
psychiatrist. The authors point out that major modifica-
tions to Accreditation Council for Graduate Medical Edu-
cation requirements and the American Board of Psychiatry 
and Neurology board-certification process would need to be 
implemented for their proposal to launch, but an alternative 
(and likely equally complicated initiative) would be to lobby 
government agencies and funders to better compensate dual- 
certified neurologists-psychiatrists for their clinical work. If 
successful, the demand by medical students to pursue com-
bined neurology-psychiatry training would grow.

Second, the option of completing a BNNP fellowship 
after finishing a residency in either neurology or psychi-
atry should be considered. It is important to state at the 
outset that although combined neurology-psychiatry 
training and fellowship training in BNNP have different 
strengths and weaknesses, I do not believe one path is 
better or produces greater expertise at the interface of 
neurology and psychiatry than the other. There may be, 
however, certain niches where one route offers advan-
tages (e.g., FND is the quintessential example where 
neurological expertise is critical for diagnosis, whereas 
longitudinal care is aided by proficiency in neuropsychi-
atric management principles). The field of BNNP has an 
established curriculum (4), has a high-impact tradition 
dating back to the origins of modern-day neurology and 
psychiatry, has accredited fellowships by the United 
Council for Medical Subspecialities, has a formal certi-
fication process, and has a practical approach to the 
maintenance of certification. Furthermore, there are na-
tional and international professional organizations that 
are instrumental in advancing the field of BNNP (e.g., the 
American Neuropsychiatric Association and the British 
Neuropsychiatric Association).

That said, I believe that one of the most important 
takeaways from the article by Brown et al. is that the field of 
BNNP must innovate continuously to remain at the fore-
front of integrated clinical neuroscience. The tradition of 
BNNP in the area of neurodegenerative disorders is well 
established, however, the field of BNNP must show the 
added patient-care, institutional, financial, and research 
benefits of being a subspecialist in BNNP across a range of 
patient populations (e.g., traumatic brain injury, other ac-
quired neurological conditions, treatment-refractory major 
depression, and neurodevelopmental disorders). Further-
more, the fields of therapeutic neuromodulation, chronic 
pain, long COVID, FND, and brain health are rapidly 
growing, and clinician-scientists trained in BNNP should be 
leaders in these content areas (8–10). Additionally, indi-
viduals trained in BNNP need to demonstrate a stronger 
presence in working with funding agencies, ensuring that 
the many gaps in scientific knowledge within BNNP are 
identified as funding priorities.

In closing, I applaud Brown et al. in advocating for in-
creased cross-training between neurology and psychiatry. 
Rather than starting an alternative brain medicine resi-
dency pathway, however, I believe that we should reinvest 

in clinical, research, educational, and programmatic inno-
vations within combined neurology-psychiatry residency 
programs and BNNP fellowship training programs to ad-
vance the field of integrated clinical neuroscience.
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Doubling Down on Combined Neurology- 
Psychiatry Residency Training and 
Behavioral Neurology & Neuropsychiatry 
Fellowship Training: Reply to Perez

TO THE EDITOR: As authors of “Time for Brain Medicine” 
(1), my colleagues and I appreciated the comments of 
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Dr. Perez in his letter “Doubling Down on Combined 
Neurology-Psychiatry Residency Training and Behavioral 
Neurology & Neuropsychiatry Fellowship Training.” As his 
title denotes, the logical counterargument to creating a new 
training program is to improve existing programs. We are 
pleased to engage in dialogue that will ultimately bring us 
closer to the optimal path forward. However, after a close 
reading of the letter, it appears we may be talking about dif-
ferent things.

To begin with a recap, our proposed training paradigm is 
intended to provide a broad training foundation across all 
aspects of brain medicine, covering both neurology and 
psychiatry. It is not a modification of existing neuropsychiatric- 
oriented training, limited to combined programs and fel-
lowships, but is intended for all residents who practice 
medicine related to the brain. Indeed, the proposed para-
digm is intended to replace existing psychiatry and neu-
rology residency programs where possible. In addition to 
increasing breadth of training for all residents, the other 
central component of this paradigm is the capacity for in-
creased depth of training in the latter half of the program. 
Residents would have the flexibility to individualize the 
curriculum toward subspecialization or to remain general-
ized. Because existing combined neurology-psychiatry res-
idency programs are quite rare and behavioral neurology & 
neuropsychiatry (BNNP) subspecialization focuses on the 
interface between neurology and psychiatry, it is unclear 
how “doubling down” would meet the existing need to in-
crease the breadth of training necessary for current and 
future practice, as we previously outlined.

First, could the need for training all residents in the 
practice of brain medicine be met through existing com-
bined programs (of which I and my coauthors are grateful 
beneficiaries)? The content of these programs certainly 
meets this need. The problem is accessibility and feasibility. 
At present, there are only four individual positions available 
annually for prospective combined program trainees. Our 
intended audience, by contrast, is more than 2,000 psychi-
atry and 1,000 neurology residency candidates, annually. 
Could these four spots grow to meet this need? The number 
of combined programs has decreased in the past two de-
cades, not increased. Stagnant trends in financial support 
for residency positions also suggest that a 50% increase in 
the duration of training would be unlikely. Regarding feasi-
bility, we emphasized that training years are precious. Longer 
residency programs without financial renumeration would 
deter some candidates. While increasing pay for combined 
program trainees or attending physicians would help make 
sense of the upfront investment, changing pay structures 
would involve an entire restructuring of payor systems, 
which is not in our control. Moreover, and most important, 
although value could be gained by training for decades, we 
contend that 4 years is sufficient to gain the level of com-
petency required by the relevant administrative bodies (see 
list of similarities between programs and the implementa-
tion section in the article [pages 336 and 339, respectively]).

Second, consider BNNP fellowships. At its core, the 
proposed brain medicine program is meant to increase 
training breadth, whereas a fellowship denotes a narrowed 
focus and greater depth. In this sense, brain medicine is 
both complementary and opposite to BNNP fellowships, 
which focus specifically on conditions at the interface of 
neurology and psychiatry. The fellowship is not designed to 
encompass the breadth of both neurology and psychiatry 
nor is it intended for all physicians of the brain. Brain 
medicine graduates would be excellent candidates for 
BNNP fellowships and would likely strengthen these pro-
grams with increased interest and relevant background 
training. The distinction between a brain medicine program 
and a BNNP fellowship emphasizes the confusion that 
could arise by calling our proposed training program 
something similar to “neuropsychiatry.” A new name, brain 
medicine, will be helpful in disambiguating overlapping 
conceptual areas of training.

The letter poses several additional questions that we are 
pleased to address directly. First, what would be the cre-
dentials of a brain medicine graduate? Our article points out 
that the program is designed to credential a graduate in both 
neurology and psychiatry. As pointed out in the subsection 
on page 336 (“What is similar between the existing and pro- 
posed residency programs?”), brain medicine would fulfill 
the existing rotation requirements of both neurology and 
psychiatry, would meet the goals and competencies of both, 
and would lead to board eligibility in both. In other words, 
from a credential standpoint, brain medicine graduates 
would be indistinguishable from combined program grad-
uates; they would not lack credentials but would have more 
credentials. Confusion about this point may have originated 
from our sentence “Board eligibility and board certification 
in brain medicine would encompass psychiatry and neu-
rology.” The sentence may be better understood as “Board 
eligibility and board certification in brain medicine would 
include both psychiatry and neurology, rather than one or 
the other” (1).

Second, could brain medicine lead to a “growing multi-
plicity” of departments? Although we explicitly noted that 
departmental structure need not change, it is conceivable 
that brain medicine departments could emerge. We expect 
the most likely context for this to occur would be in set-
tings where neither department already exists, such as in a 
new center, and the new department would be established 
in lieu of separate neurology and psychiatry departments. 
We acknowledge that although the question is currently 
unanswerable, we think that a brain medicine department 
would more likely be a unifying rather than a dividing (or 
multiplying) enterprise.

Third, which department would a brain medicine phy-
sician be hired into or receive their appointment? As we 
illustrate in the implementation section of the discussion 
(page 339), a brain medicine physician who goes on to train 
in movement disorders would follow the same course as in 
our existing paradigm; in this case, the physician would go 
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into a neurology department (1). Similarly, an epileptolo-
gist, vascular neurologist, behavioral neurologist, or other 
neurology subspecialist would be hired by a neurology 
department, whereas a general psychiatrist, addiction 
psychiatrist, geriatric psychiatrist, or other psychiatric 
subspecialist would be hired by a psychiatry department. 
As occurs today, physicians who have clinical or research 
activities in both specialties would have appointments in 
both departments. Of note, we expect that as the trend 
toward subspecialization increases, relatively few physi-
cians will generalize in brain medicine, but those who do 
would likely work in rural or community settings or per-
haps pursue BNNP fellowship training. In this case, they 
would have flexibility to choose departments, just as com-
bined graduates who practice at the interface have now.

In summary, we applaud Dr. Perez and JNCN for facili-
tating this important discussion. Here, we aimed to clarify 

certain points and address outstanding questions. Impor-
tantly, the only way to know if the brain medicine training 
program reaches its stated goals and improves training 
outcomes is to test it. Next steps include implementation as 
a pilot program, recording and reporting outcomes, and 
replication. Until then, the arguments are theoretical.
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