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To the Editor

The prevalence of metabolic abnormali-
ties, including elevated waist circumfer-
ence, hypertension, dyslipidaemia and 
impaired blood glucose levels, are a criti-
cal issue within first-episode psychosis 
(FEP) (Vancampfort et al., 2013). In 2011, 
we reported a retrospective, cross-sec-
tional naturalistic study in which the files 
of FEP patients (n=85) attending the 
Bondi Early Psychosis Service between 
2006 and 2008 were audited (Curtis 
et  al., 2011). Greater than 40% of the 
sample had an at-risk waist circumfer-
ence, whilst 12.5% met International 

Diabetes Federation (IDF) criteria for 
metabolic syndrome. In total, 55% of 
males and 42% of females were over-
weight or obese (Curtis et al., 2011).

During the data collection period 
(2006–2008), no formalised screening 
or intervention protocol existed. 

Pragmatic approaches to counteract 
the modifiable risk factors began to 
develop, involving dietetic and exer-
cise physiology students, volunteers 
and a focus on optimal psychophar-
macological prescribing. In addition, 
the role of metformin to attenuate 

Table 1. Descriptive statistics: demographic and risk factor variables.

Total 
(n=85)

Male 
(n=56)

Female 
(n=29)

Statistical 
test

Age, years, mean 
(SD)

21.4 (2.9) 21.5 (3.0) 21.3 (2.7) t = 0.4,  
p = 0.69, ns

Ethnicity, n (%)  
 Asian 17 (20) 9 (16) 2 (7)  
 Indigenous 7 (8) 5 (9) 8 (28)  
 Caucasian 61 (72) 42 (75) 19 (65)  

Time in EPP, 
months, median

9.23 9.57 5.2 t = −0.6,  
p = 0.57, ns

Smokers (%) 38/78 (49) 25/52 (48) 13/26 (50) χ2 = 0.03,  
p = 0.50, ns

FH diabetes (%) 27/71 (38) 16/46 (35) 11/25 (44) χ2 = 0.6,  
p = 0.30, ns

FH CVD (%) 30/67 (45) 21/45 (47) 9/22 (41) χ2 = 1.3, 
p = 0.47, ns

BMI, mean (range) 25.6  
(17.71–39.57)

26.79  
(20.16–39.57)

23.35  
(17.71–34.77)

 

Waist 
circumference, 
female ≥80, male 
≥90a or 94 cmb (%)

34/79 (43) 20/52 (39) 14/27 (52) χ2 = 0.1,  
p = 0.25, ns

Blood pressure (%) 20/80 (25) 17/53 (32) 3/27 (11) χ2 = 4.2,  
p = 0.04* 

Fasting blood 
glucose (%)

6/58 (10)  6/39 (10) 0/19 (0) χ2 = 3.3,  
p = 0.07, ns

Triglyceride (%) 15/64 (23) 11/44 (25) 4/20 (20) χ2 = 0.2,  
p = 0.66, ns

HDL (%) 17/58 (29) 13/39 (33) 4/19 (21) χ2 = 0.9,  
p = 0.34, ns

IDF metabolic 
syndrome (%)

9/79 (11) 6/52 (11) 3/27 (11) χ2 = 0.0,  
p = 0.63, ns

The denominator varied across different measures as not all were available for each subject.
HDL: males <1.03 mmol L–1; females <1.29 mmol L–1;  BSL >5.6 mmol L–1.
ns: not significant; EPP: Early Psychosis Program; FH: family history; CVD: cardiovascular disease; 
BMI: body mass index; HDL: high-density lipoprotein; BSL: blood sugar level; IDF: International 
Diabetic Federation.
aSE Asian, Japanese, Central or South American males; bEuropid males.
*p<0.05.
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weight gain was reviewed (Newall 
et al., 2012). Formal evaluation of this 
ad hoc intervention was limited by 
insufficient capacity to offer service-
wide implementation. Concurrently, a 
standardised metabolic monitoring 
form was developed and adopted as 
NSW Health statewide policy to 
improve cardiometabolic screening. 
Funding was then obtained to evaluate 
the subsequent formalised intervention 
– the ‘Keeping the Body In Mind’ (KBIM) 
program – a 12-week, individualised life-
style intervention including the estab-
lishment of an in-house gymnasium and 
cooking facilities, with recruitment 
beginning in March 2013.

Prior to the rollout of the formal 
KBIM program in 2013, a secondary 
audit of an independent sample, from 
the same service, was conducted in 
2011. Results from this secondary 
audit are presented in Table 1. At a 
median treatment time of 9 months, 

53% of males and 22% of females were 
found to be overweight or obese. 
Over 50% of females and 39% of 
males (43% of the total sample) had an 
increased waist circumference, with a 
quarter of the sample being hyperten-
sive (females > men; p<0.05). Elevated 
fasting blood glucose was detected in 
15% of the male patients. 
Approximately a quarter of the sam-
ple had raised triglyceride levels (23%) 
and 29% of the sample had low high-
density lipoprotein levels.

The results confirmed previous 
findings of the significant rates of car-
diometabolic risk in FEP youth. The 
ongoing KBIM evaluation underpinned 
by the principles enunciated in the 
Healthy Active Lives (HeAL; www.
iphys.org.au) consensus statement 
will hopefully demonstrate the poten-
tial for sustainable improvements in 
life expectancy for young people with 
FEP.
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To the Editor

‘When my previous therapist took out his 
prescription pad, I knew I could never  
tell him anything important’ (Gutheil, 
1982).

There is a change in the wind, with 
an increasing focus on the biological dif-
ferences between people who have and 
who do not have borderline personal-
ity disorder. Given the unsatisfactory 

response to current psy chotropic med-
ications, the changing paradigm that 
postulates a central role for the neuro-
peptides offers new treatment possibili-
ties. However, prescribing as an 
intervention, whether for medication, 
case manager allocation or hospitalisa-
tion, remains a complex interaction 
involving the nature of often unspoken 
meanings, expectations and relation-
ships (Gutheil, 1982; Swoskin, 2001; 
Winer and Andriukaitis, 1989).

For some patients, the fantasy of 
the perfect treatment does exist. It is 
an intervention that is immediate and 
specific in its effectiveness and is with-
out side effects. Thus, to not pre-
scribe may be perceived as withholding 
and a lack of caring, reminiscent of 
earlier life experiences. However, the 
same withholding may be experienced 
as a refusal to be distracted from see-
ing the patient as a person, as high-
lighted in the opening quotation. 

Prescribing is similarly vexed. Treat-
ment choices, adjustments and aug-
mentation strategies may serve to 
distract both clinician and patient 
from a psychological understanding of 
their difficulties. This runs the risk of 
strengthening a person’s defences 
against change as they continue to 
hope that the solution is external to 
him or herself. If symptoms have 
become a person’s armour, their 
removal is frightening. Finally, side 
effects may serve both to confirm the 
patient’s unloveability and wound the 
prescriber – ‘Telling a doctor his pills 
aren’t working is like telling a mother her 
baby is ugly’ (Gutheil, 1982).

Our understanding of the border-
line experience will continue to 
change. The inherent dilemma of pre-
scribing can be approached by an 
open and shared inclusion of the 
patient in developing time-limited, 
testable assertions – ‘By making the 
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