INNOVATIVE FINANCING FOR
PREVENTION

FROM HEALTHCARE COSTS TO HEALTH GAIN

DRAFTED BY:
Ruben Koekoek, Lucas Voesten,
Jeantine van der Feest en Linda Kokke

IN COLLABORATION WITH:

DECEMBER 2025

SOCIAL
. FINANCE
NL



PHOTO ON THE FRONT COVER BY:
EVELIEN HOGERS

TABLE OF CONTENTS

3 Preface
4 Management summary

8 Chapter1l Introduction
8 Reportoutline

9 Chapter2 Prevention is essential
AUTHORS: 9 2.1-Whatisthe problem?
SOCIAL FINANCE NL 10 2.2-Why |nv‘est|.ng in prever.1t|on pa_ys off
12 2.3 - Preventioninvestment in practice
RUBEN KOEKOEK 13 2.4 - Why prevention is not yet self-evident
LUCAS VOESTEN

JEANTINE VAN DER FEEST 15 Chapter 3 Lack of investment incentives:
LINDA KOKKE how do we make prevention profitable?

16 Case  Gesundes Kinzigtal - Germany
18 Case  Stevig Staan - the Netherlands
20 Case  Children’s Welfare Social Impact Bond - Finland

23 Chapter4 Fragmentation and pillarisation:
how do we work as one system?

24 Case  Nuka System of Care - Alaska
26 Case GelijkGezond - the Netherlands
28 Case Kaiser Permanente - United States

CONTACT DETAILS: 31 Chapter5 Limited prevention infrastructure:
SOCIAL FINANCE NL how do we embed prevention sustainably?

MAURITSKADE 64
1092 AD AMSTERDAM 32 Case Icelandic Prevention Model - Iceland

INFO@SOCFIN.NL 34 Case Life Chances Fu'nd - United Kingdom .
36 Case Early Intervention Investment Framework - Australia

40 Chapter 6 Towards a sustainable prevention system

45 Bibliography

DESIGN BY:
FRANSJE SOPHIE REINBERGEN



http://

PREFACE

Every year, Social Finance NL publishes a report on our own initiative about a topic it considers
important. This year is the first time we choose a specific domain: health care. Few areas show as
much energy and ambition to organise and finance differently. Every day, organisations approach
Social Finance NL with ideas or a desire to contribute in a positive way. The urgency is clear. If
we want to keep good care accessible and affordable for everyone, we need to collaborate and
finance more effectively.

Inthe Netherlands, long standing structures and vested interests make it difficult to place a stronger
emphasis on prevention. In that sense it is almost reassuring that we did not find a single country
where the financing system is fully aligned with prevention and health promotion. Even so, we did
encounter innovative and effective examples abroad that put prevention at the very heart of the
health care system.

This report highlights pioneers who dare to work and finance differently and who achieve
remarkable results. At the same time, many initiatives, bothin this report and in Social Finance NLUs
day-to-day practice, struggle to grow beyond the pilot stage. That is not because their initiators
lack creativity or entrepreneurship. It is because of the current systemitself: a financing approach
that rewards treatment, rather than encouraging health or preventing illness.

So how do we make sure prevention initiatives can thrive because of the financing system, rather
than despite it? This is the central question of this report.

We did not write this report on our own. We are grateful to all interviewees for generously
sharing their knowledge, insights, and experiences. The advisory panel of field experts was equally
essential. We also want to thank Rabobank and Invest NL for their network, expertise, and financial
support. Without them, this report would not have been possible.

This report is not a ready-made blueprint for the perfect way to organise healthcare financing.
What it does show is that by organising and financing more intelligently, prevention can gain
more room and resources to make society healthier. By putting these
cases in the spotlight, we hope to inspire health care professionals,
financiers, and policymakers to help shape new ways of
financing prevention, in service of a healthy, vital, and future

proof society.

Social Finance NL is happy to play its part in this.

Bernard ter Haar

Chair, Social Finance NL




MANAGEMENT SUMMARY

PREVENTION IS ESSENTIAL

Ageing, staff shortages, and lifestyle-related diseases
are driving health care costs up to as much as €200 bil-
lion by 2050. The shortage of health care workers could
grow to well over 250,000. Quality and accessibility are
increasingly coming under pressure.

Prevention can reverse this trend. By preventing health
problems or postponing them, the demand for care
decreases and well-being improves. Yet prevention
remains structurally underfunded. Only 5% of health
care spending goes to prevention.

Even though there is no debate about the necessity of
prevention, large-scale investment in prevention is not
getting off the ground. A key reason is the financing
system. Current financing mainly rewards health care
production rather than health gains, and the benefits of
prevention often accrue to other parties or only in the
long term. As a result, it does not pay off for individual
organisations to invest in prevention over the long term.

PREVENTION MUST BE FINANCED STRUCTURALLY

This report explores how innovative financing models in the Netherlands and abroad can
help ensure that preventionis no longer dependent on temporary subsidies but is secured

as a structural investment in health.

Each case study highlights a key question:

HOW DO WE MAKE PREVENTION PROFITABLE?

HOW DO WE WORK AS ONE SYSTEM?

HOW DO WE EMBED PREVENTION SUSTAINABLY?

The examples show that structural change becomes
possible once three conditions come together:

Collaboration across
domains is organised
structurally.

Stimulating health is made
financially attractive.

There is a fixed
infrastructure to measure,
learn, and reinvest.
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EXAMPLES SHOW THAT FINANCING CAN BE MORE EFFECTIVE

In GERMANY we see how care
providers and health insurers
together are financially responsible
for the health of 70,000 residents.
Through a single regional budget
and a shared-savings model, sav-
ings are reinvested in prevention.
The number of hospital admissions
fell by 20%, while health care costs
decreased structurally. Health liter-
ally became profitable.

The DUTCH Health Impact Bond
Stevig Staan shows that private
up-front financing can accelerate
public investment. Investors paid
in advance for a fall-prevention
programme for elderly; municipali-
ties and health insurers only repaid
once results were proven. Falls inci-
dents had dropped by 67% halfway
through the programme and more
than €1 million in health care costs
was saved.

The FINNISH Lapset-SIB shows
that outcomes-based financing can
also work at scale. Five municipali-
ties jointly finance preventive youth
care via one fund. Private investors
bear the risk, while municipalities
only pay once demonstrable results
are achieved. In this way, prevention
becomes ashared investment rather
than a cost item.

In ALASKA, Alaska Native commu-
nities quite literally took health care
into their own hands. Through the
Nuka System of Care, they manage
the health care budget themselves,
with fixed teams around families and
long-term relationships between
residents and care providers. The
result: 44% fewer emergency visits,
43% fewer hospital admissions, and
98% satisfaction.

In THE NETHERLANDS, Gelijk-
Gezond shows that health gains
also start with social factors such
as income, housing, and debt.
They see the health gap widening.
Municipalities, insurers, and investors
work together to support residents in
an integrated way, using “doorbijters”
(persistent support navigators) who
navigate across domains and rules to
secure the right support for residents.
By working across domains, the bar-
riers between health care and social
care disappear.

The AMERICAN Kaiser Permanente
combines insurance, hospital care,
and medical teams within one organ-
isation. Because care delivery and
financing sit with the same party, it
pays to prevent illness. The results
are impressive: 33% fewer prema-
ture deaths from heart disease and
20% fewer from cancer.

ICELAND shows that preven-
tion works when it is structurally
embedded in policy and budgeting.
Through a national programme,
municipalities collect annual data on
young people, use it to adjust policy,
and invest in meaningful leisure
activities. Alcohol use among 15- and
16-year-olds, for example, fell from
42% to 5%.

In the UNITED KINGDOM, the Life
Chances Fund provides national
co-financing for local preven-
tion projects based on results.
Municipalities receive an additional
government  contribution  once
they achieve demonstrable social
outcomes. In this way, risks are
shared, knowledge is standardised,
and successful projects are scaled

up.

The AUSTRALIAN state of Victoria
goes a step further. There, preven-
tion is embedded in the budg-
eting system itself. Through the
Early  Intervention Investment
Framework, a portion of achieved
savings is credited back to the
department that invested. This
creates a structural incentive to act
early and finance proven interven-
tions over multiple years. p



RECOMMENDATIONS

The transition from care to health does not require more
projects, but new rules of the game.

REGIONAL PREVENTION FUNDS

Pool resources from municipalities, health insurers,
and employers into a regional fund.

This enables parties to invest jointly in what works
locally and to reinvest realised benefits into new
prevention.

( I Breaks fragmentation and strengthens
local ownership.

CONCLUSION

The Netherlands already has the
NATIONAL PREVENTION knowledge, data, and initiatives

OUTCOMES FUND to strengthen prevention. What is

Create a national fund that co-finances successful missing are rules of the game that
initiatives once impact has been proven. reward health, make collaboration
possible, and guarantee continuity.

The fund acts as a catalyst between municipalities,
health insurers, and investors, and ensures
national standards for measurement and
evaluation.

Once healthis seen as the outcome
we pay for, the boundary between
prevention and outcomes-based
financing disappears. Prevention
then becomes not a cost item, but
an investment that leads to longer
healthy life years, lower health
care expenditure, and a stronger

A HEALTH ACT AS A society.
STATUTORY COMPASS
The pioneers in this report show

Legally anchor national health goals, that it can be done. The next
multi-year prevention budgets and

shared responsibility

L’ Makes prevention structurally financeable
and scalable.

step is to implement the recom-
mendations above so that the
Netherlands moves towards a
prevention system that invests
structurally in health. enm

( Provides continuity, direction, and shared
accountability for health.




INTRODUCTION

This report focuses on several pioneers who are using
new forms of financing to strengthen prevention. We
describe these initiatives, the lessons they offer, and
how their approach caninspire policy and practice in the
Netherlands. Based on these insights, we conclude with
three concrete recommendations.

The report opens with the importance of prevention, fol-
lowed by an analysis of the main bottlenecks that hinder
investment in prevention in the Netherlands (Chapter
2). These bottlenecks are then explored in more depth:
lack of investment incentives (H3), fragmentation across
domains (Chapter 4), and lack of prevention infrastruc-
ture (Chapter 5).

Each chapter includes practical examples showing how
these barriers can be overcome. For instance, we see
how in Germany care providers and health insurers are
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jointly financially responsible for a regional budget, how
in Alaska residents are co-owners of their care system,
and how in Australia prevention has secured a fixed
place in the government budget. Each chapter ends with
alessonfor the Netherlands. The final chapter translates
these lessons into three concrete recommendations for
financing sustainable prevention in the Netherlands.

While writing this report, we noticed that almost all par-
ties within the health care system share the same ambi-
tion: making a healthy society possible. Yet it proves
difficult to make the structural shift from treating iliness
to investing in health. With this report we show that
structural prevention is possible when financing, organ-
isation, and accountability are designed differently. In
doing so, we aim to help public and private parties make
the transition from treating illness to investing in health.



OUTCOMES-BASED FINANCING, HEALTH IMPACT BONDS

AND SOCIAL IMPACT BONDS

This report discusses different forms of out-
comes-based financing. We use the following
terms:

OUTCOME BASED FINANCING refers to fund-
ing that is explicitly tied to the results achieved
by an activity. The central focus is the change
delivered for the target group, rather than the
mere implementation of programmes. This
approach incentivises not only efficiency but,
above all, effectiveness. The party that pays for
the outcome (the outcome payer, such as a gov-
ernment body or insurer) makes payments only
after pre-agreed targets have been demonstra-
bly met. These results are assessed by an inde-
pendent evaluator. If the targets are achieved,
investors are repaid, potentially with a return.
If the intended effects do not materialise,
investors bear part or all of the loss. In this way,
financial risk is temporarily shifted to investors,
creating space for preventive or innovative
initiatives.

is signed between government, service
providers and investor(s). The government
agrees to pay a return to the investors if
predefined social results are met.

1 To tackle the social challenge, a contract

Based on the contract
the investors make their
investment.

INTERMEDIARY

INVESTOR(S)

The service provider
receives the necessary
working capital to realise

the predefined social
results.

The service provider
implements the
intervention. An

independent evaluator
measures to what extent the
predefined outcomes have
been achieved.

One of the best known forms of outcome based
financing is the SOCIAL IMPACT BOND (SIB). In
aSIB, private capital is used to address social chal-
lenges. Governments or other outcome payers
repay investors only when the agreed social out-
comes have been achieved, as verified by an inde-
pendent party. As with outcome based financing
more broadly, investors are repaid with possible
returns if the goals are met, while they absorb
losses if outcomes fall short. This structure trans-
fers upfront risk away from the public sector and
enables experimentation with preventive or inno-
vative solutions.

A HEALTH IMPACT BOND (HIB) applies this
principle to health goals. External investors
fund preventive health measures, such as pre-
venting illness or fall incidents. If the interven-
tion is successful, the investor receives a pay-
ment, typically from the government or a health
insurer, based on demonstrably achieved health
outcomes, such as fewer falls, improved health
or reduced demand for care, and the resulting
savings in healthcare costs.

OUTCOME PAYER

¥

EVALUATION
OF RESULTS

Based on the extent to
5 which the predefined

outcomes are met, the

government pays the

investors through the
intermediary.

G)
k il

SERVICE
PROVIDER

TARGET
POPULATION
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PREVENTION IS ESSENTIAL

The Dutch health care system is facing enormous
challenges. Demographic developments, an unhealthy
lifestyle and living environment, staff shortages, and
rising health care costs are making the current model
increasingly unsustainable.

Sickness absence in the health care sector is structurally
high; prolonged absence in particular is increasing. In
addition, one in five health care professionals is consid-
ering leaving the sector within a year.! According to the
most recent labour-market forecasts for the health care
sector, the shortage of care workers will rise to around
265,600 by 2034. That is a fourfold increase compared
with 2025.2 Health care costs will also continue to rise
sharply. The RIVM expects that care spending in 2050
will exceed €200 billion3, an increase of more than 76%
compared with health care expenditure in 2024, when
€113,5 billion was spent.#

Health care expenditure 1990-2050

Euros (x billion)
220 7

200 4
180 4
160 4
140 4
120 4
100 4
80 1
60
40 1

20 1

0

Waiting lists are growing, and both the quality and acces-
sibility of care are coming under increasing pressure.’
In addition, the health gap is widening: differences in
health between population groups based on factors such
as education, income, occupational status, and migration
background.®

Without far-reaching changes, the system threatens to
stall. Inshort: something needs to change now to prevent
our health care system from becoming unmanageable.
Prevention should therefore not be a side issue, but a
necessary pillar of a sustainable health care system. The
following paragraph explores why.

Future —

1990 2000 2010

Health care
expenditure

demographics

Figure 1: forecast of health care expenditure up to 2050 (RIVM, 2024)

Projection based on

2020 2030 2040 2050

. Projection based on
demographics and other developments
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2.2 WHY INVESTING IN PREVENTION PAYS OFF

Prevention includes all measures aimed at preventing
diseases and health problems, detecting them early, or
preventing them from worsening. The goal of preven-
tion is for people to stay healthy for as long as possible,
by promoting and protecting their health. Prevention
comes in many forms: from individual lifestyle interven-
tions to broad societal measures that make living envi-
ronments healthier.

In this report, we define prevention as part of the health
care domain, with an emphasis on interventions that
help prevent, postpone, or reduce disease and the use of
care. At the same time, we explicitly view prevention in

WHAT IS PREVENTION?

relation to the social domain, because factors such as liv-
ing environment, income, and youth policy are decisive
for both health and the effectiveness of preventive care.
Interventions outside health care that directly affect
health are also considered part of prevention.

This broad approach makes it clear that prevention
cannot be separated from the way care and social sup-
port are organised. It is an indispensable link in the shift
from illness and care towards health and resilience.
Prevention can create social value.

Prevention includes all measures that help prevent health problems, detect them early, or limit deterioration. The RIVM

distinguishes four levels of prevention:

Universal prevention: Targets the entire population and
aims to promote health and prevent disease, for example
through vaccination programmes or campaigns about a
healthy lifestyle.

Selective prevention: Targets risk groups who have an
increased chance of health problems, such as people with
overweight or a low income.

Indicated prevention: Targets individuals who show early
symptoms or risk factors, to prevent these from develop-
ing into disease.

Care-related prevention (also called disease
prevention): Aims to prevent complications, relapse,
or further deterioration in people who already have an
existing condition.

m I

Target group of
prevention

Type of prevention Financed by

The government

Collective
prevention

Indicated

Individual
prevention

The government

Health insurer or
municipality

Health insurer or
municipality

Source: RIVM



PREVENTION CAN STRUCTURALLY
REDUCE DEMAND FOR CARE

By preventing disease, postponing it, or easing it,
prevention can reduce demand for care, narrow health
inequalities, and increase well-being. Prevention is
therefore essential for easing pressure on the health
care system. The causes of that pressure are broader
than just ageing and staff shortages. Prevention forms
a crucial part of the solution, especially for chronic dis-
eases that are linked to lifestyle and health inequalities.
An important share of the health gains that prevention
can deliver leads to fewer chronic conditions, a better
quality of life, and, in the long run, lower health care
costs.”

Health is the outcome of an interplay of factors: not
only medical care and lifestyle, but also social cir-
cumstances and the living environment affect health.
Prevention can strengthen this interplay by support-
ing and maintaining health, instead of intervening only
once someone becomes ill. In the Netherlands, 20% of
the total disease burden attributable to lifestyle and
the living environment. Together this concerns a com-
bination of smoking, unhealthy diet, excessive alcohol
consumption, and too little physical activity.® Precisely
in these lifestyle-related risks lies the greatest poten-
tial for health gains.

PREVENTION REDUCES CHRONIC
DISEASES AND LIFESTYLE-RELATED
PREMATURE MORTALITY

Various studies show that lifestyle interventions can
reduce the risk of diabetes by 2%, heart disease by
2%, and cancer by 2% over ten years. These diseases
are among the so-called non-communicable diseases
(NCDs), which together are responsible for over 80% of
the disease burden in Europe. These include cardiovas-
cular disease, diabetes, cancer, and chronic lung condi-
tions, which are among the main causes of avoidable,
premature death. Because these diseases are strongly
influenced by lifestyle and the living environment,
there is a large prevention potential here. It is esti-
mated that around 60% of annual deaths in Europe are
preventable through lifestyle interventions, including
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quitting smoking, healthier eating, and sufficient phys-
ical activity. 40% is preventable through timely and
high-quality care. ®

Effective preventive interventions that target healthy
nutrition, adequate exercise, and smoking prevention
can reduce the incidence of these conditions and thus
lower future care demand. In doing so, it is important
not to focus solely on individual responsibility for the
problems, but also to look at the design of the living
environment and the unhealthy choices it enables.

The broader perspective on health is increasingly find-
ing its way into practice. An inspiring example is found
in Zuid-Limburg, where Het Beweeghuis (‘movement
house’) shows how health gains can be strengthened
through medical interventions and lifestyle support
in the same place. Het Beweeghuis offers people with
(early) symptoms first an intensive exercise- and life-
style pathway, tailored to their specific condition.
Support from general practitioners is embedded in the
process. The participant is discouraged from making a
medical choice too quickly in favour of, for example, a
new knee. In this regional collaboration between hos-
pitals, orthopaedists, GPs, exercise coaches, sports
associations, and municipalities, health has become a
structural part of the entire care pathway. The results
speak for themselves: after completing the pathway,
participants need lower-level care less often; they
return sooner to work or daily activities. For every-
one invested euro, the programme yields four euros,
largely because of fewer operations, lower health care
costs, and fewer sickness-absence days.!

PREVENTION CAN DELIVER SAVINGS
IN HEALTH CARE COSTS

Numerous studies in the areas of nutrition, ageing, and
public-healthinterventions showthat preventive meas-
ures reduce the number of new cases of chronic condi-
tions and thereby lower future health care costs.” p



PREVENTION INCREASES WELL-
BEING AND REDUCES INEQUALITIES

Prevention is not only about preventing illness, but

also about strengthening well-being, self-reliance, and
quality of life. People in lower socio-economic groups
benefit most from investments in healthy living envi-
ronments, basic security, and participation. Prevention
is therefore also a strategy for equality.

PREVENTION DELIVERS BROAD
SOCIAL BENEFITS

The benefits of prevention extend beyond health care
alone. Healthier people participate more often in the
labour market, experience greater well-being, and make
less use of social services. The gains from prevention
therefore also accrue to employers and businesses in the
form of lower sickness absence, less work disability, and
longer sustainable employability of workers.

Together these insights sketch a clear future vision: a
society in which investing in health is as self-evident as
investing in education or infrastructure. A system that
does not wait until people become ill but protects health
as a collective good.

Such a system is not only better prepared for tomor-
row’s challenges but also contributes to a healthier soci-
ety. This vision is widely shared, yet in practice we see
that large-scale change is not easy to realise. The follo-
wing paragraphs illustrate this.

2.3 PREVENTION INVESTMENT IN PRACTICE

The importance and urgency of prevention are now
widely recognised in policy. Both the Integrated Care
Agreement’  (IZA, 2022) and the Healthy and Active
Living Agreement® (GALA, 2023) emphasise that pre-
vention plays a crucial role in keeping care affordable
and accessible. The IZA explicitly calls for strengthening
preventive health policy through collaboration between
the medical and social domains. GALA builds on this and
translates this ambition to the local level: municipalities,
insurers, and the Ministry of Health, Welfare and Sport
(VWS) have agreed to work together on a broad, integra-
ted prevention approach, to reduce health inequalities
and make healthy choices easier.

The content of GALA aligns well with the municipal vision
on prevention. Yet the current financing structure ham-
pers sustainable implementation. The GALA and IZA
funds, totalling around €2,8 billion, are primarily intended
as transformation resources to set a shift in motion
towards a more prevention-oriented health care system.
Through transformation plans, regions are mapping what
is needed to make the transition to a sustainable sys-
tem. In practice, however, the follow-up step has often
remained underexposed. Many plans focus on implemen-
ting initiatives within the scope of these funds, and less on
structurally embedding outcomes-based financing after
2026.

Because the GALA and IZA funds are temporary (2023-
2026), municipalities may struggle to secure results. The
Association of Dutch Municipalities (VNG) expects that
only alimited share of the funds, about €195 million, will
remain structurally available after 2026.12 Municipalities
indicate that this project-based financing structurally
undermines prevention efforts.

The Council for Public Health & Society (RVS) states
that structural embedding of prevention is necessary
to ensure the transformation is sustainable after the
subsidy period. This could be achieved, for example, by
embedding prevention in regular financing systems or
through joint governance by, for instance, municipalities
and health insurers.

Investments in preventive health measures lag behind
those in curative care.’™ In 2024, a total of €113,5 billion
was spent on health care; only €6,165 billion of this went
to prevention.™ That means just one in twenty euros in
Dutch health care in 2024 was spent on prevention.

To understand why despite broad support prevention
has not yet become a self-evident part of our health care
system, we need to look at the main bottlenecks that
stand in the way.

i A healthcare agreement between governments and healthcare stakeholders that focuses on transforming the healthcare chain.
ii An agreement between various governments and healthcare stakeholders that focuses on supporting municipalities to promote prevention

and health for all residents..



Despite broad societal consensus on the importance
of prevention, structural investment in preventive
solutions remains difficult. There are three key bottle-
necks that hinder effective, integrated, and sustainable

B

LACK OF INVESTMENT
INCENTIVES

A persistent bottleneck in prevention policy is the lack of
effective incentives to invest in it. Preventive measures
require investments now, while the benefits often only
become visible years later and frequently accrue outside
the financial domain. ' Think, for example, of a munic-
ipality that invests in health promotion, while health
insurers ultimately benefit from lower health care costs.

Not every social effect necessarily needs to be com-
pensated through a financial incentive. Different layers
of government and societal actors each have their own
responsibility for public health. The problem, however,
is that these responsibilities do not align well, making
joint investments in health gains difficult to realise. This
so-called wrong pocket mechanism discourages collab-
oration, hampers innovation, and explains part of the
underinvestment in prevention, especially when budg-
ets are under pressure.

At the same time, it is important to recognise that this
principle occurs more broadly in health care. In curative
care, too, others may benefit from societal returns, such
as employers who profit financially when an employee
recovers and can return to work. The difference is that
preventive care involves a different set of trade-offs
than curative care. Curative interventions are accepted
as long as they are medically necessary, whereas pre-
vention requires a much more complex decision-making
framework, with financial interests of multiple parties,
political preferences, and various laws and budgets that
must be taken into account.
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investment in prevention: 1) a lack of investment incen-
tives, 2) fragmentation and siloing, and 3) limited infra-
structure for scaling up and embedding prevention.

Prevention touches on a wide range of domains such as
health care, social welfare, education, and employment,
and also falls under the responsibility of multiple layers
of government. As a result, there is no single clear party
that holds final responsibility for the coherence and
implementation of prevention policy. Each domain works
with its own funding structures, data sources, and policy
frameworks, which hampers integrated approaches.”

Existing laws and regulations in health care are primar-
ily aimed at curing and caring for people with an existing
care need. Structural embedding of prevention is largely
missing. Even where preventive approaches demonstra-
bly work, a clear framework for wider implementation
is often lacking. There are no consistent agreements on
what exactly we measure, how we assess results, and
how we subsequently finance them. Governance arrange-
ments are also often temporary, and there is no clear way
to reinvest achieved savings into prevention. Without
such fixed ground rules, scaling up becomes complicated
and costly. This leads to separate projects that end after a
certain period, whereas a sustainable approach requires
clear measurements, stable agreements, and broad sup-
port.



14

Lack of investment
incentives

Insufficient financial
incentives to invest in
prevention, because
benefits materialise late
and are spread across

different parties

Fragmentation
and pillarisation
Lack of
coordination
between different
domains and layers

@ of governance.

Limited prevention
infrastructure
Absense of clear
frameworks and

mechanisms for scaling up
and embedding prevention
initiatives.

These barriers are not impossible to overcome. Under
the leadership of State Secretary Tielen, the Ministry
of Health, Welfare and Sport (VWS) is currently deve-
loping an investment model for prevention. It is doing so
by establishing guidelines for appropriate evidence for
prevention, creating an assessment framework, stream-
lining financial decision making, and improving access to
relevant data. '®

Atthe sametime, more and more initiatives from practice
show that things can be done differently, with new ways
of organising, measuring, and financing. In the following
chapters, we present examples from the Netherlands

and abroad that illustrate how financial and organisa-
tional incentives can be designed to promote health
gains, how collaboration across domain boundaries can
be strengthened, and how decision making and funding
can be organised at a larger scale. In this way, multiple
pathways emerge to structurally embed prevention in
the health care system.

The cases are intended as inspiring examples of what
is possible. Success depends strongly on the local con-
text. Not all elements can be transferred one to one to
the Netherlands, but they do show that alternatives are
possible.

“The number of good initiatives that, on paper, show a positive
business case turns out to be harder to realise in practice. In
addition, it is difficult to link financing to aspects that are classified
as ‘social added value, because the returns do not end up with the
one who invests.”

- MAARTEN FISCHER, PROGRAMME MANAGER, NOABER FOUNDATION
(CO-FINANCIER OF HET BEWEEGHUIS)
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LACK OF INVESTMENT INCENTIVES:

HOW DO WE MAKE PREVENTION
PROFITABLE?

FINANCING BASED ON IMPACT

Stakeholders often find investing in prevention unattractive.
The costs are immediate, while the benefits come later and do
not always accrue to the party that pays. At the same time, many
providers experience a tension: they want to invest in health and
well-being but are also steered by funding systems in which care
providers are rewarded based on volume. As a result, important
preventive approaches are difficult to scale up and remain tempo-
rary and vulnerable.

HOW DOES THIS BOTTLENECK WORK?

* Benefits fall elsewhere or later. The party investing does not see the
financial gain, or only much later. Without agreements on sharing the
benefits, investing remains unattractive.

® Short time horizons and no room for upfront investment. Year
to year budgeting makes it difficult to invest now and allow later
returns to flow back, or to prevent those returns from being lost.

* We pay for activities, not for results. Funding systems reward delivera-
bles: health gains and societal effects are barely rewarded. Measuring pre-
ventive results is also an obstacle. The effects of prevention are often only
visible over the long term and are hard to attribute to a single intervention
or actor. This limited evidence makes financing based on results complex.
Without reliable data on health effects and cost savings, it remains diffi-
cult to conclude outcome-based contracts.

The examples in this chapter show how innovative financing
forms can reverse these incentives. Whether through a regional
budget, an impact bond, or results-based payments, the

underlying idea is the same: financial gains are shared and health
gains are financially rewarded. This creates a different playing
field in which investing in prevention becomes worthwhile for all
parties involved.




CASE DESCRIPTION

In 2005, the Gesundes Kinzigtal ('Healthy Kinzigtal’)
model was launched in the southern German
Kinzigtal region. It is a regional integrated care
model in which health care providers and health
insurers are jointly financially responsible for
improving population health, optimising patient
experience, and lowering health care costs.

GERMANY

Like the Netherlands, Germany struggles with rising
health care costs and a fragmented system in which
financial incentives are tied to the production of care.
Prevention and collaboration are barely rewarded.
There is little incentive to invest jointly in health.

The German example of Kinzigtal shows how a sin-
gle shared regional budget and collective respon-
sibility can shift financial incentives and reward

Implementation and management of the regional
budget lie with Gesundes Kinzigtal GmbH, a part-
nership between the regional physicians’ network

collaboration.

LOCATION:
Kinzigtal, Southwest Germany

TARGET GROUP:

Around 70,000 residents, of whom 34,000 are
insured with AOK Baden Wiirttemberg and
LKK/V-SLfG Baden Wiirttemberg.

INITIATORS/ PARTNERS:

e Gesundes Kinzigtal GmbH (partly owned by
physicians’ network MQNK, 66.3%)

e OptiMedis AG (33.7%)

FINANCIERINGSVORM:

Financing model: Long term contract (minimum
10 years) based on population-based payments
and shared savings. €4 million in start-up capital
invested by the insurer.

WHY IT WORKS:

®m Regional budget with long running contracts
and a shared savings system;

®m Joint accountability of providers and
insurers;

em Transparent and independent data
management and predefined outcome
measurement.

and the organisation OptiMedis AG, which has
multi-year contracts with two regional insurers.
The programme connects health care providers,
insurers, municipalities, businesses, and schools.
Together, they work on health, prevention, and
participation. The approach focuses on integrated
care: all involved parties work toward one goal,
improving health in the region and organising care
more intelligently. They do this through shared
digital patient dossiers and joint management
structures. All insurers, for example, have access
to programmes aimed at prevention and quality
improvement, such as stop smoking support, phys-
iotherapy programmes, sports and nutrition ini-
tiatives for risk groups. Initially, the general prac-
titioner played a central role as a trusted point of
contact and supported patients in formulating
their health goals. Later, Gesundes Kinzigtal intro-
duced nurses and social workers as case manag-
ers, primarily for complex patients with multiple
conditions.

“Health insurers should be
rewarded for improving the
health of their population, not
for having a sicker population.”

- DR HELMUT HILDEBRANDT
CEO OPTIMEDIS DE




A REGIONAL BUDGET THAT
REWARDS COLLABORATION

At the heart of the model is a shared savings contract:
the annual health care expenditures in the region are
compared with a risk-adjusted, national benchmark.
If costs are lower, the savings are shared between the
providers and Gesundes Kinzigtal GmbH. Participating
providers benefit from the network’s positive results.
Part of the savings is reinvested by Gesundes Kinzigtal
GmbH into new preventive and innovative projects.

This incentive structure makes health economically
attractive. Doing fewer treatments becomes valua-
ble, because better health, not production, determines
returns.

With the start-up capital, a regional management and
data platform was built to support collaboration and
quality improvement. The model has proven to be con-
tinuously scalable and sustainable. At its core is shared
savings, underpinned by trust, transparency, and mul-
ti-year contracts.
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RESULTS AND IMPACT™

@ Fewer hospital admissions: 20% fewer hospital
Bl admissions compared to the control group.

Cost reduction: €6.8 million lower spending for
insurers in 2020. Over 2007 to 2020 this
cumulated to €66.7 million.
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Delayed need for long term care: Participants
reached the point of needing long term
nursing care on average three years later than
the control group.

More autonomy and trust: Participants report
greater control over their health and more trust
in the GP as care coordinator. 92.1% would
recommend the programme.

A

LESSON FOR THE NETHERLANDS

The Kinzigtal model shows that prevention pays off
when insurers and providers share responsibility for
health and manage one regional budget with a shared
savings mechanism. When investing in health improve-
ment leads to lower care costs, the savings are distrib-
uted among the parties involved. This creates a direct
incentive to invest in better health.




THE NETHERLANDS

Falling accidents are the largest cause of injury and
rising care dependency among older adults. The direct
health care costs amounted to €1.5 billionin 2024 and
are expected to rise to €5 billion by 2050%°. Although
research shows that training and exercise program-
mes can reduce these costs, there was still no struc-
tural financing in place in 2022. Municipalities were
often responsible for implementation, while insurers
benefited from lower care costs. As a result, no single
party had a clear financial incentive to invest.

The Health Impact Bond Stevig Staan (‘Standing
Strong’) shows how temporary coordination by pri-
vate investors can accelerate public investment in
prevention and reduce risk.

LOCATION:
North-Limburg (7 municipalities)

TARGET GROUP:
Community dwelling older adults (70+) with
increased fall risk

INITIATORS/ PARTNERS:

e Municipalities

e Healthinsurers (VGZ,CZ)

o VGZ-care office

e The care providers

e Investors (BNP Paribas, Rabobank, Bridges,

Invesdor)
e Social Finance NL
e Vilans

e VeiligheidNL

FINANCING MODEL:

Health Impact Bond, €2.8 million pre-financed
by private investors, repaid by municipalities and
health insurers based on demonstrated savings.

WHY IT WORKS:

om Private investors provide upfront financing;
repayment follows only after proven health
gains.

em Transparent measurement and shared
accountability between care providers,
municipalities, and insurers.

CASE DESCRIPTION

Atthe end of 2022, municipalities and health insur-
ers launched Stevig Staan, the first Dutch Health
Impact Bond (HIB) aimed at fall prevention. The
principle is simple but innovative: private investors
finance a prevention programme in advance, in this
case a fall prevention course.

Municipalities, insurers, and the care office repay
the investors only when pre-defined health goals
are demonstrably achieved, in this case a measur-
able reduction in the number of falls among older
adults. By temporarily placing financial risk with
the investors, space is created to organise fall
prevention on a scale. At the same time, this con-
struction requires sharper outcome measurement,
more transparency, and deeper collaboration
between parties that normally operate within their
own financing frameworks.

The HIB therefore makes a transition possible: it
is the first results-based financing arrangement
through which municipalities, insurers, and care
offices jointly invest in a prevention programme.
This means that costs and benefits are shared
across domains from the outset, creating a direct
breakthrough of the wrong pocket mechanism

“Everyone sees the value of
prevention, but no one feels
automatically responsible
for paying the bill. That is
why you need new financing
models.”

- MARLEEN JANSEN, RABOBANK




RESULTS AND IMPACT?
The results from Stevig Staan come from the first two
years of participation. A review of interim figures (2023

to 2025) shows:

1,825 older adults participated in the fall
prevention course.

Among participants, 617 falls were prevented,
areduction of 66.6%.

Lifestyle changes: 61% became more physically
active or did exercises more often.

Health care savings: €1.1 million.

Average rapport score: 8.3.

G x F =

The HIB also served as a catalyst. It is a temporary
instrument to structurally embed a proven interven-
tionin the prevention landscape. The programme is now
being expanded: Step Inis runningin 2023 and is contin-
uing with additional funding for fall prevention. Within
the Healthy and Active Living Agreement (GALA), the
HIB also opened the door to structural prevention fund-
ing for municipalities and insurers. The HIB essentially
bridges what was missing: it helps overcome the invest-
ment gap, demonstrates the added value of prevention,
and clears a path toward regular financing.

LESSON FOR THE NETHERLANDS
Stevig Staan shows that a Health Impact Bond can
remove investment barriers in prevention. By pre-fi-
nancing through private investors and repaying based
on results, prevention becomes scalable and coopera-
tion between parties with separate budgets is strength-
ened. The HIB functions as a temporary lever toward
structural funding: a tool that moves the system from
one off private pre-financing to a durable public frame-
work for prevention.
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FINLAND

In Finland, child welfare services used to respond only
once situations had already escalated. This led to high
costs due to intensive forms of youth protection and
foster care. Preventive support was fragmented and
dependent on temporary subsidies.

Municipalities wanted to invest in early escalation
prevention and family support but lacked financial
room and certainty. The Finnish Lapset SIB shows
how results-based payments and shared responsibil-
ity can make early support structurally available.

LOCATION:
Five Finnish municipalities: Helsinki,
Hameenlinna, Kemdnsaari, Lohja, Vantaa

TARGET GROUP:

Children, young people, and families at
increased risk of out of home placement or
psychosocial problems.

INITIATORS/PARTNERS:

e Sitra (innovation fund)

e FIM (fund manager)

e Central Union for Child Welfare
e SOS Children’'s Village

e |ceheart

FINANCING MODEL:

Social Impact Bond with a 12-year term. Risk
is shared across five municipalities; payment
is made based on realised outcomes and cost
reductions.

WHY IT WORKS:

ol Economies of scale through one contract
for multiple municipalities, with shared
responsibility.

ol |ndependent monitoring and national
coordination.

CASE DESCRIPTION

In 2019, the public innovation fund Sitra launched
the Children’s Welfare Social Impact Bond (Lapset
SIB).

Within a national framework, municipalities could
participate in a joint fund. Private investors pre-fi-
nanced preventive services, municipalities repaid
only when measurable results were achieved, such
as fewer out of home placements, less school drop-
out, or reduced need for specialised care.

Sitra brought together parties such as asset man-
ager FIM, the Central Union for Child Welfare
(LSKL), and the participating municipalities to
develop a standardised legal framework. Shared
responsibility is reflected in how risks, decision
making, and evaluation are organised:
® Municipalities pay only when results are
proven and remain responsible for local
implementation.
Private investors provide upfront financing and
carry the financial risk and return.
Sitra acts as a system player, co invests, and
ensures knowledge sharing, transparency, and
central coordination.
The Finnish Institute for Health and Welfare
(THL) provides independent monitoring using
uniform indicators.

This setup created a shared learning and financing
model. Municipalities could share risks, learn from
each other through data on progress and effects,
and benefit from proven preventive gains.

The Lapset SIB not only brought funding together,
but also administrative continuity and shared
ownership of outcomes. Sitra introduced the
instrument in Finland to make public money more
effective and results-oriented, not as a temporary
funding fix but as a lever for systemic change. By
linking payments to societal effects, a culture shift
emerged from production driven to impact driven
work.
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“We worked under one shared umbrella and one
fund; within that framework each municipality
could choose its own approach.”

— MIKA PYYKKO,
FORMER PROJECT DIRECTOR IMPACT INVESTING, SITRA

RESULTS AND IMPACT?*
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600 children and vyoung people received
intensive, tailored preventive support.

Well-being and family resilience improved, and
families experienced less psychosocial distress.

€8.5 million invested, of which about
€4 million has been paid out as rewards for
proven effects. Municipalities finance this from
realised savings.

Quantitative data (care use, well-being) is still
only partly public. Qualitative feedback shows
that families feel better supported and that help
is deployed earlier.

LESSON FOR THE NETHERLANDS

The Lapset SIB shows that paying for results instead of
activities can work, and that a national framework for
results-based financing makes collaboration structural.

By combining central coordination with room for local
tailoring, and by tying financing to proven effects and
shared accountability between public and private par-
ties, prevention becomes a viable joint investment
rather than a cost item. This creates a direct incentive
to intervene early and to invest together in durable
improvements in health and well-being.



This chapter shows that the structural undervaluation of prevention in health systems is partly rooted in

misguided financial incentives and an unequal distribution of benefits and burdens. These mechanisms
reinforce one another and make investment in prevention structurally unattractive. Despite evidence

that prevention delivers health gains and cost reductions for society, it does not always pay

for individual organisations to contribute. As a result, effective interventions remain

fragmented and vulnerable.

The case studies show that things can be done differently.

Germany’s Kinzigtal addressed the problem

that benefits materialise elsewhere or only later
by making care providers and health insurers jointly finan-
cially responsible for the health of the regional population.
Thanks to a multi-year regional budget and a shared-savings
mechanism, savings are shared and reinvested in prevention.
This shifts funding away from paying for activities towards
rewarding health outcomes

The Dutch Health Impact Bond Stevig Staan

broke through, among other things, the prob-
lem that up-front investments in prevention are difficult to
organise and that benefits often accrue to others. By allow-
ing private investors to carry the risk temporarily, space was
created to invest in falls prevention at scale without munic-
ipalities or insurers needing certainty about outcomes in
advance. Payment followed only when results were proven
- that s, fewer falls and lower care costs. In this way, a shift is
achieved from paying for actions to rewarding impact.

The Finnish Lapset-SIB brings together all

three bottlenecks described in this chapter.
Municipalities wanted to invest in early detection and fam-
ily support, but the benefits would arise elsewhere or only
in the long term, and there was no room for up-front invest-
ment within municipal budgets. By having private investors
cover the start-up costs and only paying once measurable
results were demonstrated, the structure of financial incen-
tives changed fundamentally. The system no longer rewards
activities, but societal outcomes.

These examples show that prevention will only
take root sustainably when investing in health
also pays financially. That requires not only new
incentives through innovative financing models,
but also clear frameworks for collaboration,
transparency, and the reinvestment of achieved
gains.

Outcomes-based financing and  preven-
tive financing are closely related. Where
outcomes-based financing rewards health
outcomes after the fact, preventive financing
makes those outcomes possible by creating
room up front for collaboration, measurement,
and investment in the foundations. The case
studies show that forms of outcomes-based
financing are only viable if results can also be
measured reliably and unambiguously. In many
prevention programmes, the evidence base is
still limited or fragmented, making it difficult
to attribute effects to a single intervention or
party. Structural data collection, jointly agreed
success indicators, and independent evaluation
are therefore crucial conditions for applying this
approach on a larger scale. Preventive financing
is needed to strengthen the measurement base
that outcomes-based financing requires and
to accelerate the transition. Once health itself
becomes the outcome on which payment is
based, the two converge.
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FRAGMENTATION AND PILLARISATION:

HOW DO WE WORK AS ONE SYSTEM?

FINANCING COLLABORATION

In many healthcare systems, centralised remote governance, parallel funding
streams, and separate service desks create fragmentation. Healthcare providers
operate alongside each other with their own contracts and indicators, causing
coherence and joint governance to be lost. Budgets and contracts are spread
across different laws, such as the Health Insurance Act (Zvw), the Long-term Care
Act (WIz), the Social Support Act (Wmo), the Youth Act and the Public Health
Act (Wpg), and are accounted for separately. As a result, it is difficult to invest
in initiatives that connect domains, even though precisely those investments are
needed to strengthen both health and trust.

Prevention requires collaboration across domains, but in practice there is a lack
of shared rules, performance agreements, and a decision-making structure.

HOW DOES THIS BOTTLENECK WORK?

° Separated responsibilities and governance. Policy domains and admin-
istrative levels each have their own goals, legislation, and budgets.
There is no central governance over health, because no single party is
ultimately responsible for the whole.

¢ Closed financing structures. The Zvw, Wiz, Wmo, Youth Act and Wpg
each have separate funding titles and accountability frameworks. Joint
investments in health rarely fit within these structures, making it difficult
to pool resources and causing collaboration to stall.

¢ Lack of shared governance and joint reinvestment. In many regions,
care providers, municipalities and health insurers still work with separate
budgets and decision-making processes. As a result, there is no shared
financial structure to pool resources, reinvest benefits, and guide preven-
tion at the regional level. Without shared governance, integrated plans
remain dependent on temporary programmes and incidental funding.

The examples in this chapter show that it is possible to break down the silos between
domains. By placing ownership and decision-making closer to residents, connecting

healthcare and the social domain through joint pathways, and developing regional
funds in which parties co-invest in health.




ALASKA

CASE DESCRIPTION

In Alaska, Southcentral Foundation (SCF), fully
governed by the Alaska Native communities, chose
a radical transformation. Under the Indian Self-
Determination Act, the federal government awards
multi-year contracts to SCF, giving residents true
ownership over their care system. These con-
tracts give SCF authority over a single locally man-
aged, pooled budget covering both traditional and
Western care. With one unified budget, fixed fam-
ily-centred care teams gained the freedom to do
what works locally, without navigating fragmented

Originally, the federal government organised health-
care in Alaska in a bureaucratic, fragmented, top-
down manner, resulting in high costs, poor health
outcomes, and little connection to the local commu-
nity. Residents felt unseen, prevention was nearly
absent, and care aligned poorly with their needs and
culture. This led to low trust and low satisfaction.

The Nuka System of Care demonstrates that local
ownership, pooled resources, and long-term rela-
tionships lead to better health outcomes and greater

trust in the system.

LOCATION:
Alaska, US

TARGET GROUP:
Alaska Native community

INITIATORS:
Southcentral Foundation (entirely
community-owned)

FINANCING MODEL:

Structural contracts with public and private
health insurers; local redistribution within a
single budget.

WHY IT WORKS:

om Ownership and co-design by the local Alaska
Native community.

®m |ntegrated regional budget for health and
well-being.

om Fixed multidisciplinary teams with long-
term relationships with residents.

funds and protocols.

CARE IN THE HANDS OF THE
COMMUNITY

This created the Nuka System of Care, an inte-
grated model that prevents fragmentation: local
teams jointly decide on resources and care.
Traditional and Western care are funded from one
shared budget. Every family has one dedicated
care team using shared information and goals,
eliminating unnecessary handovers and separate
service desks.

Residents are no longer “patients” but customer
-owners: active co-owners of their health. Stable
relationships foster shared decision-making and
cultural safety, enabling providers to respond
to residents’ context, values, and preferences.
Continuous feedback through community coun-
cils keeps priorities rooted in the community.
Accessibility is essential, with same-day appoint-
ments whenever possible.

According to SCF, long-term, trust-based rela-
tionships are the key to behavioural change and
improved health outcomes.

Nuka is funded by a mix of public and private
sources, largely through fixed budgets. About
half from the Indian Health Service; the rest from
Medicaid, Medicare, and private insurers.

It is not a fully public system, but rather a soci-
etal model in which public and private resources
converge.




RESULTS AND IMPACT*
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Emergency department visits down 44% in the
four years after implementation (2000-2004).

Hospital admissions down 43% and outpatient
visits down 33% since 2000.

Average annual healthcare costs per resident
reduced to $3,500-$4,500, about half the U.S.
average.

90% of employees and 98% of customer-owners
report being satisfied with the Nuka system.
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LESSON FOR THE NETHERLANDS

The Nuka System of Care shows that relationship-based
care, local ownership, and an integrated regional budget
can lead to better health outcomes and lower costs
because care aligns with the community’s values and
needs.

Real transformation occurs when both ownership and
financial resources are placed in the hands of the region
itself. This requires shifting from central governance to
regional budgets or health funds, in which municipali-
ties, insurers, and residents jointly decide and invest in
what works locally.

“We measure success by the
strength of relationships, not by the
number of clinical tasks performed”

—APRIL KYLE,
CEO OF SOUTHCENTRAL FOUNDATION




THE NETHERLANDS

CASE DESCRIPTION

GelijkGezond was launched in 2023 to reduce the
gap in healthy life expectancy between wealth-
ier and poorer populations through an integrated
approach linking healthcare and the social domain.
People on minimum incomes often face an accu-
mulation of challenges: poor health, debt, housing
issues and chronic stress.

Many residents with health problems also face debt,
stress or poor housing conditions. Because healthcare
and the social domain operate separately, these inter-
connected issues often remain unnoticed and under-
funded. GelijkGezond (‘Equally Healthy’) demonstrates
how integrated support and joint outcome-based
financing can break through this system barrier.

At the heart of the approach are the doorbijters
(persistent support navigators), personal guides
who help residents disentangle complex prob-
lems and regain control over their lives. They look

With over €5 million in transformation funds from
the National Integrated Care Agreement (IZA),
GelijkGezond can set up and scale this cross-domain

approach, including in Tilburg and Dordrecht.

LOCATION:
Netherlands (initially launched in Amersfoort)

TARGET GROUP:
People with a minimum income or in vulnerable
circumstances.

INITIATORS/PARTNERS:

e Impact investors and foundations (AHTI,
Noaber Foundation, Invest-NL, Rabo
Foundation, Buurtzorg Nederland, Instituut
GAK, VSB Fonds, Philips Foundation, Parsifal
BV, Council of Europe Development Bank
- CEB)

e Municipalities

e Healthinsurers (VGZ, DSW and other Dutch
health insurers)

e Independent evaluation by Ecorys.

FINANCING MODEL:

Outcome-based financing with upfront funding
from impact investors and IZA transformation
funds. Impact investors carry the initial financial
risk; municipalities and health insurers only pay
when results are proven.

WHY IT WORKS:

om |ntegrated support across domains (health-
care, social support, housing, income)

om Small teams with decision-making authority
and low thresholds

ol A |ocal, person-centred approach

across all life domains, healthcare, social support,
finances and housing, and remain involved for as
long as needed. Their work helps prevent crises
that would otherwise lead to expensive care or
emergency shelter. Examples include arranging a
house move for a woman with multiple sclerosis, or
securing a culturally appropriate interpreter for an
Eritrean family.

JOINT INVESTMENT IN BROAD
HEALTH GAINS

GelijkGezond’s financing consists of a mix of pri-
vate and public resources. Around €4 million in
impact capital is raised in the form of loans from
impact investors to enable implementation and
scaling. Additionally, €5.5 million in IZA trans-
formation funds is available: an initial portion
has been released to set up operations, while the
majority will be awarded in phases based on pre-
agreed KPIs.

The funding covers the costs of the “doorbijters”
and the required supporting infrastructure.
Municipalities and health insurers ultimately only
pay when lower societal costs are achieved. These
outcome payments are then used to repay the
investors’ loans, including interest.

Results are measured using quality-of-life ques-
tionnaires, cost scenario analyses and CBS
(Statistics Netherlands) data. Independent evalua-
tor Ecorys monitors whether the agreed indicators
are achieved and whether repayment is justified.




RESULTS AND IMPACT*

@ The programme is in its initial phase. In four
municipalities, the goal is to support 500
residents per municipality in phase one, scaling
up to 1,250 per municipality in phase two.

% First participants report increased control,
reduced stress and better alignment with
support services.

LESSON FOR THE NETHERLANDS

The GelijkGezond case shows that health outcomes
are strongly linked to social determinants such as debt,
housing and income. When these factors are integrated
into the approach and fragmentation between health-
care and the social domain disappears, health can signif-
icantly improve.

The initiators recommend integrating social living con-
ditions into preventive financing. Explicitly include
income, debt and housing in funding structures. Adjust
the Health Insurance Act (Zvw) and the Social Support
Act (Wmo) to allow shared funding streams for inte-
grated programmes with joint outcomes. This would
enable municipalities and health insurers to jointly pay
for results that generate both health and social benefits.

“Ideally, we will eventually
create a persistent-support
arrangement that allows us to
help residents who truly need
it,independent of regulations,
domains or laws.”

—JORIS VAN EIIJCK,
INITIATOR OF GELIIJKGEZOND
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UNITED STATES

“You need people who
believe in the mission of

In many health care systems, insurers and care pro-
viders are at odds: insurers focus on cost control, ° ° .
while providers are often paid per procedure. This the organlsatlon. to care
creates conflicting incentives that hinder early inter- for DEOple and keep them
vention and prevention. Kaiser Permanente removes ”

that tension by integrating insurance, hospitals, clin- healthy'
ics, and physician teams within one organisation,

under one mission and a single set of incentives: - DR DAVID CUTLER,

keeping people as healthy as possible.

LOCATION:
United States (8 regions; including California,
Washington State, and Colorado)

TARGET GROUP:
Approximately 12,6 million members

INITIATORS/PARTNERS:

Non-profit insurance and hospital organisation
working exclusively with regional physician
groups (the Permanente Medical Groups).

FINANCING MODEL:
Members pay a fixed prepaid premium; the same
organisation provides the care.

WHY IT WORKS:

Ol |nsurers and care providers operate as a
single organisation and share the same
goals.

om FEasy access to support.

em Health care and living environment are
interconnected.

HARVARD UNIVERSITY

CASE DESCRIPTION

Kaiser Permanente organises the entire care chain
as one integrated whole. It originated in the 1930s
as a health care system for labourers building the
Colorado River Aqueduct (and later in Henry J.
Kaiser's shipyards, from whom the organisation
takes its name). Because construction sites were
remote and fee-for-service care was unpredicta-
ble and expensive, workers paid a fixed amount per
person for comprehensive health care. This gave
doctors and hospitals stable financing, provided
workers with certainty, and created incentives to
prevent illnesses and accidents. In 1945, the inte-
grated model was opened to the general public and
has since expanded across multiple U.S. regions.

Because premium collection and care delivery sit
within the same organisation, goals are aligned and
early action and prevention become the norm. Care
teams work with a single shared digital record,
where risk groups are visible and reminders for
check-ups are automated. As a result, people don’t
get lost between service desks, and teams can dis-
tribute tasks and follow up without delays.




A COHESIVE WORKING METHOD
Kaiser Permanente’s approach is intentionally sim-
ple and replicable. For members with high blood
pressure for example, care teams follow standard-
ised treatment steps with frequent, short contact
moments, making early intervention easy. For frac-
ture prevention, high-risk individuals are proac-
tively identified, receive timely bone density scans
and appropriate treatment, and the team system-
atically checks whether the steps were taken. This
removes fragmentation between primary care,
hospitals, and aftercare.

The organisation also links clinical care to the
social environment. Through a national network
(Thrive Local), professionals can directly refer
members to support with housing, nutrition, and
transportation integrated into the medical record.
In addition, a dedicated housing fund invests in
affordable homes, recognising that housing sta-
bility improves health and prevents downstream
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RESULTS AND IMPACT?*
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Through annual at-home tests with active
outreach, colon cancer mortality dropped by
approximately 50% in Northern California.

Members have 33% lower premature mortality
from heart disease and 20% lower premature
mortality from cancer compared with non-
members in the same regions.

Shifting hip and knee injury recovery to at-home
rehabilitation reduced hospital stays and
saved an estimated $72 million since the start of
the programme.

$400 million invested through the Thriving
Communities Fund, aiming to create or preserve
30,000 affordable homes by 2030.

LESSON FOR THE NETHERLANDS

Aim for a single regional care-and-insurance budget.
Make this concrete with multi-year contracts in which
health insurers, hospitals, primary care and the social
domain jointly steer on predetermined outcomes, with
mandatory reinvestment of realised savings.

care needs. In this way, organisational and financial
barriers between health care and the social domain
are actively removed.




This chapter shows that it is possible to break down the barriers between domains. In various contexts,
parties succeed in sharing responsibility, decision-making and resources, enabling them to jointly
steer toward better health. The examples demonstrate that fragmentation is not an inevitable

fact of life and can therefore be changed.

The cases in this chapter illustrate what this can look like.

- In Alaska, healthcare
had long been shaped

by separated responsibilities and a
centrally governed system in which
the community’s voice was barely
heard. The Nuka System of Care
reversed this by placing ownership
of healthcare back into the hands
of residents themselves. By pool-
ing health and social care within
one integrated budget, the closed
financing structures disappeared,
creating space to set local prior-
ities. Family-centred teams with
long-term relationships and shared
goals restored trust and coherence
in the system. This also addressed
the bottleneck of lacking shared
governance: decision-making and
responsibility were reunited within
the community itself. Nuka shows
that regional authority and pooled
resources are key to coherent, sus-
tainable care.

In  the Netherlands,

GelijkGezond illus-
trates that shared governance is
also achievable even when statu-
tory domains remain formally sep-
arated. By enabling municipalities,
health insurers, philanthropies and
impact investors to jointly fund
integrated support for residents,
the initiative demonstrates that
health gains occur when social
determinants are included as part
of an integrated approach for peo-
ple facing multiple challenges.
Joint  outcome-based  financing
can ultimately serve as a practi-
cal pathway for opening up closed
financing structures and steering
toward broader health outcomes.

In the United States,

Kaiser Permanente
shows what happens when insur-
ance and healthcare delivery are
brought together in a single organi-
sation. Because premium collection
and care provision fall within the
same chain, the tension between
cost control and production dis-
appears, creating a single shared
objective: promoting health rather
than maximising volume. Care teams
work with one shared record, a sim-
ple and standardised workflow, and
direct links to support in the living
environment. The result is predict-
able follow-up, fewer handovers
between service desks, and room
to invest where health benefits are
greatest, from early treatment of
high blood pressure and fracture
prevention, to home recovery after
surgery and investments in housing
security. This case illustrates that
sustainable prevention becomes
achievable when responsibilities are
shared across domains.

Together, these cases make clear that fragmentation is not merely a tech-
nical or governance issue, but a matter of shared direction and trust. It is
possible for different domains to pursue a unified goal, provided there is a
place where decision-making, resources and responsibility come together.

Collectively, they show that prevention can only become sustainable when
financial silos disappear and a shared (regional) budget enables health insur-
ers, municipalities and other partners to jointly steer toward health rather
than care volume. (Regional) collaboration then becomes a permanent
feature of the healthcare system, rather than a temporary programme.
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LIMITED PREVENTION INFRASTRUCTURE:

HOW DO WE EMBED PREVENTION
SUSTAINABLY?

FINANCING FOR SCALING AND
EMBEDDING PREVENTION

Many pilots show that prevention is effective but scaling it up is far from self-evident.
In 2025, the responsible State Secretary stated that it remains difficult to link upfront
investments in prevention to later savings.2® For that reason, a prevention structure is
needed with clear agreements on measuring and funding, a standardised method that
enables multiple parties to co-invest, and long-term governance authority. Without a
solid system with clear standards, reliable measurements, appropriate funding mecha-
nisms and publicsupport, prevention cannot be easily scaled or structurally embedded.

Inthe Netherlands, the Ministry of Health, Welfare and Sport (VWS), together with the
RIVM, is developing an investment model and assessment framework for prevention.
This model aims to make both the societal and financial value of preventive measures
visible in advance, and to support decision-making.?” This contributes, just like the
examples in this chapter, to embedding preventive logic in the national budget.

HOW DOES THIS BOTTLENECK WORK?

* No shared measure of outcomes. There is a lack of indicators and
measurement protocols for prevention, making it difficult to compare
effects and slowing down decision-making.

* No fixed route for co-financing and reinvestment. Multiple parties
benefit from prevention, yet there is no straightforward mechanism to
pay jointly or to channel realised savings back into preventive efforts.

* Insufficient institutional embedding of prevention funding. Prevention
often remains temporary and project-based because funding, deci-
sion-making and budgeting are not structurally embedded in the sys-
tem. As a result, scaling and long-term anchoring fail to materialise.

Different countries break through these structural barriers in various ways; their
examples in this chapter illustrate how this can be done. Some systems opt for a
national infrastructure for measurement and continuous learning, others focus on

shared co-financing, or on budgeting mechanisms that recognise prevention as an
investment. Together they show that sustainable prevention requires structural fund-
ing, robust governance, and a legal framework that anchors health as a shared societal
responsibility.




ICELAND

Promotion of a healthy lifestyle often remains lim-
ited to stand-alone campaigns that mainly reach
groups with higher health literacy. The very people
who would benefit most are left out of sight, and
many initiatives disappear once the funding ends.
Without a national framework, lifestyle promotion
does not grow into a sustainable system.

Iceland demonstrates, through the Icelandic
Prevention Model, how structural public financing
and a national data cycle can make this possible.
Planet Youth is an external organisation that sup-
ports this approach and helps disseminate it to other
countries.

LOCATION:
Iceland

TARGET GROUP:
Young people aged 12-16

INITIATORS/PARTNERS:

e |celandic municipalities

e University of Iceland (data & monitoring)

o Planet Youth, exporting organisation of the
Icelandic Prevention Model

FINANCING MODEL:
Structural public funding via municipalities and
government

WHY IT WORKS:

em Structural public financing and an annual
data cycle with a strong evidence-based,
collective prevention approach.

em Active involvement of parents and schools.

em | ocal policy freedom within national
frameworks.

em Focus on alternatives to unhealthy behaviour.

“We don't tell children that
they’re not allowed to drink;
we simply make it easier to
choose something else.”

— PALL RIKHARDSSON, CEO PLANET YOUTH

CASE DESCRIPTION

InIceland, prevention is considered a public respon-
sibility. The national prevention programme, known
since the late 1990s as the Icelandic Prevention
Model, is jointly financed by the national govern-
ment and municipalities. The model is not a cen-
tral organisation but a way of working embedded
within municipal and national prevention units. It
focuses on reducing substance use among young
people by providing them with structural access to
leisure activities such as sports and culture. Such
leisure participation has been proven to be protec-
tive: young people who actively take part use signif-
icantly less alcohol and drugs. Parents make joint
agreements through local platforms, for example
on curfews and alcohol use, which helps establish
shared social norms that make healthy behaviour
the default.

At the heart of the model lies an annual, nationally
funded data cycle. Municipalities collect the same data
on lifestyle and well-being, use these insights to adjust
their policies, and anchor measures in their budgets.
This creates a learning system in which prevention is
not dependent on temporary grants or political shifts
but is a stable component of local policy.

Where many programmes primarily targetindividual
behaviour change, the Icelandic Prevention Model
aims to create healthy environments in which young
people naturally make different choices thanks to its
structural, collective and data-driven approach.

The model has now been implemented in more than
400 communities across 16 countries, supported
and disseminated internationally by the organi-
sation Planet Youth. In the Netherlands, the pro-
gramme is known as “Growing Up in a Nurturing
Environment”, launched with six municipalities
and now expanded to ten, including Ede, Goeree-
Overflakkee, Maastricht and Nijkerk.
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RESULTS AND IMPACT*

The results among 15-16 year olds are impressive.

50 1
Development of substance use among 10" grade students

451 . in Iceland (1998-2023)

40 1

351
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e Drunk in the past 30 days
251 e Smoke daily

20 1 = Lifetime cannabis use

percentage
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Years
Data: The Icelandic Centre for Social Research and Analysis, ICSRA/2023

Behaviour change among 15-/16-year-olds:
Only 9,3% were drunk at least once in the
past year; well below the European average
(27,4%) and the Dutch figure (32,5%)..

LESSON FOR THE NETHERLANDS
The Icelandic Prevention Model demonstrates
that sustainable prevention is achievable when
financing, measurement and implementation are
structurally connected. By using public funds to
support a permanent data cycle and local owner-
ship, dependence on temporary subsidies disap-
pears and continuous learning becomes part of
the system itself.

The Netherlands needs structural, long-
term financing for regional measurement
and learning infrastructures. These are
essential for scaling up and embedding
prevention. A Health Act could provide
a sustainable framework for this: with
statutory health goals, multi-year preven-
tion budgets and shared responsibility
between the national government and
municipalities. By defining health as a
collective societal task, a Health Act can
also help break down the siloed divide
between the health care system and the
social domain. In this way, health becomes
not just a policy intention but a structural
mandate for the entire system.




UNITED KINGDOM

Health Impact Bonds (HIBs) are often short-term and
project-based. Each agreement requires customised
contracts, indicators, and financing, leading to high
transaction costs, strong dependency on local budget
cycles, and limited scalability. Without a fixed route
for co-financing and reinvestment, outcome-based
prevention remains dependent on isolated pilots,
with little impact on long-term policy. The UK’s Life
Chances Fund (LCF) provides a national infrastruc-
ture that breaks through this impasse.

LOCATION:
United Kingdom

TARGET GROUP:

People with complex challenges such as long-
term unemployment, homelessness, debt, youth
care issues, and addiction.

INITIATORS/PARTNERS:
UK national government in collaboration with
local authorities.

FINANCING MODEL:

Outcome-based contracts with supplementary
public payments.

Total fund size: approx. £70 million

WHY IT WORKS:

om National co-financing reduces financial risk
for local governments

em Standardised contracts and independent
measurement

ol | earning and replication supported by a cen-
tral knowledge infrastructure

CASE DESCRIPTION

The LCFwasestablishedin2016bythe Department
for Digital, Culture, Media & Sport (DCMS) to help
local authorities set up outcome-based contracts
in areas such as health, employment, housing, and
education. Municipalities submit a project and,
once pre-defined outcomes are achieved, receive
a top-up payment: an additional national govern-
ment contribution on top of their local budget.

Municipalities typically remain the main payers,
with the LCF covering around 20% of outcome
payments on average. This co-financing lowers
financial risk and reduces the threshold for partic-
ipation. As a result, there is room for innovative,
higher-risk preventive interventions targeting per-
sistent issues such as long-term unemployment,
homelessness, debt, and addiction. Projects run

over multiple years and can be adapted as circum-
stances change.

A FIXED ROUTE FOR CO-FINANC-
ING AND SCALE-UP

The LCF provides a standardised approach with tem-
plate contracts, fixed indicators, independent meas-
urement, and practical support with procurement,
data collection, and outcome-based payments. This
reduces administrative burden, facilitates scale-up,
and ensures consistent accountability. Instead of one-
off pilots, the LCF creates a repeatable, scalable infra-
structure for outcome-oriented (preventive) projects.

The LCF differs from earlier, short-term impact bonds
by creating an overarching budget and infrastructure.
This allows multiple outcome contracts to be financed
and monitored simultaneously. Through the combi-
nation of top-up co-financing and standardisation, a
scaling mechanism emerged: local governments use
the same templates, indicators, and reporting formats,
making knowledge and methodologies transferable.
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“Local teams can try out preventive
measures that they would otherwise
not be able to fund or organise.”

- DR. ELEANOR CARTER,
COVERNMENT OUTCOMES LAB

RESULTS AND IMPACT?*

=

29  outcome-based  projects  supported,
including 10 in the category of health and
prevention.

More than 60,000 participants facing multiple
challenges reached.

5 projects helped people with mental health
vulnerabilities into regular employment: - 68%
received support - 55% found a job of at least
16 hours per week.

More than 50% of municipalities want long-term
contracts and pre-defined outcome indicators
to remainin place, indicating lasting adoption of
outcome-based working.

In July 2025, the UK Chancellor announced a
successor to the LCF: the £500 million Better
Futures Fund.

LESSON FOR THE NETHERLANDS

The Life Chances Fund shows that structural preventive
financing becomes possible when the national govern-
ment acts as co-financier and system steward. This cre-
ates space to launch innovative and higher-risk interven-
tions. A national outcome fund, in which the government
co-finances projects once outcomes are proven, enables
risk-sharing, knowledge pooling across national and local
levels, and scaling up of successful initiatives.

For the Netherlands, this could mean that the Ministry
of Health, Welfare and Sport (VWS), together with
municipalities and health insurers, develops a national
Prevention Fund that: co-finances projects when out-
comes are achieved, provides standard indicators and
contracts, organises independent measurement, secures
multi-year resources in the national budget This would
create a national infrastructure in which successful
interventions do not need to be reinvented each time
but can be easily applied in other regions using shared
frameworks and indicators. A Health Act could provide
the legal foundation by embedding goals, indicators, and
multi-year prevention budgets, and connecting local im-
plementation with national accountability.




AUSTRALIA

Preventive initiatives often generate significant
social value but rarely fit the logic of public finance.
Departments operate within their own budgets
and do not account for savings that occur in other
departments. As a result, prevention is difficult to
finance structurally.

In the Australian state of Victoria, government
expenditure was rising faster than revenue.
Prevention initiatives failed to take off because they
could not be embedded in the budget. The Early
Intervention Investment Framework (EIIF) shows
how prevention can secure a permanent place in
public budgeting.

LOCATION:
Victoria, Australia

TARGET GROUP:

Among others, people experiencing (or at risk of)
homelessness, youth care involvement, school
dropout, youth justice involvement, acute mental
health issues or chronic health problems.

INITIATOR:
Government of Victoria - Department of
Treasury and Finance

FINANCING MODEL:
Structural redistribution of prevention savings
between departments.

WHY IT WORKS:

®m Prevention is embedded in the budgeting
process with clear outcome indicators.

em Structural linkage of expenditures to soci-
etal benefits.

om Rejnvestment by departments in proven
interventions.

CASE DESCRIPTION

Like many governments, Victoria traditionally
worked with separate departmental budgets.
Preventive measures often produced savings in
domains other than where the initial investments
occurred. This made cross-departmental collab-
oration financially unattractive. The EIIF breaks
this pattern by allowing savings generated through
prevention to (partly) flow back to the department
that made the investment.

FROM ISOLATED SPENDING TO
AN INVESTMENT SYSTEM

The EIIF was developed by the Department of
Treasury and Finance to systematically integrate
preventive spending into the national budget. Each
ministry can submit proposals for interventions
that prevent future costs. For every proposal, out-
come indicators and estimates of avoidable costs
are established. The Department of Treasury and
Finance assesses these based on whether the
social return is sufficiently large, even when not
all benefits are financial. Non-financial benefits
are also considered, as long as the expected effect
on health and well-being is convincing. The minis-
try safeguards the methodology, monitoring and
annual reporting.

Once results become visible, they inform future
budget decisions and reinvestments. Successful
programmes are thus continued and scaled up. The
result is a budgeting mechanism that no longer
treats prevention as a temporary expense, but as a
structural investment with shared benefits. Proven
interventions follow a clear pathway toward struc-
tural financing. The EIIF makes future savings vis-
ible and shareable across policy domains, allow-
ing benefits to flow back to the department that
invests.




“For prevention programmes
that have been proven
effective, the Framework
provides a pathway for
scaling: with stronger
evidence, programmes can be
continued or expanded with
additional financing.”

- MATT DONOGHUE,
DIRECTOR EARLY INTERVENTION AND
REFORM VICTORIA

RESULTS AND IMPACT?*

C—QQ? In 2024 - 2025 Victoria funded 29 initiatives
worth AU$1.1 billion via the EIIF - all of which
are structurally supported.

Over the next 10 years, an estimated AU$655-
770 million in avoided costs due to reduced
demand for government services.

For the first time, departments are designing
budgets and policies across domains rather than
insilos.

LESSON FOR THE NETHERLANDS
Sustainable anchoring of prevention starts with the
budget. By treating preventive expenditures as invest-
ments and allowing part of the resulting benefits to
flow back, a structural incentive is created to act early
and promote health. Such a system makes it possible to
finance proven interventions on a multi-year basis and
ensures that prevention does not remain dependent on
isolated policy programmes.

The Netherlands could explore how to explicitly include
prevention as an investment category in the national
budget, with fixed calculation rules for avoided costs,
agreements on the redistribution of benefits, and a cen-
tral assessment of results.
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This chapter shows that successful prevention often falters in the transition from pilot to practice. As long
as financing remains project-based and budgets are not designed for joint investments, the infra-
structure needed to embed proven interventions sustainably is missing. Prevention requires

not only good ideas or effective programmes, but a system that enables learning,

measurement and financing on a structural basis.

In Iceland, the problem

of inconsistent meas-
urement and lack of continuous
learning was solved by introducing
a national data cycle. Young people
complete the same annual ques-
tionnaire on lifestyle and well-be-
ing, making trends and effects
visible at the local level. This also
addressed the barrier of insuf-
ficient structural financing: the
national government and munici-
palities each contribute to a dedi-
cated prevention budget, ensuring
that activities do not disappear
once a subsidy period ends. By link-
ing prevention to education, youth
policy and local planning, Iceland
also tackles the lack of institutional
anchoring. Planet Youth demon-
strates that prevention can be a
system, not a project: structural,
data-driven and collective.

In the United Kingdom,

prevention had long
been hindered by fragmented local
initiatives and a lack of pathways for
co-financing. The Life Chances Fund
addressed this by creating a single
national fund through which the
government co-finances local pro-
jects once they demonstrate societal
results. This reduced the financial
risk for municipalities and created
a clear route for scaling successful
interventions. By providing stand-
ardised contracts, fixed indicators
and independent measurement, it
also tackled the absence of shared
standards. Moreover, prevention
gained a place in the central budget
for the first time: the government
incorporated co-financing into its
multi-year budget cycle. This laid the
foundation for an institutional infra-
structure in which outcomes-based
financing could grow sustainably.

Inthe Australian state of

Victoria, the lack of insti-
tutional anchoring for prevention
was addressed directly within the
budgeting system itself. The Early
Intervention Investment Framework
makes it possible to register pre-
ventive investments as structural
expenditures that generate future
savings. This creates a clear pathway
for reinvestment: departments may
reinvest (part of) the benefits they
achieve back into prevention. At the
same time, the framework addresses
the lack of transparent measure-
ment by requiring each proposal to
be assessed in advance on societal
return and equipped with fixed indi-
cators. By explicitly embedding pre-
vention in the budget, it becomes a
fully fledged investment category
rather than a temporary policy
measure.

The international examples make clear that structural prevention
requires more than incidental funding or good intentions. There are dif-
ferent routes, but all aim to organise stability and shared responsibility.

For the Netherlands, it seems worthwhile to explore whether a legal
framework could support this: a Health Act that provides direction and
continuity.




HEALTH ACT

A HEALTH ACT is a statutory compass that
places health at the centre of policy and main-
tains direction across government terms. Such
an act aligns with international developments
in which health is increasingly being embedded
in legislation.

For example, Norway’s Public Health Act (2012)
requires municipalities to take health into
account across all policy domains—from hous-
ing to mobility.3' Municipalities must periodi-
cally (every four years) report onthe local health
status and their preventive measures and use
these as the basis for policy development.

Finland applies the Health in All Policies principle
as a mandatory, government-wide approach: all
ministries and relevant actors must consider
health impacts when developing and imple-
menting policy, following a whole-of-govern-
ment approach.32

In Wales, the Well-being of Future Generations
Act (2015) obliges public bodies, including
municipalities and the National Health Service
Wales, to act in the interest of current and
future generations, with explicit attention to
health and well-being. The law requires long-
term goal-setting, the creation of well-be-
ing plans, annual reporting and collaboration
across public institutions. An independent
Future Generations Commissioner has a statutory
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mandate to oversee compliance and to issue
binding advice and interventions.33

A Dutch Health Act would be an adaptation to
the national context. Although Article 22 of
the Constitution states that the government
must take measures to promote public health, it
does not specify concrete objectives or contain
binding provisions. The Netherlands has exist-
ing frameworks, but they are fragmented, lack
shared long-term goals and have no enforcea-
ble power, resulting in suboptimal alignment of
policy and resources.

A Health Act would establish long-term health
goals, anchor them legally and link them to a
fixed policy cycle: a multi-year plan, annual
progress reporting and an independent yearly
assessment of whether the country is on track.
It could also regulate financing through mul-
ti-year prevention budgets, a fixed route for
shared contributions and the possibility to rein-
vest savings where they yield the greatest ben-
efit. For major decisions in housing, education,
mobility and work, considering health impacts
would become mandatory, ensuring policies are
better aligned and mutually reinforcing. In this
way, the stable, transparent and learning pre-
vention infrastructure identified in this chap-
ter becomes possible, one that enables proven
interventions to be scaled and sustainably
embedded.
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TOWARDS A SUSTAINABLE
PREVENTION SYSTEM

The preceding chapters demonstrate that structural innovation in prevention
is possible. There are numerous successful examples of sustainable financing,
cross-domain collaboration and administrative embedding.

Yet the structural shift in the Netherlands has not materi-
alised. It is not a lack of knowledge or motivation, but the
design of the financing system that explains why change
remains out of reach. Financing still largely rewards the
production of care, responsibilities are often fragmented,
and successful initiatives may disappear once temporary
funding ends.

Three patterns sustain this situation: the absence of effec-
tive investment incentives, fragmented responsibilities,
and the lack of structural anchoring of financing. As long
as these rules of the game do not change, prevention will
remain dependent on isolated projects, good intentions
and temporary initiatives.

Thetaskis not to create more initiatives, but to change how
we work and finance. This can be done within the existing
health system, but it requires adjustments in behaviour

and financing mechanisms. Prevention must be viewed
as a structural public mandate, with clear goals, stable
resources and shared responsibility.

The three recommendations in this chapter are closely
interconnected and intervene from different angles in the
same systemic problems. Each of them addresses part of
the solution to the absence of investment incentives, the
fragmentation across domains and the lack of structural
anchoring of prevention. Regional funds break through
incentive and fragmentation barriers at the local level; a
national prevention outcomes fund strengthens incentives,
collaboration and scaling; and adapted financing mecha-
nisms ensure that initiatives can be structurally embedded.

Together, they do not form isolated measures but a coher-
ent framework that shifts the financial logic of our health
system from volume to health.

ESTABLISH REGIONAL
HEALTH FUNDS

Regions are where health, housing, work and educa-
tion come together. It is worthwhile to explore how
resources from the health and social domains can
be pooled into a single regional budget, with agree-
ments on reinvesting achieved savings. Regional
funds break through the barriers of fragmented
domains, responsibilities and siloed financing struc-
tures. Municipalities, health insurers and providers

Agreement and collaboration between
municipalities, health insurers, public health
services (GGDs) and care providers to pool
resources.

Legal exploration of how funds from different
laws can be combined within a single regional
entity or partnership.

WHAT IS
NEEDED?

pool resources from the Health Insurance Act
(Zvw), Long-term Care Act (WIz), Social Support Act
(Wmo), Youth Act and Public Health Act (Wpg). The
region reinvests realised savings into new preven-
tive programmes. By bundling financial and admin-
istrative responsibility, parties can jointly decide,
reinvest and maintain strategic direction.

A governance and accountability
model that legitimises joint steering
and reinvestment of savings.

A data infrastructure and monitoring
system that provides regional insight into
health outcomes, care use and costs.
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OUTCOMES FUND

Many promising preventive initiatives fail when it
comes to scaling. They demonstrate local impact but
lack a pathway to structural financing.

A national prevention outcomes fund can bridge
this gap. It is worth exploring how the national gov-
ernment could provide co-financing once initiatives
demonstrate measurable health outcomes or societal
benefits.

Such a fund can serve as a catalyst for collaboration
between municipalities, health insurers and inves-
tors. By sharing risks and rewarding outcomes instead
of activities, investing in prevention becomes more
attractive.

Collaboration between the Ministries of
Health, Welfare and Sport; Social Affairs
and Employment; and Finance to design a
co-financing system that rewards outcomes
(e.g., avoided health care costs or increased
healthy life years).

WHAT IS
NEEDED?

Clear agreements on definitions, indicators
and measurement methods for prevention
outcomes (standardisation). VWS is already
taking steps here with the National Institute for
Public Health and the Environment (RIVM) to
develop an investment model and assessment
framework for prevention.
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DEVELOP A NATIONAL PREVENTION

National agreements on standards for measurement,
monitoring and repayment make it possible to scale
local successes sustainably.

A National Prevention Outcomes Fund addresses the
lack of investment incentives and fragmentation, and
contributes to structurally embedding prevention in
the national financing architecture.

Ultimately, prevention financing and outcomes-based
financing will converge. A fund that pays for proven
results turns prevention from a temporary expense
into a structural investment in health. In this way,
the financial system itself becomes a driver of better
health outcomes.

Independent validation of results and
societal benefits.

Legal design: potentially a public-private
implementing body or an agency within
VWS.

Guarantees for transparency and
continuity of funding (a multi-year fund
with results-based allocations).
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ADAPT FINANCING MECHANISMS AND

BUDGETARY SYSTEMS

Without structural adjustments to budgeting logic,
prevention remains vulnerable.

It is worthwhile to explore how preventive expen-
ditures can be recognised as investments rather
than costs. Ministries, municipalities and imple-
menting agencies must have the ability to reinvest
achieved benefits into new preventive activities.
By designating prevention as a multi-year invest-
ment category, financial continuity and planning

Additionally, a Health Act could legally anchor
national health goals, multi-year prevention bud-
gets and joint monitoring, thereby strengthening
continuity in prevention policy and stimulating
cross-domain collaboration.

Adapting the funding system aligns public incen-
tives more closely with societal value and ensures
that prevention is structurally embedded in policy
and budgeting.

capacity increase.

WHAT IS
NEEDED?

Allowing subnational governments
(municipalities, provinces) to reinvest

A macro-level revision of the national budget
and the Ministry of Finance’s budget rules to
recognise prevention as an investment.

Legal anchoring of health in policy
(through, for example, a Health Act).

An interministerial coordination
mechanism so that domains do not
operate from separate silos.

benefits from, for example, reduced care use.

The three recommendations address the same under-
lying systemic problems but at different scales. Regional
funds strengthen collaboration and incentive structures
locally; a national prevention outcomes fund creates a
bridge for national scaling; adapted financing mecha-
nisms provide structural anchoring in policy and budge-
ting. Together, they form an integrated response to the
three core bottlenecks in prevention financing.

By placing health outcomes at the centre, we change not
only how we finance, but also what we achieve. When
resources are structurally tied to demonstrable health
outcomes, a direct incentive emerges to act earlier, col-
laborate better and invest in what truly works. This deli-
vers measurable benefits: lower care utilisation, more
healthy life years and greater societal participation. In
this way, the impact of prevention becomes visible, and
health itself becomes the structural return of our health
system.

The pioneers in this report show that it is possible and
already happening. From local partnerships to national
funds, they demonstrate that sustainable prevention
becomes achievable once the rules of the game evolve.

At present, many actors contribute to these initiatives
despite existing financing mechanisms. The recommen-
dations above help move towards a system where actors
contribute to prevention because of those mechanisms.
Only then can we improve and finance our health care
system at scale. When we reward prevention and invest-
ment in health, many more initiatives will emerge and
can be scaled. We hope this report, by highlighting pio-
neers and drawing lessons for the Netherlands, helps
make far more financing of effective prevention possible
in the future.

Let’s get to work!
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University Nijmegen, where she did research for the CBS and the Youthfund
for Sports & Culture.
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THE ROLE OF SOCIAL FINANCE NL IN INNOVATIVE

FINANCING FOR PREVENTION

Social Finance NL plays a leading role in
developing innovative financing models for
prevention and social impact. It brings public

and private stakeholders together to ena-
ble large scale initiatives, such as the Health
Impact Bond Stevig Staan. In doing so, Social
Finance NL acts as a connector between
policy, practice, and finance. Where traditi-
onal systems often focus on service volume

and compliance, Social Finance NL emphasi-
ses outcomes, social value, and continuous
learning.

Social Finance NL is a social enterprise that
captures lessons from each programme and
shares them with the wider field. It does so
through the Money Matters podcast, Impact
Talk, and an annual thematic report.
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