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Senior Reach program outcomes for older adults referred 
for care management and mental health services through a 
Gatekeeper model were examined in this study and compared 
with the Spokane Gatekeeper model. The two programs were 
compared for seniors served on service variables and outcome 
ratings for isolation, depression, and functioning. 
Approximately 41% of seniors served by both programs were 
referred by nontraditional sources: community gatekeepers. 
Findings indicate that individuals served by the Senior Reach 
program demonstrated signifi cant improvement in reduction 
of isolators (such as social isolation), improved 
functioning, increased optimism about the future, increased 
positive activities with others, decreased emotional 
disturbance, and improvements on the Geriatric Depression 
Scale. Additional program comparisons and fi ndings are 
discussed. Findings for the Senior Reach program demonstrate 
that the gatekeeper approach to training community partners 
is effective in fi nding at-risk seniors and meeting their needs, 
resulting in positive impacts on their lives.
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Older adults confront numerous challenges that can 
seriously impact their mental health. Issues such as 
retirement, death of a loved one, changes in health, 

relocation, and adjusting to other life changes are examples of 
the conditions and life circumstances that older adults experi-
ence (Raschko, 1991). Although there are services that could 
help seniors in those circumstances, many do not seek assistance 
(Florio, Jensen, Hendryx, Raschko, & Mathieson, 1998). Seniors 
may fear the stigma attached to asking for help (Raschko, 1991), 
systems may be confusing, services may not be coordinated, 
funding may be lacking, or services may be fragmented (Bartels 
et al., 2004).

In 1978, the Spokane Mental Health, Elder Services Division 
decided on two strategies to overcome these barriers, one of which 
was to develop a community network of trained persons called 
“Gatekeepers” who could make referrals for elders they identifi ed 
as at-risk. The Gatekeeper model (see Florio et al., 1996, for a com-
plete description) was created to bring at-risk older adults to the 
attention of professionals who could provide outreach through a 
care management program.

In 2006, Jefferson Center for Mental Health, The Mental Health 
Center Serving Boulder and Broomfi eld Counties, and the Seniors’ 
Resource Center partnered to create a program modeled after the 
Spokane Gatekeeper program. Previous studies of the Gatekeeper 
model had identifi ed the need for mental health services for these 
at-risk older adults and the need for more research on this model. 
The new program incorporated those components and was named 
Senior Reach.

THE SENIOR REACH PROGRAM

Like the Spokane Gatekeeper model, the mission of Senior Reach 
is to support the well-being and independence of seniors by edu-
cating the community on how to identify and refer isolated, at-risk 
older adults who may benefi t from a model of care management. 
Additionally, Senior Reach addresses the need for mental health 
treatment and information and referral assistance.

Central to the Senior Reach program was the objective to imple-
ment the Gatekeeper model with fi delity to the Spokane, Wash-
ington program that had sought to improve several key outcomes 
of seniors’ lives. Further, replicating the outcomes of the Spokane 
program could benefi t and inform the implementation of the Gate-
keeper model in other similar areas. Two mental health centers and a 
senior center collaborated to develop and implement Senior Reach. 
Together, they represent a fi ve-county ( Jefferson, Gilpin, Clear 
Creek, Boulder, and Broomfi eld), contiguous area all near the met-
ropolitan area of Denver, Colorado, representing urban, suburban, 
and rural communities where 8%–20% of the older adults are esti-
mated to have depressive symptoms (U.S. Surgeon General, 1999), 
and where approximately 53% of older adults identifi ed with severe 
needs and poverty did not receive care (TriWest Group, 2003). This 
area was chosen because one county was the fastest growing county 
in Colorado between 1990 and 2000 and also had the largest num-
ber of adults heading for retirement. In addition, two of the fi ve 
counties had higher suicide rates for older adults than any other 
area of the state; and, together, the fi ve counties appeared to have 
a similar population to that of the Spokane program. Additionally, 
the partners in the project have a strong and established collabora-
tive network among seniors and senior service providers.

The fi rst component of the model consisted of Senior Reach 
staff and volunteers training nontraditional and traditional commu-
nity members and referral sources. Nontraditional referral sources 
trained as Community Partners (Gatekeepers) included restaurant 
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information, and the fact that mental health services were not usually 
a part of a coordinated community-based care management system, 
led to the collaboration between two mental health centers and a 
senior center to pool resources, co-locate staff, and develop Senior 
Reach to address this gap. Also, no coordinated community training 
effort was in place to address programming needs for the fi ve-county 
area represented by the community mental health centers.

The present study built upon previous research by using similar 
measurements to benchmark Senior Reach Gatekeeper Program 
outcomes to those of the established Spokane program. The pres-
ent study also added measures of depression and functioning to 
extend outcome measurement for Senior Reach clients. The spe-
cifi c research questions addressed were:

 1.  Did the two programs (Spokane and Senior Reach) serve 
people from similar referral sources and with similar demo-
graphics?

 2.  Were there similar outcomes using isolation measures from 
the Care Manager survey used by both the Spokane and the 
Senior Reach Gatekeeper programs?

 3.  Were there positive outcomes for older adults in the Senior 
Reach program using the Geriatric Depression Scale and the 
Colorado Client Assessment Record Excerpt?

METHODS

Sample

Two community mental health centers and one senior resources 
organization partnered to implement the new Senior Reach pro-
gram to serve fi ve counties (Jefferson, Gilpin, Clear Creek, Boul-
der, and Broomfi eld) in the central Front Range area of Colorado, 
west and northwest of Denver. The Senior Reach program was 
associated with the mental health centers and the senior center but 
was not a component of any one of these services agencies. At the 
time the program was implemented, the approximate population 
of the fi ve county area was 869,734, including about 115,571 older 
adults aged 60 or above. All seniors referred to the program were 
eligible for services if they were aged 60 or older and resided in one 
of the fi ve counties. As part of the description of the program and 
services, the seniors were also informed about the evaluation 
and offered the opportunity to participate in it. All seniors who 
accepted services were also invited to participate in the evaluation.

Procedures

Senior Reach staff conducted presentations and provided training 
to both nonprofessional (referred to as nontraditional) and pro-
fessional (human services agency staff—referred to as traditional) 
people in the community as community partners over the course of 
the fi rst 3 years of the grant. This component provided community 
education and training about the needs of older adults and a referral 
process to connect older adults with the Senior Reach program.

and retail staff, bus drivers, senior center staff, and members of civic 
organizations. Traditional referral sources (including primary care 
physicians, Adult Protective Services, County Human Services, and 
other programs serving seniors) were also trained as Community 
Partners to make them aware of this resource. Community Partners 
are trained to identify and refer older adults living independently 
who are experiencing any of the following signs of distress: emo-
tional or behavioral problems, poor health, social isolation, abuse, 
neglect, or substance abuse problems. In less than 3 years, more 
than 5,000 people were trained through the project as Community 
Partners by Senior Reach staff to be the “eyes and ears” of the com-
munity, and feedback from the community was very positive.

The second component of the model consisted of outreach and 
treatment, which included a Call Center with a single entry point 
(dedicated toll-free number for the Senior Reach program) to refer 
older adults for services. The call center gathers basic information 
from the referral source and then contacts the senior to explain the 
program, engage the senior in an elder-friendly manner, fi nd out what 
needs the older adult may have (e.g., transportation, medication, 
health, fi nancial concerns, mental health, or recreation), and offer 
Senior Reach services. Overall, 91% of the eligible seniors accepted 
services through this elder-friendly process. Professional mental health 
staff provide an in-home assessment and make recommendations 
individualized for each older adult for case management, wellness, 
information–referral, and, as appropriate, mental health treatment. 
The mental health treatment generally employed a solution-focused, 
brief treatment model that builds upon a senior’s strengths to help 
them handle their immediate mental health concerns.

After engagement with the program and in-home assessment, 
each senior is referred internally to the best combination of services 
available for their needs, which may be mental health only, care 
management only, information and referral, or any combination of 
the three. An interdisciplinary team is assigned responsibility for 
care and any cases with special concerns (to address unique treat-
ment or placement needs) are reviewed in biweekly clinical supervi-
sion. As learned from the results of the Spokane Gatekeeper model, 
Senior Reach provides an array of community-based interventions. 
These were specifi cally designed to meet the needs of the individual 
older adult, including treatment planning that is strength-based and 
recovery-oriented, family support, consultation, advocacy, coordi-
nation with other professional helpers, and crisis intervention.

Background

In review of the Gatekeeper model (Florio et al., 1996) and the 
Elderly Outreach Project (Buckwalter, Smith, Zevenbergen, & Rus-
sell, 1991), over half of the persons referred by Gatekeepers and 
assessed by professionals were determined as likely to have benefi ted 
from mental health services. Outcomes for the Spokane Gatekeeper 
program included many psychosocial concerns identifi ed through the 
Case Manager Survey (Jenson, 2001) and it was noted that mental 
health services were not easily accessible, primarily due to fragmenta-
tion between the local mental health and aging care systems. This 
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Characteristics of Seniors in 
the Outcome Evaluation

To enable comparison of Senior Reach client outcomes to the Spo-
kane client outcomes, only those Senior Reach clients who partici-
pated in the evaluation and had completed services were included 
in the comparison. Senior Reach clients participating in the evalua-
tion were compared to Senior Reach clients not participating in the 
evaluation on their demographic characteristics and no signifi cant 
differences were found.

Characteristics of clients from both programs are shown in 
Table 1. A total of 138 Senior Reach clients with outcome data 
were compared to the 88 Spokane clients in the Spokane outcomes 
study. Although the pattern of nontraditional and traditional refer-
rals did not differ statistically between the two evaluation groups 
(!2 = 3.35, df = 1, p > .05), the two groups did move away slightly 
from overall referrals, which were about 41% for both programs. 
About 33% of Senior Reach clients came from nontraditional 
referral sources compared with about 45% for the Spokane non-
traditional referrals.

Although the pattern of referrals was similar, the demographic 
characteristics, as discussed below, differed between the two pro-
grams. Compared with the Spokane program, seniors served by 
Senior Reach were younger, more likely to be separated or divorced, 
and more likely to live alone.

Senior Reach clients were about 5 years younger (at about 
74 years of age on average) than Spokane clients, who averaged 
79 years (one sample t test = 5.77, df = 115, p < .05). Age differ-
ences between nontraditional and traditional groups were nonsig-
nifi cant for both programs.

Clients were primarily female (about 75% of Senior Reach cli-
ents and about 68% of Spokane clients). Differences between pro-
grams were not statistically signifi cant (!2 = 1.48, df = 1, p > .05).

Clients in both programs were most likely to be widowed (42.9% 
for Senior Reach and 41% for Spokane). Overall, clients in the 
Senior Reach program were more likely (!2 = 14.7, df = 3, p < .05) 
to be separated or divorced (36.1%) compared with clients in the 
Spokane program (17%), who were more likely to be married (36%) 
compared with Senior Reach clients (17%). Comparisons of nontra-
ditional and traditional client groups within Senior Reach on these 
variables were nonsignifi cant (!2 = 1.48, df = 3, p > .05). Spokane 
nontraditional clients were less likely to be married (20%) than cli-
ents from traditional (49%) referrals (!2 = 8.4, df = 3, p < .05), a 
characteristic similar to Senior Reach clients overall.

The percentage of seniors living alone differed signifi cantly 
between programs (!2 = 9.64, df = 1, p < .05), with 71% of 
Senior Reach seniors and 51% of Spokane seniors living alone. 
A comparison of nontraditional seniors and traditional seniors 
within Senior Reach showed the difference to be nonsignifi cant. 
That same comparison for Spokane clients showed that nontra-
ditional clients lived alone at twice the rate of traditional clients, 
70% to 35% respectively, again more like Senior Reach clients 
overall.

Measures

Traditional and nontraditional gatekeeper referrals and program 
status data were collected to provide information about the geo-
graphic distribution of referrals and the type of gatekeepers. Data 
about demographic characteristics of seniors participating in the 
program were collected. Three data collection instruments were 
used to collect data at baseline (program entry) and at discharge. The 
Care Manager survey used by the Spokane program was employed 
by Senior Reach to provide comparison data on fi ve types of isola-
tion. In addition, the Geriatric Depression Scale (short form) was 
used to indicate the presence of depression indicators. Finally, the 
Colorado Client Assessment Record (CCAR) Excerpt was used to 
rate seniors on 12 functioning dimensions.

Analysis

The intent of this article is to benchmark the performance of the 
Senior Reach program in terms of seniors served and outcomes to 
the established results reported for the Spokane program. Com-
parison of these types of data were used to determine and report 
on the degree to which the Senior Reach gatekeeper and service 
model resulted in comparable fi ndings to the Spokane gatekeeper 
and case fi nding model. The degree to which the Senior Reach 
program was implemented with fi delity to the Spokane model and 
the outcomes achieved were similar will provide support for the 
Gatekeeper Model of case fi ndings and services for older adults.

RESULTS

Gatekeepers Trained and Seniors Served

Through June of 2008, about 28 months after the program began 
serving seniors in February of 2006, Senior Reach had provided 
training to approximately 5,561 community members as commu-
nity partners; 3,550 nontraditional and 2,011 traditional. Those 
community partners referred, in this time period, 536 seniors to 
the program. Of those, 478 were offered services and 436 accepted, 
yielding a 91.2% participation rate for those offered services. Of 
the 436 who accepted services, about 41% were referred by non-
traditional gatekeepers and about 59% were referred by traditional 
sources. Of the 58 seniors in the group who were not offered ser-
vices, 24 wanted information only, 21 were outside the scope of 
the project, 6 could not be reached by the call center, and 7 were 
for other reasons.

In Spokane, the gatekeeper case fi nding model was added to 
the existing Elder Services Division of Spokane Mental Health and 
resulted in 315 new cases referred by nontraditional gatekeepers in 
the community over an 18 month period. A total of 777 seniors 
aged 60 and older were served by the Elder Services Division over 
an 18 month period from January 1, 1994 through June 30, 1995. 
Of those, 315 were referred by community gatekeepers (41%) and 
the other referrals came from traditional sources (59%).
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TABLE 1. Demographic Characteristics of Senior Reach and Spokane Clients

Referral Source and 
Demographics

Senior Reach Gatekeeper Program Spokane Elder Services

Total
Nontraditional 
(Gatekeeper)

Traditional 
(Gatekeeper) Total

Nontraditional 
(Gatekeeper) Traditional

Number of clients n = 138 n = 46 n = 92 n = 88 n = 40 n = 48
Nontraditional referral source 100% 33.3% 66.7% 100% 45.4% 54.6%
Age (mean)a 74.1 73.5 74.3 79.0 78.2 79.5
Gender 
 Female 75.4% 82.6% 71.7% 68% 72% 65%
 Male 24.6% 17.4% 28.3% 32% 28% 35%
Marital statusa

 Marrieda,b 17.3% 22.2% 14.8% 36% 20% 49%
 Widowed 42.9% 40.0% 44.3% 41% 48% 36%
 Separated/divorceda 36.1% 35.5% 36.4% 17% 25% 11%
 Never married 3.8% 2.2% 4.5% 5% 5% 4% 
Lives alonea,b 71.4% 65.1% 74.4% 51% 70% 35%

Note. Referral sources, demographics, and isolator ratings for seniors served by the Elder Services Division of Spokane Mental Health who were also in 
the One-Year Outcome study were taken from “One-Year Outcomes of Older Adults Referred for Aging and Mental Health Services by Community 
Gatekeepers,” by E. R. Florio, J. E. Jensen, M. Hendryx, R. Raschko, and K. Mathieson, 1998, Journal of Case Management, 7(2), pp. 1–10. Equiva-
lent referral sources are Senior Reach Gatekeeper/Nontraditional for Spokane Gatekeeper and Senior Reach Gatekeeper/Traditional for Spokane 
Medical/Other. The Elder Services Division program used three categories: gatekeeper (nontraditional only), medical (medical–health agency) and 
other (social service agency, state agency, church, friend, family, mental health center, civic organization, etc.). Medical and other were combined as 
traditional (nongatekeeper) referrals for this comparison.
aStatistically signifi cant difference between Spokane and Senior Reach. bStatistically signifi cant difference between Spokane groups.

Client Isolation Ratings

Isolators. Five isolators were rated at the beginning of services 
and then again 12 months later for Spokane clients in the out-
come study, or at discharge for Senior Reach clients. These isola-
tors included emotional disturbance, cognitive impairment, social 
isolation, physical impairment, and economic disadvantage. Each 
client was rated on a scale from zero for no problem with the isola-
tor to four for a major problem with the isolator. Average ratings 
are shown in Table 2. 

Baseline. Ratings were signifi cantly different between the two 
programs at baseline on all isolators except physical impairment. 
Spokane clients scored signifi cantly higher on emotional distur-
bance (2.35 vs. 1.90) and cognitive impairment (1.94 vs. 1.17) 
compared with Senior Reach clients (t = 5.49, df = 136, p < .05 and 
t = 7.78, df = 134, p < .05, respectively). Senior Reach clients were 
rated signifi cantly higher in social isolation (1.90 vs. 1.54) and eco-
nomic disadvantage (1.75 vs. 1.54) compared with Spokane clients 
(t = 5.06, df = 133, p < .05 and t = 2.21, df = 133, p < .05, respec-
tively). One-sample t tests were employed, using Senior Reach data 
to assess the equivalence of the Spokane average ratings.

The pattern of fi ndings with regard to emotional disturbance 
and cognitive impairment makes some sense given that Spokane 
clients in the outcome study were all chosen from clients who 
received clinical case management. In comparison, approximately 

72% of Senior Reach clients in the outcomes study were referred 
for mental health services. Also, the lower ratings in social isola-
tion for Spokane clients could be explained by client characteristics 
showing that Spokane clients were more likely to be married and 
less likely to live alone compared with Senior Reach clients.

There were no statistically signifi cant differences between non-
traditional and traditional Senior Reach clients, but there were two 
areas where those groups differed for Spokane clients. Those were 
social isolation, where nontraditional clients were rated as being 
signifi cantly more isolated than traditional clients, and physical 
impairment, where traditional clients were rated as being signifi -
cantly more impaired than nontraditional clients.

Follow-Up. Isolator ratings at the time of discharge (average 
5.5 months, see the Discussion section) for Senior Reach and 
12 months after referral for Spokane are shown in Table 2. These 
ratings show statistically signifi cant differences between Senior 
Reach and Spokane in all fi ve ratings. Senior Reach clients were 
rated lower posttreatment on all isolators, except economic dis-
advantage.

There were also statistically signifi cant differences between 
Senior Reach nontraditional and traditional client groups on all 
fi ve isolators, with nontraditional clients rated lower in every area. 
There were no differences between Spokane nontraditional and 
traditional groups.
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TABLE 2. Isolation Rating Outcomes for Senior Reach and Spokane Clients

Care Manager Survey 
Isolator Ratings

Senior Reach Gatekeeper Program Spokane Elder Services

Total
Nontraditional 
(Gatekeeper)

Traditional 
(Gatekeeper) Total

Nontraditional 
(Gatekeeper) Traditional

Number of clients n = 138 n = 46 n = 92 n = 88 n = 40 n = 48
Baseline isolator ratings
 Emotional disturbancea 1.90 1.73 1.98 2.35 2.3 2.4
 Cognitive impairmenta 1.17 0.98 1.27 1.94 2.1 1.8
 Social isolationa,b 1.90 1.95 1.88 1.54 2.2 1.0
 Physical impairmentb 2.04 1.91 2.10 1.94 1.5 2.3
 Economic disadvantageda 1.75 1.61 1.82 1.54 1.6 1.5
Discharge isolator ratings
 Emotional disturbancea,c 1.25d 1.00d 1.38d 2.25 2.2 2.3
 Cognitive impairmenta,c 1.00d 0.71d 1.14 2.26d 2.1 2.4
 Social isolationa,c 1.41d 1.29d 1.47d 1.88d 2.1 1.7
 Physical impairmenta,c 1.94 1.78 2.02 2.13 1.8 2.4
 Economic disadvantageda,c 1.57d 1.43 1.64d 1.39 1.5 1.3

Note. Ratings of the impact of the fi ve isolator variables were at baseline and 12 months for Spokane and at baseline and discharge for Senior Reach. Rat-
ings used a 5-point Likert scale from 0 for no impairment to 2 for moderate to 4 for major, serious, or complete impairment or impact. Referral sources, 
demographics, and isolator ratings for seniors served by the Elder Services Division of Spokane Mental Health who were also in the One-Year Outcome 
study were taken from “One-Year Outcomes of Older Adults Referred for Aging and Mental Health Services by Community Gatekeepers,” by E. R. 
Florio, J. E. Jensen, M. Hendryx, R. Raschko, and K. Mathieson, 1998, Journal of Case Management, 7(2), pp. 1–10.
aStatistically signifi cant difference between Spokane and Senior Reach. cStatistically signifi cant difference between Senior Reach groups. 
bStatistically signifi cant difference between Spokane groups. dStatistically signifi cant difference between baseline and follow-up.

Outcomes. The Spokane study reported signifi cant change from 
baseline to the 12-month point in two areas: social isolation and 
cognitive impairment. Unfortunately, these changes were signifi -
cant increases, primarily due to higher ratings for the traditional 
clients. It was not clear from the study why ratings might have 
worsened after 12 months.

For the Senior Reach program, paired sample t tests showed statis-
tically signifi cant improvement in all ratings except physical impair-
ment. Emotional disturbance, cognitive impairment, social isolation, 
and economic disadvantage all improved from baseline to discharge.

For the most part, Senior Reach nontraditional and traditional 
groups were similar in their improvement over time. Clients in 
both groups improved signifi cantly (Table 2) in social isolation 
and emotional disturbance. Nontraditional clients also improved 
signifi cantly in cognitive impairment while traditional clients 
improved in economic disadvantage.

Senior Reach Depression and 
Functioning Outcomes

For Senior Reach clients, two additional types of data were col-
lected at baseline and discharge. The Geriatric Depression Scale 
was used to provide an indicator of depression symptoms, and the 
Colorado Client Assessment Record Excerpt (CCAR) was used to 
capture indicators of functioning in 12 areas. Average ratings at 
baseline and discharge are shown in Table 3.

Geriatric Depression scores could range from 0 to 15, with 
the score for each senior consisting of the sum of the 15 items 
comprising the scale. Depression ratings did not differ signifi -
cantly between the nontraditional and traditional clients either 
at baseline or for the follow-up ratings (t = 1.43, df = 134, p < .05 
and t = 1.08, df = 118, p < .05). Ratings of depression did show 
signifi cant improvement from baseline to discharge (t = 6.95, 
df = 117, p < .05), with average scores decreasing from 6.5 to 4.4. 
Seniors in both the nontraditional and the traditional groups 
showed signifi cant improvement (t = 3.87, df = 39, p < .05 and 
t = 5.59, df = 75, p < .05, respectively). Both groups showed 
about a two point improvement, with the nontraditional seniors 
decreasing from 5.9 to 3.9 and the traditional seniors decreasing 
from 6.8 to 4.6.

The CCAR ratings utilize a 9-point scale, with 1 point indi-
cating no problems or most positive, and 9 points indicting most 
severe or least positive, depending on the item. At baseline, there 
was only one area where nontraditional and traditional senior 
groups differed signifi cantly. That difference was in overall men-
tal health symptom severity (t = 2.33, df = 134, p < .05), with 
nontraditional seniors averaging 3.3 and traditional seniors averag-
ing 3.9. This fi nding makes sense when comparing the percent-
age of seniors in each group who were referred for mental health 
services. Of seniors in the nontraditional group, 63% were referred 
compared with 77% in the traditional group. The difference did 
not reach the level of statistical signifi cance (!2 = 3.07, df = 1, 
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From baseline to discharge, all overall improvement was statis-
tically signifi cant. With the exception of self-care–basic needs for 
the nontraditional group and physical health for the traditional 
group, all group-specifi c improvements from baseline to discharge 
were also statistically signifi cant. The degree of improvement 
(amount of change) made by the two groups in each area was not 
signifi cantly different, except for the area of anxiety issues, with 
the nontraditional group improving more than the traditional 
group in that area (t = 2.47, df = 130, p < .05).

Discussion

This article compared the Senior Reach gatekeeper program, mod-
eled on the Spokane Gatekeeper model, with fi ndings from the 
Spokane program. The percentage of seniors referred by nontra-
ditional community gatekeepers from each program (about 41%) 
was similar. The two programs differed slightly in the demograph-
ics of seniors, with Senior Reach serving slightly younger (74 years 
vs. 79 years of age for Spokane) and more isolated seniors. Seniors 
served by Senior Reach tended to be more likely to be separated 
or divorced and living alone. Although both programs sought to 
serve seniors in the community who were more isolated, the Spo-
kane seniors were less likely to be socially isolated, perhaps due to 
a higher percentage of married seniors.

An interesting fi nding was that the Spokane nontraditional 
seniors tended to be more like the Senior Reach seniors in the 
married and living alone percentage. Those two characteristics 

p = .08), but does support the difference between groups in level of 
mental health symptoms.

At baseline, the highest (worst) rating was for overall recov-
ery, the extent to which the senior was “involved in the process 
of getting better and developing–restoring–maintaining a posi-
tive and meaningful sense of self,” with an average rating of 5.4. 
The anchor for a rating of fi ve was “Expresses hopefulness about 
future outcomes and is willing to begin to engage in using avail-
able resources to promote recovery.” The 5.4 rating indicates that, 
on average, seniors were not engaged in using available resources 
to promote recovery, but were willing. The average recovery rat-
ing at follow up was 4.0, indicating signifi cant (t = 7.96, df = 131, 
p < .05) improvement so that seniors were “Hopeful about future 
outcomes and is actively participating and using resources to pro-
mote recovery.”

At baseline, ratings on the CCAR for nontraditional seniors 
were generally lower (better) than those for traditional seniors 
(except for attention issues and anxiety issues). It was mentioned 
above that mental health symptom severity was the only rating 
where there was a signifi cant difference between the two groups. 
This suggests that seniors in the traditional group may have been 
rated worse due to their symptom severity. Again at discharge, 
nontraditional seniors were rated lower than traditional seniors. 
However, at discharge, the difference between groups was statisti-
cally signifi cant for six areas: physical health, self-care–basic needs, 
anxiety issues, activity involvement, overall mental health symp-
tom severity, and overall recovery.

TABLE 3. Geriatric Depression Scale and Colorado Client Assessment Record Excerpt Outcomes for Senior Reach Clients

Baseline Follow-up

Total Non-traditional Traditional Total Non-traditional Traditional 

Geriatric depression scale n = 138 n = 46 n = 92 n = 138 n = 46 n = 92
 Average scorea 6.5 5.9 6.8 4.4 3.9 4.6
Colorado client assessment record excerpt 
 Physical healtha,b 4.4 4.1 4.6 4.1 3.5 4.4
 Self-care–basic needsa,b 3.0 2.7 3.1 2.6 2.2 2.8
 Attention issuesa 2.7 2.9 2.6 2.2 2.1 2.2
 Anxiety issuesa,b 3.5 3.5 3.5 2.6 2.1 2.9
 Interpersonal relationshipsa 2.7 2.5 2.8 2.3 2.0 2.4
 Social support relationshipsa 3.1 2.9 3.2 2.5 2.2 2.6
 Empowermenta 3.4 3.2 3.5 3.0 2.6 3.2
 Hopefulnessa 3.7 3.5 3.8 2.7 2.2 2.9
 Activity involvementa,b 4.8 4.6 4.9 3.8 3.3 4.1
 Overall mental health symptom severitya,b,c 3.7 3.3 3.9 2.7 2.2 2.9
 Overall level of functioninga 3.8 3.7 3.9 3.0 2.7 3.2
 Overall recoverya,b 5.4 5.0 5.5 4.0 3.4 4.2

Note. Ratings were at baseline and discharge. Geriatric Depression Scale (GDS) scores were a total of 15 item ratings. Colorado Client Assessment Record 
Excerpt (CCAR) ratings used a 9-point Likert scale from 0 for no problems (most positive) to 9 for most severe (least positive).
aStatistically signifi cant difference overall from baseline to follow-up. bStatistically signifi cant difference between nontraditional and traditional clients at 
follow-up. cStatistically signifi cant difference between nontraditional and traditional clients at baseline.
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Reach clients. Finally, Senior Reach clients were rated at dis-
charge while Spokane clients were rated 12 months after admis-
sion, again suggesting a group of clients with greater needs and 
symptom severity.
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differentiated them from Spokane traditional clients. This helped 
to highlight a comparative difference between the two programs. 
That is, Senior Reach referrals were all from community gatekeep-
ers whereas only 41% of Spokane referrals were from community 
gatekeepers. This difference may help to explain some of the dif-
ferential outcomes fi ndings between the programs.

At baseline, Spokane clients scored higher on emotional dis-
turbance and cognitive impairment isolators, compared with 
Senior Reach clients, who scored higher on ratings of social isola-
tion and economic disadvantage. It is likely that Spokane clients 
scored higher on emotional disturbance and cognitive impairment 
because 100% of their clients were determined to be in need of 
mental health services, compared to 72% of Senior Reach clients.

The pattern of fi ndings above highlights two important distinc-
tions between the two programs. The fi rst is that Spokane clients 
were more likely to need mental health services and the second is 
that Senior Reach clients were more likely to be socially isolated. 
An extension of the second distinction is that social isolation is 
associated with community gatekeeper referrals.

Outcome comparisons between the two programs showed sig-
nifi cant improvement for Senior Reach clients but not for Spokane 
clients. It is unclear why Spokane clients would not have shown 
improvement, especially in social isolation for nontraditional clients 
and emotional disturbance and cognitive impairment for all clients.

One distinction in client selection for the outcome study could 
have implications for outcome fi ndings in the two studies. That 
is, the Spokane study collected 12-month follow-up data as part 
of their client annual review process. For Senior Reach outcomes, 
data was collected for all clients during the evaluation as they were 
discharged from services. As a result, the average length of services 
for Senior Reach clients was just under 6 months (5.5 months). 
To the degree that Spokane clients who were still in services after 
12 months included those with more severe impairment, signifi -
cant improvement in outcomes may not have been expected.

These fi ndings for the Senior Reach program demonstrate 
that the gatekeeper approach to training community partners was 
effective in helping to identify seniors in need and then meet their 
needs. Seniors served by Senior Reach demonstrated reduced isola-
tion and improved functioning as a result of the program.

Limitations

Gatekeeper training and community outreach efforts and ser-
vices coordination were similar between the two programs. 
One important difference, though, was that Senior Reach was 
a stand-alone program while the Spokane Gatekeeper program 
was part of an existing mental health program. As a result, cli-
ents selected to participate in the outcomes study of the Spokane 
program were all enrolled in the mental health program. This 
may have contributed to client ratings of more severe mental 
health symptoms in the Spokane program compared with Senior 
Reach clients, and may help explain the lack of improvement 
in isolation ratings for Spokane clients compared with Senior 


