
1,077 community partners and reached 624,129 people
between 2017 and 2020.
Methods:
SNAP-Ed’s support of population-level health and nutrition
initiatives is intended to increase access to healthy foods for
SNAP-Ed eligible individuals. Geospatial analysis can identify
if program efforts reach target populations. Low-income and
low-food access census tracts were identified by using the U.S
Treasury and USDA, respectively. In this study, buffer
boundaries were set around SNAP-Ed designated PSE
programs, paralleling USDA’s access boundaries of 10 miles
for rural areas and one mile for urban areas. Low-program
access tracts were identified by their weighted population
centroid or geographic boundary’s intersection with the food
security program buffers.
Results:
Results show that 78.5% of low-food access and low-income
areas have moderate to high-program access. Furthermore,
moderate to high-program access communities tend to have
higher percentages of BIPOC population and higher poverty
rates when compared to low-program access communities
among low-income and low-food access communities.
Conclusions:
UMN Extension will continue to use GIS analysis for
understanding where to promote, support, and organize
around the implementation of food security programs and
therefore better reach eligible audiences.
Key messages:
� Using geospatial analysis allows us to measure community

health and nutrition PSE program access and program
access equity.
� Minnesota’s low-income and low-food access population

has higher community health and nutrition programs
access.
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Background:
Health inequalities in the UK and other advanced economies
are receiving renewed attention by the public and governments
in light of the Covid-19 pandemic. Current data on mortality
and longevity in England lack precision either in space or in
time. We estimated trends from 2002 to 2019 in life expectancy
for all 6,791 English Middle-layer Super Output Areas
(MSOAs, median population 7,985 in 2019).
Methods:
We used data for all deaths in England from 2002 to 2019 with
information on age, sex and MSOA of residence and data on
population by age, sex and MSOA. We used a Bayesian
hierarchical model to obtain stable estimates of age-specific
death rates by sharing information across age groups, MSOAs
and years. We used life-table methods to calculate life
expectancy at birth by sex and MSOA.
Results:
In 2002-2006 and 2006-2010, the vast majority of MSOAs
experienced a life expectancy increase for both sexes. In 2010-
2014, female life expectancy decreased in 322 (5%) of MSOAs
for women. By 2014-2019, the number of MSOAs with
declining life expectancy was 1,178 (17%) for women and 635
(9%) for men. The life expectancy increase from 2002 to 2019
was smaller where life expectancy had been lower in 2002,
mostly northern urban MSOAs, and larger where life
expectancy had been higher in 2002, mostly MSOAs in and
around London. As a result of these trends, the gap between
the lowest and highest MSOA life expectancy increased from

2002 to 2019, to reach 20.6 (95% credible interval 17.3-24.4)
years for women and 27.2 (23.4-31.7) years for men.
Conclusions:
This study highlights not only rising inequality, but also
declining life expectancy in a large proportion of English
communities. The post-Covid rebuild policies in England must
include pro-equity economic and educational policies, and
expansion of public health and healthcare.
Key messages:
� Between 2014 and 2019, 17% and 9% of communities in

England underwent a decrease in life expectancy for women
and men respectively, highlighting the immediate need for
equity-focussed policies.
� For women, 2% of small areas in England have experienced

a long-term decline in life expectancy between 2002 and
2019.
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Background:
Avoidable mortality is headline indicator of relative health
system performance in European Union policy processes.
However, the reliability of this indicator for cross-national
comparisons of health system performance is limited by the
lack of control for cross-country differences in population
health status, and the challenges in selecting causes of death
and age limits. This study examined the feasibility and impact
of several refinements of avoidable mortality addressing these
concerns.
Methods:
Using a sample of 30 European countries, including EU
Member States, United Kingdom, Norway, and Iceland, we
examined the feasibility and impact of adjusting avoidable
mortality for cross-country differences in disease prevalence
and disease stage, using extended age thresholds, and
calculating the avoidable burden of disease. We measured
the impact of the feasible adjustments by calculating the
average absolute change in country ranks compared to the
2014 country ranking based on the standard avoidable
mortality.
Results:
Given publicly available data, only the calculation of years of
life lost due to avoidable causes of death and using different
age thresholds to calculate avoidable mortality are currently
feasible. The impact of the feasible adjustments varied between
countries with no visible geographic pattern. Including deaths
due to avoidable causes at all ages changed the country ranks
by an average of 1.9 places in men and 2.8 in women. Using
years of life lost due to avoidable causes of death changed the
rank by an average of 8.1 places in men and 8.7 in women.
Conclusions:
Country rankings are highly sensitive to the type of refinement.
However, a full assessment of refinements was not possible due
to missing data. To ease the implementation of morbidity-
based refinements of avoidable mortality, we recommend that
a shorter list of avoidable causes of death is developed.
Key messages:
� A continuous refinement of relative health system perfor-

mance measures and improving the availability of inter-
nationally comparable health data are critical to effectively
support policy making.
� Updating the age thresholds used to calculate avoidable

mortality and using years of life lost due to avoidable causes
of death are currently feasible and have a sizeable impact on
country rankings.
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