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Abstract 
The US-Affiliated Pacific Islands (USAPIs) face chronic 
public health workforce shortages, impacting sustainable 
health systems. In response, the Pacific Island Health 
Officers’ Association (PIHOA) health leadership called for 
the establishment of a regional public health workforce 
training program. The Pacific Public Health Fellowship 
Program (PPHFP) was developed through a partnership 
between PIHOA and the US Centers for Disease Control 
and Prevention. PPHFP is the first regional cross-cutting 
public health fellowship model implemented across the 
USAPIs, aiming to create a sustainable and competent 
local public health workforce pipeline. PPHFP is a 2-year, 
mentorship and competency-based model providing 
full-time experiential training and placement in local 
health departments, combined with structured 
mentorship, comprehensive curriculum, and an 
individualized work plan mapped against 45 public 
health core competencies. In 2025, an independent 
mixed-methods impact evaluation was conducted for 
PPHFP Fellows in the first 5 cohorts. Results indicate 
strong satisfaction and local workforce retention rates. 
Overall program satisfaction was 100% among all Fellows 
(n=43) and host site supervisors (n=35). Among 
graduates (n=27), 81% secured local USAPI public health 
positions, and a further 11% enrolled in health-related 
university-led education in the Pacific region. Fellows 
addressed health priorities, through the delivery of 27 
projects establishing new health registries, dashboards, 
standard operating procedures, and other interventions 
influencing data-driven decisions. Evaluation findings 
demonstrate PPHFP as an effective model for 
strengthening a local public health workforce pipeline 
in resource-limited Pacific Islands. Additionally, 
strengthening transition planning to the workforce, 
expanding mentorship structures, and introducing a 
dual-track model may support long-term workforce 
sustainability. 

Abbreviations and Acronyms (note – 
alphabetical order of all acronyms in the 
manuscript) 

CDC = US Centers for Diseases Control and Prevention 
FEMA = Federal Emergency Management Agency 

PIHOA = Pacific Island Health Officers’ Association 
PPHFP = Pacific Public Health Fellowship Program 
USAPIs = US-Affiliated Pacific Islands 

Introduction 

In the Pacific, where the burden of disease is as vast and 
complex as the ocean itself, the strength of the health sys
tem begins with the people who serve it.1 Yet, chronic 
workforce shortages and limited training opportunities 
continue to hinder efforts to build and sustain a qualified 
and competent health workforce.2 It is widely recognized 
that the health workforce is the backbone of any health sys
tem.3,4 In fact, it is a core component of the World Health 
Organization’s 6 essential building blocks for health system 
strengthening.5 For Pacific Island countries and territories 
to be prepared for any health hazard, a strong, sustainable, 
and locally grounded workforce is not optional, but essen
tial. 
Despite this widespread recognition, Pacific Island coun

tries and territories continue to face barriers to build and 
sustain their public health workforce. Geographic isolation, 
poor economic growth, limited access to professional train
ing and education, and reliance on external funding for 
short and long-term staffing solutions contribute to a frag
mented and unstable workforce.4 Furthermore, many Pa
cific health agencies are confronting high staff turnover 
rates, an aging and retiring workforce, lack of opportunity 
for career development pathways, and competitive salaries 
outside the Pacific.6,7 A sustainable pipeline of competent 
public health professionals rooted in and reflective of the 
community it serves is needed.1 Fellowship programs are a 
promising model to support career pipelines for emerging 
public health professionals.8‑10 To address this critical 
workforce shortage, in 2019 the Pacific Island Health Offi
cers’ Association (PIHOA) health leadership called for the 
establishment of a regional public health workforce train
ing program. The Pacific Public Health Fellowship Program 
(PPHFP) was developed through a partnership between PI
HOA and the US Centers for Disease Control and Prevention 
(CDC). Adapted from the CDC’s Public Health Associate 
Program,10 PPHFP was tailored to address the unique real
ity and needs of the US-Affiliated Pacific Islands (USAPIs). 
PPHFP aims to build a sustainable, local, public health 
workforce pipeline in the USAPIs by training new college 
graduates with essential public health skills and competen
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cies to fill critical public health roles. Globally, fellowship-
based workforce development models have demonstrated 
potential to address gaps in technical skills and leadership 
capacity.1,11 However, limited evidence exists on how such 
models are implemented or adapted in the unique settings 
of small, remote, and under-resourced Pacific Island com
munities, particularly for preventative public health pro
grams rather than clinical fellowships. PPHFP offers a 
unique opportunity to evaluate the impact and outcomes of 
how a locally driven training model contributes to a pub
lic health workforce pipeline and strengthen health systems 
within these settings, critical to advancing health system 
resilience in the USAPIs. 

Methods 

PPHFP was the first cross-cutting USAPI public health fel
lowship strategy. Piloted in 2021 and designed to address 
the unique needs of the USAPIs, it was implemented across 
all 6 USAPI jurisdictions: American Samoa, Guam, the 
Commonwealth of the Northern Mariana Islands, the Re
public of the Marshall Islands, the Republic of Palau, and 
the Federated States of Micronesia. The program aimed to 
create a pipeline of early-career professionals to be trained 
in public health practice. Fellows were provided a 2-year 
placement in local USAPI Departments or Ministries of 
Health, intended to address specific health workforce gaps, 
using a mentorship and competency-based approach. Fel
lows led innovative health projects aligned to host-site pro
gram priority needs, guided by a host site supervisor. 
PPHFP not only invested in building individual skills of 
early career graduates, but also invested in local health de
partments through addressing their program priorities. No
tably, the program aims to build the next generation of US
API public health champions and leaders. 

Host Site and Fellow Recruitment 

USAPI health leadership guided workforce priorities by 
identifying programs in health departments or ministries, 
where workforce development was needed. Once priority 
host site programs were determined by health leadership, 
interested host site supervisors applied online, demon
strating a minimum of 1 year of experience in supervision, 
mentorship, and the capacity to provide training and lead
ership to potential Fellows. Recruitment for host site su
pervisors was ongoing, creating a pool of host site super
visors to choose from for future cohorts. Simultaneously, 
recent college graduates from island jurisdictions applied 
for the fellowship. Fellow eligibility included a minimum 
of an Associate degree in any field applicable to health, an 
early career graduate within the last 2 years, and demon
strated a desire to pursue a career in public health within 
the USAPIs. Successful candidates were assigned to a local, 
seasoned host site supervisor, where Fellows and Supervi
sors both received orientation before engaging in full-time 
training over a 2-year period. Host site programs ranged 
across diverse public health areas, including maternal and 
child health, communicable diseases, non-communicable 
diseases, behavioral health, laboratories, pharmacy, and 

more. Host site supervisors were encouraged to provide 
cross-cutting experience across multiple programs early in 
the fellowship, allowing exposure to diverse public health 
training. 

Mentorship 

PPHFP Fellows received structured mentorship through 2 
complimentary mechanisms. The first involved host site su
pervisors providing daily supervision, and guiding the Fel
low’s work plan to align with host site priorities. They also 
supported project implementation, training opportunities, 
and fostered professional growth. The second mentorship 
mechanism involved assigning each Fellow and their host 
site supervisor to a dedicated PPHFP mentor. The PPHFP 
mentor provided ongoing guidance to support the Fellow’s 
successful progression towards program aims and require
ments. Mentorship included support in work plan develop
ment, project execution, and successful completion of all 
curriculum and program components. To strengthen their 
mentorship capabilities, host site supervisors participated 
in mentor enhancement training, equipping them with the 
tools and strategies necessary to effectively mentor the Fel
lows’ professional development journey. 

Fellow Workplans 

Each PPHFP Fellow and host site supervisor collaboratively 
developed a PPHFP work plan outlining key projects, activ
ities, and deliverables. Host site supervisors played a criti
cal role in ensuring selected projects aligned to their host 
site program objectives, priorities and gaps. The host site 
supervisor and PPHFP Fellow also mapped out 45 public 
health core competencies required by PPHFP to the iden
tified workplan activities. These core competencies are 
guided by a consensus set of knowledge and skills for the 
broad practice of public health, as defined by the 10 Essen
tial Public Health Services.12 

Curriculum 

In addition to full-time experiential learning, PPHFP Fel
lows also engaged in independent learning, delivered using 
both asynchronous (individual) and synchronous (group) 
components. Fellows were expected to achieve 45 public 
health core competencies and complete asynchronous edu
cation materials covering 9 public health domains: data an
alytics and assessment, health equity, health communica
tion, community partnerships, public health science, health 
law and policy, management and finance, leadership and 
systems thinking, and professionalism in the workplace. 
Additional coursework included a Post-Graduate Certificate 
in Field Epidemiology,13 which was delivered through PI
HOA’s Strengthening Health Intervention Program in the 
Pacific (SHIP) program, accredited by Fiji National Uni
versity and Training Programs in Epidemiology and Public 
Health Interventions Network (TEPHINET). Fellows also 
completed CDC TRAIN courses, the Federal Emergency 
Management Agency (FEMA) Introduction to the Incident 
Command System, and an Early Learning Skills Course de
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signed by PPHFP to build readiness for advanced epidemi
ology training. Further learning opportunities included 
participation in regional health leadership meetings to gain 
experience in real-time policy and decision making, 
monthly Meet the Expert series, monthly Conversation 
Hour sessions, as well as other relevant public health train
ings. 

Program Evaluation 

PPHFP employs both internal and external evaluation 
methods to assess program implementation, outcomes, and 
impact, ensuring accountability and continuous improve
ment. Internal evaluation involved structured surveys and 
interviews with all 43 Fellows and 36 primary host site su
pervisors, conducted at 3 time points: mid-program, end 
of program, and 1 year-post graduation. Surveys were de
veloped by the program team to assess participant satis
faction, perceived skill, and competency development. Data 
was collected electronically through online surveys 
(Qualtrics XM [Qualtics, LLC, Provo, UT]) and virtual inter
views. Quantitative data was aggregated and summarized 
using descriptive statistics, while qualitative interview re
sponses were analyzed to identify key themes. Participants 
were informed that their responses would be treated confi
dentially and reported in aggregate form to protect individ
ual identities. Additionally, an external evaluation was also 
conducted by an independent evaluation agency to assess 
the program’s alignment with its goals, examine its impact 
across the USAPIs, and provide recommendations for qual
ity improvement. The external evaluation adopted an ex
ploratory approach, including surveys, semi-structured in
terviews, and a combination of in-person and online focus 
groups with 32 consenting PPHFP Fellows, 12 host site su
pervisors, 5 PPHFP staff and consultants, and 13 PIHOA Ex
ecutive Board members. A review of all 43 Fellow workplans 
was also conducted to assess the overview of projects and 
outcomes. Qualitative data was analyzed thematically us
ing Dedoose Software (Sociocultural Research Consultants, 
LLC, Los Angeles, CA) , which included independent coding 
and categorization by external reviewers, followed by dis
cussion to reach consensus on themes, whilst quantitative 
data was summarized descriptively using Qualtrics XM. 

Results 

Since its inception, PPHFP has trained 43 Fellows across 
6 USAPIs between 2021 to 2025. The majority of PPHFP 
Fellows (40%) were hosted across the 4 states of the Fed
erated States of Micronesia: Pohnpei (n=5), Chuuk (n=5), 
Yap (n=4), Kosrae (n=3), with the Republic of the Marshall 
Islands hosting the second highest proportion of Fellows 
(21%): Majuro (n=6), Ebeye (n=2). Fellow distribution 
across all USAPIs is summarized in Table 1 . The highest 
educational qualification among Fellows was a master’s de
gree (n=1), while 33% held a bachelor’s degree, and the ma
jority (65%) held an associate degree. Majority of Fellows 
(88%) identified as women. During their 2-year fellowship, 
Fellows gained cross-cutting experience in various public 
health areas across the USAPIs, primarily hosted by 8 host 

site programs: communicable disease programs (tubercu
losis, Hansen’s disease, HIV, hepatitis and sexually trans
mitted diseases; n=12), public health nursing (n=8), labo
ratories (n=6), maternal and child health programs (n=7), 
non-communicable diseases (n=5), behavioral health (n=2), 
pharmacy (n=2), disease surveillance (n=1). 
Evaluation findings report high levels of satisfaction, 

with all PPHFP Fellows and host site supervisors (100%) re
porting very high satisfaction levels in overall experience 
with PPHFP, their perceived value, usefulness, and quality 
of program delivery. Additionally, 100% of Fellows indi
cated they would recommend PPHFP to others considering 
a career in public health, and all Fellows identified them
selves as public health ambassadors for their islands. 90% 
of Fellows reported monthly mentor check-in meetings 
with their PPHFP mentors was “extremely helpful”, how
ever, only 65% reported they met with their mentor at least 
once a month. Host site supervisors expressed a strong de
sire to mentor Fellows but acknowledged difficulty in doing 
so whilst also managing their own workloads and program 
responsibilities. 
PPHFP is already demonstrating success in establishing 

a sustainable public health workforce pipeline for the US
APIs. Table 2  presents a breakdown of Fellows’ employ
ment tracking post-fellowship. Among the first 4 cohorts 
(N=27 Fellows), 81% (n=22) transitioned to employment 
in public health positions within USAPI Health Depart
ments or Ministries following fellowship graduation. An ad
ditional 11% of Fellows (n=3) enrolled in a Bachelor’s de
gree program to pursue further education at the time of 
graduation. Furthermore, the program’s impact extends be
yond benefiting the individual Fellow but further strength
ening USAPI public health infrastructure through imple
mentation of 27 projects with deliverables. A key recurring 
theme emerging from qualitative interviews was the Fel
low’s strong commitment to serve their islands in public 
health, highlighted by a Fellow who stated: "My island needs 
me. If not me, then who?" Host site supervisors similarly em
phasized the program’s impact and role in workforce devel
opment, stating: "PPHFP is a very good or one of the best av
enues to recruiting into the public health workforce. We just 
really benefited from all of the Fellows." Another supervisor 
remarked: “We are going to lose 2 of our senior staff, they are 
retiring this year. So [Fellow] is going to be taking over the key 
positions here. They are trained now to do it, so we are really 
happy we had this PPHFP opportunity.” 

Discussion 

Findings from the evaluation demonstrate that PPHFP has 
made significant contributions to building a sustainable 
USAPI public health workforce pipeline. High post-fellow
ship employment (81%), and additional Fellows enrolling 
into higher education in health (11%) indicate a strong 
pipeline success. Of the Fellows who did not secure public 
health employment in the USAPIs (n=2), 1 secured public 
health employment in the continental US, and the other did 
not secure public health employment. This highlighted the 
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Table 1. Pacific Public Health Fellowship Program Fellow Distribution across Jurisdictions, 2021-2025 

Jurisdiction No. of Fellows % of Fellows Cohort 

Guam 3 7% 1, 2 & 4 

Commonwealth of the Northern Mariana Islands 3 7% 2 & 3 

American Samoa 5 12% 4 & 5 

Palau 6 14% 3, 4 & 5 

Republic of the Marshall Islands Majuro: 7 16% 3 & 5 

Ebeye: 2 4% 3 

Federated States of Micronesia Pohnpei: 5 12% 2, 3 & 5 

Chuuk: 5 12% 4 & 5 

Yap: 4 9% 5 

Kosrae: 3 7% 3, 4 & 5 

Total 43 100% 

Table 2. Post Fellowship Employment Status among Pacific Public Health Fellowship Program Cohorts 1 to 4 

Alumni Status No. of Fellows % of Fellows 

Employed in Public Health in the US-Affiliated Pacific Islands 22 81% 

Enrolled in Higher Education in a Health Degree 3 11% 

Employed in Public Health in the continental US 1 4% 

Seeking Employment 1 4% 

Total 27 100% 

importance of supporting transition planning early before 
PPHFP graduation. 
Equipping the health department workforce with cross-

cutting training is essential to build public health re
silience, enable strong responses to emerging threats, and 
safeguard community health.14 The PPHFP model supports 
Fellows to gain cross-cutting experience across diverse 
public health areas, broadening their competencies, and 
skill development. This aligns with the workforce needs in 
small, resource-limited USAPI jurisdictions, where versatile 
staff are critical. Fellows who are exposed to cross-cutting 
public health programs increase their employability across 
a range of programs and positions, supporting both individ
ual career growth and the long-term sustainability of the 
USAPI public health workforce. 
An ongoing challenge for the USAPIs is health workforce 

migration.15 Increasing trends indicate the movement of 
skilled health professionals to developed countries, in 
search of higher salaries or career opportunities.16 How
ever, qualitative findings indicate that PPHFP Fellows 
demonstrate a strong sense of responsibility and commit
ment to serve their island with a successful transition into 
local employment. These findings highlight the programs’ 
role in strengthening local capacity. By investing in local 
talent, the program reduces reliance on short-term expa
triate health care workers and fosters sustainable, local-led 
public health capacity. Alumni tracking will be essential to 
assess long-term sustained workforce retention in the US
APIs, including how Fellows help fill gaps left by retiring 

staff, and to evaluate the extent to which they advance into 
leadership positions within their jurisdictions. 
In addition to workforce development, the program’s im

pact extends beyond the individual Fellow and further 
strengthens USAPI public health infrastructure. Fellow de
liverables demonstrate health system contribution, such as 
the development and implementation of new dashboards, 
registries, standard operating procedures, the launch of 
community health interventions, outreach, as well as other 
innovative initiatives that will continue to benefit the re
gional public health system long after fellowship gradua
tion. Such contributions play a critical role in strengthen
ing health systems and processes.17 Furthermore, Fellow 
projects have influenced data-driven decision making influ
encing policy development. One notable example involved 
a Fellow whose high school e-cigarette survey provided ev
idence for a national law. Their data helped directly in
form Palau’s ban prohibiting the importation, use, pos
session, and sale of e-cigarettes in Palau, illustrating the 
Fellow’s tangible contribution to evidence-informed policy 
and health systems strengthening. 
While PPHFP has demonstrated success, the evaluation 

highlighted several opportunities to strengthen further and 
enhance its impact. 

Strengthening Transition Planning to Employment 

To support seamless transition into the public health work
force, structured transition planning to employment should 
begin early in the fellowship. Consideration could be given 
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to a strategic recruitment approach, tailoring future re
cruitment with specific workforce needs and hiring capacity 
of each jurisdiction. This could allow positions to be pre-
identified, with targeted training, and time for new posi
tions to be incorporated into future budgets. Through this 
approach, succession planning can ensure continuity and 
preparation of anticipated staff retirement in critical roles. 
By identifying and developing competent public health pro
fessionals, key role vacancies can be filled through smooth 
transitions, preserve institutional knowledge, and build fu
ture leaders. 

Dual Fellowship Track 

Studies have found that the government public health 
workforce lack formal academic training in public health 
(eg, bachelor’s or master’s degree), highlighting a need for 
added public health education.5‑7 This is also reflected in 
the USAPIs, where the majority of Fellows (65%) held an 
Associate Degree as their highest qualification. To enhance 
the program’s responsiveness to workforce realities, intro
ducing 2 distinct fellowship tracks was recommended for 
future program expansion. An entry-level track (current 
PPHFP model) would target recent college graduates to de
velop foundational, hands-on public health skills. The in
troduction of a parallel track, targeting early career profes
sionals recently employed in the workforce, without formal 
public health education, to enter a 12-month fellowship fo
cused on gaining public health essential knowledge and de
veloping core competencies, leadership, and applied skills 
through the PPHFP curriculum. This dual-track approach 
would simultaneously strengthen recruitment into the 
workforce pipeline, whilst also enhance public health ca
pacity of the existing workforce. 

Strengthening Mentorship Structures 

Mentorship is a core component of the PPHFP. Many stud
ies stress the pivotal role of mentorship during the early 
stages of a health professional’s career.9,10,18‑20 Effective 
mentorship encompasses multiple approaches, including 
educator, challenger, facilitator, career planner, and con
nector, ultimately linking mentees to professional networks 
and initial employment opportunities.21 There are 2 op
portunities to enhance mentorship within PPHFP further. 
Firstly, to enhance the mentorship provided by PPHFP 
mentors. Evaluation findings report 90% of Fellows rated 
meetings with their PPHFP mentor as “extremely helpful”, 
reflecting the critical role of mentorship. However, only 
65% reported they met with their mentor at least once per 
month. PPHFP was piloted with 2 Fellows in its first cohort, 
and then expanded to 43 Fellows, reflecting the need also 
to expand the number of mentors commensurate with pro
gram growth. This would increase the frequency and qual
ity of structured monthly check-ins and mentorship for the 
growing program. Secondly, evaluation data indicate lim
ited availability of host site supervisors to offer close on-
site supervision. To address this, the program may consider 
a more careful selection of supervisors with lighter work
loads and greater capacity to provide day-to-day mentor

ship, alongside ongoing mentor enhancement training of
fered for all and potential host site supervisors. Seasoned 
supervisors with the motivation to take on the additional 
workload of mentoring Fellows are ideal. 

Conclusion 

The PPHFP provides a proven model to build a sustainable 
pipeline of local, competent public health professionals 
across the USAPIs. Evaluation of the program highlights 
high local retention rates post fellowship. Importantly, in 
the face of persistent trends of health workforce migration, 
the program demonstrates a strong commitment among 
Fellows to commit to their home islands. Opportunities 
to further enhance program impact include strengthening 
mentorship structures, introducing a second fellowship 
track for early-career employed staff, and continuing 
alumni tracking to monitor long-term local workforce re
tention and leadership development. Overall, the PPHFP 
presents a successful model that is scalable and adaptable 
for small, resource-limited, and geographically isolated re
gions seeking to develop the next generation of public 
health champions and leaders for their workforce. 
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