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ABSTRACT
Background: Coordinated specialty care (CSC) is the gold-standard early intervention model for schizophrenia-spectrum disor-
ders. Similar models for bipolar disorder (BD) are lacking. This paper describes the development and implementation of STRIDE, 
an adaptation of the NAVIGATE CSC model for early-stage BD.
Methods: Adaptations were developed based on literature review, international expert consultation and engagement with pa-
tient, family and clinician advisory groups. STRIDE was designed to be integrated with schizophrenia-spectrum CSC services 
to build on existing expertise and infrastructure. Demographic and clinical data were collected at enrollment to characterise an 
initial STRIDE cohort of 19 participants between October 2023–June 2025.
Results: A detailed model of CSC for BD was developed and implemented. Many components of NAVIGATE, including a recov-
ery focus, shared decision making and the coordinated services of individual psychotherapy, medication management, family 
psychoeducation and supported education and employment were maintained. Key adaptations for BD included modification of 
individual psychotherapy modules to address prevention and treatment of mood episodes, addition of modules on circadian and 
social rhythms, affect regulation and managing common psychiatric comorbidities, development of an early-stage BD prescrib-
er's manual and tailored family psychoeducation. Of 19 patients in the STRIDE cohort (mean age 25 years, 52.6% female), 89.5% 
were diagnosed with bipolar 1 disorder and 94.7% had a history of psychosis. Anxiety, depression, functional impairment and 
sleep disturbances were commonly reported at baseline.
Conclusions: STRIDE is a comprehensive adaptation of CSC for early-stage BD. Further work is needed to assess STRIDE's 
feasibility, acceptability and effectiveness.

1   |   Introduction

Bipolar disorder (BD) is a common and disabling mood disor-
der which affects at least 37 million people worldwide (Ferrari 
et al. 2024). BD is the 4th leading cause of disability in young 
people (GBD 2019 Mental Disorders Collaborators  2022), 

driven by recurrent episodes of depression and mania/hy-
pomania, which have devastating impacts on functioning 
and place patients at high risk for suicide (Plans et al. 2019; 
Simon et al. 2007). Clinical staging models conceptualise BD 
as a progressive condition beginning with an asymptomatic 
phase (stage 0), progressing to a first episode of threshold 
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mood symptoms (stage 2) and for some individuals, multiple 
relapses and treatment resistance (stage 4) (Berk et al. 2007; 
Kapczinski et al. 2014). In line with the staging model, early 
diagnosis and treatment of BD are needed to prevent it from 
becoming more severe and disabling (Berk et al. 2010; Kozicky 
et al. 2016; Ratheesh et al. 2023; Swann et al. 1999). Some ev-
idence suggests that pharmacological and behavioural treat-
ments have greater efficacy when started early in the illness 
(Ratheesh et al. 2023), pointing to a potential critical period 
of intervention, consistent with the critical period hypoth-
esis of psychosis (Birchwood et  al.  1998). However, signif-
icant treatment delays exist, averaging up to 6–10 years and 
are associated with more time in mood episodes, psychiat-
ric hospitalizations, self-harm and functional decline (Buoli 
et al. 2021; Scott et al. 2022).

Young individuals with early-stage BD have many treatment 
needs that must be addressed to achieve symptomatic and func-
tional recovery. The onset of BD in the late adolescent to young 
adult years interrupts important developmental milestones such 
as accomplishing work, school and relationship goals (Coello 
et al. 2024; Sletved et al. 2022). Following an initial diagnosis 
of BD, relapse rates into mood episodes in those receiving med-
ication treatment are 40% at 1 year and 60% at 4 years (Gignac 
et  al.  2015b). Even after recovery from mood episodes, sub-
threshold mood symptoms and comorbid psychiatric conditions 
like anxiety disorders and ADHD are common and further 
impair functioning (Marangell et  al.  2009; Perlis et  al.  2006; 
Sentissi et  al.  2008; Spoorthy et  al.  2019; Tohen et  al.  2003). 
Many other factors, such as developing psychological and be-
havioural symptom management strategies, avoiding substance 
use, regulating sleep, managing comorbid medical conditions 
and developing a support network are needed to help individuals 
with BD stay well and meet their life goals (Burdick et al. 2022; 
Gimenez-Palomo et al. 2024).

Comprehensive BD early intervention programs to ensure early, 
accurate diagnoses and meet all of these needs are critically im-
portant to promote sustained recovery but are scarce. There is 
no defined standard of care for early-stage BD and treatment 
guidelines are lacking (Chia et al. 2019). While some novel mul-
tidisciplinary early intervention programs for BD are emerging 
(Kessing et al. 2013; Ratheesh et al. 2025), most individuals are 
likely to receive treatment from fragmented clinical services in 
community settings from clinicians who are not specialists in 
BD. In contrast, a large evidence base has established coordi-
nated specialty care (CSC) as the gold standard for individuals 
experiencing early-stage schizophrenia spectrum disorders 
(SSDs) (Fusar-Poli et  al.  2017). CSC programs typically in-
clude up to 2 years of multidisciplinary services and have been 
shown to improve treatment engagement, psychiatric symp-
toms, hospitalisation rates, work and school participation and 
quality of life compared to usual care (Correll et al. 2018; Kane 
et al. 2016). NAVIGATE is a CSC model that was studied in the 
Recovery After an Initial Episode of Schizophrenia (RAISE) 
trial. NAVIGATE includes recovery-focused psychotherapy, 
medication management, family education and school and ed-
ucation supports (Kane et al. 2016; Mueser, Penn, et al. 2015). 
RAISE demonstrated the effectiveness and feasibility of CSC 
in the United States health care landscape (Dixon et  al.  2015; 
Kane et  al.  2016), leading to the extensive implementation of 

schizophrenia-spectrum CSC programs nationally (George 
et al. 2022).

There is an untapped opportunity to leverage the evidence base 
and infrastructure of schizophrenia-spectrum CSC to develop 
and rapidly scale early intervention for BD. BD and SSDs are 
first diagnosed in young people and lead to many of the same 
developmental challenges and treatment needs. Yet, critical ad-
aptations to schizophrenia-spectrum CSC models are needed to 
address the unique clinical and functional needs of early-stage 
BD. We developed STRIDE, an adaptation of the NAVIGATE 
CSC model, extensively tailored to early-stage BD. STRIDE was 
designed to be integrated into existing early-stage schizophrenia-
spectrum CSC teams to extend the reach of these services to 
those with BD. The purpose of this paper is to describe the de-
velopment and intervention components of STRIDE, its initial 
clinical implementation and baseline characteristics and clini-
cal profiles of the first cohort of enrolled patients. The feasibil-
ity, acceptability and preliminary outcomes of STRIDE will be 
described in a future report.

2   |   Methods

2.1   |   Intervention Development

STRIDE was developed by a team of investigators with expertise 
in early-stage BD (DJB, KMM) and the NAVIGATE model for 
SSDs (PSM-K, KMM) between November 2021 and June 2023. 
The Minnesota Department of Human Services funded its devel-
opment due to a recognised need for early intervention in BD and 
to expand the capacity of NAVIGATE teams to better serve rural 
communities with a lower census of individuals with SSDs. We 
first brainstormed key needs of people with early-stage BD that 
were not met by the existing NAVIGATE intervention, informed 
by extensive literature review. We then selected a group of inter-
nationally recognised experts in BD (N = 16) to provide feedback 
on the new or modified intervention components. To ensure 
STRIDE addressed all domains important to people living with 
BD and their families, we conducted 10 meetings with a patient 
advisory board of five BD patients and two meetings with family 
members and community clinicians. International experts with 
specific domain expertise worked with us to finalize the inter-
vention components of STRIDE. Patients, family and commu-
nity clinicians reviewed and contributed to select content areas 
included in the individual therapy and family psychoeducation 
modules, including a general overview of the STRIDE model 
and treatment components and specific feedback on interven-
tion content spanning health and wellness, peer support, dialec-
tical behaviour therapy (DBT), wellness planning and substance 
use. Patient and family advisors also contributed personal sto-
ries to be used in therapy modules focused on processing the 
first episode(s) for mania. STRIDE was so named by the patient 
advisory board to represent ‘hitting your stride’ and thriving 
with BD.

2.2   |   Target Population and Setting

STRIDE is designed for individuals aged 15–40 years who have 
received no more than 1 year of treatment for BD. The age range 
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was chosen to align with the NAVIGATE inclusion criteria 
(Kane et al. 2016) and broadly captures the typical age of onset 
for bipolar spectrum disorders (Baldessarini et al. 2010; Bolton 
et al. 2021). It was developed to treat the entire range of bipolar-
spectrum disorders, including bipolar 1, bipolar 2 and other 
specified BD, with or without a history of psychosis. The pro-
gram is intended to be implemented within existing NAVIGATE 
CSC teams in community settings. Integrating STRIDE within 
NAVIGATE CSC programs allows teams to build on existing 
expertise in providing recovery-centred, team-based care to 
young individuals with SMIs and leverages the existing infra-
structure that supports team-based care. Furthermore, the un-
derlying diagnosis at enrollment into CSC is often not definitive. 
In situations where the diagnosis is not clear, decisions can be 
made about whether a patient should start with STRIDE or stan-
dard NAVIGATE based on team, patient and family consensus. 
Integration of STRIDE within a CSC program facilitates coordi-
nation or transition of care between STRIDE and NAVIGATE to 
best align with evolving clinical presentations. Like NAVIGATE, 
individuals may initiate services with STRIDE via referral from 
community clinicians, inpatient facilities or by self-referral.

2.3   |   Clinical Program: Baseline Characteristics 
and Symptom Profiles

To assess the preliminary feasibility of extending NAVIGATE 
services to early-stage BD, STRIDE was implemented as a pilot 
program in October 2023 at the University of Minnesota outpa-
tient psychiatry clinic in a NAVIGATE-informed CSC service. 
Demographic and clinical data were collected at enrollment from 
clinical interviews and electronic health records. Additional self-
report measures were completed via participation in the University 
of Minnesota's Early Psychosis Intervention Network (EPINET) 
study, EPI-MINN. Self-report measures included (1) the 10-item 
Drug Abuse Screening Test (DAST-10) (Skinner 1982), (2) the 3-
item Alcohol Use Disorders Identification Test (AUDIT-C) (Barbor 
et al. 1992), (3) the 8-item Patient Reported Outcomes Measures 
Information System (PROMIS) sleep disturbance short form 
(Yu et al.  2012) and (4) the Minnesota Symptom Severity Scale, 
which assesses the presence of a range of psychiatric symptoms 
and functional needs rated on a 0 (absent, not at all) to 4 (severe, 
nearly every day) scale. The University of Minnesota Institutional 
Review Board approved the implementation of STRIDE under a 
quality improvement designation and approved all EPI-MINN ac-
tivities. Patients enrolled in EPI-MINN provided authorization to 
use their clinically-obtained data for research purposes using an 
IRB-approved form. Descriptive statistics were used to character-
ise the initial cohort of STRIDE participants who enrolled between 
October 2023–June 2025.

3   |   Results

3.1   |   Intervention Description

As with NAVIGATE, three conceptual frameworks, which are rel-
evant to both young individuals with BD and SSDs, guided the de-
velopment of STRIDE: the recovery model, the stress-vulnerability 
model and psychiatric rehabilitation (Mueser, Gottlieb, et al. 2015). 
STRIDE is tailored to the unique needs and developmental stage of 

adolescents and young adults with BD. Treatment is aligned with 
goals related to individuation in relationships, vocational or educa-
tional pursuits, fostering self-management of symptoms based on 
understanding the illness and individual risk and resiliency factors 
and facilitating self-determination to counter the psychological 
impacts of living with a chronic illness (Mueser, Penn, et al. 2015).

Individuals with SSDs and early-stage BD share many clinical 
characteristics already addressed by NAVIGATE, including high 
risk for problematic substance use (Duffy et al. 2014; Goldstein 
et  al.  2013), suicidality (Simon et  al.  2007) and decline in so-
cial and occupational functioning (Gignac et al. 2015a; Tohen 
et  al.  2003). These components of NAVIGATE required no or 
limited adaptations for STRIDE. For example, the STRIDE 
Prescriber's Manual, like the NAVIGATE Prescriber's Manual 
(Robinson et  al.  2018), emphasises shared decision-making, 
improving adherence, ensuring medication tolerability and 
mitigating long-term health risks and closely integrating with 
other team members and supports. STRIDE individual therapy 
maintains NAVIGATE's focus on psychoeducation, increasing 
resiliency and meeting personal goals, increasing natural sup-
ports and evidence-based therapeutic skills such as cognitive-
behavioural therapy (Mueser, Penn, et  al.  2015). Supported 
Employment and Education (SEE) services is a key NAVIGATE 
intervention that is transdiagnostic and was not modified for 
STRIDE (Mueser, Penn, et al. 2015).

However, STRIDE incorporates several key differences that are 
critical for recovery in BD (Tables  1 and 2). BD and SSD have 
different primary symptoms, different rates of comorbidities and 
distinct drivers of functional impairment. BD is predominantly a 
mood disorder and threshold and subthreshold mood symptoms, 
particularly depression and comorbid psychiatric illnesses like 
anxiety disorders and ADHD are the primary drivers of functional 
impairment (Burdick et al. 2022). In contrast, positive symptoms, 
negative symptoms and cognitive impairments predominate and 
drive poor functioning in SSDs (Santesteban-Echarri et al. 2017). 
To address these differences, medication management, psychoed-
ucation and therapeutic skills in STRIDE extend to managing the 
full range of symptoms in BD (depression, (hypo)mania, mixed 
episodes, subthreshold mood symptoms), addressing common 
negative schemas specific to BD (Ball et al. 2003; Macneil 2009), 
the addition of DBT skills with evidence for improving emotion 
regulation and addressing suicidality in BD (Goldstein et al. 2024; 
Jones et  al.  2023), an emphasis on stabilising circadian and so-
cial rhythms (Frank et  al.  1994; Goldstein et  al.  2014; Hlastala 
et al. 2010; Inder et al. 2015) and management of key psychiatric 
comorbidities including anxiety, posttraumatic stress symptoms 
and ADHD (Léda-Rêgo et al. 2024).

3.2   |   STRIDE Treatment Team and Intervention 
Components

In line with NAVIGATE (Kane et  al.  2016), STRIDE includes 
four core interventions delivered by a coordinated team of cli-
nicians with training in early-stage BD: personalised medica-
tion management guided by the STRIDE Prescriber's Manual, 
resilience-focused individual therapy (Increasing Resiliency 
in Life; IRL), family psychoeducation and SEE services. Two 
additional recommended intervention components have been 
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added: peer support and health promotion. A program director 
coordinates referrals and services and all clinicians meet weekly 
for individual treatment planning. By extending CSC to early-
stage BD, teams can better utilise their clinician resources, es-
pecially in rural areas with lower rates of SSDs and BD (Powell 
et al. 2021). For this pilot, existing CSC clinicians were utilised 
without adding additional staff time. While there is expected 
variation in staffing needs based on regional population charac-
teristics and catchment area size, we describe estimated staffing 
needs for teams in the Supporting Information. Initial length of 
treatment for STRIDE is conceptualised as up to 3 years to allow 
treatment flexibility based on individual remission and recur-
rence patterns.

3.2.1   |   Personalised Medication Management

STRIDE patients have frequent visits with a prescriber with 
training in the pharmacotherapy of early-stage BD. The STRIDE 
Prescriber's Manual provides evidence-based and expert-
informed guidance on pharmacotherapy for bipolar depres-
sion, mania, mixed states, maintenance treatment, common 
psychiatric comorbidities, side effect management, principles 
of health promotion and reproductive considerations. Due to 
the diagnostic instability of early-stage BD patients, we also 
included a brief section on the pharmacological treatment of 
major depressive disorder with psychotic features. Initial med-
ication doses and titration schedules are tailored to early-stage 
patients. Principles of shared decision-making (Farkas  2007; 
Towle et  al.  1999) are followed and there is an emphasis on 
evidence-based medications for BD, especially lithium (Ketter 
et  al.  2006; Ratheesh et  al.  2023; Swann et  al.  1999; Yatham 
et al. 2018).

3.2.2   |   Increasing Resiliency in Life (IRL)

IRL is a manualized individual therapy that supports patients 
in recovery goals, provides education about BD and its treat-
ment, promotes resiliency, improves self-management and 
helps patients develop tools to prevent and manage symptoms. 
Following the NAVIGATE model, IRL is a recovery-oriented 
psychotherapy rooted in cognitive behavioural therapy, illness 
management and recovery and motivational enhancement 
(Mueser, Penn, et  al.  2015). It comprises 16 skills-focused 
modules spanning BD symptom management, stress and re-
siliency, healthy lifestyles, relapse prevention and planning, 
processing mood episodes, DBT skills for BD, addressing 
symptoms and problems associated with trauma, decreasing 
substance use, stabilising circadian and social rhythms and 
improving interpersonal skills. STRIDE IRL clinicians re-
ceive training in these evidence-based treatments and tailor 
the duration or depth of each module to individuals' specific 
needs. Some content areas are integrated throughout several 
IRL manuals. For example, content on stabilising circadian 
and social rhythms is included in the modules on managing 
stress and building resiliency, healthy lifestyles, cognitive ap-
proaches to sleep and coping with sleep problems (see Table 2 
and the Supporting Information for further IRL module de-
scriptions). The typical duration is 6–12 months. IRL is deliv-
ered by masters-level clinicians.

3.2.3   |   Family Support & Education

STRIDE family supports aim to establish collaborative rela-
tionships between patients, their families and the treatment 
team, teach family members about BD and equip families with 
skills to assist their loved ones with their goals. Family educa-
tion includes a 10–12 session curriculum covering BD symp-
toms, treatment and course; relapse prevention planning with 
family and patient; developing family resiliency; problem solv-
ing and communication strategies; and stress reduction skills. 
Family education is typically provided by the program director, 
a masters-level clinician (Mueser, Penn, et al. 2015).

3.2.4   |   Supported Education and Employment (SEE)

The goal of SEE is to assist patients in achieving their educa-
tional and employment goals. A SEE specialist, typically a 
bachelor's-level clinician, engages the patient in goal setting and 
provides practical assistance in job and educational program 
searching, obtaining work- and school-related accommodations 
and identifying strategies to improve work and school perfor-
mance (Mueser, Penn, et al. 2015; Rosenheck et al. 2017).

3.2.5   |   Additional Recommended Interventions

In addition to the standard NAVIGATE interventions, we recom-
mend that STRIDE CSC teams include a peer support specialist 
who can meet individually with STRIDE patients. Peer support 
specialists can improve engagement, benefit recovery outcomes, 
reduce crisis service and inpatient admissions and increase 
self-efficacy in people with SMIs (Fuhr et  al.  2014; King and 
Simmons 2018; White et al. 2020). The peer specialist provides 
STRIDE patients with supports grounded in their own recovery 
journey and provides a valuable perspective to the treatment 
team. To address cardiometabolic health disparities faced by 
young individuals with BD (Chan et al. 2022; Miley et al. 2023), 
STRIDE includes a health promotion intervention which extends 
the health promotion content in the Prescriber's Guide and IRL 
therapy. It includes (1) a health promotion group curriculum 
drawn from evidence-based interventions for BD with a focus 
on behaviour change and motivation enhancement for increas-
ing physical activity and improving nutrition (Green et al. 2015; 
Sylvia 2015; Yarborough et al.  2016) and (2) recommendations 
for individual health coaching delivered by a registered nurse or 
health coach and individually tailored to assist patients with goal 
setting, treatment planning, accountability of lifestyle modifica-
tions and liaising with clinicians.

3.3   |   STRIDE Team Training

NAVIGATE clinicians receive extensive training in engaging and 
treating individuals with SSDs. To extend this expertise to early-
stage BD, additional training in BD assessment, course and treat-
ment is needed. Recommended training includes an overview for 
all team members on the bipolar prodrome, pathways to care in 
BD, challenges to engagement in treatment and diagnostic con-
siderations (including differential assessment between BD and 
non-affective psychotic disorders and assessment of psychiatric 
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comorbidities using recommended assessment scales provided in 
the program manual; see Supporting Information for more detail). 
To foster engagement of diverse populations, STRIDE includes 
an updated Assessment and Initial Goal setting module which 
includes questions to elicit information about individuals' back-
ground, race, ethnicity and cultural experiences and how they 
may or may not interact with illness. This assessment is intended 
to support the provision of culturally competent care, foster treat-
ment alliance and reduce disengagement (Powell et  al.  2021). 
Individual therapists, family clinicians and program directors 
attend a subsequent training providing an overview of BD edu-
cation and treatment approaches in the IRL and family education 
manuals. Medication training for BD is divided into two sessions. 
The first training is attended by all team members and provides 
an overview of medications used to treat BD, common side ef-
fects, assessment and treatment of common psychiatric comor-
bidities and strategies to improve health monitoring and health 
promotion. Prescribers attend an additional training that provides 
a more detailed overview of the recommended medication guide-
lines. Following the training, two consultation call groups are pro-
vided, one for all team members and one for prescribers and team 
leaders, to discuss and problem-solve any challenges.

3.4   |   Baseline Characteristics and Self-Reported 
Measures

Nineteen patients enrolled in STRIDE between October 2023–
June 2025 and provided authorization and consent for data 

TABLE 3    |    Demographics and clinical characteristics at enrollment 
(N = 19).

Mean (SD) or N (%)

Age (years) 25.0 (5.1)

Female 10 (52.6%)

Race

White 17 (89.5%)

Othera 2 (10.5%)

Level of education

High School or less 4 (21.0%)

Some college or college degree 10 (52.6%)

Graduate degree 5 (23.7%)

Currently enrolled in school or 
employed

13 (68.4%)

Bipolar disorder diagnosis

Bipolar 1 disorder 17 (89.5%)

Bipolar 2 disorder or other 
bipolar disorder

2 (10.5%)

History of psychosis 18 (94.7%)

Mood state at enrollment

Depressed or mixed 11 (57.9%)

Manic 0 (0.0%)

Euthymic 8 (42.1%)

Medications

Mood stabiliser 14 (73.17%)

Antipsychotic 15 (78.9%)

Antidepressant 4 (21.0%)

Other 7 (36.8%)

Total medications prescribed 2.5 (1.2)

3 or more medications prescribed 8 (42.1%)

1 or more clinically significant 
comorbid mental health or 
substance use concerns

14 (73.7%)

Problematic drug useb (DAST-10) 
(N = 17)

7 (41.2%)

Problematic alcohol usec 
(AUDIT-C) (N = 17)

2 (11.8%)

Mild–moderate or greater sleep 
disturbance (PROMIS Sleep 
Disturbance Short Form) (N = 17)

5 (29.4%)

Self-reported symptomsd (N = 17)

Anxiety 11 (64.7%)

Depression 11 (64.7%)

(Continues)

Mean (SD) or N (%)

Mania 2 (11.8%)

Psychosis 0 (0.0%)

School or work functioning 
problems

10 (58.8%)

Sleep problems 7 (41.2%)

PHQ-9 depression total score 
(N = 17)

7.6 (3.9)

PHQ9 score 5–9 (mild 
depression)

10 (58.8%)

PHQ9 score ≥ 10 (moderate or 
greater depression)

4 (23.5%)

GAD7 anxiety total score (N = 13) 5.2 (4.5)

GAD7 score 5–9 (mild anxiety) 3 (23.1%)

GAD7 score ≥ 10 (moderate or 
greater anxiety)

3 (23.1%)

Abbreviations: GAD7, generalised anxiety disorder-7; PHQ-9, patient health 
questionnaire; PROMIS, patient reported outcome measures information 
system.
aDue to small numbers of patients in other race categories or of Hispanic 
ethnicity, we only include two categories here.
bProportion scoring in the moderate level or greater range on Drug Abuse 
Screening Test (DAST-10).
cProportion with positive screen on the Alcohol Use Disorders Identification 
Test (AUDIT-C).
dProportion endorsing symptom category as occurring at least ‘several days’ in 
the past 2 weeks.

TABLE 3    |    (Continued)
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collection. STRIDE patients had a mean age of 25 years and 
52.6% identified as female (Table 3). At enrollment, 89.5% of pa-
tients were diagnosed with bipolar 1 disorder and 10.5% were 
diagnosed with bipolar 2 disorder or other BD. The most com-
mon mood state at enrollment was depressed (57.9%) (mean 
PHQ-9 score 7.6 (SD 3.9)), with the remaining patients euthy-
mic. Most patients (94.7%) had a history of psychosis. The mean 
number of medications prescribed was 2.5 (1.2), with 42.1% of 
patients prescribed 3 or more medications. 68.4% of patients 
were working or in school. The majority (73.7%) reported symp-
toms of at least one psychiatric comorbidity or substance use 
problem. Problematic drug use was self-reported by 41.1% of pa-
tients, while 11.8% reported problematic alcohol use. Common 
self-reported symptoms included anxiety (64.7%), depression 
(64.7%), difficulty functioning at work or school (58.8%) and 
sleep disturbance (41.2%). No patients reported current psycho-
sis symptoms at enrollment.

4   |   Discussion

In this report, we describe STRIDE, an adaptation of NAVIGATE 
CSC (Kane et al. 2016) for early-stage BD and the baseline char-
acteristics of the initial cohort of STRIDE patients. Our initial 
implementation and enrollment data show that patients with 
early-stage BD will seek care in CSC programs. Our assessment 
of baseline characteristics of the initial STRIDE cohort suggests 
that the intervention components are aligned with identified 
clinical domains. Further evaluation of the feasibility, accept-
ability and effectiveness of STRIDE is needed.

STRIDE demonstrates that the NAVIGATE CSC model for SSD 
can be adapted for people with early-stage BD. Several CSC 
intervention components and treatment tenets—including a 
focus on recovery and shared decision-making, along with SEE 
services—are transdiagnostic and require little modification. 
Other intervention components required significant adapta-
tions to adequately target the treatment needs of young indi-
viduals with BD. Key modifications addressed the full range 
of mood symptoms in BD (depression, (hypo)mania, mixed 
episodes), inter-episode emotion regulation, negative schemas, 
suicidality and comorbidities including anxiety, PTSD, ADHD 
and circadian rhythm disturbances. Due to the extensive dif-
ferences in prescribing for SSDs and BD (Robinson et al. 2018; 
Yatham et al. 2018), the STRIDE Prescriber's Manual was cre-
ated anew, although a focus on shared decision-making, pro-
moting adherence and enhancing tolerability of medications 
was maintained.

Consistent with research in first-episode mania cohorts 
(Gignac et al. 2015b), we identified many potential treatment 
needs in our early-stage BD cohort. At enrollment, STRIDE 
patients tended to have threshold or subthreshold depression 
symptoms. A large portion had psychiatric or substance use 
comorbidities and polypharmacy was common. The most com-
mon self-reported symptoms were depression, anxiety, sleep 
disturbances and impairment in psychosocial functioning. 
While STRIDE intervention components address each of these 
areas, longitudinal evaluation will be needed to understand 
how well STRIDE leads to improvements in symptoms and 
functioning.

Few evidence-based, multidisciplinary early intervention pro-
grams for BD exist. Kessing et  al.  (2013) found that 2 years of 
care in a specialised mood disorder clinic in Denmark, includ-
ing evidence-based pharmacologic treatment and group psy-
choeducation, led to reduced hospitalizations, increased use 
of mood stabilisers and increased care satisfaction compared 
to treatment as usual. Analysis of outcomes at a 16-year fol-
low-up suggested promising long-term effects on suicidality 
and found that the intervention was associated with fewer (but 
not statistically significant) psychiatric admissions, lower costs 
and increased use of lithium and antipsychotics (Munkholm 
and Kessing  2024). Ratheesh et  al.  (2025) developed BLEND, 
a 6-month early intervention program with components of 
guideline-concordant pharmacotherapy, a blended in-person 
individual therapy combined with digital therapeutic content 
and digital relapse monitoring. In a sample of 21 young people, 
BLEND was found to be feasible, acceptable and led to improve-
ments in suicidality. STRIDE contains similar components to 
these models, but the specific team structure and integration 
with schizophrenia-spectrum CSC distinguish STRIDE from 
existing early-intervention models. Although digital interven-
tions are an emerging area for early intervention, they are not 
yet standard of care in most CSC programs and incorporation of 
a digital component for STRIDE was not feasible during initial 
intervention development.

STRIDE was designed to be integrated with SSD CSC programs 
to leverage existing resources and clinical expertise in treat-
ing early-stage SMIs. As such, it can be readily deployed and 
scaled as an extension of the more than 350 CSC programs in 
the United States, of which NAVIGATE is the most common 
treatment model (Kazandjian et al. 2022). However, integrating 
STRIDE with SSD CSC services may also present some chal-
lenges. First, it may be challenging to reach people experienc-
ing BD without psychosis, as indicated by the high proportion of 
patients enrolled into STRIDE with a history of psychosis. The 
best way to reach people with BD without psychosis, including 
those with bipolar 2 disorder and other specified BDs, requires 
further study and may require active community outreach and 
engagement with existing mental health services. It is also un-
known how the care pathways and service use of CSC interven-
tions will differ among those with BD compared to SSDs (Phalen 
et al. 2025; Polillo et al. 2023). It is possible that the frequency of 
engagement and the length of care required to achieve recovery 
in BD differs from that in SSDs. For example, due to the epi-
sodic nature of mood episodes in BD, CSC for early-stage BD 
may benefit from more flexible enrollment periods with the 
ability of patients to step up or down in service intensity or to 
return to services after discharge in the early illness phases, as 
needed. Additionally, functional impairments associated with 
early-stage BD may differ compared to SSDs and may result in 
different SEE needs. Racial and socioeconomic disparities in 
access, engagement and outcomes associated with CSC have 
been identified (Bennett and Rosenheck 2021; Moe et al. 2024; 
van der Ven et al. 2022). In our initial STRIDE implementation, 
most enrolled patients were White and further efforts to un-
derstand how STRIDE can equitably reach those from diverse 
sociodemographic backgrounds are critical. There is currently 
no consensus definition of early-stage BD and how to best op-
erationalise this for clinical services like STRIDE remains an 
open question. Whether existing CSC teams have the capacity 
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to extend their reach to those with BD is not completely under-
stood. While equipping teams to treat early-stage BD may en-
hance the sustainability of programs with lower census, such 
as those in rural areas, the demand for SSD CSC care is high 
and not fully met by current services in more populated areas 
(Kazandjian et  al.  2022; Powell et  al.  2021). The expansion of 
CSC to young individuals with BD will likely require support 
from healthcare funders to ensure access (Dixon 2017; George 
et al. 2022). We did not systematically collect STRIDE referral 
data to understand overall program demand and reach and such 
data would inform broader implementation feasibility. Finally, 
while CSC is the gold standard treatment model for first episode 
SSDs, it is unknown whether it is the optimal model for early-
stage BD and further research is needed to confirm whether the 
known benefits of CSC extend to those with early-stage BD.

5   |   Conclusions

We developed and implemented STRIDE, an extension of 
the NAVIGATE CSC model for first episode SSDs tailored to 
early-stage BD. By leveraging the extensive CSC infrastruc-
ture, STRIDE has the potential to be rapidly scaled in real-
world settings to fill a critical gap in early intervention for BD. 
Further research is needed to evaluate STRIDE's feasibility and 
effectiveness.
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