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Medical Schools and Medical 
Student Numbers 
Position Statement 
 
AMSA believes that: 
 

1. Stricter regulations on both numbers of medical students and the inception of 
new medical programs is essential to ensuring good quality clinical training, 
and integral in promoting a sustainable workforce that has access to sufficient 
quality clinical training opportunities beyond medical school. 

2. Increasing medical student numbers, particularly in metropolitan medical 
schools, in the absence of providing postgraduate training pathways in rural 
and remote areas is ineffective in addressing medical workforce shortages in 
rural and remote areas.  

3. The limited supply of vocational and pre-vocational training positions, along 
with the increasing trend towards sub-specialisation, is being exacerbated by 
the increasing graduate output, placing additional strain on an already 
overburdened training pipeline. 

4. The funding of increased Commonwealth Supported Places (CSPs) and/or 
new medical schools should only occur with evidence-based workforce 
modelling that demonstrates both workforce mal-distributions, either 
geographic or within medical specialties, and a projected benefit to the 
workforce from increased medical student graduate numbers. 

5. The funding of increased CSPs and/or new medical schools should never be 
used by governments for political benefit. 

6. The considerable government investment made in the establishment of new 
medical schools could be better utilised in the funding of alternative health and 
workforce services, including postgraduate training pathways in rural and 
remote areas. 

7. Domestic full fee paying and international medical student admissions are key 
historical contributors to large increases in medical student numbers outside of 
adequate workforce modelling, and efforts to restrict increases in medical 
student numbers will require legislative and policy reform in these areas 

 
Policy 
 
AMSA calls upon:  

1. The Federal Government to: 
a. Refrain from establishing new medical schools or increasing medical 

student numbers, without: 
i. Consultation of the relevant bodies, including AMSA, state 

and/or territory health departments; 
ii. Creating evidence-based workforce modelling that 

demonstrates a current or future workforce maldistribution that 



 
can be alleviated by increasing medical schools or medical 
student numbers; 

iii. Modelling these changes to ensure such plans do not 
exacerbate existing bottlenecks in the medical training pipeline, 
including in the vocational training space; 

iv. Providing a commensurate increase in federally funded 
specialty training positions. 

b. Support:  
i. Implementation of key recommendations of the National 

Medical Workforce Strategy, including: 
1. A national medical workforce data strategy to conduct 

research into the distribution of the medical workforce; 
2. Evidence-based, regular national health workforce 

modelling; 
3. A joint medical workforce planning and governance 

body. 
ii. Studies investigating the effects of increases to medical 

students numbers and/or medical schools on the quality of 
clinical placements; 

iii. Reinstate the previous federally legislative ban preventing the 
creation of domestic full-fee places in public universities; 

c. Amend the Higher Education Support Act 2008 to extend the above 
ban to private universities to limit the creation of further domestic full-
fee places; 

d. Undertake legislative change to impose a limitation on international 
medical student intake into postgraduate medical schools; 

e. Match any increase in CSP funding with increased JDTP funding 
should it be predicted that an increase in CSP medical graduates 
displace international medical students from public hospital internship 
positions. 

2. Australian State and Territory Governments to: 
a. Match internship positions with medical student numbers. 

3. The Australian Medical Council to: 
a. Ensure the accreditation and approval of new medical schools occur 

after proper consultation with the relevant stakeholders in order to 
safeguard the quality of clinical placements and uphold the standard of 
medical graduates; 

b. Investigate the effects of increases in medical students numbers 
and/or medical schools on the quality of clinical placements. 

4. Australian Medical Schools to: 
a. Advocate for the reallocation of their medical places if it is evidenced to 

be beneficial towards improving workforce mal-distribution; 
b. Refrain from lobbying the Federal Government for an increase in their 

CSP funding without prior future workforce modelling to support this; 
c. Not prioritise the economic incentives and benefits of increasing 

student numbers to institutions over the potential implications such 
changes could have on graduate quality and workforce planning; 

d. Amend the models of their training of medical students to address 
workforce challenges over developing new medical schools and 
reallocation of places.  

5. All stakeholders in medical education and training to: 



 
a. Engage in data sharing to support evidence-based, up-to-date 

workforce modelling to inform future changes into student numbers.  

Background  

The Australian Medical Students’ Association (AMSA) is the peak representative body 
for medical students in Australia. AMSA is concerned about the future training and 
employment opportunities for Medical Graduates due to the ongoing addition of more 
medical schools and medical student places. AMSA advocates for evidence-based 
modelling and wide consultation with all concerned stakeholders before more 
medical schools and further Commonwealth Supported Places (CSPs) are 
established. 
 
Regulation of Medical School Enrolment 
 
Categories of Medical School Enrolment 

There are four categories of enrolment for medical students. CSPs (comprising 
bonded and non-bonded medical places), Domestic Full-Fee Paying (DFFP), and 
International full-fee paying. CSPs are regulated by the Australian government and 
also subsidised significantly, but are only offered to Australian and New Zealand 
nationals. These numbers are regulated based on a multitude of factors, including 
workforce demand. The bonded places aim to reduce various geographical workforce 
shortages by having a return of service period where doctors  work in areas of need. 
The number of full-fee postgraduate places are not currently regulated by the 
government. This is problematic when increases in medical student numbers occur 
without appropriate workforce demands to match them [1].  

Current data on different places 

In 2020, 3845 students commenced their degrees; 3217 were domestic and 628 were 
international. 2908 were CSPs, 308 were DFFP places and 628 were international 
full-fee paying places. There were a total of 1953 female and 1891 male commencing 
medical students in 2020. Student commencement numbers have remained steady 
following a plateau in 2011 after the medical student boom of 2006-10. It is worth 
noting that there were 95 more first years in 2020 compared to 2019. It is projected 
that 3903 students will commence their degrees in 2021 [1]. 

The total number of CSP enrolments have remained the same between 2019-2020; 
however, there was a 2% increase in domestic full-fee paying places in 2020 
compared to 2017 data. This can be attributed to the new medical school at 
Macquarie University, where all students are full-fee paying. The proportion of 
international students has remained very similar between 2019-2020, with only a 
marginal increase of 0.2% despite the COVID-19 pandemic [1]. This increase in 
international student enrolment is a concern as the high fees paid by international 
students are viewed as a supplementary financial resource for universities. The 
ethical implications of this should be taken into consideration and a policy point 
regarding this would be beneficial [1]. 

Increasing medical schools 

With the establishment of Charles Sturt School of Rural Health there are now a total 
of 23 medical schools in Australia [2]. Opening up new medical schools comes at a 
significant cost to the government and the health sector. The Curtin University 
Medical School had an estimated cost of $49 million dollars [3]. Given the current 
oversupplies of medical students, continued government investment in the 
establishment of new medical schools represents a misuse of federal funds and a 
poor investment in health. 



 
The Australian Health Workforce 

The projected oversupply of medical graduates and simultaneous maldistribution of 
doctors in rural areas is a major concern for the Australian medical workforce, which 
are affected by medical student numbers and medical schools [4]. 
 
Rural Workforce Maldistribution 
 
Over the past 10 years, governments have attempted to fix current and projected 
workforce maldistributions by increasing medical student numbers [4,5]. While this is 
an ostensible solution to the shortage of doctors in rural and remote areas, it is 
ineffective in the short and medium term [6]. In the shortest time course, it takes a 
minimum of 8 years for a commencing medical student to complete fellowship 
training, with several longer degrees and training pathways combining to greater 
timespans. There is great delay between increasing student numbers and any change 
in workforce distribution being discernible [4].  
 
Long term, there is little evidence that increasing medical student numbers will have a 
positive impact on workforce distribution and may even be of detriment to 
underserved rural areas. Currently, international medical graduates (IMGs) represent 
25% of the health workforce in Australia but comprise a disproportionate part of the 
rural and remote medical workforce [7]. The increase in domestic medical students is 
projected to decrease the number of immigrating doctors, with a magnified negative 
impact on rural populations. Without any additional workforce planning or additional 
incentives for doctors to work rurally, this crude increase in graduates does little to 
alleviate rural health disadvantage [4]. 
 
Internships and Increased Medical Student Numbers 
 
In order to receive full registration as a medical practitioner in Australia, medical 
graduates must complete a one-year internship [4]. Internship positions are 
guaranteed by the government to medical students those with CSPs [8]. International 
full-fee paying graduates are not guaranteed internship positions by the government, 
however any shortfall in public hospital internships for these graduates is covered by 
the Junior Doctor Training Program Private Hospital Stream, which allows them to 
become accredited in the private hospital setting [9]. DFFP students are not 
guaranteed an internship offer after graduation [8]. Without legislation and policy 
regulating postgraduate DFFP admissions, nor assuring the provision of internships 
for DFFP graduates, increasing DFFP student numbers comes at the risk of 
graduating doctors who are unable to obtain an internship in Australia. Government 
policy perspectives need to be altered to mitigate the imbalanced distribution of 
medical graduates and the predicted potential oversupply of approximately 7000 
doctors by 2030, which leaves medical graduates unable to practise and productively 
contribute to the workforce [2]. Similarly, any increase in medical graduates will 
overburden training opportunities further down the pipeline, as there is greater 
competition for limited positions amongst doctors who have to train for longer before 
they attain their fellowship [4].  
 
Specialist Training Program 
 
The Specialist Training Program (STP) is a federally funded program which aims to 
increase specialist training opportunities beyond metropolitan areas. This is a fiscal 
alternative to opening new medical schools and addresses rural workforce 
maldistribution and the overburdened pipeline [10]. The STP aims to contribute to 
improving the distribution of the medical workforce and expanding the training 
capacity of specialists beyond metropolitan Australia by working with 13 specialist 
medical colleges [10]. 
 
National Medical Workforce Strategy 
 



 
The National Medical Workforce Strategy (NMWS) was developed in 2020 and aims 
to guide long-term medical workforce planning in Australia, through a collaborative 
approach with multiple stakeholders. Among other issues, the NMWS aims to 
address the geographic workforce maldistribution as well as the oversupply of doctors 
along the training pipeline [11].   

Reallocation of CSPs 

Reallocation of CSPs to new rurally located medical schools and medical school 
campuses is one approach to alleviate rural doctor maldistribution [12], with the 
newest schemes being the Murray Darling Medical Schools Network (MDMSN) 
[12,13] and the Regional Medical Pathway [14]. 
 
Murray Darling Medical Schools Network 
 
The first round of redistributed CSPs went towards the establishment of the MDMSN. 
The Federal Government is re-allocating up to 60 current medical Commonwealth 
Supported Places, including Bonded Medical Places, every three years, [15] plus five 
newly created CSP positions [16], a factor not discussed or made public in the 
planning stages of the MDMSN. 
 
The MDMSN was created based on the philosophy of regional and rural medical 
education being the best way to keep eventual doctors staying regional and rural, with 
medical degrees being delivered completely from regional and rural communities. The 
concept has been touted as a regional and rural ‘end to end’ [13] medical education 
experience.   
 
A 2020 study shows that domestic graduates are not drawn to rural internships, and 
the uptake of local graduates to the expanding rural workforce is sub-optimal [17]. A 
positive correlation between having an immersion of regional and rural area as a 
medical student in placements and electing to become a rural intern has been proven 
[18], with this rural intern decision being independent of the medical student’s 
background, former rural interest before placement, and their status as a bonded 
medical placement student or not [19]. The logic of the MDMSN is reliant on this 
exposure factor, with the belief that longer regional and rural placements positively 
influence the medical students’ views of regional and rural medicine [20]. Thus, 
having a full medical education in regional and rural areas will increase the 
distribution of medical graduates towards regional and rural areas, addressing the 
current maldistributed medical workforce [20].  
 
However, the MDMSN is not seen as a solution to the maldistribution of medical 
doctors within Australia by many. The Medical Deans advocate for the 
implementation of regionally based specialist training, termed a ‘flipped’ modality from 
the current status quo of the Federal Government focusing on medical school places 
with no consideration of medical graduates [21]. There is also contention from the 
University of Newcastle and the University of New England, whose Joint Medical 
Program offers a similar regionally based medical education experience, claiming to 
offer what the MDMSN already does [22], and therefore don’t believe in the loss of 
their places for a concept they already implement. There has not been any modelling 
on the MDMSN, with the possibility that reallocation of these CSPs will not actually 
increase the rural workforce [23]. However, this scheme backed by the Federal 
Government does allow for more lobbying of extra CSPs by the MDMSN institutions 
and opens up the pathway of more full-fee paying medical school positions to be 
implemented to compensate for the loss of numbers at established medical schools 
[23]. 
 
Table 1: Institutions participating in the MDMSN 



 

 
Regional Medical Pathway 
  
The Regional Medical Pathway was established through a Round Table discussion 
involving the stakeholders of Central Queensland University, the University of 
Queensland, the Commonwealth Department of Health and international experts on 
medical programs in regional areas [27]. The program involves an undergraduate 
degree facilitated by Central Queensland University and an MD through the University 
of Queensland, with the modelling of student numbers coming from reallocation of 40 
University of Queensland MD enrolments [24]. Similar to the philosophy of the 
MDMSN, the Regional Medical Pathway is an end-to-end regional medical program 
based in Rockhampton, Bundaberg, and Hervey Bay. 
  
Nonetheless, this does not mean there has not been a request for new CSPs for the 
Regional Medical Pathway, with the plan between CQU and UQ to reach 240 medical 
students in the Pathway by 2026 [28], far beyond the current numbers being 
allocated. Furthermore, CQU initially proposed to deliver their own postgraduate 
medical degree over partnering with UQ [29], highlighting the desire for institutions to 
open up their own medical schools even if the numbers are not necessary, evidenced 
by the fact the Regional Medical Pathway has not created any more CSPs or 
reallocated CSPs from anywhere other than UQ.  
 
Impacts on Medical Education 
 
Successive governments and professional bodies, involved with the decision making 
of matters concerning rural health, have consistently failed to recognize the 
downstream effects of increasing medical schools and student numbers on the quality 
of clinical placements. Growth in medical student numbers may harm factors inherent 
to effective clinical learning, such as quality supervision, increased participation in the 
workplace and sufficient opportunities to practice procedures and skills [30]. 
  

MDMSN Institution and 
program 

Year Started Location 

University of Melbourne/La 
Trobe: Combined Bachelor of 
Medical Science (Medical) and 
MD 

2019, first medical 
cohort in 2022 [24] 

Shepparton, Vic 

Charles Sturt 
University/Western Sydney 
University: Joint Program in 
Medicine MD 

2021 Orange, NSW 

University of New South Wales: 
Bachelor of Medical Studies/MD 

2021 Wagga Wagga, NSW [25] 

The University of Sydney:  MD 2022 Dubbo, NSW 

Monash University: Bachelor of 
Medical Science/MD 

2021, first medical 
cohort in 2024 [26] 

Bendigo and Mildura, Vic 



 
The rise in the number of medical students over time, has not been complemented by 
proportional increases to medical educators and clinical placement opportunities [30]. 
The consequences of this mismatch include increased student-teacher ratios and less 
individualised attention for students [31, 32]. Additionally, learning opportunities, such 
as opportunities to practice procedural skills, may be limited in clinical settings. With a 
growing student populous, these opportunities would have to be shared amongst a 
greater cohort, reducing individual student exposure [31]. 
  
Most concerningly, opening new medical schools, without proper research and 
planning, dilutes the quality of medical education due to the redirection of teaching 
resources. Past studies have expressed concerns regarding the capacity for medical 
student training in clinical settings and the associated resource burdens, such as a 
shortage of supervising clinicians [32]. The redirection of both clinical and non-clinical 
staff, as well as teaching resources, to newly established medical schools, only adds 
further strain to this situation and compromises the quality of medical education and 
placements. 
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