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Introduction 

 This paper delineates the process by which we arrived at a set of proposals intended to improve 

the distribution of health information to a local military Veteran population.  The focus of our work 

took place in the Patient Education and Resource Center (PERC) serving Veterans in the VA West Los 

Angeles Medical Center.  Over the course of two months, we observed and interacted with VA staff 

and Veterans who visited PERC in a variety of contexts.  By allowing our experiences within PERC to 

inform a strategic blend of methodological inquiries, we were empowered to create practical proposals 

that are sustainable within the community as defined herein.  The following explicates this process by 

identifying the reasons we chose to work with PERC and the participating Veterans, our conception of 

this community, the methodologies selected for this project, descriptions of supporting experiences 

drawn from our embedded practices, and our proposals to improve the distribution of information from 

PERC to Veterans.  The process begins by identifying our rationale for this project (i.e. why this 

community?). 

 

Why this Community? 

 According to the 2011 American Community Survey conducted by the U.S. Census Bureau, 

there are nearly 21.5 million military Veterans living the U.S.  The health needs of the Veteran 

population are served through a collection of healthcare organizations overseen by the Department of 

Veteran Affairs.  In this system, the largest organization nationwide is the VA Greater Los Angeles 

Health Care System (GLA), which serves Veterans throughout Kern, Los Angeles, San Luis Obispo, 
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Santa Barbara, and Ventura counties (“VA Greater Los Angeles”).  Veteran populations in these 

counties are significant: Kern (41,822), Los Angeles (327,987), San Luis Obispo (20,214), Santa 

Barbara (26,258), and Ventura (47,593).1  As such, GLA serves these communities through outpatient 

clinics located in Gardena, San Gabriel, San Luis Obispo, East Los Angeles, Lancaster, Oxnard, Santa 

Maria, and Santa Barbara (“VA Greater Los Angeles”).   

The West Los Angeles Medical Center (WLA) – located near Wilshire Boulevard just west of 

the 405 freeway – is at the heart of the GLA network and the Patient Education and Resource Center 

(PERC) therein is the focus of our project.  PERC is a walk in center for health information that is run 

by a trained professional that holds a Masters in Public Health.   

PERC offers information on “diseases and conditions tests and procedures, medications, and 

healthy habits through books, brochures/handouts, health classes, health counseling, health events, 

models, on-line tools, posters, and videos/DVDs” (“GLA Patient Education Resource Center”).2  The 

combination of physical materials, instruction, support groups, events, and health expertise speak to the 

various needs of the Veteran population.  The PERC WLA coordinator (Laura Gunn) is a self-

described “jack of all trades” that manages all of these tools and connects Veterans to the appropriate 

resource through face-to-face conversations with Veterans and in working professional relationships 

within GLA. 

From a larger perspective, getting the word out about VA services is a national issue.  A 2010 

study conducted by the Department of Veterans Affairs as cited by the National Center for Veterans 

Analysis and Statistics identified the reasons why Veterans did not apply for certain benefits and 

services.  Across several categories, the issue was a lack of awareness of the program: 32.3% did not 

know how to apply for Vocational Rehabilitation, 42.3% were not aware of their health care benefits, 

36.6% were not aware of their Education and Training options, and 33.6% did not know about the 

                                                
1 Statistics cited from American Factfinder, a service of the U.S. Census Bureau: http://factfinder2.census.gov 
2 See Appendix A for photos of PERC WLA highlighting the fliers, models, and computer stations available. 
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Home Loan Guarantee Program (Appendix B).  In this context, we became interested in how 

information is propagated to Veterans and in what ways there could be improvements made in this 

space with regards to PERC WLA.  As such, our initial jumping off point began with an open question: 

Could we find ways to improve the flow of information from PERC to Veterans that would have a 

positive impact for the Veterans?  Over time, our understandings and questions changed significantly, 

but it is important to establish the origins of our thinking as we reflect on the process that informed the 

project from beginning to end. 

With the site (PERC WLA) for this project in place, the first task was to learn as much about 

PERC and the Veterans as we could.  Through this understanding, we formulated a conception of the 

community centered in PERC that emerged through our observations and studies of the participating 

population.  

 

Communities in PERC 

 As Gujit and Shah rightly point out, the “mythical notion of community” creates a host of 

problems in that “communities are neither homogeneous in composition and concerns, nor necessarily 

harmonious in their relationship” (1, 8).  Moreover, a “problem appears when attempting to describe 

the boundaries of a community…it becomes increasingly difficult to know who belongs where” (Gujit 

and Shah 8).  This is particularly true with the populations that interact with PERC; some Veteran 

walk-in patients visit once never to return, others frequent a specific weekly support group, while other 

VA staff members randomly visit on behalf of a patient.  The lines between who is “in” and who is 

“out” of a community like PERC are difficult to establish.  If the conception of community includes too 

many, the scope of corresponding projects is too big and beyond practicality.  If the conception is too 

limited, it will exclude participants and it may create problems for the VA as an institution if the 
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conception of “community” is completely alien to the organization.3  Thus, a conception of 

“community” – however imperfect it will be – must strike a balance between the heterogeneous nature 

of the participating population and the institution in which the host (PERC) resides. 

To this end, our strategy began with participatory observation (Hammersley and Atkinson 2).4  

As participant observers, we embedded ourselves in the many aspects of PERC by attending classes 

and support groups, having informal discussions with Veterans visiting PERC, conversing frequently 

with VA staff, and sharing our thoughts with each other.  In addition, we made a conscious effort to 

reflect on our experiences through journals, code field notes to distinguish the source of the information 

recorded (ourselves, staff, Veterans, others), and conversations after each visit to PERC.  The goal was 

to allow a conception of “community” to emerge from our observations, reflections, and conversations 

with the staff, Veterans, and ourselves.  That is, we attempted to account for as many variables as 

possible – including ourselves as observers – to form a “lived” conception of “community” that would 

be recognizable to the participating populations.  Whatever the formulation, it was important to us that 

members of the population could identify and validate the conception.  Moreover, the conception 

needed to provide an actionable model through which a sustainable project could emerge.  As such, the 

process to establish the conception of “community” was iterative and it continues to be so.   

In our initial observations born from time spent in PERC WLA, we recognized a distinction 

between two populations: the VA staff and the Veterans.  The distinctions were emergent from our 

experiences at the location.  Both populations rightfully had a different set of relationships to navigate 

and they had different perspectives of the GLA system.  The PERC WLA coordinator sketched out the 

structural relationships PERC has with other divisions within the VA (see Appendix C).  In this 

whiteboard sketch, all of the entities in blue are relationships PERC has with other divisions in the VA.  

                                                
3 “Past attempts at participatory research and planning show that any positive impacts will only be sustained if they are 
supported by consistent organizational procedures and wider institutional norms” (Gujit and Shah 17). 
4 As Hammersley and Atkinson describe, in participant observation the “ethnographer participates, overtly or covertly, in 
people’s daily lives for an extended period of time, watching what happens, listening to what is said, asking questions; in fact 
collecting whatever data are available to throw light on the issues with which he or she is concerned” (2). 
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The green represents the relationships Veterans have with their PACT (Patient Aligned Care Team), 

which is a model for primary care so that Veterans will see the same dietician, doctor, RN, pharmacist, 

clerk, and supporting VA staff to provide continuity in their health care.  The sketched model is not 

exhaustive, but it does illustrate the different perspectives of each population.  The Veterans have direct 

contact with their PACT team and they can opt in to other programs, including those offered by PERC.  

Meanwhile, PERC works a series of relationships to facilitate programs and conduct outreach to both 

Veterans and staff within the VA.   

In this context, we conceived of an emergent model for our “community” as a network inspired 

by the Diasporic Information Environment Model.5  At the core of the model is PERC as the source of 

expertise through which a network of information and events flows.  The nodes represent the classes, 

support groups, events, people, and other venues that are facilitated through PERC.  The nodes operate 

as hybridized satellites that are influenced by the Veteran participants.  That is, each support group, 

class, and event is unique because of the varying personalities and personal interactions enacted by the 

participants.  As such, this model of community allows us to focus on nodes at the local level while 

keeping an eye on the larger context in which the local operates. 

                                                
5 The inspiration being that the collection of nodes are emergent from PERC (the hub), through which information flows.  
However, each respective class, support group, or sub population adopts the information and uses them in their own ways. 
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This framework recognizes the interplay between PERC and the participating Veterans in the context 

of distributing health related information to Veterans.  In the center lies PERC, where expertise is the 

important factor.  In the outer nodes lie the Veterans receiving expertise, where applying health 

information received is the important factor.  The next section will provide further details on the 

methods we used to arrive at this model.   

 
How We Observed the Community: 

Knowing When to Put the Pen Down, and When to Pick It Up 

 When the PERC WLA Coordinator agreed to let us observe the activities in PERC, the only 

stipulation she gave was that we were not to approach Veterans with a canned list of questions or to 

interrogate them with surveys and the like.  Rather, she was more comfortable with the style we 

proposed which was to let interactions happen “organically” through informal conversations that 

naturally occurred with Veterans in PERC.  During our first visit, the reason for the Coordinator’s 

request became clear – Veteran walk-in patients were often times asking highly personal questions 

about their medical concerns.  In this light, we felt very uncomfortable standing about PERC with 
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notebooks in our hands to take notes on these interactions.  Although at times, it was easy to hide 

behind a “notebook” while on site.  More important, the posture of “observer proper” could be seen as 

insulting and potentially invasive.  Who wants someone scribbling notes down as they speak about a 

personal medical issue?  As a result, we naturally chose to “put the pen down” when it came to being 

with Veterans.  We also chose to lean on the “participant” part of “participant observation” by naturally 

interacting with and participating in PERC activities when appropriate.   

 Conversely, we “picked up our pens” when conversing with VA staff.  From the outset of the 

project, the dynamic in these interactions was largely educational.  That is, we wanted to learn as much 

as we could about PERC, VA services, bureaucracies, struggles, procedures, and anything related to 

how information flowed from PERC to the Veterans.  Each staff member was eager to share any related 

information they had on whatever subjects we brought up.  In this light, we were leaning on our status 

as “students working on a project” to learn as much as possible about PERC and its information 

practices.  Similarly, Veterans were comfortable with our student status as there were a number of 

student interns from UCLA and USC associated with PERC.  In group settings, staff introduced us as 

“masters students from UCLA” and that was all the context Veterans asked for to let us into a class or 

support group meeting. 

 Apart from distinguishing when to “pick up the pen” and when to switch roles between 

“participant observers” and “UCLA students”, there were distinct methodologies we employed when 

engaging Veterans and VA staff.  These differences emerged from variations in their respective 

cultures, understandings, and ways of knowing about the health of the local Veteran population.  That 

is, the tools we used to learn about the experiences and understandings of Veterans and VA staff 

members grew out of their respective practices as we observed them in our time at PERC.  These 

methodologies informed our current understandings of the population and are subject to continued re-

evaluation as new experiences emerge from our embedded practices. 
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 We observed that the VA staff relied heavily on statistics to both measure the success of PERC 

programs and to model programs based on performance indicators.  In our process, it became 

extremely useful to interview VA staff to learn more about the statistics they used that informed their 

understandings of the Veterans and to identify key challenges.  The first such metric involved outreach 

for potential MOVE participants; MOVE being a national weight management program designed by 

the Veterans Health Administration to promote healthy habits and prevent disease related to obesity.  

Local VA health organizations can adopt and adapt the MOVE template to suit local concerns.  In 

WLA, MOVE consists of a series of 8 class sessions – held in PERC – taught weekly by different 

health professionals including doctors, dieticians, psychologists, kinesiologists, nurses, exercise 

specialists, mind/body specialists, and others.6   Veteran graduates of the MOVE program are then 

invited to attend weekly MOVE support groups that continue indefinitely.   

 Veterans learn about the MOVE program through recommendations from doctors, health care 

professionals, word of mouth, and PERC itself.  However, as the MOVE Coordinator described, weight 

is often “a 3-second conversation” with a physician.7  As a result, Veterans typically do not follow 

through with the MOVE program.  According to VA statistics, among those referred to a MOVE 

program (YTD - 94.33% nationally, 96.57% in WLA), very few participate by coming to one MOVE 

class (YTD - 8.17% nationally, 3.27% in WLA).  Moreover, only a handful of the participants who 

come to one class actually follow through by completing the course over 6 months (YTD – 20.4% 

nationally, 13.4% in WLA).8   

 In addition, the WLA MOVE coordinator tracks the effectiveness of the program by comparing 

WLA’s performance in weight loss and body mass index against the national average (see Appendix 

E).  Such metrics are reported up to the Chief of Medicine and to the Hospital Director.   The MOVE 

                                                
6 Field Notes, Discussion with MOVE coordinator Aaron Flores, 2013-02-05. 
7 Field Notes, Discussion with MOVE coordinator Aaron Flores, 2013-01-29. 
8 Citation for statistics in Appendix D. 
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coordinator’s goal is to significantly increase the percentage of MOVE participants that lose more than 

5% of their baseline weight over a year from the current level of 18.5%.   

In addition to these aggregate statistics, the WLA MOVE coordinator keeps individual 

statistical profiles that chart the health and weight of Veterans participating in the MOVE program over 

time.  Such information gives him the information he needs to track the program’s success on an 

individual basis (Appendix F).  Thus, the VA staff relies heavily on statistics of the Veteran population 

to measure the success of the MOVE program.  As a result, we utilized statistical analysis in our project 

to get a better sense of how the VA Staff viewed the community and to learn more about the Veteran 

population.   This analysis had a significant impact on our thinking regarding the “needs” of the 

Veteran population.  That is, from our conversations with VA staff and supporting metrics, it became 

clear that the MOVE program could benefit from increased informational outreach as well as support 

mechanisms that would foster retention and application of information acquired in MOVE courses.9   

 As we learned more about MOVE, we regularly attended classes and support group sessions.  

We observed that face-to-face communication, kinship, and mutual understanding were key dynamics 

among MOVE participants.  To honor this dynamic and to learn from it, we adopted a methodology 

that reflected the nature of this supportive face-to-face communication.  That is, we recognized that the 

personal dynamics between Veterans allowed supportive information to flow amongst the members.  

As a result, the primary lens through which we learned about Veterans in these meetings was through 

face-to-face communication and in observing group dynamics.  Most important, we observed that these 

inter-personal dynamics focused on sharing strategies for applying the health information received in 

these classes and support groups.  This dynamic is of great significance in considering how the flow of 

information lives within these groups on the outer nodes of PERC. 

                                                
9 As described in the statistics above which report the low attrition rates in the MOVE program.   
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 Ultimately, we utilized a range of methodologies to learn about this community: participant 

observation, role as “student learners”, statistics, interviews, field notes, and informal conversations.  

These practices combined to form a rich set of data, which is further described in the next section.   

 

Supporting Experiences 

 The methods we devised for understanding the community have led to many of the key 

observations identifying information gaps and potential solutions. As we spoke with community 

members directly and watched interactions from afar, our assumptions about what might work to 

improve information flow often changed radically. Presenting a select few of these observations will be 

very helpful in contextualizing the information services we have devised.  

 One of PERC’s most important tasks is assisting those who walk into the center seeking 

answers to health questions. These interactions often follow a pattern based around questions to 

information seekers such as, “Is there something you’re looking for? Something that brought you in?”10 

We observed many of these interactions during our initial visits to PERC and quickly came to the 

conclusion that we would be unable to directly interact with “walk-ins” because the nature of their 

inquiries are of a private nature and a trusting relationship could not be formed for an open discussion. 

While we would be unable to speak with walk-in patients, we did speak with VA staff about the 

interactions. Our initial thinking was that Veteran volunteers could be trained to handle patient 

inquiries, not only to ease some of the workload, but because a certain level of trust might be built in 

between Veterans. We had also learned that many of the Veterans we were meeting, “…basically live 

here [The VA hospital],”11 for a variety of reasons, including reimbursements for simply travelling to 

the WLA VA, meaning that there might be a large pool of potential Veteran volunteers. However, 

PERC staff made it quite clear that trained health professionals needed to take the lead. With good 

                                                
10 Field Notes, walk-in observation, 2013-01-29. 
11 Field Notes, Discussion with Aaron Flores, 2013-01-29. 
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reason, accurate health information is a paramount concern and unfortunately the training resources 

available to potential volunteers is inadequate to handle the myriad questions they may be asked. This 

observation helped us to reject information services that involved formal peer-to-peer training and 

health information sharing (i.e. training Veterans to teach other Veterans).  

 As we visited with the community each week and learned about its culture, one question 

seemed to be key, “Are you a vet?” A majority of the time this is the first question asked of anyone 

who enters any part of the VA system. In fact, we were asked this question every time we visited 

because it is the only question asked by security guards to those entering the facility. Prima facie, it 

may seem like a fairly obvious question at a facility serving Veterans, but it actually holds a great deal 

of power depending upon the answer and determines everything about one’s insider/outsider status in 

the community. For Veterans, knowing that someone else is also a Veteran implies a shared experience 

and shared understanding of the world. As stated eloquently by a Veteran with whom we spoke, 

“We’re completely different people when we’re in here…”12 The key observation is that the 

relationships that exist between Veterans are bonding in nature, not bridging (Putnam). This 

observation is crucial to one of our proposed information solutions.  

 Important insight into how the community functions came out of inspiration from the Afya 

Project (Bishop et al.). It was our thinking that members of the MOVE classes and support group could 

break into smaller groups in order to stay in contact with one another outside of the once weekly 

meetings, similar to the Afya Project’s action circles. The staff and the Veterans themselves informed 

us that this had been tried with the incentive of prizes for the group that lost the most weight. 

Unfortunately, the small groups model failed with Veterans, as only one group managed to connect 

with one another outside of class with any regularity. Additionally, we learned of a pilot program in 

North Carolina called MOVE Buddies, which attempted to pair Veterans successful in the MOVE 

program with new program participants. However, the pilot never advanced because Veterans found it 

                                                
12 Field Notes, Conversations with Veterans after a support group meeting, 2013-02-26. 
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difficult to stay in touch and form a bond.  From this lesson we took away the observation that attempts 

to artificially create relationships were unlikely to succeed; successful relationships need to form 

organically.  

 Perhaps the most insightful conversation we had with Veterans was with the single successful 

small group mentioned above. This group of three male Veterans has continued to stay in contact with 

one another outside weekly meetings for several years and meet regularly for exercise. They attribute 

their success to the emotional bond that has formed between them; they trust one another on a deep 

level.13 While this small group of individuals has not lost the most weight of any of the Veterans in the 

MOVE program, they have been able to achieve a great deal in terms of improved healthy living habits. 

As such, emotional readiness and support seems to be the key to success in the program. One Veteran 

reiterated this with the following, “the key is sharing (stories, struggles, ideas)…there is a level of 

comfort where we can call each other on our BS too, but in a good way.”14   That is, simply providing 

access to health information will not guarantee improvement in a Veteran’s overall health; information 

needs to resonate on an emotional level. This is in keeping with what we have heard from staff is the 

ideal mindset for success in the program, “A Veteran who’s willing to be introspective.”15 “The 

military tells you everything you need to do… the civilian world is different, it’s up to you.”16 

 In developing information services, it is easy jump to solutions involving technology use, e.g. 

helpful new websites. However, our time in the community taught us that use of computers and cell 

phones is very limited and services involving these technologies would likely impact only a select few. 

In addition to our own observations, numerous statistical measures back up this assertion. For example, 

the VA’s internal system for messaging between health professionals and Veterans has only recently 

achieved the goal of 15% adoption, despite a widespread publicity campaign for the service.17 In many 

                                                
13 Ibid. 
14 Field Notes, Post Tuesday MOVE support group meeting, 2013-02-26. 
15 Field Notes, Discussion with Aaron Flores, 2013-02-15. 
16 Field Notes, Presentation at monthly MOVE support group meeting, 2013-02-12. 
17 Field Notes, discussion with Kevin Ligon, 2013-02-19. 
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ways, this a “cart before the horse” problem because the VA would likely need to create computer and 

Internet literacy courses before truly widespread usage could ever occur. Instead, services need to focus 

on in-person, face-to-face interactions with an emphasis on sharing experiences.  

 

Proposed Services 

In developing information services and improvements, we have as much as possible let our 

experiences in the community inform our choices. None of the conclusions we have reached were 

made without first consulting community members directly about potential success and past experience 

with different approaches. In many respects we have had many more false starts and rejected ideas than 

the proposed options presented here. In keeping with our community informed approach, we have 

elected to propose four different ideas, which build upon existing community services. 

 

Proposal 1: PERC On Wheels & PERC Mobile 

  In our conversations with the staff, we learned that a lack of publicity for the services available 

at PERC limited the number of people they were able to reach. As stated by a staff member, “If people 

don’t know about this room [PERC], then they’re out of luck.”18 The question, then, is how do you 

make Veterans aware of all of the information and services available to them? Additionally, the WLA 

VA is a very large campus composed of dozens of different buildings serving different needs, but 

PERC is a single room within one of them. PERC’s staff is also quite small and if no one is manning 

the desk, then the center has to close, so another question also enters, “How can I [PERC Coordinator, 

Laura Gunn] be in two places at once?”19  

During an informal interview with the PERC coordinator, we discussed these issues and learned 

that she had devised a potential solution to PERC’s lack of presence elsewhere on campus, which she 

                                                
18 Field Notes, Discussion with Aaron Flores, 2013-01-29. 
19 Field Notes, Discussion with Laura Gunn, 2013-02-12. 
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called, “PERC On Wheels.” Rather than wait for Veterans to find PERC or see a flyer posted in a 

lobby, PERC On Wheels takes information directly to the Veterans. Essentially, this is a mobile version 

of PERC consisting of some of the most useful handouts and models set up in a public area elsewhere 

on the WLA campus. A staff member can then man this smaller set up, while someone else continues 

to keep the main center open. The idea was recently tested informally and appeared to be quite 

successful. The implements mentioned above were set up at an existing table in the lobby of the VA’s 

mental health clinic and was staffed by a public health intern over the course of several hours. During 

this time, approximately 30 people approached the table and interacted with the intern.  

As part of our proposal, we want to formalize and expand PERC On Wheels to reach as many 

Veterans as possible. To do so, we propose creating a physically mobile center, i.e. a cart, with all of 

the implements necessary to move easily between different areas of the campus. In addition to the 

flyers and models, the cart would also have a laptop and printer, 

greatly expanding the amount of information that could be 

made available and allowing staff to sign up Veterans for the 

various programs offered through PERC. To formalize the 

program, a schedule of regular locations and times would be 

devised to take advantage of areas with especially high foot 

traffic at various times throughout the day. The map to the left 

demonstrates how PERC On Wheels can potentially expand. 

The longer, upper arrow points to the mental health clinic 

where the first test was conducted and the two other arrows 

point towards other clinics under consideration for PERC On 

Wheels.  

The feasibility of this proposal is quite high, not only 

because it has already been tested with some success, but also 
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because it offers large benefits for a relatively small price, in both human and financial costs. PERC’s 

staff is quite small, but by using a cart requiring only a single person the main center can remain open 

while it is in use at another part of the campus. The financial costs involved are also relatively small 

since the major expenditures consist of a single laptop and printer setup, a cart for transportation 

purposes and duplicate sets of some select models (Appendix G). The timing for implementation of 

PERC On Wheels is also opportune because the main center will be undergoing a re-design, meaning it 

will be closed to all information seekers. This would be the ideal time to test potential sites for regular 

visits by PERC On Wheels.  

PERC On Wheels addresses a clear information gap at WLA, but it does not tackle the wider 

community information needs of the GLA. There are PERCs and PERC coordinators at each of the 

three main VA centers, but GLA also includes 8 smaller outpatient clinics serving outlying areas. Each 

of these clinics has a staff member designated as the contact person for patient information, but they do 

not have nearly the same level of resources as PERC, which are modest at that. Travelling to a VA 

facility that does have a PERC can represent an unreasonable burden to a Veteran, especially if they are 

located in the outer reaches of the GLA system. For example, a Veteran from San Luis Obispo in need 

of greater information about a health concern would need to spend three hours of travel time to reach 

the nearest PERC. To ameliorate this information gap, we have developed a significant expansion of 

the PERC On Wheels concept called, “PERC Mobile.”  

PERC Mobile expands the reach of the information available at PERC by expanding the role of 

the PERC staff and designated staff members in charge of information at the various outlying 

outpatient clinics. While PERC On Wheels involves physically taking PERC to Veterans, PERC 

Mobile places greater focus on coordinating efforts in order to reach Veterans far from the hubs of the 

GLA system. PERC coordinators will reach out to outpatient clinic staff to address information needs 

and in turn clinic staff will be able to utilize the tools and information found in PERCs to educate the 
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Veterans they serve. Additionally, PERC coordinators will offer training sessions for clinic staff on the 

types of classes they teach and methods for conveying information.  

 

 The map above demonstrates the PERC Mobile concept. The red pin represents WLA, the 

green pins represent the other two VA Centers, and the blue pins represent the various outpatient clinics 

in the GLA system. Initially, we thought it might be possible to expand PERC On Wheels system-wide 

using a vehicle, but once mapped, it became clear that a method for coordinating between PERCs and 

the outlying clinics would be preferable due to the geographic distances involved. The activities of 

PERC Mobile would center on the notion of keeping PERCs and clinics in close contact with one 

another to maintain a certain level of consistent feedback about what is and is not working. PERC staff 

can respond to questions not only from clinic staff about implementation, but also Veteran health 

questions that clinic staff are unable to answer could be forwarded on to a PERC staff member. The 

trainings mentioned above might be augmented with on-site visits to clinics by PERC staff and vice 

versa in the form of special classes or presentations for Veterans. With these types of activities and 

services, PERC will effectively be available to all Veterans in the GLA system, rather than those who 

happen to be located in the geographic vicinity.  



17 

    Clearly, concerns of feasibility are much greater for PERC Mobile than PERC On Wheels. 

The program is much more expansive and complicated to organize and no prior testing has been 

conducted. However, this does not mean it could never be implemented. In fact, we do not see PERC 

Mobile reaching implementation until PERC On Wheels has become well established within WLA, 

ensuring that planning and pilot testing could be given ample time to develop. From a budgetary 

standpoint, there is the obvious cost of people’s time and the means necessary to maintain a certain 

level of coordination, but there are otherwise very few line item costs to be considered; most of what is 

being proposed involves the creation of channels for communication, which can likely function in 

extant systems, like staff email.  

 

Proposal 2: Inclusive Class Design 

 Our second proposal involves integrating Veterans into the process of designing courses and 

handouts. Currently, the staff writes the handouts or utilizes those provided by the VA and some staff 

members also informally ask Veterans about the usefulness of various aspects of the courses being 

taught and adjust accordingly. As part of our proposal, we want to provide Veterans with the 

opportunity to directly contribute to the information with which they are provided by including them in 

the design of handouts and courses.  

 In speaking with PERC staff and Veterans, we learned that while giving Veterans handouts is 

quite common practice, opinions vary about their efficacy, “I go back and forth with handouts… I tend 

to use less… Some people don’t read them and others can’t really…”20 The handouts tend to rely 

heavily on text, but some of the Veterans with whom we spoke found those which primarily used 

graphics and images were the most helpful. It would be easy to simply collect feedback from Veterans 

and augment the distribution of handouts accordingly, but a better solution is to engage Veterans in the 

process of creating the handouts. Working collaboratively will not only produce handouts that Veterans 

                                                
20 Field Notes, Discussion with Aaron Flores, 2013-02-15. 
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will actually find useful, but the Veterans participating in the production will likely learn a great deal 

more about healthy lifestyles than if they were learning passively. The following is a theoretical 

example of how this might work: A PERC staff member creates a template for a handout on healthy 

recipes with blank spaces for Veterans to add their own ideas. The group would then discuss the 

Veterans’ recipes and their benefits or faults and the favorite recipes would be inserted into the template 

and distributed (Appendix H).   

 Likewise, collecting feedback on the nature of the courses taught at PERC is undoubtedly a 

positive step, but this can be taken further to include Veterans in the process of designing the courses. 

Collaborating with Veterans on the design of courses gives them a stake in their success, and like the 

handouts, teaching is often the best way of learning. Beyond working to design individual courses, 

Veterans should be consulted on the overarching structure of programs like MOVE. Those who have 

completed it are in an excellent position to provide insight into the order of the courses and the times of 

day at which instruction occurs.  

 The format for the integration of Veterans into the design of course materials and the courses 

themselves would follow a model of informal discussions around class times. Beyond soliciting 

Veterans for feedback, they could be engaged with various exercises in designing course structures. In 

addition to collaborative exercises, it would be valuable to devise a means for anonymous feedback to 

obviate concerns that honest suggestions and critiques would result in negative repercussions.  

 

Proposal 3: Cohort Class Model 

 As mentioned in the Supporting Observations section, one particular conversation with the most 

successful group of Veterans stood out from many of our other experiences and that what we took 

away from the experience was that emotional support is key to success. Initially, we had a great deal of 

trouble trying to figure out how this type of support could be encouraged because we had also learned 

that foisting a relationship on the Veterans does not work; it must be an organic process. While we 
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knew that emotional resonance was the best way to boost healthy lifestyle choices, we nearly had to 

abandon it as part of our proposal because we were unaware of any methods for fostering these types of 

relationships.  

 However, while waiting to speak with several Veterans after a MOVE class, we learned that 

while there is a general order to the courses, Veterans are free to come as they please from week to 

week. This meant that while individual Veterans were making their way through the 8-week program, 

they might encounter a different set of people for each of the classes they attend. Our proposal is to 

alter the MOVE program from an “a la carte” model, whereby Veterans attend classes, as it is 

convenient, to one that is based around cohorts of Veterans taking all the same courses together.  

 The inspiration for this change in the program model comes directly from our experience with 

the weekly MOVE support group. Much of the success of this group of Veterans can be attributed to 

the comfort they have with one another. None of the participants are afraid to share how they feel about 

their challenges and they are not hesitant about calling each other out for not meeting goals or missing 

meetings. By adopting this model for the initial set of courses, we hope to increase the likelihood that 

Veterans will bond with one another and be able to offer the emotional resonance necessary for difficult 

lifestyle changes. This would also necessitate slight changes in how courses are conducted. For 

example, participants would need to introduce themselves to the rest of the group at the beginning of 

program and, perhaps, a few “ice breakers” would be added as well.  

 Again, like the other proposals, Inclusive Class Design and Cohort Class Model require 

investments of time and energy from staff for implementation. However, there are not any serious 

financial issues and within the VA bureaucracy, PERC and MOVE have a certain level of autonomy. 

This means that tweaking existing programs would not need to go through a complex vetting process in 

order to gain approval.  
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Conclusion 

 We feel that we have created strong proposals for innovative information services within the 

community we have described. The methodologies we used for understanding and formulating the 

boundaries of PERC and the GLA VA system have produced services that emerge directly out of our 

experience with the community. However this does not mean our project is immune from critique. For 

example, one could argue that our proposals for creating more inclusive class designs will only reflect 

the opinions of the most vocal members of the community, such as the staff or the more active 

Veterans. That some voices may be drowned out; meaning our proposal continues to leave people out 

of the design process. In return, we would argue that we have attempted to account for voices that go 

unheard in the actual design sessions by offering the suggestion of a way to submit ideas anonymously. 

This would allow those who are unable or unwilling to speak in public to have a voice. Additionally, 

our especially close contact with staff is a product of the project’s duration, 2 months. We noticed 

greater comfort with our presence by Veterans in the later stages of our visits and it can be reasonably 

assumed that this would continue over a longer time period.  

One might also argue that with the exception of a very conceptual long-term project, PERC 

Mobile, our proposals are “small potatoes” and do not offer a great deal of deviation from the 

community as it functions currently. To this we would say that we felt very strongly about having our 

proposals reflect the community in which they would be implemented and would be sustainable over 

the long term. Another important consideration for us is that working with the VA can be become very 

complicated when one deals with any large-scale changes due to its infamous bureaucratic structure. As 

told to us by the PERC coordinator, even hiring an extra intern can require months of paperwork. As 

such, PERC Mobile accounts for this issue by building in time for the bureaucratic kinks to be worked 

out.   

In the end, what we witnessed was the emotional power of the support group in creating 

meaningful change in people’s lives and that is what we decided we wanted to focus on and hoped to 
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encourage with our proposals.
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Appendix D 
 

Veteran Retention Rates in MOVE Program21 
 

	  
Performance	  Measure	  Report	  

	  	           

There	  will	  be	  a	  report	  for	  the	  VISN	  SES	  
plans	  that	  will	  be	  separately	  published	  
when	  the	  VISN	  plans	  have	  been	  approved	  
by	  10N.	  	  	  	  

Most	  Recent	  
Date	  Data	  
Provided	  

Facility	   YTD	   Qtr1	  

National	   94.33%	   94.33%	  Obese	  patients	  
screened	  &	  	  offered	  
weight	  management	  

mov5	   1/31/2013	  

(V22)	  (691)	  West	  Los	  Angeles,	  CA	   96.57%	   96.57%	  

National	   8.166%	   8.166%	  MOV-‐	  Eligible	  pts	  who	  
participated	  in	  wt	  mgt	  
pgm	  

mov6	   1/31/2013	  

(V22)	  (691)	  West	  Los	  Angeles,	  CA	   3.267%	   3.267%	  

National	   20.40%	   20.40%	  

QI	  

New	  obese	  pts	  receiving	  
weight	  management	  
tmnt	  

mov7	   1/31/2013	  

(V22)	  (691)	  West	  Los	  Angeles,	  CA	   13.40%	   13.40%	  

 
 
 

                                                
21 Statistics provided by Aaron Flores – MOVE Coordinator on 2/15/13 
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Appendix E 
MOVE Outcomes for WLA22 

          

       
        
    

 
    

   

 

  

         
  

 

                   

 
Click to view Quarters 

 
Click to view Months - Report 
Complete Through May FY12  

 
  

                         
   FY10 FY11    FY12 
 Sample Size       
     N 629 969 549 
                    

     Outcomes N 210 110 54 10 

 Body Mass Index (BMI)         

     Mean BMI at Baseline  32.7 30.2 34.1 <30 Pts 

     Mean BMI at Follow-Up  32.0 29.2 34.0 <30 Pts 

 

    Mean BMI Change Between 
Baseline and Follow-up 

- 0.7 - 0.9 - 0.1 <30 Pts 

 Weight (lbs)         

     Mean Weight at Baseline 229.7 208.2 235.2 <30 Pts 

     Mean Weight at Follow-up 225.1 202.2 234.8 <30 Pts 

 
    Mean Weight Change Between 
Baseline and Follow-up 

- 4.7 - 6.1 - 0.4 <30 Pts 

     Percent Body Weight Change -2.0 % -2.9 % -0.2 % <30 Pts 

 Weight Change Category         

 

    Clinically Relevant Weight Loss  
        (lost 5% or more of baseline 
weight) 

19.5 % 23.6 % 18.5 % <30 Pts 

 

    Modest Weight Loss  
        (lost more than 1% but not 
more than 5% of baseline weight)  

38.6 % 30.0 % 27.8 % <30 Pts 

 

    Stable Weight  
         (remained -1% and 1% of 
baseline weight)  

15.2 % 13.6 % 29.6 % <30 Pts 

 

    Gained Weight  
        (gained >1% of baseline 
weight) 

26.7 % 32.7 % 24.1 % <30 Pts 

                         
 

                                                
22 Generated by Aaron Flores – MOVE Coordinator on 2/15/2013 
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Appendix E (Continued) 
MOVE Outcomes for All Visns23 

 
          
          
    

 
      

   

 

             
  

 

                     

 

Click to view Quarters 

 

Click to view Months - 
Report Complete Through 
May FY12  

 

    
                         
   FY10 FY11 FY12 
 Sample Size       
     N 77,926 74,747 51,116 
                 

     Outcomes N 20,634 5,690 5,489 466 

 Body Mass Index (BMI)         

     Mean BMI at Baseline  35.3 34.9 36.1 36.5 

     Mean BMI at Follow-Up  34.8 34.4 35.7 36.1 

 

    Mean BMI Change Between Baseline and 
Follow-up 

- 0.5 - 0.5 - 0.3 - 0.4 

 Weight (lbs)         

     Mean Weight at Baseline 244.4 242.0 248.6 250.3 

     Mean Weight at Follow-up 241.3 238.7 246.6 248.1 

 
    Mean Weight Change Between Baseline and 
Follow-up 

- 3.1 - 3.4 - 2.1 - 2.3 

     Percent Body Weight Change -1.3 % -1.4 % -0.8 % -0.9 % 

 Weight Change Category         

 

    Clinically Relevant Weight Loss  
        (lost 5% or more of baseline weight) 

17.0 % 18.9 % 13.7 % 17.2 % 

 

    Modest Weight Loss  
        (lost more than 1% but not more than 5% 
of baseline weight)  

30.4 % 31.1 % 27.5 % 29.0 % 

 

    Stable Weight  
         (remained -1% and 1% of baseline weight)  

20.8 % 20.3 % 21.4 % 18.0 % 

 
    Gained Weight  
        (gained >1% of baseline weight) 

31.8 % 29.7 % 37.4 % 35.8 % 

 

                                                
23 Generated by Aaron Flores – MOVE Coordinator on 2/15/2013 
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Appendix F 

 
Individual Weight Performance Chart of Veteran in WLA MOVE Program24 

 
                                                
24 Generated by Aaron Flores – MOVE Coordinator on 2/15/2013 
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Appendix G 
 

Estimated Costs for PERC on Wheels 
 
Item Quantity Unit Cost 
Dell Inspiron 15z Ultrabook, Intel® Core™ i3-3217M 
1.4GHz 

1 $699.99 

HP OfficeJet 8600 Premium e-All-in-One Wireless Inkjet 
Printer with AirPrint™ & ePrint 

1 $284.99 

Printer Paper 500 sheets $21.98 
PERC Fliers 1000 sheets $104.25 
Cart 1 $195.99 
Health Models 1 set ~$50 
Total  $1357.20 
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