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Abstract
Context  Fiscal constraints, demographic shifts, and the growing burden of noncommunicable diseases (NCDs) 
challenge the sustainability of health systems. Innovative financing instruments, such as social impact bonds (SIBs), 
have been proposed to support prevention and health promotion, yet empirical evidence on their effectiveness 
remains limited.

Objectives  To explore the advantages and disadvantages of SIBs for financing health prevention and promotion in 
OECD countries, drawing on perspectives from key stakeholders and evidence from the scientific and grey literature.

Design  We conducted a qualitative exploratory study combining 15 semi-structured interviews with academics, 
consultants, investors, and representatives of public institutions, and a targeted review of 21 publications identified 
through a PubMed search and supplementary grey literature sources. Thematic analysis was applied to interview 
transcripts using a mixed inductive–deductive coding approach, and findings were triangulated with literature 
evidence.

Results  SIBs offer flexibility in service delivery, foster performance monitoring, and may provide longer-term financial 
stability to service providers. They support the piloting of innovative interventions and enhance accountability in 
program implementation. However, expected cost savings for governments were rarely realized in practice. Concerns 
have also been raised, mainly in the theoretical literature, about rigid outcome targets, limited empirical evidence of 
effectiveness in NCD prevention, high transaction costs, the “wrong pocket” problem, and political vulnerability. In 
practice, while SIBs are considered more suitable for narrowly defined interventions with measurable intermediate 
outcomes than for population-wide prevention programs, their scale-up is possible, for example though outcome 
funds—pooling multiple SIB projects—were viewed as a potential solution for attracting larger investors and creating 
broader impact.
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Introduction
Recent rises in long-term real interest rates have esca-
lated fiscal burdens on governments and strained the 
sustainability of public expenditures [1, 2]. Health care 
systems, already under persistent pressure, face further 
constraints, exacerbated by demographic transitions 
(population ageing, shrinking working-age cohorts) [3], 
demand for cutting-edge medical technologies [4], and 
growing burdens of noncommunicable diseases (NCDs).

NCDs, such as obesity, cardiovascular disease, diabe-
tes, and cancer, are major drivers of morbidity, mortal-
ity, and health care costs globally, and tend to worsen 
disparities in health outcomes across socioeconomically 
stratified populations [5–7]. Addressing NCDs effectively 
requires sustained investment in prevention, early detec-
tion, and chronic disease management. Prevention efforts 
are especially important as they can reduce the cost of 
treatment while promoting sustainable economic growth. 
Based on analyses of OECD countries, an optimal pre-
ventive health investment of approximately 1.175% of 
GDP is recommended [8]. Yet, despite a temporary 
increase in preventive spending during the COVID-19 
pandemic when healthcare expenditure on preventive 
care reached its peak at 0.67% of GDP in EU-27 in 2021, 
mainly due to vaccination programs [9], preventive pro-
grams currently represent only about 3% of total health 
expenditure in the European Union [4]. The most recent 
data available from 2023 indicates that healthcare expen-
diture on preventive care as a percentage of GDP in the 
EU-27 stands at 0.37% [9].

Given these constraints, many health systems are 
searching for financing and incentive mechanisms that 
maximize outcomes for public value. The OECD explic-
itly advocates the innovative use of external resources 
and the inclusion of public–private partnerships to 
improve efficiency [10]. Rooted in the contract-based 
approach of New Public Management [11–13], outcome-
based payment models are one such strategy. Outcome-
based payment is a general term covering any payment 
mechanism where financial compensation is connected, 
either partially or fully, to the achievement of specific 
outcomes. One option applies the mechanism of public-
private partnerships (PPP), usually associated with capi-
tal-intensive investment in infrastructure, but extends it 
to the provision of service-intensive activities, including 

complex and often innovative social services. These 
partnerships link provider remuneration to outcomes 
achieved, thus intended to incentivize high-quality, cost-
efficient care [3].

A specific form of external resource involvement in 
health or health-related prevention services is the use of 
Social Impact Bonds (SIBs), more recently also known 
as Social Outcome Partnerships in the UK, Contrats à 
impact in France, Pay for Success in the USA, and Social 
Benefit Bonds in Australia [14]. Social Impact Bonds 
can be defined similar to an outcome-based payment 
model with a third-party private investment paying for 
the upfront set-up costs of a service, with a government 
outcome funder repaying a full or partial return only if 
the prespecified outcomes are achieved. SIBs constitute 
a potential, though still underexplored, outcome-based 
payment model supported by external private sector 
funding. At present, SIBs account for less than 1% of 
wider outcome-based payments [15], but they are applied 
in an increasing variety of social policy settings. In a SIB, 
a commissioner, typically a public body, contracts one or 
more service providers to deliver evidence-based inter-
ventions. Service providers receive upfront financing by 
private social investors, with which they can provide the 
services for a pre-defined time period. At the end of the 
period, investors receive reimbursement and potential 
returns from the commissioner of the scheme, but only 
if pre-established, measurable outcomes are achieved as 
a result of the intervention [16, 17]. Applying the mecha-
nism of incentives [18] to influence the behaviour of pri-
vate contractors, this set-up is supposed to transfer risk 
from public payers to investors, and align the interests of 
all parties – commissioners, investors and service provid-
ers – in the achievement of pre-defined social outcomes.

Although SIBs have been tested in domains such as 
homelessness, employment, criminal justice, and edu-
cation [19–21], they face serious criticism as to their (i) 
accountability, e.g., excessive bargaining power of private 
investors, and their ability to influence outcome mea-
surement; (ii) measurement, e.g., difficulties of quanti-
fication, and metrics focusing the attention of service 
providers exclusively on specific aspects of the service; 
and (iii) cost-effectiveness, e.g., cost of capital and trans-
action costs [13].

Conclusions  SIBs offer a promising but contested approach to financing prevention and health promotion. Their 
success depends on careful intervention selection, transparent design, and adaptation to local institutional and 
political contexts.

Clinical trial number  Not applicable.

Keywords  Health financing, Social impact bonds, Outcome-based contracting, Investment in health, Prevention, 
Health promotion, Disease prevention
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Published evidence on the use of SIBs remains sparse, 
and most literature remains conceptual. This study aims 
at investigating the advantages and limitations of SIBs 
from the perspective of health promotion and disease 
prevention. Using primary qualitative data gathered 
via interviews, we explore real-world experiences and 
obstacles. We complement these findings with a targeted 
review of both academic and gray literature. This research 
has been conducted within the framework of the Hori-
zon Europe–funded Invest4Health project, which aims to 
design and pilot alternative business models called Smart 
Capacitating Investment (SCI), for scaling prevention 
and health promotion initiatives.

By combining stakeholder insights and evidence syn-
thesis, the study aims to explore whether and how SIBs 
could serve as viable financing tools in public health sys-
tems under fiscal constraint, especially for addressing the 
growing burden of NCDs.

Methods
Study design
We conducted a qualitative exploratory study triangulat-
ing primary data from expert interviews with secondary 
evidence from a targeted review of scientific and grey 
literature. This approach allowed us to examine the fea-
sibility and implications of social impact bonds (SIBs) 
in health promotion and disease prevention in OECD 
countries. While the literature on SIBs is growing, it is 
dominated by conceptual analyses, with limited empiri-
cal research on their application in public health. Expert 
interviews provided practice-based perspectives from 
multiple stakeholder groups, while the literature review 
situated these perspectives within the broader evidence 
base.

Expert interviews
Semi-structured interviews were conducted between 
October and December 2023 with selected experts using 
maximum variation sampling [22]. Sampling criteria 
included being either a representative of a philanthropic 
or social impact investor, or of a national or interna-
tional policymaker, or being a researcher with expertise 
in novel methods of health financing and/or outcome-
based financing. Potentially applicable institutions were 
listed through targeted literature review including, but 
not restricted to the University of Oxford’s Government 
Outcomes Lab (GOLab) website. Reasons for this source 
of sampling was GOLab’s expertise in outcome-based 
contracting and convening power hosting the Social Out-
come Conference every year. Furthermore, interview-
ees were also identified through professional networks, 
targeted internet searches, and snowball recommenda-
tions. All interviews were conducted online via Micro-
soft Teams, lasted approximately one hour, and followed 

a pre-defined interview guide (Appendix B). With writ-
ten informed consent (Appendix A), interviews were 
recorded and transcribed using Buzz offline audio tran-
scription [23].

Data analysis
Transcripts were analyzed using thematic analysis with 
a mixed inductive–deductive approach, with emerg-
ing codes later used deductively [24, 25]. Initially, three 
researchers independently coded a subset of three tran-
scripts in Microsoft Word to generate data-driven indi-
vidual codebooks (step 1).

Subsequently, a common codebook was created 
through consensus discussions. This common coding 
framework (Appendix C), containing themes derived 
from the consensus of initial coding, was applied to the 
full dataset using Microsoft Excel (step 2). Themes were 
developed so as to allow a comprehensive yet concise 
description of outcome-based investment models from a 
practical point of view. Criteria for theme development 
was a common phrase or important concept related to 
our research questions. We collated separate but similar 
codes into meaningful patterns across the dataset.

Finally, the content coded in step 2 was consolidated 
into a list of statements per theme in Microsoft Power 
Point (step 3). Researchers were cognizant of their world 
view and epistemological position, shaped by the major-
ity being health economists by training and working for 
a market-based research company. However, diversity of 
views was also present throughout the research process, 
contributing to collective reflexivity. As health econo-
mists we had an initial understanding of how invest-
ment models in health promotion and disease prevention 
would work, yet we challenged our initial assumptions by 
allowing the interviewees data to inform new codes.

Literature review
A rapid review with qualitative synthesis was conducted 
in MEDLINE (PubMed) on February 16, 2024. The search 
strategy employed Medical Subject Headings (MeSH) 
terms to ensure precision and comprehensiveness. Terms 
were derived from Peter Ramsden’s 2016 OECD work-
ing paper on outcomes-based financing [26] as well as 
themes emerging from the interviews. The search strat-
egy focused on two categories:

1.	 Public health domain: using “public health” as a 
MeSH term.

2.	 Outcomes-based financing domain: terms included 
“social impact bond,” “health impact bond,” 
“outcome-based financing,” and “results-based 
contracts.”

The complete search string is provided in Appendix D.
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To complement the PubMed search, we conducted 
backward citation tracking (snowballing) of relevant 
articles and incorporated grey literature sources as rec-
ommended by Wohlin et al. [27]. Grey literature included 
reports from international organizations (e.g., OECD, 
World Bank), evaluation studies, and policy docu-
ments. Additional materials were identified through 
targeted Google searches and recommendations from 
interviewees.

Sources were screened using four exclusion criteria at 
the title and abstract stage:

1.	 The article was unrelated to SIBs or outcome-based 
financing schemes.

2.	 The article did not focus on public health, health 
promotion, or disease prevention.

3.	 The article did not concern OECD countries.
4.	 The article did not provide an empirical or 

theoretical assessment of the financing instrument.

Articles meeting all inclusion criteria were subjected to 
full-text review, and data were extracted into Excel. Both 
peer-reviewed and grey literature were included to cap-
ture the breadth of empirical and conceptual insights 
available.

Triangulation
Findings from interviews and literature were triangulated 
to ensure methodological rigor and provide a nuanced 
perspective on the use of SIBs in prevention and health 
promotion. In other words, every interview code was 
compared to the literature’s evidence. This allowed us to 
cross-validate themes and highlight convergences and 

divergences across stakeholders, investment models, and 
implementation contexts.

We summarized the advantages and disadvantages of 
SIBs, as emerging from the data, on three levels: effects 
on project outcomes, financial implications and system-
level consequences. A Large Language Model (ChatGPT 
5.0) was used for language and editing purposes during 
the preparation of the manuscript.

Results
General characterization of the results
In total, we analysed 15 interviews with academics, con-
sultants, investors and representatives of public insti-
tutions. Their professional and geographic location is 
shown in Table 1. Saturation in terms of themes (i.e., top-
ics and criteria through which investment models such as 
SIBs can be analysed) was reached at the first consensus 
meeting after the initial coding process of three tran-
scripts. According to the partly deductive approach of 
the study, these were then applied through the rest of the 
research process; no need for new themes emerged from 
the data. Inter-coder reliability was ensured via continu-
ous meetings and discussions within the research group.

The themes derived from initial, free coding categories 
were the following:

 	• Stakeholders.
 	• Investment incentives and business models.
 	• Timeframes, investment size and financial returns.
 	• Impact measurement and scale-up.
 	• Advantages, disadvantages, and risks.

Figure 1 presents the results of the literature search. 
The PubMed search yielded 667 results, of which 7 were 
selected for full text screening after title/abstract screen-
ing. Five papers were included after full text screening. 
The snowball method resulted in 11 articles, 5 of them 
from scientific literature and 6 from grey literature. The 
hand search resulted in 5 more recent publications meet-
ing the inclusion criteria. In total, therefore, the literature 
search yielded 21 results, shown in the PRISMA flow-
chart, all of which were used in the literature review.

Most of the papers discuss cases from the United 
Kingdom (UK), United States (US) and Australia, while 
a few of them have a global or another country specific 
perspective. Only 8 of the 21 included papers provided 
empirical results (Table 2).

Potential advantages of SIBs
Outcome-related aspects
By the nature of SIBs, their main conceptual advantage 
lies in potentially improving service outcomes. Outcomes 
may encompass a wide range of specific sector measures, 
including job conversion rate [28], recidivism rate [29], 

Table 1  Summary information of the interviewees
Interview-
ee ID

Profession Geographical 
location

1 University researcher United Kingdom

2 University researcher France

3 University researcher United Kingdom

4 University researcher/consultant Spain

5 Independent Researcher United Kingdom

6 Investor - Social banking Austria

7 Investor - Impact investing Belgium

8 Representative of a public body European Union 
-wide

9 Representative of a public body Portugal

Consultant Italy

11 Consultant Canada and Global

12 Investor Norway

13 Investor – Social banking Hungary

14 Representative of a public body European Union 
-wide

15 Representative of a public body European Union 
-wide
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and increases in HIV diagnosis and treatment uptake 
among undiagnosed individuals [28] – some of which 
also relate to equity. Theories of change and correspond-
ing logic models that SIBs are supposed to fit into are also 
varied. Below, we summarize the most important path-
ways to outcomes.

Flexibility in service provision  Compared with tradi-
tional global budgets or fee-for-service contracts, SIBs 
grant providers greater autonomy in determining how to 
achieve mutually agreed outcomes. Interviewees empha-
sized that this flexibility allows services to adapt to user 
needs, incorporate real-time data, and innovate iteratively 
(Interviewees 5, 6). Similar findings are also present in the 
literature, highlighting the potential for continuous learn-
ing, performance improvement and adaptation of service 
value networks involved in SIBs [21, 29–31].

Strengthening performance monitoring  Some studies 
claim that SIBs foster a culture of monitoring and account-

ability by embedding outcome-based contracts and inten-
sive collaboration [19]. Service providers enhance data 
collection capacity and develop stronger evaluation prac-
tices [32]. Interviewee 3 confirmed that real-life UK expe-
rience, while sometimes reliant on outputs rather than 
outcomes, still catalysed the implementation of more rig-
orous monitoring frameworks.

Innovation in service delivery  SIBs may encourage 
providers to pursue innovative approaches, including co-
creation and strengths-based models, and extend proven 
programmes to new populations or contexts [21, 30]. 
According to some scholars in the US, such as Albertson 
et al. [33], the type of innovation that can occur is when 
SIBs introduce elements of co-creation approaches to 
public service delivery [30].

Government capacity to test interventions  SIBs allow 
governments to pilot interventions or scale up existing 
programmes without assuming full financial risk [21, 29]. 

Fig. 1  PRISMA flowchart
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However, the piloting approach is most dominant in the 
United States, where data collection in SIBs is formally 
recognized as a tool for evidence building due to the use 
of randomized controlled trials alongside SIB pilots.

Financial aspects
While SIBs are designed mainly to improve outcomes, 
their impact on public finances is also a major area of 
scrutiny, given the scarcity of public health financing 
described in the Introduction. Although there are multi-
ple potential mechanisms of improvement in this area, as 
summarized below, the extent of these advantages, espe-
cially of budgetary savings, is typically moderate.

Financial stability for providers  Interviewees high-
lighted that SIBs provided longer-term and more secure 
funding horizons, enabling small and third-sector pro-
viders to retain skilled staff and maintain services during 
austerity periods (Interviewees 1, 3). Literature similarly 
identifies enhanced stability as a key benefit [16, 30].

‘…I think what I like about the model is first of all, 
it gives longer funding to a provider. So rather than 
one year funding and then we reapply, we were look-
ing at three or five or even seven years funding. So it 
gives stability to the provider organizations, which I 
think is good.” (Interview 1).

Potential government cost savings  Theoretical models 
suggest that early intervention through SIBs can deliver 
cashable long-term fiscal savings by reducing costly 
treatment later on [29]. However, both interviewees and 
empirical studies questioned the magnitude and realiza-
tion of such savings. As Interviewee 3 emphasized, cash-
able savings often accrue unevenly, with national govern-
ments benefitting more than local commissioners.

’…And it’s because of this assumption that the local 
commissioner is saving in the long term, but it’s not 
necessarily that that saving is in a bucket in a lot of 
the cases. […] in terms of cashable savings attributed 
to the lead commissioner, that’s around [amount]. 
And the savings for the national government is 
around [amount] cashable and then [amount] in 
non-cashable savings” (Interview 3).

Risk transfer to private investors  A commonly cited 
advantage is shifting financial risk from governments to 
investors, who only receive repayment if outcomes are 
achieved [19]. This structure may incentivize govern-
ments to support innovative pilots during fiscal austerity. 
Nevertheless, national differences were noted: in the US, 
providers typically bore little or no risk, while in the UK 
some degree of provider risk-sharing was explicit [31].

Table 2  Characterization of the analyzed literature
ID Author Year of 

publication
Geographic focus Type of article Source

1 Fitzgerald 2013 Australia conceptual/theoretical PubMed

2 Galloway 2014 USA conceptual/policy analysis

3 Rowe and Stephenson 2016 mostly UK, Australia, and the USA but global conceptual/theoretical

4 Fischer and Richter 2016 USA conceptual/theoretical

5 Iovan and Lantz 2018 USA letter to the editor

6 Sugarman and Sandman 2008 Australia conceptual/theoretical Snow-
ball7 Bernet 2012 USA conceptual/theoretical

8 Azemati et al. 2013 USA conceptual/policy analysis

9 Nicholls and Tomkinson 2013 UK empirical (case study)

10 Golden 2014 USA empirical (case study)

11 Banke-Thomas et al. 2015 Global conceptual/theoretical

12 Gustaffson-Wright et al. 2015 Worldwide conceptual/theoretical

13 Lantz et al. 2016 USA empirical (landscape analysis)

14 Corporation for National 
and Community Service

2016 USA empirical (systematic review, interviews 
and survey)

15 Goldberg 2017 USA conceptual/case-study

16 Katz et al. 2018 global - UK, USA, Canada, Australia, EU and 
others

conceptual/theoretical

17 Dowling 2017 UK conceptual/theoretical Hand 
search18 Caré et al. 2020 UK, Australia empirical (mixed-method

grounded theory with survey

19 Fraser et al. 2020 UK empirical (case study)

20 Fox et al. 2022 UK empirical (case study)

21 Economy et al. 2023 UK empirical (qualitative content analysis)
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System-level aspects
Beyond individual projects, SIBs may also have spillover 
effects and system-level implications. These may fos-
ter policy change, provided that a SIB manages to move 
beyond a trial state and scale up to have system-level 
implications.

Evidence-based policymaking  SIBs may reinforce the 
use of evidence in policymaking by directing funding to 
interventions with demonstrated cost-effectiveness and 
strengthening local data collection. Fraser et al. (2020) list 
two theoretical advantages related to evidence-based pol-
icymaking and compare them to actual practice [32]. The 
first is that SIBs support programmes that have already 
been tested and found to be successful. However, the real-
ity is that SIBs are used to fund both proven and unproven 
interventions; the latter either because of the commis-
sioner’s confidence or commitment to experimentation 
[32]. In addition, theory states that SIBs improve local data 
collection to promote evidence-based practice, which is 
supported by empirical evidence [28, 32].

Enhanced accountability  By requiring regular evalua-
tion, SIBs may increase transparency and accountability 
of service providers [21]. According to Stoesz, a theoreti-
cal advantage is that the collection and use of more data 
increases the transparency and accountability of SIB-
funded programmes [32, 34]. Introducing regulation into 
the measurement of outcomes and developing new data 
and performance benchmarks for social programmes may 
increase effectiveness [29]. However, issues were raised 
by both Interviewee1 and Interviewee4, who questioned 
the positive impact of more data when there is a lack of 
transparency about the cost-effectiveness of programmes.

Collaboration  Scholars suggest SIBs facilitate collabora-
tion across government agencies, nonprofits, and private 
sector actors [19]. However, this was not explicitly high-
lighted by interviewees.

Potential disadvantages of SIBs
Most theoretical advantages of SIBs also have important 
limitations, in some cases even amounting to disadvan-
tages. The same way as for advantages, we summarize 
these on project outcome, financial and system level.

Outcome-related aspects
Gaming and perverse incentives  Several authors warn 
that outcome-based payments may create perverse incen-
tives for “cream skimming,” gaming, or focusing on easily 
measurable outcomes at the expense of broader impacts 
[32, 35–38]. These may hinder equity through an exclu-
sion of vulnerable populations or an increase in territorial 
inequalities, as investors and often also commissioners 

are interested in demonstrating the effectiveness of the 
instrument through selecting target groups where the 
chances of success are higher [31]. Furthermore, gaming 
may include the service provider manipulating the results 
of the intervention or misreporting them [38]. Several 
studies highlight the potential of gaming [36, 37] and its 
negative effects, which may include weakening the valid-
ity of data [32], however, no empirical cases of gaming 
were identified.

Challenges in impact measurement  Some researchers 
argue that more learning from the service provision and 
better outcomes could be achieved if impact measure-
ment is not limited to quantitative outcomes and more 
qualitative evidence is used in the evaluation of social 
impact bonds [30, 32]. They argue that over-emphasizing 
quantitative outcomes reduces the potential for learning 
and innovation and provides a good breeding ground for 
creaming [32]. However, according to Interviewee3, some 
of the distortion in impact measurement is mitigated by 
qualitative observations in the UK.

Financial aspects
High transaction costs  Designing and implementing 
SIBs is resource-intensive, involving complex contracting, 
intermediaries, evaluation, and legal support [19, 29, 39]. 
Interviewees questioned whether such costs outweighed 
the benefits, particularly when proven interventions could 
be publicly financed directly, according to Maier in Fra-
ser’s study [32, 40].

‘’And the question then becomes why do you need to 
ask the private sector to provide that upfront invest-
ment. […] if you knew that you were going to get the 
return then you don’t need to be paying private sec-
tor investors because you’ve achieved a saving in the 
public purse and all you need is a way of liberating 
money upfront which is what most of these schemes 
do in order to finance a saving which is later down 
the track” (Interview 5).

Wrong-pocket problem  A recurrent issue is misaligned 
incentives, whereby one government body funds the 
intervention but savings accrue to another sector or level 
of government, complicating budgetary accountability 
[17]. SIBs often do not take into account increased costs in 
other areas and focus on specific areas of cost avoidance, 
leading to a misjudgment of the overall cost-effectiveness 
of an intervention [41]. Several interviewees highlighted 
this as a practical barrier to implementation.
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System-level aspects
Political vulnerability  Political support is necessary for 
the establishment of SIBs, but an increased level of politi-
cal attention, both at local and higher levels, may jeop-
ardize the continuity of the intervention when there are 
changes in public administration [29]. Concerns range 
from governments’ biasing impact measurement if there 
is a lack of transparency on the cost-effectiveness of the 
programme, to the implementation or continuation of 
projects being subject to decisions by subsequent politi-
cal administrations (Interviewee1; Interviewee4). How-
ever, the lack of transparency also means that cost-benefit 
analyses cannot be carried out properly due to a lack of 
data. Finally, from the interviews it seems that the imple-
mentation and continuation of SIB-funded interventions 
depend on the decisions of potentially-biased and chang-
ing political administrations. This may mean that high-
level evaluation and decisions about the future of the 
instrument are highly political and that SIBs are not as 
cost-effective as hoped [29].

Scale-up difficulties  Expanding successful pilots 
remains challenging, as small providers often lack capac-
ity for large-scale delivery. According to Interviewee2, 
there are two different alternatives: one is that the govern-
ment takes over the management of the SIB-funded pro-
gramme, and the other option is that the scale-up happens 
more organically and remains funded by social investors. 
In this case, however, scale-up depends on the richness 
of the ecosystem of social organizations, as Interviewee5 
explains. One solution to the scale-up barrier is to pro-

mote approaches that aim to build capacity, which is seen 
as more feasible than relying solely on the original social 
enterprise to grow - as noted by Interviewee6. These strat-
egies could include forming a larger consortium, involving 
more actors in service delivery, franchising the SIB model 
or training additional organizations. However, there is 
some evidence in the UK (a more-mature SIB ecosystem) 
that the SIB funding contributed to the improved scale-
up of evidence-informed interventions in the National 
Health Service (NHS) in the UK (Hulse and Fraser 2024).

Table  3 below provides a summary of the advantages 
and disadvantages according to the three main aspects: 
outcome-related, financial system-level.

Building on the above, we situate SIBs within a typol-
ogy of investment adapted from [42]. Results are shown 
in Table 4.

Implications for policy and practice

 	• Social impact bonds are an innovative solution 
for fostering interaction and outcome-focused 
cooperation among different stakeholders, and can 
therefore create added value in prevention and 
health promotion.

 	• Although many potential drawbacks of SIBs can 
be found in the literature, empirical findings 
rather show an evolving and constantly developing 
instrument.

 	• While SIBs are not a system-level solution for the 
problem of underinvestment in prevention and 
health promotion, they offer good potential for better 
service value where outcomes and time frames can 
be relatively narrowly defined.

Discussion
Outcomes-based financing is increasingly relevant as 
scarce healthcare resources have to be used efficiently. 
Barış et al. [3] stress the importance of prioritizing 
impactful health services within budget limitations, 
establishing accountability frameworks, and promot-
ing transparency in public health financing. Within the 
Invest4Health project, we explored Smart Capacitating 
Investments for prevention and health promotion [42, 
43]. Our findings suggest that SIBs may provide a flexible 
financing instrument to convene stakeholders, test inno-
vation, and sustain long-term funding.

Still, evidence of SIB effectiveness in health preven-
tion remains scarce. Hulse et al. [44] found little empiri-
cal support for SIBs in addressing NCDs, citing conflicts 
of interest and limited transparency. Gustafsson-Wright 
and Osborne [45] questioned whether SIBs can address 
major public health problems such as obesity, while 
Ronicle et al. [46] observed that SIBs are better suited 
to narrowly-focused initiatives than to population-wide 

Table 3  Identified potential advantages and disadvantages of 
social impact bonds in health promotion and disease prevention

Potential advantages Potential 
disadvantages

Outcome-
related 
aspects

Flexibility in service provision Gaming and 
scheming

Endorse performance monitoring Difficulties with 
impact measuring

Promoting innovation in service 
delivery

Governments can test with innova-
tive interventions

Financial 
aspects

Financial stability for service 
providers

Risk of high trans-
actions cost

Cost saving for the government Wrong-pocket 
problem

Transferring risks from government 
to private investors

System-level 
aspects

Favor evidence-based policymaking Highly politized 
sector

Enhance accountability of providers Scaleup 
difficulties

Encourage collaboration
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prevention. Challenges include defining target groups, 
measuring diffuse long-term outcomes, and attributing 
savings. Accordingly, SIBs may be most appropriate for 
tertiary prevention or targeted primary prevention pro-
grammes with measurable intermediate outcomes.

Expected cost savings, often central to initial SIB jus-
tification, rarely materialize. While models predict effi-
ciency gains from early intervention [29], both interviews 
and prior studies show that budget savings are limited or 
realized unevenly across levels of government [17]. High 
transaction costs further limit efficiency, as SIB design 
and implementation require substantial legal, evaluative, 
and contractual resources [19, 20].

Scaling up successful SIB programmes is another chal-
lenge. Regional conditions—such as availability of private 
philanthropic or near-commercial capital, robust civil 
society, and political support—shape feasibility, explain-
ing why most SIBs originate in the UK and US. Even 
where ecosystems are favourable, political turnover can 
jeopardize continuity [29].

While the above substantial challenges exist, the SIB 
ecosystem is also a dynamically evolving space, with 
more recent empirical findings pointing towards increas-
ingly careful preparation, managing risks and enhancing 
system-level benefits such as evidence-based policymak-
ing and accountability risk. This phenomenon of time 
inconsistency may explain why interviewees, who are 
closer to the latest developments of the sector, tended to 
be – although not always – more optimistic about SIBs 
than what can be found in the literature, which, due to 
publication time lags, often addresses the challenges of 
earlier SIB examples. Some interviewees working directly 
on the creation of SIBs may also be positively biased 
towards them; however, we believe that the inclusion of 
critical researchers in our sample effectively mitigated 
this bias.

Outcome funds may mitigate multiple barriers by 
pooling projects, spreading risk, and attracting larger 
investors. Globally, 21 outcome funds exist, with new ini-
tiatives in the UK and Australia, including the AUD 100 
million Commonwealth Outcomes Fund [47, 48].

A limitation of this study is the scarcity of literature 
on SIBs for preventative healthcare, which weakens the 
robustness of our conclusions. Furthermore, our litera-
ture review has methodological limitations that might 
affect its comprehensiveness, including:

 	• Only one major database (PubMed) was searched.
 	• Screening was not double-reviewed.
 	• No formal quality appraisal of included studies was 

conducted.
 	• Inclusion and exclusion criteria, while described, are 

not operationalized in a way that enables replication.

Table 4  SIBs within the typology of investment models adapted 
from Rutten - van Mölken et al. [42]
Domains Most relevant 

sub-domains
Conclusions regarding SIBs

Scope The project’s 
target groups, 
maturity, and time 
frame

Projects with clearly defined and 
identifiable target groups and 
limited time frame (outcomes real-
ized in 2–5 years) are best suitable 
for SIBs. Outcomes realised in the 
distant future, or influenced by 
many contextual factors, discour-
age private investors, while a very 
immediate connection between the 
intervention and its outcomes sug-
gests that the intervention could 
also be performed by the public 
sector. In terms of project maturity, 
SIBs constitute a useful tool for 
experimentation, but interventions 
should already have at least a basic 
level of evidence base.

Partnership Types of different 
partners involved, 
and their roles

The role of outcome evaluation is 
of particular importance here. While 
the involvement of an external 
evaluator usually comes at extra 
transaction costs, it contributes to 
the increase of outcomes focus 
throughout the system and also 
helps mitigate the risk of gaming.

Investment 
contract and 
outcomes

Size of the 
contract, level of 
return, degree to 
which the level of 
return is tied to 
the outcomes

Ideally, the return of SIBs is fully tied 
to the outcomes, either in a pass-
or-fail or an incremental model, 
with special attention for excluding 
the opportunities for cream skim-
ming and other types of gaming 
(e.g., clear rules for the inclusion of 
everyone in the target group into 
the service). Here again, there is a 
trade-off between a full reflection of 
actual outcomes (a theoretical com-
plete contract) on the one hand, 
and transaction costs on the other.

Risk profile Expected financial 
and outcomes risk

SIBs reach their objectives if 
substantial risk is transferred from 
the commissioner to the investor, 
which implies a strong link between 
outcomes and payments, and out-
comes that are non-trivial to attain, 
otherwise, the benefits of the model 
do not manifest. On the other hand, 
an excessively high level of risk may 
discourage investors.

Feasibility Model complexity 
and competences 
required

SIBs constitute a complex instru-
ment that needs time and resources 
to develop. Therefore, only project 
owners with sufficient knowledge 
and resources and should embark 
on them.

Scalability Transferability, 
repeatability and 
scalability

SIBs really realise their objectives if 
the interventions under experi-
mentation can be transferred to 
other places or scaled to regional or 
national level afterwards.



Page 10 of 11Plankó et al. BMC Public Health         (2026) 26:1329 

 	• Study selection flow is summarized narratively but 
not structured in a PRISMA-style format.

The small number of interviews within the Invest4Health 
project also limits generalizability, though their geo-
graphical diversity is a strength. Triangulation of pub-
lished, grey, and expert evidence helps mitigate these 
limitations.

Further research is needed to provide empirical evi-
dence about the financial and social outcomes of individ-
ual SIBs, as well as their system-level implications once 
scaled up to regional or national level. This could support 
a better understanding of where and in what cases the 
theoretical critiques of the literature still hold merit in 
practice, and what are the cases where development and 
fine-tuning could effectively address them. 

Conclusion
SIBs represent an investment and finance model that is 
still new in the area of health promotion and disease pre-
vention. According to our findings, they may offer flex-
ibility and innovation in service provision, which is much 
needed in solving complex problems. However, SIBs also 
face potential challenges, for instance high transaction 
costs, uncertain financial savings, political vulnerability, 
and limited scalability. They are not sufficient in them-
selves for resolving the problem of under-investment in 
public health, and their objective is not to negate the need 
of public resource reallocation. Another problem is that 
public health interventions, especially in primary pre-
vention focusing on the general population, often have 
effects in the distant future, and they are also difficult 
to attribute to a single and measurable cause. However, 
in cases where outcomes can be defined in a narrower 
sense, e.g., primary prevention focusing on at-risk sub-
populations, or tertiary prevention, our conclusion is that 
they may bring additional added value through flexibil-
ity, transparency, outcome focus and multi-stakeholder 
cooperation.
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