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care provision within our community. We began using this 
mapping tool with a large funded study on cancer mortality 
disparities. We uploaded health center data into the Profiler to 
create maps of all of the cancer patients’ zip codes by neigh-
borhood and survival status, and then used the Profiler’s com-
munity vital sign tools to clarify areas of highest need based 
on vulnerable demographic and economic markers. The center 
used this information in quality improvement development of 
a new cancer survivorship clinic held every month within 2 of 3 
sites for our center. Additionally, the center data was compared 
across other states from the funded study to better understand 
regional differences in sociodemographic and medical variables 
of interest related to cervical cancer deaths in Hispanic women.

We then became interested in how the Population Health 
Profiler could be used for multiple quality improvement proj-
ects, with our quality registered nurse (RN) and doctor of 
medicine (MD) creating maps from uploaded zip code data 
from the medical records. We have since expanded use of 
the mapping tool to begin mapping diabetics by zip code to 
identify hot spots of diabetes for community outreach to those 
areas. Additionally, our maternal health quality committee (1 
midwife, 2 nurses, 1 social worker, 4 physicians, and 1 MPH 
data analyst) are using the tool to better understand changes in 
the service area of our prenatal patients over the last 5 years. 
These data are being used to design quality improvement 
goals for our prenatal care program, including outreach within 
communities to increase patient volume of prenatal patients, a 
home visiting postpartum nurse program, using maps to help 
identify priority prenatal community resource agency partners 
within our highest volume zip codes, and using service area 
maps to unroll Centering™ prenatal group care in a second site.

LEARNING
HealthLandscape’s Population Health Profiler is an easy-to-use 
clinical and population health tool that can assist any sized clin-
ics with population health management. Through the creation of 
maps and reports that showcase neighborhoods with the highest 
vulnerability, health centers or other clinics can focus resources 
and services to design community-specific quality improvement 
projects to address high-need areas for your patient population. 
The Profiler can assist with quality improvement for a variety of 
chronic diseases, as well as provide a platform for comparison of 
sociodemographic variables across regions.
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THE INNOVATION
Our health center has been using a population-health mapping 
tool (HealthLandscape’s Population Health Profiler1) to better 
understand health disparities for our service area, to target 
resources for care in our community, and to conduct compara-
tive research to improve health outcomes for our patients.

WHO AND WHERE
Neighborhood Health Centers of the Lehigh Valley Federally 
Qualified Health Center is located in Allentown, Pennsylvania, 
a diverse city (over 42% Hispanic) located 2 hours outside of 
New York City. The center has served over 10,000 vulnerable 
and at-risk patients in Allentown since 2016, many of whom 
have sociodemographic barriers related to insurance, language, 
finances, transportation, education, and housing.

HealthLandscape’s Population Health Profiler is an innova-
tive geospatial mapping tool developed by the American Acad-
emy of Family Physicians (AAFP). The tool allows users to upload 
patient data aggregated to the zip code level to create service 
area maps, and to explore a multitude of “community vital 
signs” including basic demographic and economic measures, 
Social Deprivation Index (SDI)2 and inequality, chronic condi-
tions, and access to care. The maps and detailed reports can be 
used to display the geographic reach of a health center, high-
light neighborhoods with high-risk populations, map chronic 
disease hot spots, and identify access barriers to reach providers.

HOW
 We have used the Population Health Profiler for projects  
focused on cancer disparities, diabetes hot spots, and prenatal 
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