smaller scale tend to persist. Although such conflicts did not target foreign aid groups, it was 184 
possible that aid workers were caught in the crossfire on the way to the health facilities. Sometimes when the situation 185 
became volatile, the aid project coordination would decide that the whole team should stay in the safe house. In that 186 
case, service provision would be interrupted.  187 

Occasionally, the high-stress environment concerned within the care facilities when a patient deceased upon ar- 188 
rival at the care facility or during admission. One of the informants share with us, 189 
"I understand the pain of losing someone, but even the way to react to the medical team, is a bit aggressive, it's a bit tense." (CA02) 190 

Light was also shed on systematic issues regarding the quality of pharmacy services in the conflict and post- 191 
conflict context. According to an informant that has worked across different sectors in the same health system, when 192 
the state is fragile, the government is not fully present to enforce law and regulation; and when the provision and 193 
commerce of pharmaceutical products are not regulated, quality cannot be guaranteed despite having a sufficiently 194 
trained pharmacy workforce. 195 

Other challenges identified by informants were not specific to the insecure context but common to a development 196 
context. Access barriers reported included geographical location of care facilities and whether there is a safe means of 197 
transport from care seekers' home to the facility, waiting time at the care facilities and if a daily service quota system 198 
was in place, and free care, which is an access barrier in some communities where untrust is prevalent but access enabler 199 
in some other communities where health aid groups were generally trusted. The place of traditional or herbal medicine 200 
in care in a community was described as an access barrier in care groups that delivered non-traditional care, but it was 201 
not described as access barrier in care groups in which pharmacists had received training locally and had the compe- 202 
tency to advise physicians on potential drug-herb interactions. 203 
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Regarding medication management, the challenges faced in the field included insufficient staffing, training gaps 204 
in staff, different perceptions about the role of pharmacy in a care facility from different health care professionals (HCP), 205 
unintended distribution of pharmaceutical products outside the scope of care, and logistic difficulties such as power 206 
shortage, global stockouts of drugs, vaccines or test reagents. 207 
 208 
3.3.2 Profile of the pharmacy workforce 209 

The informants who have taken part in this study, including both national and ex-pat staff, filled different roles 210 
in the country of interest; these roles included pharmacy manager, trainer, stock manager, lecturer, and researcher. 211 
From their account of their experience in the country of interest, it was observed that the stock manager and dispenser 212 
roles were often filled by national staff, the pharmacy manager and trainer roles were often filled by ex-pat staff, and 213 
the educator and researcher roles were often filled by national staff. 214 

The daily tasks and duties performed by the stock manager and dispenser were described as dispensing, correct- 215 
ing errors on prescriptions, informing patients on how to take their medications, inventory control and monitoring stock 216 
consumption. 217 

The daily tasks and duties performed by the pharmacy manager and trainer were described as ensuring supply 218 
of medication for service operation, ensuring quality of medications and laboratory reagents, training end-user units 219 
on drug management and prescribers on rational use of medicine such as antibiotics, and organising vaccine campaigns 220 
in the case of outbreaks. 221 

The general duties of researchers and lecturers were described as teaching Pharmacy Degree and Master students 222 
based on theory and own practical experience, driving research in pharmacology and pharmacy services, promoting 223 
clinical pharmacy and integrating pharmacy professionalism and local care context. 224 
 225 
3.3.3 Development of the pharmacy workforce 226 

The informants have shared some of the difficulties they faced as they entered their roles in the country of interest, 227 
and it showed a gap in preparing the pharmacists and other HCPs who may be involved in drug management during 228 
service provision. 229 

It was reported that the role of a pharmacist in the post-conflict setting can differ from the service model in a stable 230 
context, such differences were compounded with differences in health system, health needs, and pharmacy profession 231 
development in different countries. This was reflected in an example where a hospital pharmacist, who was trained in 232 
clinical setting but not specialised in medical logistics, had to manage a drug store at the care facility: 233 
"The pharmacy profession covers a very broad spectrum. You can be a manufacturing pharmacist, or you can work in a hospital or 234 
you can work in a community pharmacy … if you have recruited a hospital pharmacist, like myself, how do you prepare this phar- 235 
macist to go into the field to do drug ordering, the monthly stock refill, the monthly inventory taking … it would be better support 236 
if they can distinguish the entry profile, and then offer a more tailored training package." (CA01) 237 

Similar challenge was identified in another example where a drug development and regulation pharmacist was 238 
deployed for a vaccination campaign: 239 
"Because it's not the work of a normal pharmacy, I didn't work in the hospital or I didn't work in the health unit, so it's difficult to 240 
understand what you do during the intervention. So I learnt, I studied a lot a lot before I go, but I really understand after the 241 
intervention." (DC02) 242 

The gap in entry profile and role to play in the field magnified when the role was filled by a HCP without pharmacy 243 
training during a transitional period before a pharmacist was recruited: 244 
"If the medical logistician [pharmacist trainer] is not here and I am covering for the medical logistician [pharmacist trainer], there 245 
are more needs for more explanation to be done, to the facility pharmacist, to the dispenser, properly, by a medical logistician [phar- 246 
macist trainer], to tell them the proper usage of drug, the proper storage, and in case of side effect. I think there are too much gap, I 247 
will be doing the basic work, not the actual work I am [the pharmacist trainer] is supposed to do, which is a big challenge" (SS02) 248 

Both national and ex-pat staff identified quantity and quality of the pharmacy workforce can be a source of chal- 249 
lenge. In terms of quantity, informants from all locations suggested the health needs and demands were high while the 250 
number of pharmacy staff was low in general. Informants reported that there tended to be more pharmacy staff at a 251 
larger-scale hospitals, such as teaching hospitals and specialised hospitals compared to health centres and smaller fa- 252 
cilities, and more pharmacists in major cities compared to rural settings, but the challenge remained and have become 253 
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more significant as the number of facilities have increased over time but the number of university graduates have not 254 
caught up.  255 
"There is lack of profession. When you compare a health centre, for example, a primary hospital, a general hospital, the number of 256 
pharmacy assistant in a teaching hospital is better, but not enough… Nowadays, the number of hospital, the number of new health 257 
centres, are increasing, especially the new hospitals. Even this makes also the challenge." (ET03) 258 

Brain drain was a recurrent theme in the interviews with informants who worked in Ethiopia and DRC, which 259 
was also attributed to as one of the challenges in pharmacy workforce development. 260 
"There are people who are even going to America you see, and Namibia … so there are people who are seeking another countries, 261 
who have more incentives to live a quality life." (ET03) 262 
“Il y a beaucoup des pharmaciens qui quittent de la pays, qui veulent en autres pays. Tu connais qu'il y a des pharmaciens, en 263 
Angola, en Zambie, en Namibie, en Zimbabwe, à l'Afrique de Sud. Quand même en Europe, en Europe, on trouve des pharmaciens 264 
comme qui ont été formés ici, là bas, et on trouve des pharmaciens congolais au Canada, aux États-Unis. Je dois dire que globalement, 265 
les conditions de vie ne sont pas très bonnes dans les pays à faibles revenus, ce qui fait que la tendance effectivement de quitter le 266 
pays et d'aller travailler ailleurs. Mais déjà, même ce qui restent au pays ne sont pas très bien utilisés comme je vous avais dit.” 267 
(DC01) 268 

Some informants mentioned a "different sense of reality" existed in areas affected by conflicts and sometimes 269 
disease and mortality might become normalised in such context: 270 
"And sometimes they don't understand the patient, not as someone who arrived with the problem … it's normal that you get the 271 
measles, it's normal that kids die, everything's normal." (DC02) 272 

Another key component in the pharmacy workforce development identified by informants was motivation, which 273 
is pertinent in various levels in the health system. Regarding the frontline workforce, staff can be demotivated when 274 
the same amount of workload of similar nature was rewarded by two different pay scales supported by two different 275 
institutions. It was observed in multiple locations where care facilities were co-supported by both the states and aid 276 
groups. Regarding health system development, two types of motivation issues were identified by the informants: mo- 277 
tivation from within the state to shape the development of the pharmacy profession and to regulate pharmaceutical 278 
business as well as practicing licensed pharmacists; and motivation from among the pharmacy staff to expand their 279 
technical, clinical and managerial skills. 280 
 281 
3.3.4 Sustainability and resilience 282 

When asked about the future career pathway and intention to remain in the pharmacist's role in the insecure con- 283 
text, the informants offered very different opinions. 284 

The motivators for national staff to remain included aspiration to develop the pharmacy profession in own coun- 285 
try, foreseeable good career prospect given the experience in the country, job satisfaction from current role, and good 286 
renumeration package. 287 
“Pour moi, si consulta dans les organismes, donc cela ne me dérange pas de rester au pays. Et après, vous avez aussi beaucoup 288 
d'challanges au niveau du pays. Le pays a beaucoup de défis en matière pharmaceutique. Mais je crois que je peux aider en tant 289 
que personne n'offre pas seulment la formation, mais de l'expérience apportée au niveau du gouvernement au niveau de l'autorité 290 
de réglementation. Non, je crois que je suis utile à rester ici qu’ aller ailleurs.” (DC01) 291 

The motivators for ex-pat staff to continue their career in expatriation to unstable countries included humanitari- 292 
anism, the belief in health equity, the opportunity to experience different cultures and work in different health sys- 293 
tems. Some ex-pat informants also shared that expatriation allowed them to work in different services compared to 294 
their pharmacist's role in home country, which is one way to build professional skills. One recurrent theme for ex-pat 295 
staff retention was good experience with the NGO employers; such good experience referred to the positive outcome 296 
in the clinical activities carried out, for example, low mortality in facility compared to national average; and the posi- 297 
tive impression about how risks were mitigated in the insecure context through vigilant planning about mobility and 298 
transparent communication about volatile situations in the country. 299 
"I would like to stay, I like working for the humanitarian, I like working for this organisation, they didn't take any part in any- 300 
thing. It's like we are here to save anyone is coming, we don't care your position, we don't care your religion, we don't care what 301 
you've done in your life, here you are sick, I am treating you. I like these ideas." (CA02) 302 
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“En fait je préfère ça par rapport vraiment mon function de pharmacien. Et puis, tu vois, ça te permet de connaître d'autres cul- 303 
tures, ça te permet de connaître le système de santé dans autre pays … Tu vois ce que tu peux importer pour améliorer. Voila, en 304 
fait je préfère expatriation en fait.” (CA03) 305 
"I mean, big motive as well as how things are organised within the organisation itself. So I had good experiences so far, so I guess 306 
that is also very important what organisation I'm talking about and what is the reason that we are going somewhere to be in a 307 
mission and to improve things there." (SS03) 308 

The factors that drove national staff to switch to other employment included limited career advancement, low 309 
job satisfaction from non-clinical roles, and suboptimal incentives in clinical roles.  310 
"But the problem is it's not acknowledged by the government. That means it's not recognised by the government. That means it is 311 
not incentives to retain these master pharmacists, I mean, clinical pharmacists at the hospitals. They are seeking another job." 312 
(ET03) 313 

The factors that deterred ex-pat staff from going into expatriation again included unclear career pathway as an 314 
ex-pat staff in the NGO; lack of means to develop professionally; challenges in family planning and finding an ex-pat 315 
position that is suitable for family and children; and the difficulty in maintaining a livelihood in home country while 316 
offering extended availability to the field position.  317 
"In fact I see myself not working in the same environment. I would prefer to go back to my home country, and practice more with 318 
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"You can imagine if you need to go to a safe house, I can pack myself in 15 minutes and then we're good to go. But then if you 321 
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ment and education assistance that they need." (CA01) 325 
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