Additional File 1
Table with constraints on the demand and capacity of interventions
Table S1: Constraints on demand and capacity of interventions, as maximal numbers of participants
	Intervention
	Demand constraint (*1000)

[age groups

25-44;45-64;65+]
	Capacity constraint i 

(*1000) 

	General population

	Minimal cessation counseling by GP 
	1100;770;190 **, a
	445

	Intensive smoking cessation counseling plus pharmacotherapy 
	630 ;440;110 **, b
	260

	Community intervention aimed at weight reduction and a healthy lifestyle (Hartslag Limburg)
	1880;2040;1100 c
	2400

	Diet and exercise, high intensity intervention for persons with extreme overweight (SLIM)
	200 ;250;120 d
	200

	Medication to reduce blood pressure for persons with SBP>140 
	290;780;950
	1065 

	Statins for persons with cholesterol>6.5
	460;1010;580
	1065  

	Diabetes patients

	Minimal cessation counseling by GP 
	20;70;60 **,e
	Not applicable (na)

	Intensive cessation counseling plus pharmacotherapy 
	20;70;60 **,e 
	na

	Minimal lifestyle intervention (X-PERT) 
	40;200;300
	130

	Intensive lifestyle intervention (LookAHEAD)
	0;120;180 
	130

	Medication to reduce blood pressure for persons with SBP >140
	2;40;130
	550 

	Statins 
	40;180;270
	120 


 **All demand figures for smokers were corrected for 15% of smokers that never wants to quit (Stivoro, 2007). 
a Smokers visiting their GP at least once in the current year (Vijgen, 2007).  bSmokers with at least one hospital outpatient visit in a year.(Vijgen, 2007) c It was assumed that 90% of a community would participate. d It was assumed that 50% of people with obesity would participate. e all smoking diabetes patients have at least one annual contact with a health care profession by assumption. i Based on time and availability of professionals (Vijgen 2007; Bemelmans 2008; Kok 2009; Jacobs 2007). For diabetes patients, capacity constraints did not apply to the smoking cessation interventions that were similar to their general population counterparts. For the medication interventions, capacity constraints were based on estimated numbers of people qualifying for this medication based on their risk profile and a realistic scenario for statin use in diabetes. 
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