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First, we estimated the deaths, YLL and healthcare costs attributable to the current consumption of F&V in England compared with recommended consumption. This was considered as ‘the cost of doing nothing’. Second, we estimated ‘the cost of changing’ from governmental and societal perspectives by estimating the cost-effectiveness of three policies promoting consumption of F&V:
1. A nationwide SMC promoting the consumption of F&Vs;
2. A universal policy to subsidise F&Vs to reduce prices by 10%;
3. A targeted policy to subsidise F&Vs to reduce prices by 30% for low-income households.
Those dietary policies were compared with a baseline scenario of “no intervention”, which assumed that current consumption would remain stable. We also assumed that policies would be long-lasting and thus we performed a cross-sectional analysis based on the costs and benefits accrued over a one-year time horizon for all policies. The governmental perspective considered healthcare costs and the cost of F&V subsidies and SMC. The societal perspective considered healthcare costs, cost of the SMC, and costs of purchasing increased F&V. After estimating the costs of the three policies, we quantified the incremental cost-effectiveness ratio (ICER) for each. Those three policies were chosen based on previous cost-effectiveness studies conducted in France[1] and in the USA,[2, 3] because this would facilitate comparisons between countries, as well as on empirical evidence of such policies, like targeted subsidies in the USA and SMCs in several countries.[4] Although policy implementation is beyond the scope of this cost-effectiveness study, we considered that all policies could be realistically implemented in England. For the SMC, similar nationwide campaigns have been successfully implemented.[5, 6] For the subsidies, although there is no previous evidence in England, we considered that (1) the universal subsidy would effectively translate into a 10% reduction in price for all consumers at the point of purchase, and (2) the targeted subsidy could be delivered similarly to the Supplemental Nutrition Assistance Program in the USA.[7] All modelling and analysis were undertaken in Excel.

Consumption of fruit and vegetables in England
Consumption of F&V was obtained from the Health Survey for England 2017 (HSE), which provided detailed data on the proportion of adults (defined as individuals over 16 years old) eating from less than 1 to more than 5 portions of F&V a day, as well as average daily intake stratified by 10-year age group and sex (Tables 1 and 2).[8] We considered that the recommended daily intake of F&V for all adults was five portions per day (equivalent to 400 g), based on the “Five-A-Day guidelines” issued by the NHS[9] following the WHO recommendations.[10] Although this recommendation has been recently criticised by studies arguing that seven or even ten portions of F&V daily afforded greater reduction in mortality,[11, 12] the largest and most recent meta-analysis refuted that consumption of F&V above a threshold of about five servings a day could further lower mortality risk.[13] Considering the inconclusive evidence on the added benefit of extra portions of F&V together with the questionable rationale for setting unrealistic goals when most of the population fails to achieve the currently recommended intake, WHO and NHS recommendations have remained unchanged.



Risk of inadequate intake of fruit and vegetables for chronic disease
A systematic literature search was conducted to identify epidemiological studies that assessed the risk for chronic diseases associated with low intake of F&V. We selected the most recent dose-response meta-analyses of prospective observational studies that reported the association between consumption of F&V and each of the specific diseases considered in this study.[11, 14-21] This was complemented with the risk estimates provided by the report “Food, Nutrition, Physical Activity and the Prevention of Cancer: A Global Perspective”[22] and by the Global Burden of Disease Study[23], which relied on the same meta-analyses that we identified in our literature search. Based on those sources we considered the risks associated with cardiovascular disease (defined as ischaemic heart disease and ischaemic/haemorrhagic stroke), diabetes and cancers (lung, colorectum, oesophagus, stomach, bladder, mouth and pharynx, larynx and breast) (Table S2). 
For cancers, we assumed a similar relative risk (RR) across all age groups. Considering the well-established age trend of the relative risks of metabolic risk factors for cardiovascular disease and diabetes,[24] we used the age-specific estimates provided by the Global Burden of Disease study.[23] This study identified the most important metabolic mediators for each dietary factor in the literature and then used the age trend of the RR of that mediator(s) and the disease endpoint to estimate the age-specific RR for each dietary factor (Table S3). 
Whenever risk estimates were available separately for F&V, we estimated the combined RR for F&V as follows: . 

Population-attributable fractions (PAF)
The PAF represented the proportional reduction in chronic disease that would occur if all the population consumed the recommended five portions a day of F&V. The PAF applied the RR of inadequate consumption of F&V for chronic disease to the distribution of consumption of F&V in the English population using the formula: 

In this formula, Pi is the proportion of individuals in interval i; i (interval) refers to the consumption of <1, 1, 2, 3, 4, 5 or >5 portions per day; RR is the relative risk for each portion decrease in vegetables and fruit consumption;  is the relative risk for interval i relative to the recommended number of servings, L is the recommended number of portions; Xi is the mid-value of interval i; and n is the number of portions below the recommended number of servings.[25] 
The PAF was calculated using the distribution of consumption of F&V in English adults and the RR for each of the disease categories identified by the literature review.

Direct healthcare costs
The economic burden associated with low intake of F&V for the NHS represents the sum of avoidable direct healthcare costs for all diseases of interest. We adopted a macrolevel or top-down approach to allocate an overall healthcare budget to specific diseases, following the approach described by Briggs et al.[26] A detailed explanation of the methods used to estimate the costs for each disease category is provided in Table S1. Disease-specific costs were then multiplied by the PAFs to estimate the avoidable healthcare costs.
	Table S1: Steps to estimate NHS costs for each disease category

	
Step 1: Allocate disease-specific programme budgeting expenditure to modelled disease

	Disease-specific costs were derived from data provided by the 2017/18 NHS England programme budgeting, which reported expenditure by clinical commissioning groups, who are responsible for commissioning local NHS health care services in England, and by the NHS England budget.[27] As the diseases of interest corresponded to defined programme budgeting categories, the total expenditure for those categories was used. For type 2 diabetes, a proportion of 0.9 was applied to the total programme expenditure as type 1 diabetes accounts for about 10% of the cases in England.[28] For cancer types, the proportion of all cancers accounted for each cancer site was applied to the total programme expenditure for the category “Cancers and Tumours”.[29]

	Step 2: Apply scaling factor for specialised service expenditure

	Specialised services expenditure data are not available by individual diseases beyond 2012/13. Therefore 2012/13 programme budgeting data are used to estimate disease specific specialised services expenditure, when Primary Care Trusts (PCTs) were responsible for their commissioning, with costs reported under the 2012/13 care setting ‘Other Secondary Care’. Before 2013/14, local primary, secondary, and community health services in England were commissioned by PCTs. They were abolished in 2013 following the enactment of the 2012 Health and Social Care Act with Clinical Commissioning Groups (CCGs) subsequently taking responsibility for commissioning services. This changed how the English NHS budget was organised with specialised services and primary care expenditure (except for primary care prescribing) subsequently being allocated nationally rather than locally. Therefore, specialised services expenditure was reported in programme budgeting data when PCTs were responsible for commissioning services (prior to 2013/14) and not after they were abolished. Therefore, the ratio of 2012/13 programme budgeting expenditure on ‘Other Secondary Care’ to total 2012/13 programme budgeting expenditure for each relevant programme budgeting disease category was first calculated (not including expenditure on Prevention and Health Promotion, Other Secondary Care, and Primary Care as these care settings are not included in 2017/18 data). This ratio was then multiplied by the 2017/18 expenditure calculated in step 1 to estimate the specialised services expenditure by modelled disease.

	Step 3: Allocate primary care costs

	Primary care expenditure (except for money spent on prescribing) is not included in programme budgeting data. Assuming that primary care expenditure on a given disease is proportional to the amount spent on primary care prescribing, the proportion of total primary care prescribing spent on each disease was calculated and this was then multiplied by total primary care expenditure in 2017/18 to estimate primary care spend on each disease.

	Step 4: Estimate total NHS England expenditure for each disease

	Sum all the costs for each disease.





Cause-specific deaths and life expectancy in England 
Data for cause-specific deaths and life expectancy stratified by age and sex were obtained from the death statistics for England in 2017 released by the Office for National Statistics (Table S6).[30, 31] 
Data for all deaths stratified by income were not available. Therefore, cause-specific deaths stratified by quintiles of the Index of Multiple Deprivation (IMD) were used. The IMD is the official and most widely used measure of relative deprivation for small areas in England. It combines information from seven domains to produce an overall relative measure of deprivation for each small area. The domains are combined using the following weights, which were derived from consideration of the academic literature on poverty and deprivation, as well as the levels of robustness of the indicators: income deprivation (22.5%); employment deprivation (22.5%); education, skills and training deprivation (13.5%); health deprivation and disability (13.5%); crime (9.3%); barriers to housing and services (9.3%); and living environment deprivation (9.3%). Although income deprivation only accounts for about one fourth of the IMD, the latest IMD report showed an almost exact match between the income quintile and overall IMD quintile.[32] Therefore, in the absence of data stratified by income, the IMD was considered as the best proxy for income and thus the deaths in the lowest income quintile were estimated from the two lowest quintiles of the IMD (Table S8).
Years of life lost were calculated by multiplying the number of deaths by the life expectancy for each 5-year age and sex strata (Tables S7 and S9). The attributable deaths and YLL were calculated by multiplying the PAFs for each disease by the total number of deaths and YLL for each age and sex strata. 

Social marketing campaign
The outcomes of the nationwide SMC were based on the “Five-A-Day” campaign in England, which was estimated to have increased consumption of F&V by 0.31 of a portion (equivalent to about 7%) over the first three years.[6] This is in keeping with a large meta-analysis of prospective studies that reported an overall 0.25 portions or 7% increase in consumption for different types of information campaigns.[33] Therefore, we estimated a 2% annual increase in consumption of F&V for the SMC. Data from the “Five-A-Day” campaign showed that the relative increase in consumption in the lowest income quartile was identical to the average of the other three quartiles and hence we considered that the impact of a SMC would be similar irrespective of household income. Although the increase in demand could increase price and thus limit consumption, this was not considered in this study.
The costs of the SMC were based on the initial budget of the “Change4Life” campaign in the UK (£75 million for three years in 2009).[34] Although this was a multipronged campaign promoting a healthy lifestyle in general and not only consumption of F&V, we considered that it provided the best estimate of what the current costs of a nationwide mass media campaign would be. Therefore, we assumed that the annual cost of the SMC would be £25 million in 2009, which corresponded to £33 million in 2018 (applying inflation rates provided by the Bank of England).[35] Due to the uncertainty in the assumptions, we additionally performed two-way sensitivity analysis considering the cost to vary between £20 and £40 million and the effect on consumption between 0.5% and 3%. 

Universal and targeted subsidies
Uncompensated, unconditional, own price elasticities for F&V in the England obtained from the report by the Department for the Environment Food & Rural Affairs (DEFRA)[36] were used to estimate the impact of the fiscal policies on consumption (Table S4). Those elasticities are the most adequate for the purpose of policy simulations because they assume that a price decrease of one food category increases the food expenditure available to all related food categories (unconditional) and they capture both income and substitution effect (uncompensated). Long-run price elasticities (over a month) were used as these are more likely to have a significant impact on health outcomes than short-run elasticities (less than a month). As we were interested in the combined consumption of F&V, we estimated the price elasticity of both F&V as the mean of the individual price elasticities for each category. To estimate the impact of food subsidies on inequalities, uncompensated unconditional price elasticities for low-income households were used.[36]
To estimate the costs of implementing the subsidies, we used the family food statistics to obtain the total expenditure in F&V by households in England in 2017 stratified by income, which was considered as baseline expenditure (Q*). The cost of each subsidy was estimated as S (i.e., the percentage of expenditure that was subsidised – 10% for universal subsidy and 30% for targeted subsidy) times the equilibrium quantity in the market when the subsidy was put in place, as given by the equation . Qs* was calculated by multiplying the baseline expenditure by the expected increase in expenditure considering price elasticities. Using the price elasticities for the total population, the change in demand that would occur if the price decreased by 10% was calculated to estimate the impact on consumption of the universal subsidy. Using the price elasticities for low-income households, the change in demand that would occur if the price decreased by 30% was calculated to estimate the impact on consumption of the targeted subsidy. For the purpose of this analysis, demand was considered equivalent to consumption. 
Low-income households were considered as those in the lowest quintile of equivalised household income as this was the definition used in the HSE 2017 and also in the DEFRA report, from which data regarding consumption of F&V and price elasticities were retrieved, respectively. 

Deaths prevented or postponed and life years saved by each intervention
To estimate the number of deaths prevented or postponed (DPP) due to cardiovascular disease, diabetes and cancers attributable to changes in F&V intake, we assumed a log linear dose-effect relationship, using the following formula: , where RR is the reduction in relative risk for an additional serving per day and F&V is the change in F&V intake (in servings per day). DPPs were then calculated for each sex and 10-year age strata. The number of life-years saved (LYS) was estimated by multiplying the number of DPP by the life expectancy for each age-sex bracket and disease category. We assumed that the time lag from a policy being implemented to the subsequent change in F&V consumption was less than a year and hence no time lag was modelled. 



Cost-effectiveness and impact on inequalities
The cost-effectiveness of each intervention was estimated by calculating the incremental cost-effectiveness ratio.[37] The ICER for each intervention was calculated by dividing the difference in total costs (incremental cost) by the difference in the chosen measure of health outcome or effect (incremental effect) to provide a ratio of ‘extra cost per extra unit of health effect’. In this study, each intervention was compared with the alternative scenario of doing nothing. The ICERs were calculated both from governmental and societal perspectives. Under the governmental perspective, we included the cost of subsidising consumption and the cost of the SMC. Therefore, this was strictly equivalent to a ‘budgetary’ perspective. From a societal perspective, we assumed that (1) the costs of the subsidies, albeit funded by tax-payers’ money, would not fall on the healthcare system (i.e., it would be covered by other sectors of the public budget), and (2) part of the cost of the subsidies would represent a transfer of money from government to citizens because it would be subsidising consumption that would have occurred anyway. Therefore, under the societal perspective, we included the full costs of additional F&V consumption, whilst the cost of subsidising existing consumption was excluded. The healthcare cost savings were subtracted from all costs under both perspectives. The total costs for each subsidy were divided by the DPP and LYS to calculate the ICERs.  For the SMC, we assumed that from a societal perspective in addition to the costs of running the campaign, the increase in F&V expenditure (paid by consumers) would also represent a cost for the society. Therefore, the total cost of the SMC was £33 million plus the predicted increase in F&V expenditure by households. For the combined policies, the sums of the total costs and the effectiveness of each policy were used to compute ICERs under governmental and societal perspectives.  
To investigate the potential impact of the different interventions on inequalities, we calculated the health inequality index (HII) associated with each intervention. This index was defined as the variation in the proportion of deaths and YLL attributable to low consumption of F&V in the lowest income quintile versus the entire population for each intervention.[1] The following formula was used:
.

Probabilistic sensitivity analysis
The model was fully probabilistic. Each parameter was specified as a random variable with mean equal to the point estimate for the parameter. Variances for model parameters were determined from 95% confidence intervals for the source data where available. These data were not available for health care costs and the cost of the SMC; for these parameters we assumed a standard error of 20% of the mean value. We estimated the standard error as 25% of the mean value for the effectiveness of the SMC. Lognormal distributions were selected for RR parameters and elasticities; Dirichlet distributions for F&V consumption by category; Gamma distributions for health care and SMC costs, and the effectiveness of the SMC campaign.
Prior to evaluation of the model, a value was selected from the specified distribution for each parameter. Model results were reported as the mean value over 9,999 simulations. Non-parametric 95% credible intervals were determined as the 250th and 9750th values after ranking the 9,999 values for respective model output across.
Uncertainty in cost-effectiveness was conveyed using cost-effectiveness acceptability curves for each of the three policies compared with the alternative of no intervention. We determined the incremental net monetary benefit as the incremental health gain (LYS or DPP) multiplied by the value placed on a LYS or DPP minus the incremental cost for each of the 9,999 model simulations, and then calculated the proportion of the 9,999 simulations in which the incremental net monetary benefit was positive (intervention is cost-effective at that value for a LYS or DPP). We repeated these calculations over a range of values (zero to £50,000 for a LYS and zero to £1m for a DPP). We then plotted the proportion of simulations in which the intervention was cost-effective (positive incremental net monetary benefit) across the range of values for the LYS or DPP.
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Table S2: Relative risks extracted from the literature and population attributable fractions for all adults[11, 14-21] 

	Disease
	RR
	95% CI
	PAF

	Ischaemic heart disease
	0.96
	0.94 – 0.99
	0.08

	Cerebrovascular Disease
	0.87
	0.79 – 0.95 
	0.23

	Diabetes mellitus type 2
	0.94
	0.90 – 0.98 
	0.11

	Cancers
	
	
	

	Mouth and pharynx
	0.96
	0.91 – 1.01
	0.08

	Larynx
	0.96
	0.91 – 1.01 
	0.08

	Oesophagus
	0.85
	0.71 – 0.97 
	0.28

	Stomach
	0.98
	0.94 – 1.02 
	0.04

	Colorectal
	0.98
	0.94 – 1.02 
	0.02

	Breast
	0.98
	0.97 – 1.00 
	0.04

	Bladder
	0.97
	0.95 – 0.99
	0.05

	Trachea and lung
	0.92
	0.88 – 0.97 
	0.14
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Table S3: Age-specific relative risks extracted from the Global Burden of Disease study[23]

	
	25-29 years
	 30-34 years
	 35-39 years
	 40-44 years
	 45-49 years
	 50-54 years
	 55-59 years
	 60-64 years
	 65-69 years
	 70-74 years
	 75-79 years
	 80-84 years
	 85-89 years
	 90-94 years
	 95+ years

	Fruits
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Ischaemic heart disease 
	 1.254 (1.083 to 1.442)
	 1.209 (1.07 to 1.361)
	 1.159 (1.054 to 1.271)
	 1.131 (1.045 to 1.221)
	 1.125 (1.043 to 1.211)
	 1.114 (1.039 to 1.193)
	 1.099 (1.034 to 1.167)
	 1.087 (1.03 to 1.146)
	 1.078 (1.027 to 1.13)
	 1.07 (1.025 to 1.117)
	 1.064 (1.022 to 1.106)
	 1.057 (1.02 to 1.095)
	 1.057 (1.02 to 1.095)
	 1.057 (1.02 to 1.095)
	 1.057 (1.02 to 1.095)

	Ischaemic stroke 
	 2.024 (1.465 to 2.818)
	 1.834 (1.39 to 2.444)
	 1.621 (1.301 to 2.043)
	 1.48 (1.239 to 1.787)
	 1.403 (1.204 to 1.653)
	 1.333 (1.171 to 1.533)
	 1.272 (1.142 to 1.432)
	 1.222 (1.116 to 1.348)
	 1.181 (1.096 to 1.283)
	 1.145 (1.078 to 1.225)
	 1.114 (1.061 to 1.175)
	 1.054 (1.029 to 1.082)
	 1.054 (1.029 to 1.082)
	 1.054 (1.029 to 1.082)
	 1.054 (1.029 to 1.082)

	Intracerebral haemorrhage 
	 1.688 (1.319 to 2.182)
	 1.576 (1.273 to 1.972)
	 1.444 (1.215 to 1.732)
	 1.365 (1.18 to 1.595)
	 1.336 (1.167 to 1.544)
	 1.3 (1.15 to 1.483)
	 1.26 (1.131 to 1.415)
	 1.226 (1.115 to 1.358)
	 1.193 (1.099 to 1.305)
	 1.164 (1.084 to 1.256)
	 1.133 (1.069 to 1.207)
	 1.065 (1.034 to 1.1)
	 1.065 (1.034 to 1.1)
	 1.065 (1.034 to 1.1)
	 1.065 (1.034 to 1.1)

	Subarachnoid haemorrhage 
	 1.688 (1.319 to 2.182)
	 1.576 (1.273 to 1.972)
	 1.444 (1.215 to 1.732)
	 1.365 (1.18 to 1.595)
	 1.336 (1.167 to 1.544)
	 1.3 (1.15 to 1.483)
	 1.26 (1.131 to 1.415)
	 1.226 (1.115 to 1.358)
	 1.193 (1.099 to 1.305)
	 1.164 (1.084 to 1.256)
	 1.133 (1.069 to 1.207)
	 1.065 (1.034 to 1.1)
	 1.065 (1.034 to 1.1)
	 1.065 (1.034 to 1.1)
	 1.065 (1.034 to 1.1)

	Diabetes mellitus type 2 
	 1.125 (1.027 to 1.238)
	 1.122 (1.0236 to 1.232)
	 1.119 (1.026 to 1.226)
	 1.113 (1.024 to 1.214)
	 1.102 (1.022 to 1.194)
	 1.093 (1.02 to 1.176)
	 1.085 (1.019 to 1.16)
	 1.076 (1.017 to 1.143)
	 1.068 (1.015 to 1.128)
	 1.061 (1.014 to 1.114)
	 1.052 (1.012 to 1.098)
	 1.036 (1.008 to 1.066)
	 1.036 (1.008 to 1.066)
	 1.036 (1.008 to 1.066)
	 1.036 (1.008 to 1.066)

	Vegetables
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Ischaemic heart disease 
	 1.249 (1.089 to 1.446)
	 1.205 (1.074 to 1.362)
	 1.154 (1.057 to 1.269)
	 1.126 (1.047 to 1.219)
	 1.121 (1.045 to 1.21)
	 1.111 (1.042 to 1.193)
	 1.098 (1.037 to 1.168)
	 1.086 (1.032 to 1.148)
	 1.077 (1.029 to 1.133)
	 1.07 (1.027 to 1.12)
	 1.064 (1.024 to 1.109)
	 1.057 (1.022 to 1.097)
	 1.057 (1.022 to 1.097)
	 1.057 (1.022 to 1.097)
	 1.057 (1.022 to 1.097)

	Ischaemic stroke 100 g/day 
	 1.249 (1.049 to 1.463)
	 1.211 (1.042 to 1.388)
	 1.165 (1.033 to 1.3)
	 1.132 (1.027 to 1.238)
	 1.113 (1.023 to 1.203)
	 1.095 (1.02 to 1.17)
	 1.079 (1.017 to 1.141)
	 1.065 (1.014 to 1.116)
	 1.054 (1.012 to 1.096)
	 1.044 (1.009 to 1.077)
	 1.035 (1.007 to 1.061)
	 1.017 (1.004 to 1.029)
	 1.017 (1.004 to 1.029)
	 1.017 (1.004 to 1.029)
	 1.017 (1.004 to 1.029)

	Intracerebral hemorrhage 100 g/day 
	 1.177 (1.046 to 1.326)
	 1.153 (1.04 to 1.278)
	 1.122 (1.032 to 1.22)
	 1.102 (1.027 to 1.184)
	 1.095 (1.025 to 1.17)
	 1.086 (1.023 to 1.153)
	 1.075 (1.02 to 1.134)
	 1.066 (1.018 to 1.117)
	 1.057 (1.015 to 1.101)
	 1.049 (1.013 to 1.086)
	 1.04 (1.011 to 1.071)
	 1.02 (1.005 to 1.035)
	 1.02 (1.005 to 1.035)
	 1.02 (1.005 to 1.035)
	 1.02 (1.005 to 1.035)

	Subarachnoid hemorrhage 
	 1.177 (1.046 to 1.326)
	 1.153 (1.04 to 1.278)
	 1.122 (1.032 to 1.22)
	 1.102 (1.027 to 1.184)
	 1.095 (1.025 to 1.17)
	 1.086 (1.023 to 1.153)
	 1.075 (1.02 to 1.134)
	 1.066 (1.018 to 1.117)
	 1.057 (1.015 to 1.101)
	 1.049 (1.013 to 1.086)
	 1.04 (1.011 to 1.071)
	 1.02 (1.005 to 1.035)
	 1.02 (1.005 to 1.035)
	 1.02 (1.005 to 1.035)
	 1.02 (1.005 to 1.035)


 

Table S4: Unconditional uncompensated price elasticities for fruit and vegetables in England[36]

	
	Fruits
	Vegetables
	Fruits and vegetables

	Overall
	-0.698
	-0.633
	-0.6655

	Low-income quintile 
	-0.583
	-0.646
	-0.6145







Table S5: Healthcare costs for disease groups associated with consumption of fruit and vegetables[26, 38]
	Disease group
	Clinical commission group costs
	Specialised services costs
	Primary care costs
	Total costs

	Ischaemic heart disease
	784,963
	34,425
	299,629
	1,119,016

	Cerebrovascular disease
	929,745
	74,768
	18,623
	1,023,135

	Type 2 diabetes
	1,337,116
	31,884
	856,103
	2,225,104

	Cancer
	1,291,448
	441,678
	127,293
	1,860,419


Types of cancer included in this study: bladder, stomach, breast, colorectum, oesophagus, trachea and lung, pharynx, larynx, and oral cavity



Table S6: Sensitivity analysis for the cost and impact of the social marketing campaign

	
	ICER from a societal perspective (£000)

	
	
	Cost

	
	
	20
	25
	30
	35
	40

	Impact
	0.5
	30.70
	32.52
	34.33
	36.15
	37.97

	
	1
	27.09
	28.00
	28.91
	29.82
	30.73

	
	1.5
	25.90
	26.51
	27.11
	27.72
	28.33

	
	2
	25.32
	25.77
	26.23
	26.69
	27.14

	
	2.5
	24.98
	25.34
	25.71
	26.07
	26.44

	
	3
	24.76
	25.07
	25.37
	25.67
	25.98

	
	ICER from a governmental perspective (£000)

	
	
	Cost

	
	
	20
	25
	30
	35
	40

	Impact
	0.5
	4.50
	6.32
	8.14
	9.96
	11.78

	
	1
	0.87
	1.78
	2.69
	3.60
	4.51

	
	1.5
	-0.34
	0.27
	0.87
	1.48
	2.09

	
	2
	-0.95
	-0.49
	-0.04
	0.42
	0.88

	
	2.5
	-1.31
	-0.95
	-0.58
	-0.22
	0.15

	
	3
	-1.55
	-1.25
	-0.95
	-0.64
	-0.34





Table S7: Cause-specific deaths stratified by age and sex in England in 2017 for diseases associated with consumption of fruit and vegetables for all population[30]







	
	Cerebrovascular disease
	Diabetes mellitus
	Ischaemic heart disease
	Malignant neoplasm of bladder
	Malignant neoplasm of breast
	Malignant neoplasm of colon
	Malignant neoplasm of larynx
	Malignant neoplasm of lip, oral cavity and pharynx
	Malignant neoplasm of oesophagus
	Malignant neoplasm of rectosigmoid junction, rectum and anus
	Malignant neoplasm of stomach
	Malignant neoplasm of trachea, bronchus and lung

	Female
	
	
	
	
	
	
	
	
	
	
	
	

	15-19
	2
	3
	0
	0
	0
	0
	0
	0
	0
	1
	0
	0

	20-24
	3
	4
	3
	0
	1
	2
	0
	0
	1
	1
	1
	1

	25-29
	7
	9
	1
	0
	13
	5
	0
	0
	0
	3
	3
	5

	30-34
	23
	17
	5
	3
	48
	15
	0
	4
	1
	11
	6
	8

	35-39
	26
	14
	34
	4
	120
	28
	0
	5
	2
	41
	11
	24

	40-44
	73
	17
	54
	11
	252
	26
	0
	13
	5
	28
	14
	49

	45-49
	117
	36
	139
	17
	437
	51
	1
	19
	16
	57
	22
	151

	50-54
	203
	46
	285
	25
	651
	103
	4
	41
	63
	102
	55
	335

	55-59
	231
	85
	424
	40
	681
	142
	12
	54
	88
	130
	57
	644

	60-64
	347
	98
	678
	52
	750
	192
	14
	86
	146
	155
	70
	1079

	65-69
	590
	131
	1102
	112
	910
	308
	11
	94
	210
	235
	86
	1745

	70-74
	976
	201
	1650
	157
	1122
	424
	19
	101
	276
	306
	129
	2374

	75-79
	1752
	285
	2445
	195
	1066
	531
	16
	97
	272
	341
	193
	2183

	80-84
	2871
	497
	3567
	289
	1171
	655
	13
	90
	344
	457
	239
	1936

	85-89
	4108
	581
	4563
	287
	1109
	700
	10
	95
	296
	378
	207
	1528

	90+
	5717
	835
	5574
	297
	1171
	553
	9
	61
	226
	310
	140
	897

	Total
	17046
	2859
	20524
	1489
	9502
	3735
	109
	760
	1946
	2556
	1233
	12959

	Male
	
	
	
	
	
	
	
	
	
	
	
	

	15-19
	8
	9
	1
	0
	0
	0
	0
	0
	0
	1
	0
	0

	20-24
	11
	7
	2
	0
	0
	3
	0
	0
	2
	3
	0
	1

	25-29
	14
	14
	23
	0
	0
	5
	0
	0
	2
	6
	2
	4

	30-34
	25
	20
	65
	1
	0
	17
	0
	5
	8
	15
	4
	3

	35-39
	41
	31
	125
	3
	0
	27
	0
	9
	14
	25
	11
	24

	40-44
	83
	35
	278
	16
	2
	24
	5
	34
	22
	32
	26
	59

	45-49
	162
	62
	628
	20
	2
	71
	14
	65
	96
	69
	34
	177

	50-54
	247
	83
	1153
	39
	3
	108
	30
	140
	194
	125
	83
	421

	55-59
	332
	104
	1733
	80
	4
	188
	38
	159
	315
	228
	127
	759

	60-64
	466
	140
	2337
	142
	5
	294
	57
	254
	455
	322
	167
	1411

	65-69
	756
	179
	3165
	247
	10
	385
	90
	247
	665
	462
	231
	2147

	70-74
	1194
	259
	4239
	442
	9
	564
	91
	264
	787
	545
	317
	2801

	75-79
	1708
	372
	4649
	499
	9
	580
	85
	183
	724
	555
	366
	2792

	80-84
	2498
	548
	5524
	699
	3
	760
	65
	154
	583
	578
	427
	2364

	85-89
	2644
	539
	5386
	609
	13
	613
	49
	84
	415
	417
	287
	1512

	90+
	2444
	411
	4019
	450
	7
	377
	27
	69
	230
	236
	161
	754

	Total
	12633
	2813
	33327
	3247
	67
	4016
	551
	1667
	4512
	3619
	2243
	15229





Table S8: Cause-specific years of life lost stratified by age and sex in England in 2017 for diseases associated with consumption of fruit and vegetables for all population[39]






	
	Malignant neoplasm of lip, oral cavity and pharynx
	Malignant neoplasm of oesophagus
	Malignant neoplasm of stomach
	Malignant neoplasm of colon
	Malignant neoplasm of rectosigmoid junction, rectum and anus
	Malignant neoplasm of larynx
	Malignant neoplasm of trachea, bronchus and lung
	Malignant neoplasm of breast
	Malignant neoplasm of bladder
	Diabetes mellitus
	Ischaemic heart disease
	Cerebrovascular disease

	Female
	
	
	
	
	
	
	
	
	
	
	
	

	15-19
	0
	0
	0
	0
	70
	0
	0
	0
	0
	202
	0
	133

	20-24
	0
	62
	63
	127
	61
	0
	61
	62
	0
	247
	190
	186

	25-29
	0
	0
	170
	295
	182
	0
	288
	751
	0
	518
	60
	408

	30-34
	219
	50
	319
	804
	580
	0
	431
	2,516
	156
	886
	262
	1,194

	35-39
	246
	95
	520
	1,371
	1,985
	0
	1,151
	5,830
	193
	659
	1,601
	1,238

	40-44
	561
	213
	611
	1,148
	1,243
	0
	2,113
	11,009
	471
	718
	2,297
	3,159

	45-49
	717
	612
	843
	1,992
	2,198
	37
	5,798
	17,044
	653
	1,372
	5,245
	4,497

	50-54
	1,383
	2,169
	1,850
	3,542
	3,487
	126
	11,238
	22,525
	855
	1,528
	9,539
	6,854

	55-59
	1,566
	2,596
	1,663
	4,216
	3,854
	343
	18,740
	20,316
	1,169
	2,443
	12,224
	6,699

	60-64
	2,127
	3,650
	1,743
	4,867
	3,920
	349
	26,711
	19,057
	1,272
	2,382
	16,649
	8,614

	65-69
	1,961
	4,375
	1,780
	6,478
	4,929
	218
	35,950
	19,209
	2,317
	2,664
	22,567
	12,230

	70-74
	1,693
	4,642
	2,177
	7,226
	5,188
	304
	39,475
	19,097
	2,630
	3,315
	27,260
	16,428

	75-79
	1,252
	3,537
	2,518
	6,971
	4,473
	198
	28,128
	13,943
	2,538
	3,653
	31,460
	22,770

	80-84
	862
	3,341
	2,302
	6,394
	4,452
	121
	18,497
	11,381
	2,799
	4,748
	34,319
	27,813

	85-89
	656
	2,030
	1,410
	4,808
	2,586
	69
	10,336
	7,621
	1,952
	3,959
	31,154
	28,155

	90+
	289
	1,063
	657
	2,622
	1,461
	42
	4,196
	5,510
	1,395
	3,923
	26,178
	26,912

	Total
	13,530
	28,435
	18,625
	52,860
	40,667
	1,805
	203,111
	175,872
	18,400
	33,217
	221,007
	167,290

	Male
	
	
	
	
	
	
	
	
	
	
	
	

	15-19
	0
	0
	0
	0
	64
	0
	0
	0
	0
	578
	66
	520

	20-24
	0
	124
	0
	180
	171
	0
	57
	0
	0
	418
	120
	645

	25-29
	0
	112
	118
	272
	315
	0
	211
	0
	0
	727
	1,230
	756

	30-34
	240
	399
	193
	873
	743
	0
	153
	0
	45
	976
	3,137
	1,227

	35-39
	390
	627
	497
	1,203
	1,121
	0
	1,058
	0
	132
	1,346
	5,517
	1,809

	40-44
	1,348
	873
	1,038
	975
	1,289
	187
	2,295
	88
	649
	1,357
	11,005
	3,296

	45-49
	2,273
	3,398
	1,206
	2,531
	2,468
	480
	6,170
	69
	715
	2,142
	21,826
	5,707

	50-54
	4,230
	6,034
	2,562
	3,401
	3,893
	913
	12,791
	97
	1,189
	2,517
	35,075
	7,516

	55-59
	4,145
	8,385
	3,347
	5,040
	6,128
	1,002
	19,892
	113
	2,098
	2,679
	45,301
	8,662

	60-64
	5,605
	10,138
	3,695
	6,614
	7,236
	1,234
	31,026
	112
	3,193
	3,032
	51,314
	10,273

	65-69
	4,460
	12,361
	4,230
	7,123
	8,528
	1,648
	38,948
	190
	4,532
	3,238
	57,653
	13,697

	70-74
	3,867
	11,696
	4,685
	8,445
	8,117
	1,311
	40,846
	138
	6,561
	3,745
	62,101
	17,569

	75-79
	2,069
	8,217
	4,123
	6,604
	6,346
	949
	31,340
	105
	5,711
	4,163
	52,480
	19,368

	80-84
	1,283
	4,928
	3,576
	6,428
	4,853
	529
	19,716
	26
	5,934
	4,555
	46,312
	21,046

	85-89
	500
	2,486
	1,713
	3,683
	2,502
	292
	8,987
	77
	3,650
	3,207
	32,292
	15,907

	90+
	290
	974
	676
	1,590
	992
	114
	3,167
	29
	1,897
	1,726
	16,960
	10,300

	Total
	30,700
	70,750
	31,659
	54,963
	54,766
	8,660
	216,657
	1,044
	36,307
	36,406
	442,388
	138,297




Table S9: Cause-specific deaths stratified by age and sex in England in 2017 for diseases associated with consumption of fruit and vegetables for the low-income quintile of the population[30]






	
	Cerebrovascular diseases
	Diabetes mellitus
	Ischaemic heart diseases
	Malignant neoplasm of bladder
	Malignant neoplasm of breast
	Malignant neoplasm of colon
	Malignant neoplasm of larynx
	Malignant neoplasm of lip, oral cavity and pharynx
	Malignant neoplasm of oesophagus
	Malignant neoplasm of rectosigmoid junction, rectum and anus
	Malignant neoplasm of stomach
	Malignant neoplasm of trachea, bronchus and lung

	Female
	
	
	
	
	
	
	
	
	
	
	
	

	15-19
	1
	1
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	20-24
	1
	2
	1
	0
	0
	0
	0
	0
	0
	1
	0
	1

	25-29
	1
	3
	0
	0
	4
	1
	0
	0
	0
	0
	1
	2

	30-34
	13
	8
	1
	0
	16
	3
	0
	0
	1
	3
	1
	1

	35-39
	10
	6
	18
	0
	25
	3
	0
	1
	1
	7
	3
	9

	40-44
	22
	7
	23
	3
	57
	4
	0
	5
	1
	4
	3
	15

	45-49
	36
	12
	60
	5
	86
	7
	1
	8
	5
	18
	8
	41

	50-54
	53
	18
	102
	4
	104
	18
	4
	12
	12
	21
	16
	116

	55-59
	83
	33
	149
	10
	122
	29
	6
	19
	26
	32
	20
	210

	60-64
	98
	41
	229
	16
	123
	28
	2
	26
	31
	31
	21
	321

	65-69
	146
	42
	319
	30
	142
	57
	5
	20
	48
	48
	22
	504

	70-74
	197
	66
	477
	35
	164
	65
	8
	20
	57
	55
	24
	624

	75-79
	384
	78
	639
	38
	194
	94
	7
	24
	56
	59
	33
	567

	80-84
	514
	120
	743
	56
	207
	104
	6
	28
	63
	68
	49
	494

	85-89
	674
	105
	815
	52
	178
	100
	4
	14
	51
	61
	41
	369

	90+
	795
	122
	860
	43
	182
	66
	1
	10
	32
	49
	30
	174

	Total
	3028
	664
	4436
	292
	1604
	579
	44
	187
	384
	457
	272
	3448

	Male
	
	
	
	
	
	
	
	
	
	
	
	

	15-19
	2
	2
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	20-24
	4
	2
	0
	0
	0
	0
	0
	0
	0
	2
	0
	1

	25-29
	3
	8
	11
	0
	0
	1
	0
	0
	0
	4
	0
	1

	30-34
	6
	6
	29
	1
	0
	2
	0
	2
	3
	5
	0
	0

	35-39
	16
	18
	43
	2
	0
	8
	0
	5
	3
	5
	3
	9

	40-44
	26
	16
	92
	2
	0
	5
	3
	13
	9
	8
	7
	31

	45-49
	41
	25
	233
	5
	1
	17
	7
	21
	27
	17
	7
	61

	50-54
	85
	28
	398
	13
	0
	17
	12
	52
	42
	31
	21
	149

	55-59
	105
	39
	553
	25
	0
	41
	8
	52
	77
	50
	37
	237

	60-64
	133
	50
	764
	32
	1
	74
	24
	74
	120
	75
	49
	440

	65-69
	228
	49
	862
	54
	2
	84
	20
	72
	122
	89
	62
	635

	70-74
	260
	70
	1002
	71
	1
	89
	28
	62
	144
	93
	64
	683

	75-79
	335
	93
	1028
	90
	0
	109
	22
	40
	151
	92
	89
	669

	80-84
	411
	117
	1039
	103
	0
	126
	21
	31
	89
	108
	86
	504

	85-89
	368
	94
	824
	97
	3
	84
	7
	17
	58
	61
	52
	284

	90+
	317
	50
	571
	63
	1
	55
	6
	11
	29
	32
	17
	121

	Total
	2340
	667
	7449
	558
	9
	712
	158
	452
	874
	672
	494
	3825





Table S10: Cause-specific years of life lost stratified by age and sex in England in 2017 for diseases associated with consumption of fruit and vegetables for the low-income quintile of the population[39]





	
	Malignant neoplasm of lip, oral cavity and pharynx
	Malignant neoplasm of oesophagus
	Malignant neoplasm of stomach
	Malignant neoplasm of colon
	Malignant neoplasm of rectosigmoid junction, rectum and anus
	Malignant neoplasm of larynx
	Malignant neoplasm of trachea, bronchus and lung
	Malignant neoplasm of breast
	Malignant neoplasm of bladder
	Diabetes mellitus
	Ischaemic heart diseases
	Cerebrovascular diseases

	Female
	
	
	
	
	
	
	
	
	
	
	
	

	15-19
	0
	0
	0
	0
	0
	0
	0
	0
	0
	64
	0
	66

	20-24
	0
	0
	0
	0
	61
	0
	61
	0
	0
	120
	61
	59

	25-29
	0
	0
	54
	56
	0
	0
	109
	219
	0
	166
	0
	56

	30-34
	0
	50
	51
	151
	151
	0
	50
	804
	0
	399
	50
	654

	35-39
	46
	45
	134
	134
	320
	0
	408
	1,141
	0
	274
	813
	451

	40-44
	201
	40
	123
	163
	161
	0
	606
	2,310
	121
	282
	932
	897

	45-49
	284
	179
	289
	255
	643
	37
	1,476
	3,103
	177
	431
	2,149
	1,296

	50-54
	378
	379
	499
	563
	665
	126
	3,629
	3,260
	126
	566
	3,197
	1,659

	55-59
	511
	702
	537
	783
	863
	160
	5,662
	3,289
	268
	891
	4,011
	2,243

	60-64
	590
	702
	481
	632
	702
	46
	7,282
	2,792
	360
	926
	5,189
	2,226

	65-69
	374
	899
	415
	1,069
	903
	93
	9,433
	2,663
	561
	788
	5,960
	2,735

	70-74
	300
	856
	359
	974
	829
	119
	9,366
	2,469
	529
	996
	7,156
	2,958

	75-79
	280
	656
	386
	1,100
	688
	81
	6,623
	2,268
	445
	912
	7,457
	4,489

	80-84
	245
	551
	428
	909
	594
	52
	4,320
	1,812
	490
	1,050
	6,497
	4,495

	85-89
	88
	321
	259
	630
	384
	25
	2,325
	1,121
	327
	661
	5,136
	4,246

	90+
	44
	142
	133
	292
	217
	5
	769
	805
	189
	541
	3,803
	3,517

	Total
	3,341
	5,521
	4,149
	7,711
	7,183
	744
	52,116
	28,055
	3,592
	9,068
	52,411
	32,046

	Male
	
	
	
	
	
	
	
	
	
	
	
	

	15-19
	0
	0
	0
	0
	0
	0
	0
	0
	0
	121
	0
	121

	20-24
	0
	0
	0
	0
	111
	0
	57
	0
	0
	109
	0
	221

	25-29
	0
	0
	0
	52
	204
	0
	50
	0
	0
	405
	561
	150

	30-34
	90
	135
	0
	94
	231
	0
	0
	0
	45
	275
	1,328
	276

	35-39
	204
	125
	125
	329
	208
	0
	371
	0
	83
	742
	1,771
	658

	40-44
	480
	329
	258
	183
	290
	107
	1,137
	0
	73
	584
	3,369
	952

	45-49
	681
	866
	223
	555
	552
	225
	1,967
	31
	162
	795
	7,472
	1,319

	50-54
	1,438
	1,166
	588
	472
	861
	335
	4,147
	0
	360
	780
	11,064
	2,369

	55-59
	1,235
	1,835
	873
	966
	1,188
	186
	5,622
	0
	590
	919
	13,078
	2,466

	60-64
	1,455
	2,379
	966
	1,469
	1,484
	466
	8,704
	19
	635
	988
	15,073
	2,627

	65-69
	1,158
	1,975
	1,004
	1,360
	1,440
	320
	10,244
	32
	874
	791
	13,929
	3,684

	70-74
	797
	1,853
	831
	1,145
	1,199
	362
	8,790
	13
	912
	906
	12,905
	3,350

	75-79
	399
	1,507
	890
	1,089
	918
	220
	6,669
	0
	899
	931
	10,256
	3,348

	80-84
	232
	667
	646
	946
	810
	157
	3,776
	0
	776
	877
	7,797
	3,085

	85-89
	93
	318
	285
	461
	335
	38
	1,558
	16
	532
	516
	4,520
	2,018

	90+
	44
	115
	68
	219
	127
	24
	483
	4
	251
	199
	2,273
	1,263

	Total
	8,303
	13,271
	6,756
	9,340
	9,958
	2,441
	53,574
	117
	6,192
	9,937
	105,394
	27,907





Table S11: Model inputs and outputs

	Inputs
	Value
	Sources
	Equations
	Outputs

	Risk of chronic diseases (stratified by age for cardiovascular diseases and diabetes)
	Tables S2 and S3
	WCRF 2018, GBD 2019
	

	Attributable deaths
Attributable years of life lost (YLL)
Attributable costs

	Number of deaths and years of life lost stratified by age, sex and index of multiple deprivation quintiles
	Tables S7 to S10 
	ONS 2018
	
	

	Healthcare costs associated with diseases of interest
	Table S5
	NHS Digital*
	
	

	Fruit and vegetable intake stratified by age and sex 
	Table 2
	NHS Digital 2018
	
	Deaths prevented or postponed (DPP)
Life-years saved (LYS)

	Price elasticities for F&V in England, overall
	Table S4
	Tiffin, Balcombe et al. 2011
	Percentage increase in consumption = percentage fall in price x |elasticity|
	

	Price elasticities for F&V in England, lowest income quintile
	Table S4
	Tiffin, Balcombe et al. 2011
	
	

	SMC impact (% change in consumption)
	Table 4 and Table S6
	Capacci and Mazzocchi 2011
	
	

	SMC cost (£)
	Table 4
	Mitchell 2011
	ICER = Incremental benefit (DPP or LYS)/incremental cost (vs no action)

.

	ICERs,
Health inequality index

	Subsidy cost (£)
	Table 4
	DEFRA 2018
	
	


* NHS Planning and Financial Allocations for 2017/18 provided by NHS Digital  (not published)


Table S12: Summary of parameters varied in tornado plot
	Parameter
	Mean
	lower
	upper
	
	Source

	Relative risks
	
	
	
	
	

	Lip and oral cavity cancer, Nasopharynx cancer, Larynx cancer
	0.96
	0.91
	1.00
	
	Published 95% CI

	Oesophageal cancer
	0.85
	0.71
	0.97
	
	Published 95% CI

	Tracheal, bronchus and lung cancer
	0.92
	0.88
	0.97
	
	Published 95% CI

	Bladder
	0.97
	0.95
	0.99
	
	Published 95% CI

	Stomach and Breast
	0.98
	0.97
	1.00
	
	Published 95% CI

	Colorectal cancer
	0.99
	0.98
	1.00
	
	Published 95% CI

	Diabetes type 2*
	0.94
	0.89
	1.00
	
	Published 95% CI

	Ischaemic heart disease*
	0.96
	0.92
	0.98
	
	Published 95% CI

	Cerebrovascular disease*
	0.87
	0.79
	0.95
	
	Published 95% CI

	Consumption of F&V
	
	
	
	
	

	Men
	
	
	
	
	

	25-34 years
	3.33
	3.03
	3.63
	
	CI derived from published se

	35-44 years
	3.81
	3.53
	4.08
	
	CI derived from published se

	45-54 years
	3.56
	3.28
	3.84
	
	CI derived from published se

	55-64 years
	3.72
	3.47
	3.97
	
	CI derived from published se

	65-74 years
	4.01
	3.68
	4.35
	
	CI derived from published se

	75+ years
	3.82
	3.59
	4.06
	
	CI derived from published se

	Women
	0.00
	0.00
	0.00
	
	

	25-34 years
	3.97
	3.72
	4.22
	
	CI derived from published se

	35-44 years
	4.20
	3.96
	4.44
	
	CI derived from published se

	45-54 years
	3.89
	3.67
	4.11
	
	CI derived from published se

	55-64 years
	4.09
	3.87
	4.31
	
	CI derived from published se

	65-74 years
	4.16
	3.91
	4.41
	
	CI derived from published se

	75+ years
	3.77
	3.52
	4.03
	
	CI derived from published se

	Price elasticities
	
	
	
	
	

	Overall
	-0.67
	-1.06
	-0.27
	
	assumed se of 20% of mean

	Disease costs by category
	
	
	
	
	

	Ischaemic Heart Disease
	£1,119,016
	£724,168
	£1,598,407
	
	assumed se of 20% of mean

	Cerebrovascular Disease
	£1,023,135
	£662,119
	£1,461,450
	
	assumed se of 20% of mean

	Type 2 Diabetes
	£2,225,104
	£1,439,970
	£3,178,347
	
	assumed se of 20% of mean

	Cancers
	
	
	
	
	

	Bladder
	£109,436
	£70,821
	£156,319
	
	assumed se of 20% of mean

	Stomach
	£72,958
	£47,214
	£104,213
	
	assumed se of 20% of mean

	Breast
	£547,182
	£354,107
	£781,597
	
	assumed se of 20% of mean

	Colorectal
	£437,746
	£283,286
	£625,278
	
	assumed se of 20% of mean

	Oesophageal
	£109,436
	£70,821
	£156,319
	
	assumed se of 20% of mean

	Trachea and lung
	£474,224
	£306,893
	£677,384
	
	assumed se of 20% of mean

	Pharynx, Larynx, Oral
	£109,436
	£70,821
	£156,319
	
	assumed se of 20% of mean

	Expenditure on F&V,
	
	
	
	
	

	Overall
	£4.90
	£4.73
	£5.07
	
	CI derived from published se


F&V – fruit and vegetables; CI – confidence interval; se – standard error
*The model was amended to apply a common, age invariant value for this relative risk prior to sensitivity analysis.
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Figure S1: Tornado Plot 
F&V, fruit and vegetables; ICER, incremental cost-effectiveness ratio; RR, relative risk
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