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Integrated Adult Planning (IAP) 
 

A process to address the planning needs of at-risk adults and older adults 
 

The IAP process is based on a framework that incorporates recovery and wellness principles to improve the health 
and welfare of adults within our communities. NBHCC in collaboration with county leadership, county Area 
Agencies on Aging, Community Care, behavioral health providers and other stakeholders have collectively 
attempted to develop a system that gathers all supports in our community and focuses efforts to effectively 
address outstanding needs and behavioral health concerns of Adults and Older Adults. This process will be 
structured similarly to the the successful framework of CASSP (Child and Adolescent -Service System Program). It 
will include involving county adult behavioral health coordinators and will integrate existing “High Risk Meetings” 
and care management interventions. This process is designed to include those living with serious mental illness 
and/or substance use, concurrent physical health concerns, and difficulties with social determinants of health 
(SDoH). This vulnerable adult population is recognized as having unique concerns and requires a dynamic approach 
to support their needs. Similar to the focus of all services, this process has an active recovery aim that supports an 
individual’s health, home, purpose, and community. Focusing upon eight dimensions of recovery and wellness it 
allows our respective systems to come together to improve the health of our community members:  
 

1. Emotional 

2. Financial 

3. Social 

4. Spiritual 

5. Occupational 

6. Physical 

7. Intellectual 

8. Environmental 

 
The following principles are summarized in six core statements and are adapted from CASSP to address the needs 
of the adult and older adult population: 

 
1. Person-centered: Services are planned to meet the needs of the individual, rather than to fit the 

individual into an existing service. This holistic approach is inclusive of all factors that support the 

individual’s sense of well-being, interdependence, purpose, meaning and identity. Services consider 

the individual’s family, natural supports and community contexts, are individual-specific, and build 

on the strengths of the individual and natural supports in order to meet the mental health, social 

and physical needs of the individual. 

 
2. Family/Natural Supports-Inclusive: The family and natural (informal) supports are the primary 

support system for the individual and it is important to help empower the family and natural 

supports to advocate for themselves. When approved by the individual, all close family members 

and natural supports participate in important stages of the decision-making, treatment planning 

process including implementation, and most importantly discharge planning. All family and natural 

supports are to be defined by the individual and when necessary providers will assist in identifying 

additional potential community supports whenever possible.   

 
3. Independence/Community-Based: Whenever possible, services are delivered in the individuals 

home community, drawing on formal and informal resources to promote the individual's successful 

participation in the community. Promotion of independence within the context of safety should 
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drive discharge planning. All assurances should be made to verify that the individual’s living 

arrangement, treatment services, safety/crisis plan and discharge plan are appropriate to meet the 

individuals needs and are viable. Community resources include not only mental health professionals 

and provider agencies but also social, religious and cultural organizations and other natural 

community support networks. 

 
4. Multi-System: Services are planned in collaboration with all the individual-serving systems involved 

in their life. Representatives from all of these systems and the family collaborate in order to support 

the individual to define their goals, collaboratively develop a comprehensive service plan, develop 

the necessary resources to implement the plan and provide appropriate support to the individual, 

family and natural supports. 

 
5. Culturally Competent: Culture determines our worldview and provides a general design for living 

and patterns for interpreting reality that are reflected in our behavior. Therefore, services that are 

culturally competent are provided by individuals who have the skills to recognize and respect the 

behavior, ideas, attitudes, values, beliefs, customs, language, rituals, ceremonies and practices 

characteristic of a particular group of people. 

 
6. Least restrictive/least intrusive: Services take place in settings that are the most appropriate and 

natural for the individual and are the least restrictive and intrusive available to meet the needs of 

the individual. 

 

_____________________________________________________________ 
 

Philosophy and Contacts 
 
The IAP utilizes the most effective approaches from the CASSP model. Both models identify that an interagency 
approach is invaluable when addressing the needs of individuals. CASSP was developed as a collaboration and 
partnership among youth and their families, providers, and systems involved with the child/adolescent. IAP is 
developed with input from a large community of county coordinators, providers, stakeholders, members, and 
families. CASSP was developed to provide comprehensive mental health care for children, adolescents, and their 
families; likewise IAP was developed to assist in the development of action plans with a multidisciplinary team and 
to effectively address complex needs of adults and older adults.  
 
This approach will be replicated in all four counties, focused on the adult and older adult population. Existing adult 
county mental health service coordinators and Single County Authority administrators and their staff will conduct 
or participate in the IAP meetings. County Coordinators (or IAP coordinators) are identified as primary contacts for 
this process and will function in a similar way to CASSP Coordinators. (See the IAP list below.) Like CASSP, these 
contacts will operate in conjunction with Community Care, local Area Agency(s) on Aging, and all applicable 
agencies and supports will collaborate in these “High-Risk Meetings.” A referral form has been created and is 
available below, however the process can easily be initiated through a single phone call to the IAP coordinators.  

 
_____________________________________________________________ 

 
The following will outline the steps that can initiate this IAP process. 
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1. Who can initiate the IAP process? 
 

The IAP process can be initiated by anyone invested in the wellbeing of the adult or older adult individual. This 
includes: providers, the adult or older adult themselves, the county agencies, managed care, family or any other 
stakeholder in that person’s life. While the primary focus is on older adults there is no exclusionary criteria for any 
adults identified for these meetings. Ages can begin from 18 years of age and up.  

 
2. Under what circumstances should the IAP process begin? 

 
Eligible examples for this process will represent the top percentage of challenging cases. The following offers 
guidelines for individuals who may be appropriate for the IAP process, including IAP meetings: 
 
Guidelines for Identifying Members at risk may include: 
 

1. Complex physical health/behavioral health needs  
2. Co-occurring SUD, Complex or unique addiction issues. 
3. Police or involvement with the Criminal Justice System 
4. Emergency Department Boarding (extended stay in E.D., exceeding 48 hours from the 

recommendation for placement or level of care, awaiting placement or available community-based 
services) 

5. Discussion of referral to State Hospital 
6. Long lengths of stay in an inpatient level of care with little, if any, progress 
7. Unclear or complicated guardianship 
8. Lack of social supports 
9. Media or legislative involvement  
10. Issues involving Social Determinants of Health, including, but not limited to shelter  
11. Other concerns not noted requiring multi-systems support, problematic supports and planning 

including but not limited to: access, unique clinical needs, coordination, systemic needs.  
 

3. How do we start the IAP process (including IAP meetings) and who do we contact?  

Initiation of IAP 

Anyone can initiate the IAP process by calling the IAP Coordinator and/or Community Care. This initial request will 
be reviewed through the County IAP coordinator and/or through Community Care. The initial phone contact will 
allow communication about the individuals concerns in order to determine the need for the IAP meeting and next 
appropriate steps. It also allows the determination to be made about which stakeholders may need to be involved. 
County IAP Coordinators will then have the ability to establish meetings, (or if the member is HealthChoices, 
Community Care has the option to assist, with the counties request and coordination.) If contact is made directly 
with Community Care, they will coordinate with the identified county IAP coordinator. The IAP meeting can include 
all appropriate participants within the context of confidentiality regulations. 

When completed through the assistance of Community Care, the process can follow existing Community Care high-
risk policies and utilize available yellow/red flag meetings, high risk care management and other procedures that 
may prompt additional interventions.  

Who to contact:  

• If the individual is a HealthChoices member, then the meetings can be conducted through the county 
representative (IAP coordinator) and/or Community Care. 

• If the individual has no insurance, then the meeting would be conducted through the county representative 
(IAP coordinator) and/or the provider. 

• If the individual has private insurance (or other insurance options not identified) the provider or stakeholder 
can initiate and conduct the meetings.  
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• Contact with the County IAP Coordinator or Community Care (when appropriate) is recommended even if 
the individual refuses to sign releases or does not wish to have a meeting. The option of offering county 
supports, high-risk care management and systemic supports may still be available. (All processes will 
operate in compliance with HIPAA.)   

 

The next page identifies the IAP Coordinators and Community Care contact. The choice of contact is based on the 
individual’s county of residence, eligibility and need. See below for the list. 
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IAP Coordinators for Adult and Older Adult High-Risk Meetings: 
 

Lackawanna / Susquehanna County: 
Adult Mental Health:  

Maryann Colbert 
Administrator - Lackawanna Susquehanna BH/ID/EI Program 
123 Wyoming Ave. 4th Floor, Scranton, PA 18503 
Office: 570-346-5741 ext. 1522 
570-963-6435 fax  
colbertm@lsbhidei.org 

 
Lackawanna / Susquehanna County: 
Substance Use:     
   Barbara E. Durkin 

Director - Lackawanna/Susquehanna County Office of Drug and Alcohol Programs 
123 Wyoming Ave. 4th Floor, Scranton, PA 18503 
(570) 963-6315 ext 1501 
durkinba@lsodap.org 

   
Luzerne / Wyoming County: 
Adult Mental Health: 

  Tara Fox 
 Administrator -Luzerne-Wyoming Counties MH-DS Programs 

111 N. Pennsylvania Ave. Suite 200 
Wilkes-Barre, PA 18702 
570-408-1331 
Tara.Fox@luzernecounty.org 

 
Luzerne / Wyoming County: 
Substance Use:   

 Ryan Hogan 
SCA Administrator Luzerne/Wyoming Counties Drug & Alcohol Program - 
Luzerne/Wyoming SCA 
111 North Pennsylvania Avenue 
Wilkes-Barre, PA 18701 
570-826-8732 

    Ryan.Hogan@luzernecounty.org 
 

Second Option For All North East Counties: 
 
For Providers: Community Care Behavioral Health: Provider line 888-251-2224… listen for the prompt 

that says Lackawanna, Luzerne Wyoming and Susquehanna. Then request to speak with 
the Clinical Manager for that (Northeast) contract.  

For Members:  If you are a member requesting this process use  
Member Services: 1-866-668-4696 

 
 
 
 
 
 

mailto:colbertm@lsbhidei.org
mailto:durkinba@lsodap.org
mailto:Tara.Fox@luzernecounty.org
mailto:Ryan.Hogan@luzernecounty.org
tel:1-866-668-4696
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  4. Establishing IAP Meetings and what to expect: 
The counties and Community Care will coordinate to establish an IAP meeting. This format will 
parallel the CASSP process in structure, but employ the adult principles mentioned above. The 
meetings will involve all stakeholders in that adult’s life, including the member, natural supports, 
providers, local Area Agency on Aging, other agencies and offices when applicable. This meeting 
can be conducted by Community Care, or a County contact at their discretion. Follow up meetings 
will continue until resolution. “Standard” meetings should be scheduled within a week, “Urgent” 
meetings should be scheduled with in 24 hours and “Emergent” meetings should be scheduled 
within three hours. All meetings and communication will comply with HIPAA standards. 
 
Integrated planning calls for all appropriate adult systems within a county to plan together as one 
system in which appropriate services can be accessed regardless of what “door” an individual 
may initially enter. Clear action plans and goals will be established during each meeting and an 
informal evaluation will be made in each subsequent meeting to determine resolution of existing 
concerns or identify any new issues to be addressed.  

Format for IAP meetings will include the following: 

 
1. Introductions 
2. Discussion related to the purpose of the meeting 
3. Review strengths and needs of the individual 
4. Define concerns, needs and wants 
5. Identify existing resources available to the individual 
6. Identify goals, objectives, and interventions (action plan) 
7. Review effectiveness of past interventions and planning. (if applicable) 
8. Identify who is going to take the lead on the various interventions 
9. Identify the frequency of meetings and next steps. 

 

 

An example IAP referral form and IAP meeting agenda is offered below: 
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IAP (Integrated Adult Planning) Referral Form  

Lackawanna, Susquehanna, Luzerne and Wyoming Counties  

Can be initiated by a phone call to the appropriate County IAP Coordinator (or Community Care if appropriate)  

 

Notification Date: (mm/dd/yyyy)  __________________ Individual’s County: _____________________ 
(Notify within 24 hours or next business day) 
 
Individual’s Name:  (First) ___________________________ (Last)____________________________________ 
 
MA ID: ____________________ DOB: (mm/dd/yyyy) ____________ Today’s Date: (mm/dd/yyyy) ____________ 
 
Case 
Manager/Therapist___________________________________________________________________________ 
 
Facility/Provider Location/Level of Care: __________________________________________________________ 
 
Admission Date: (mm/dd/yyyy) ______________Anticipated Discharge Date: (mm/dd/yyyy) ________________ 
 
The individual and necessary system partner(s) were informed of the reason for this notification. 
 

 ☐  Agreed to sign ROI      ☐  Did not agree to sign ROI Date: (mm/dd/yyyy)  ________________________ 
 
If yes, please list the specific non-treatment needs that have been identified: 

 

Please submit information to the relevant IAP Coordinator (see attached list) 
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IAP (Integrated Adult Planning) – Meeting Agenda 

 
Individual’s Name:  _________________________   MA ID: ____________          DOB: _____________ 
 
Notification Date: __         ________________  Date of Today’s Meeting: _             _________________       
(Notify within 24 hours or next business day)       (See suggestions for timelines based on standard, urgent or 
emergent status) 
 
1. Introductions (list of meeting participants) 
 
 
 
 
2. Discussion related to the purpose of the meeting 
 
 
 
 
3. Review strengths and needs of the individual 
 
 
 
 
4. Define concerns, needs and wants 
 
 
 
 
5. Identify existing resources available to the individual 
 
 
 
 
6. Identify goals, objectives, and interventions (action plan) 
 
 
 
 
7. Review effectiveness of past interventions and planning (if applicable) 
 
 
 
 
8. Identify who is going to take the lead on the various interventions 
 
 
 
 
9. Identify the frequency of meetings and next steps 


