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Emphasis on Research

• The NHS has an increasingly strong focus on evidence-based 
medicine, supported by internationally respected clinical researchers 
with funding from the National Institute for Health Research, and the 
National Institute for Health and Clinical Excellence (NICE). Other 
countries admire NHS delivery of immunisation programmes. Our 
patient participation levels in cancer research are the highest in the 
world. 

Department of Health: Equity and Excellence: Liberating the NHS. London: Her Majesty's Government; 2010. 
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Enhancing research capacity: individual & partnership

category is present for a “non-participating” group of
professionals as all members of the speech and language
therapy profession are required to engage in research
related activity (Health and Care Professions Council
(HCPC) Standards of Proficiency; Standard 2b1: be able
to use research, reasoning and problem-solving skills to
determine appropriate actions; http://www.hcpc-uk.org/
assets/documents/10000529Standards_of_Proficiency_
SLTs.pdf). Being research conscious is therefore consid-
ered an essential level for HCPC-regulated professions
working within health and social care in the UK, where
individuals have an awareness of research in the work-
place and the skills to seek, critique and use evidence
already in the public domain as part of their daily prac-
tice. This expectation is evidenced in the widespread use
of evidence-based clinical guidelines [15] and that, dur-
ing 2010/11, 97% of Health Trusts in the UK were
engaged in portfolio (i.e. open competition) funded re-
search [16]. Furthermore, UK Care Quality Commission

regulations on suitability of staffing require a level of
knowledge, experience, qualifications and skills which
can only be achieved through a workforce being actively
engaged with the evidence base (http://www.cqc.org.uk/).
To promote inclusiveness, the model identifies co-workers
and users as falling within the research aware group
while recognizing that formal education proposals set
out in the model may not apply and/or would require
adaptation. The second level, research participative, is
where individuals are involved as a member of a re-
search team or project. Individuals here, often in the
context of their clinical team, play a key role in ensuring
that research is delivered. Roles such as signposting a
patient population for national research projects or gain-
ing consent from relevant prospective participants may
be involved here, along with more direct engagement in,
for example, carrying out novel complex interventions.
Individuals at this level may also be part of a team devel-
oping research ideas and projects in collaboration with
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Figure 1 Individual model for mapping professional development needs and research capacity used within the North of Tyne Speech
and Language Therapy Research Collaboration.
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to patients, was to effect a culture change, i.e. raising
the base level of research awareness and skills to a level
where staff felt ready and supported to take active
steps towards research participation and activity at an
appropriate time. Academics were motivated by the
advantages of strong links with clinical partners in
underpinning robust research outcomes that could be
readily embedded in practice. This would enable high
levels of clinical relevance to teaching and research pro-
grammes within the university and facilitate postgraduate
recruitment. Aligning these two cultures more closely
was recognized as perhaps the Collaboration’s greatest
challenge and, to date, greatest achievement [12]; under-
standing the underlying differences was important in ac-
commodating them.
Early identification of the proposed outcomes and im-

pact for practice of the collaborative activity is the final
overarching factor in the model. While recognizing that
some outcomes may be unexpected, these need to be
identified and planned for at the outset. These are dis-
cussed in more detail later.

Results and discussion
Principles of partnership working
With the practice-academic partnership, the drivers and
impacts, providing a scaffold to the model, each of the
six principles from Farmer and Weston’s model have
been incorporated within the framework. These are
expanded here and their application discussed in the

current professional context. In presenting the model,
the individual professional or clinical team is placed at
the centre (see Figure 2).

1. Whole system approach A “whole system”
approach, discussed by Farmer and Weston,
highlights the potential for professionals at different
stages of their career to enter the research process,
depending on service need, resource capacity,
motivation and career path. The model presented
here has incorporated this principle, supporting staff
at all levels, from new graduates to senior clinical
managers, to turn ideas into research projects, and
identifying suitable pathways through the research
process. Additionally, a unique focus of the activity
that has taken place in the North East of England has
been the systematic integration of final year students
from the Speech and Language Sciences programme
at Newcastle University, UK, to engage in activity
such as service audit, service evaluation and
literature reviews to underpin potential activity. With
evidence based practice already firmly bedded within
the academic curriculum [20], this work, which
forms part of the clinical curriculum each year, has
supported pilot studies, grant writing and the
emergence of clearer research questions for clinicians
in the early stages of forming their ideas. Students
have formed an integral part of the activity,
enhancing the learning and skill value of the
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Figure 2 Partnership model for research capacity building used within the North of Tyne Speech and Language Therapy Research
Collaboration.
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How COVID-19 has changed medical research funding 
• Multi-faceted approach

• Need for speed
• Benefits of long-term investments in medical research

• Vaccines
• Clinical trials

• National core studies

CoMix study supported by the call (Professor John Edmunds,
LSHTM). CoMix was designed as a social contact survey, col-
lecting data on epidemiologically relevant social interactions
from two panels of 2500 individuals. The data provided
direct insights into contact patterns in the community and
were used to estimate changes in the reproduction number
some weeks ahead of epidemiological data, enabling the
impact of non-pharmaceutical interventions to be inferred [5].

In addition to its speed, the calls we ran in February and
March, which supported 26 projects (a total of approximately
£25 million), had several unusual features [6]. The amount of
money that researchers could apply for was not specified;
we asked applicants simply to let us know how much
money they needed. The calls were open to small and large
companies, and NIHR funding for NHS Trusts was provided
across the whole of the UK. International collaborations were
encouraged, including with China. In the first round, appli-
cations ranged from under £50 000 to over £7 million, a
much larger spread than we would have anticipated. Another
feature, harking back to the Zika call, was that proposals had
to show how the research could make a valuable contribution
to the understanding, diagnosis, prevention and/or manage-
ment of the COVID-19 outbreak within 18 months; normally,
we would fund projects for 3–5 years. In addition, although
applications underwent independent peer review, as is our
normal practice, the final funding decision lay with Chris
Whitty, as CMO, thereby ensuring immediate policy linkage
to bodies such as NERVTAG.

Finally, data and tools/reagents generated under the call
had to be made widely available with immediate effect.
While this is true of all of the research we fund, the speed of
sharing could not be dictated by the normal publication process
and indeed preprint servers such as bioRxiv and medRxiv
really came into their own during the pandemic. In quoting
findings from preprints, scientists and journalists were careful
to add a caveat when work had yet to be peer-reviewed. For
a variety of reasons, some preprints never progress to publi-
cation and time will tell whether or not the conversion rate is
lower for COVID-19 preprints. A striking illustration of the
need to rely on preprints rather than waiting for peer-reviewed
publication is that the antihelminthic drug niclosamide was
being evaluated as a potential treatment a year before some
of the definitive supporting evidence [7] was published.

There were so many applications to consider at the 17
March meeting that we had to run three panels concurrently,
and by that date, people were starting to avoid travel.
Approximately one-third of the panelists participated remo-
tely and from March onwards all MRC panels met via
Zoom. The extraordinary response from our community in
agreeing to sit on the COVID panels at very short notice
was remarkable. In addition to being leaders in their research
fields, many had mounting clinical responsibilities and were
tackling the considerable logistical challenges of preparing
their hospitals and universities for the impending lockdown.
Jonathan Van Tam, the deputy CMO, briefed the panelists
and answered questions about how fast the disease was
spreading—the questions were as much personal curiosity
regarding the pandemic as about the funding priorities.
Travelling through the streets of central London that day
was an eerie and sad experience—the hand-written signs
on the doors of shops and restaurants were a harbinger of
the lockdown that began on 23 March.

4. Need for speed
We realized that although the two calls worked well the dis-
ease was moving fast and we had to establish a more agile
approach [8]. This resulted in a DHSC/UKRI rolling call
(figure 1), building on the first two calls and specifying
impact on an even more aggressive time frame: 12 months.
This rolling call, which received ca 650 applications in the
period it was open (end of March to end of June), and made
52 awards (total value approximately £46 million) had a
target interval from submission to decision of 10 days. This
placed considerable strain on our secretariat, which continued
to be led by JJ andMike Rogers, many of whomwere working
from home while managing caring responsibilities and
keeping on top of their other NIHR and MRC duties.

The rolling call engaged the entire research community.
There was representation on the panels, which met weekly,
from across England and the devolved nations, and the call
was able to respond to shifting priorities as the pandemic
evolved. The expert reviewers worked extremely hard and
enjoyed the camaraderie and opportunity to carry out work
of central importance to the UK and internationally, although
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Figure 1. Timeline of COVID-19 funding calls with MRC involvement. UK cases shown.
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Success of Vaccine Discovery

• …was built on the researchers’ experience of developing an adenovirus-based 
vaccine against the MERS coronavirus with support from the UK Vaccines 
Network... The MERS vaccine had already been tested in clinical trials and so was 
known to be safe and able to provoke efficient immune responses. The COVID-19 
vaccine work was supported by £2.6 million through the UKRI/NIHR rapid 
response grants in March, which provided funding to conduct pre-clinical 
investigations and a phase I/II trial, and scale up the vaccine to 1 million doses by 
summer 2020. 
• …an initial grant of approximately £2 million leveraged pharma investment 100-

fold 

Chinnery et al 2021 6



Time is running out for COVID-vaccine patent waivers 

• Two years into the pandemic, fewer than 15% of people in low-income countries 
have had at least one dose of a vaccine, whereas in some high-income countries, 
people are being offered fourth doses. 
• …companies … have little incentive to change their business model… Pfizer, … 

BioNTech, … distributed more than 3 billion mRNA vaccines, reported a net profit 
of almost US$22 billion for 2021 — more than double the amount for 2020.
• During the past two years, no company has been granted a compulsory licence to 

make a COVID-19 vaccine. 
• …applications were made for 417 COVID-19 vaccine-related patents between… 

2020 and… 2021. … it takes an average of 18 months between an application 
being filed with a patent office and the application being published. 

Identifying 
all of the 
intellectual 
property 
that goes 
into specific 
technologies 
cannot 
be done 
quickly.”

rules allow countries to override IP in an emergency such as 
a pandemic, so there should be no need for extra relief. But 
these rules, known as compulsory licensing, are not fit for a 
pandemic. During the past two years, no company has been 
granted a compulsory licence to make a COVID-19 vaccine. 

Representatives of the EU, India, South Africa and the 
United States have been meeting at the World Trade Organ-
ization (WTO) in Geneva, Switzerland, to try to resolve 
the impasse. Earlier this month, they announced that the 
compulsory-licensing process can be accelerated. Under 
existing compulsory-licensing rules, a separate applica-
tion has to be made for a waiver for each patent involved 
— and a single technology can involve dozens of patented 
processes. The group proposes that companies in low- 
and middle-income countries be allowed to make just one 
application per vaccine.

In February, Afrigen Biologics and Vaccines in Cape 
Town, South Africa, demonstrated that it has the techni-
cal ability to reproduce Moderna’s mRNA vaccine.  If the 
proposal agreed at the WTO is endorsed by all members, 
Afrigen could, in theory, make one application to the South 
African government for permission to make and sell the 
vaccines at scale.

But researchers and IP experts say that the latest pro-
posal still has a number of problems. First, pharmaceutical 
companies can seek to block compulsory-licence appli-
cations, which Pfizer is already doing. Second, the pro-
posal does not include access to forms of data that might 
be needed to make vaccines, but that are not covered in a 
patent. It also requires companies looking to reproduce a 
vaccine to draw up a list of all patents that must be waived 
— something that would take too long to be practical in a 
pandemic. Moreover, the EU does not have the backing 
of the United Kingdom and Switzerland, where several of 
the world’s biggest pharmaceutical companies are based.

Identifying all of the IP that goes into specific technol-
ogies cannot be done quickly. A preliminary analysis by 
the World Intellectual Property Organization shows that 
applications were made for 417 COVID-19 vaccine-related 
patents between the start of 2020 and the end of Septem-
ber 2021. The analysis is preliminary because it takes an 
average of 18 months between an application being filed 
with a patent office and the application being published. 
There are many more patents still to come.

A faster solution would be to allow vaccines to be repro-
duced, legally, without the need to wait for a complete list 
of patents as a condition to getting started. Such a docu-
ment could still be drawn up, but it should not be used to 
hold up vaccine development and manufacturing. 

Agreements necessarily need compromise, especially 
when they involve finding a consensus between the WTO’s 
164 member countries and maintaining the support of 
more than 100 NGOs. But there’s no benefit to a massive 
negotiation if the result is no extra COVID-19 drugs or vac-
cines. That’s why one compromise might be to focus on 
vaccine IP alone, rather than on all COVID-19 interventions. 
This could provide the best chance of saving lives, pro-
tecting economies, stopping the rise of new variants and, 
ultimately, curbing this devastating pandemic.

Time is running out 
for COVID-vaccine 
patent waivers
The European Union needs to go further  
and faster in embracing a temporary  
waiver on COVID-19 intellectual property. 

Should more countries be making their own 
coronavirus vaccines, drugs and testing kits? 
Yes, without a shadow of doubt, says an inter-
national campaign led by India and South Africa, 
and backed by researchers, non-governmen-

tal organizations (NGOs) and publications including 
Nature. The campaign is calling for temporary relief on  
COVID-19-related intellectual property (IP), including  
patents, for at least the duration of the pandemic.  

More companies in more countries must be able to make 
vaccines without the threat of being sued by high-powered 
legal teams representing the pharmaceutical firms that 
dominate vaccine supply. By giving more companies the 
legal ability to reproduce COVID-19 vaccines and drugs, a 
waiver could help to increase supplies and pave the way for 
a more equitable distribution of life-saving technologies.

China and the United States, along with more than 
100 other countries, are sympathetic to this idea. Until now, 
most European nations have been opposed. However, Euro-
pean Union member states finally seem to be warming to 
the principle that IP needs to be shared in a pandemic, and 
have agreed to accelerate the existing process for IP relief. 
This is not the breakthrough that is needed, because it does 
not give low-income countries the ability to produce and 
distribute vaccines freely, quickly and without completing 
time-consuming paperwork so that lives can be saved now. 
But it does represent a change in the EU’s position. 

The need to share COVID-19-related IP remains urgent. 
Two years into the pandemic, fewer than 15% of people 
in low-income countries have had at least one dose of a 
vaccine, whereas in some high-income countries, people 
are being offered fourth doses. This has happened, in part, 
because the governments of wealthy nations can offer vac-
cine makers large sums that poor countries cannot match. 
A number of companies are, in turn, making large profits, 
so have little incentive to change their business model. Last 
month, Pfizer, which, along with its partner BioNTech, has 
manufactured and distributed more than 3 billion mRNA 
vaccines, reported a net profit of almost US$22 billion for 
2021 — more than double the amount for 2020. According 
to data from the Center for Global Development, a think 
tank in Washington DC, richer nations have vaccinated 
people against COVID-19 at a rate faster than for any pre-
vious disease. 

The EU has previously said that existing international 
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Inequity from HIV to COVID

• Three decades later, HIV treatment is widely available around 
the world, mostly free of charge, delivered by a robust 
healthcare workforce, based on stable global financing, and 
supported by the highest levels of global governance. With all 
the flaws of the response, from the vantage point of the 
present, it is clear that progress and greater equity in the 
response to the HIV epidemic have occurred. 

• …the COVID-19 pandemic presents a critical threat but also 
potentially a window to catalyze international collective action 
that can shape the post-COVID-19 landscape and ensure that 
global responses to future health threats are more equitable 
and effective. The barriers to using these steps to achieve 
greater equity in the global response to COVID-19 are myriad: 
Not all influential actors globally prioritize equity… 

have been put forth by COVAX, an alliance between GAVI, Coalition for Epidemic Prepared-
ness, and WHO. COVAX seeks to allocate vaccine to cover 20% of the population in all coun-
tries. Yet, is a 20% floor targeting success or capitulating to failure? Is its distribution schema
based on population fair, or, as proposed by others, should it be based on COVID-19 disease
burden [9]? In order to answer these, and many other critical questions of shared global signif-
icance, the issue of equity must take center stage in the global policy making conversation at
the highest levels. Ottersen and colleagues observed that “conflicts in interests and power
asymmetries” between transnational actors on health (e.g., governments, corporations, and
civil society) demand institutions to negotiate, articulate, and advocate for collective interests
[10]. While the institutional arrangements may take various forms, a high-level UN meeting to
establish a common agenda for equity in the global COVID-19 response attended by all 193
member states—as has been done before for HIV, TB, noncommunicable diseases, and antimi-
crobial resistance—is a minimum step.

Like the HIV cascade, consensus for a more equitable COVID-19 response must be accom-
panied by meaningful, interpretable, publicly facing, and credible metrics that explicitly depict
equity [11]. Many candidate metrics for that exist, but more work needs to be done to identify
a consensus-based set. For example, the Lorenz curve, which has long been used in economics,
could be used to depict the distribution of vaccine globally; as depicted in Fig 1, the Gini index

Fig 1. Lorenz curve and Gini coefficient as examples of potential metrics explicitly depicting equity of global distribution of COVID-19
vaccine. COVID-19, Coronavirus Disease 2019; GDP, gross domestic product.

https://doi.org/10.1371/journal.pmed.1003797.g001

PLOS MEDICINE

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1003797 October 1, 2021 3 / 5

Geng et al 2021

Equity of global distribution of COVID-19 vaccine
Gini: 0.573 Mar 31

Gini: 0.475 May 31 2021
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Funders Principles for supporting High-Quality 
Research
• Funding for COVID-19 research studies across LMICs has been thinly spread, with few 

multi-country research projects globally. This has resulted in a proliferation of 
heterogeneous small studies with limited impact for populations in LMICs (3). This has 
been compounded by equity issues relating to access to the products of globally 
funded research.

UKCDR 2021

17Covid Circle Lessons for funders

This report undertakes supplementary analyses on that same data set, with a focus on LMIC based 
(and ‘LMIC-focused’) research (defined as any research project that is taking place in at least one LMIC, 
even where this is in collaboration with HICs). These analyses specifically contribute to our learning in 
relation to the extent to which the Funders Principles may have been applied over the first year of the 
research response. Highlights are presented below, and the full analysis is available in the Annex.  

3.1 OVERALL TIMELINE OF LMIC-FOCUSED FUNDING 

To understand the (approximate) timeline of the research response to the pandemic, Figure 1 displays 
data on the publication date of award information by funders (where available). The increase in the 
number of LMIC-focused projects was greatest in August 2020 (276 projects) – two months after the 
peak increase for the rest of the (non-LMIC-focused) database in June 2020 (1,678 projects). Figure 1 
also shows that a greater proportion of LMIC-focused data was added to the tracker in the final six 
months under consideration (November 2020 - April 2021) compared to the rest of the database. 

In terms of funding amounts, while Figure 1 shows that the greatest increase for LMIC-focused 
projects took place in April 2020 ($28.2m), five months prior to the greatest increase experienced for 
the rest of the database ($841.3m in September 2020), it is worth reiterating the issues with the 
completeness of the financial information. Specifically, financial information could only be obtained 
for 59.2% of the projects in the entire database. This figure is reduced to 45.1% when only considering 
LMIC-focused projects. With less than half of the LMIC-focused projects having financial information, 
greater emphasis is this analysis is therefore placed on the number of projects. 

Figure 1 – Cumulative number of projects and known funding amounts by publication date of award information of 
projects on tracker 

 
Note for Figure 1: Financial information available for 59.2% of all projects in entire database (45.1% for LMIC-focused 
projects). Publication date available for 86.5% of projects in entire database (88.9% for LMIC-focused projects). 

3.2 FUNDERS OF LMIC RESEARCH 
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Figure 1 – Cumulative number of projects and known funding amounts by publication date of award information 
of projects on tracker

Note for Figure 1: Financial information available for 59.2% of all projects in entire database (45.1% for
LMIC-focused projects). Publication date available for 86.5% of projects in entire database (88.9% for
LMIC-focused projects).

3.2 FUNDERS OF LMIC RESEARCH

A total of 102 funders based in 35 countries have funded LMIC-focused COVID-19
research. Looking at the timeline (Figure 2), Canadian funders were the first to fund 
LMIC-focused COVID-19 research– collectively responsible for 82.1% of all funded
LMIC-focused projects by March 2020. More specifically, Figure 2 shows the Canadian 
Institutes of Health Research (CIHR) and the International Development Research Centre 
(IDRC) alone accounted for 67.9% of all funded LMIC-focused projects by this time.

To understand the thematic nature of the research funded by the ten funders with
the greatest number of LMIC-focused research, table 1 summarises their portfolios,
respectively, against the WHO priority areas. Notably, the top two priority areas for
each of the ten funders included in table 1 were either the priority area of ‘Social sciences 
in the outbreak response’ or ‘Virus: natural history, transmission and diagnostics’. At the 
other end of the spectrum, less than half of the funders in table 1 funded any projects 
under the ‘Animal and environmental research on the virus origin, and management 
measures at the human-animal interface’ priority area, with only half funding any research 
relevant to either ‘Candidate vaccines R&D’, or ‘Ethics considerations for research’.

Figure 3 restricts the analysis by displaying which funders based in high-income
countries (HICs) awarded the greatest number of LMIC-focused research to understand 
the international research response to the challenges of the pandemic faced by LMICs. 
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Post-Covid: Gender equality will enhance 
research around the world
• Breaking Barriers for Gender Equity Through Research: gender equity in 

sustainable development, and how women’s lives are affected by crises 
such as wars, climate change and the current pandemic
• The COVID-19 pandemic has been particularly hard on female researchers. 

Even before SARS-CoV-2 emerged, women, on average, published less than 
men, and faced additional and potentially long-lasting career setbacks.
• Compounded discrimination — intersectionality: SDGs to end hunger, 

boost employment and achieve universal education.
• European Union’s science funding programmes are embedding 

requirements on sex and gender equality into the grant application stage

Identifying 
all of the 
intellectual 
property 
that goes 
into specific 
technologies 
cannot 
be done 
quickly.”

rules allow countries to override IP in an emergency such as 
a pandemic, so there should be no need for extra relief. But 
these rules, known as compulsory licensing, are not fit for a 
pandemic. During the past two years, no company has been 
granted a compulsory licence to make a COVID-19 vaccine. 

Representatives of the EU, India, South Africa and the 
United States have been meeting at the World Trade Organ-
ization (WTO) in Geneva, Switzerland, to try to resolve 
the impasse. Earlier this month, they announced that the 
compulsory-licensing process can be accelerated. Under 
existing compulsory-licensing rules, a separate applica-
tion has to be made for a waiver for each patent involved 
— and a single technology can involve dozens of patented 
processes. The group proposes that companies in low- 
and middle-income countries be allowed to make just one 
application per vaccine.

In February, Afrigen Biologics and Vaccines in Cape 
Town, South Africa, demonstrated that it has the techni-
cal ability to reproduce Moderna’s mRNA vaccine.  If the 
proposal agreed at the WTO is endorsed by all members, 
Afrigen could, in theory, make one application to the South 
African government for permission to make and sell the 
vaccines at scale.

But researchers and IP experts say that the latest pro-
posal still has a number of problems. First, pharmaceutical 
companies can seek to block compulsory-licence appli-
cations, which Pfizer is already doing. Second, the pro-
posal does not include access to forms of data that might 
be needed to make vaccines, but that are not covered in a 
patent. It also requires companies looking to reproduce a 
vaccine to draw up a list of all patents that must be waived 
— something that would take too long to be practical in a 
pandemic. Moreover, the EU does not have the backing 
of the United Kingdom and Switzerland, where several of 
the world’s biggest pharmaceutical companies are based.

Identifying all of the IP that goes into specific technol-
ogies cannot be done quickly. A preliminary analysis by 
the World Intellectual Property Organization shows that 
applications were made for 417 COVID-19 vaccine-related 
patents between the start of 2020 and the end of Septem-
ber 2021. The analysis is preliminary because it takes an 
average of 18 months between an application being filed 
with a patent office and the application being published. 
There are many more patents still to come.

A faster solution would be to allow vaccines to be repro-
duced, legally, without the need to wait for a complete list 
of patents as a condition to getting started. Such a docu-
ment could still be drawn up, but it should not be used to 
hold up vaccine development and manufacturing. 

Agreements necessarily need compromise, especially 
when they involve finding a consensus between the WTO’s 
164 member countries and maintaining the support of 
more than 100 NGOs. But there’s no benefit to a massive 
negotiation if the result is no extra COVID-19 drugs or vac-
cines. That’s why one compromise might be to focus on 
vaccine IP alone, rather than on all COVID-19 interventions. 
This could provide the best chance of saving lives, pro-
tecting economies, stopping the rise of new variants and, 
ultimately, curbing this devastating pandemic.

Time is running out 
for COVID-vaccine 
patent waivers
The European Union needs to go further  
and faster in embracing a temporary  
waiver on COVID-19 intellectual property. 

Should more countries be making their own 
coronavirus vaccines, drugs and testing kits? 
Yes, without a shadow of doubt, says an inter-
national campaign led by India and South Africa, 
and backed by researchers, non-governmen-

tal organizations (NGOs) and publications including 
Nature. The campaign is calling for temporary relief on  
COVID-19-related intellectual property (IP), including  
patents, for at least the duration of the pandemic.  

More companies in more countries must be able to make 
vaccines without the threat of being sued by high-powered 
legal teams representing the pharmaceutical firms that 
dominate vaccine supply. By giving more companies the 
legal ability to reproduce COVID-19 vaccines and drugs, a 
waiver could help to increase supplies and pave the way for 
a more equitable distribution of life-saving technologies.

China and the United States, along with more than 
100 other countries, are sympathetic to this idea. Until now, 
most European nations have been opposed. However, Euro-
pean Union member states finally seem to be warming to 
the principle that IP needs to be shared in a pandemic, and 
have agreed to accelerate the existing process for IP relief. 
This is not the breakthrough that is needed, because it does 
not give low-income countries the ability to produce and 
distribute vaccines freely, quickly and without completing 
time-consuming paperwork so that lives can be saved now. 
But it does represent a change in the EU’s position. 

The need to share COVID-19-related IP remains urgent. 
Two years into the pandemic, fewer than 15% of people 
in low-income countries have had at least one dose of a 
vaccine, whereas in some high-income countries, people 
are being offered fourth doses. This has happened, in part, 
because the governments of wealthy nations can offer vac-
cine makers large sums that poor countries cannot match. 
A number of companies are, in turn, making large profits, 
so have little incentive to change their business model. Last 
month, Pfizer, which, along with its partner BioNTech, has 
manufactured and distributed more than 3 billion mRNA 
vaccines, reported a net profit of almost US$22 billion for 
2021 — more than double the amount for 2020. According 
to data from the Center for Global Development, a think 
tank in Washington DC, richer nations have vaccinated 
people against COVID-19 at a rate faster than for any pre-
vious disease. 

The EU has previously said that existing international 
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groups of research funders. Each has working groups 
specific to research on epidemic preparedness and 
response in LMICs; together they established the 
COVID-19 Research Coordination and Learning Initiative 
(COVID CIRCLE)2 to align and strengthen their response 
in, with, and for LMICs. The COVID-19 Clinical Research 
Coalition3 hosted by the Drugs for Neglected Diseases 
initiative (DNDi) was established to facilitate and 
accelerate COVID-19 research in LMICs, ensure that the 
needs of LMICs are considered, and strive for equitable 
access to solutions. Within the context of these groups, 
the initiatives have sought to support a cohesive research 
response by aligning funders to joint principles;2 mapping 
research to ensure visibility and improve coherence;4–7 
supporting development of locally identified, context-
specific research priorities;8,9 and supporting researcher 
interaction and collaboration through working groups.

Funding by global research funders for COVID-19, 
as captured in the UKCDR and GloPID-R COVID-19 
project tracker, has plateaued in the past 4 months.7 In 
March, 2021, the COVID-19 Clinical Research Coalition, 
GloPID-R, UKCDR, and partners held a consultative 
meeting for researchers and funders to review and discuss 
COVID-19 research in LMICs.

Much innovative and rapid research has been undertaken 
to help stem the COVID-19 pandemic, often building on 
pre-established research capacity and partnerships—eg, 
the International Severe Acute Respiratory and emerging 
Infection Consortium; the Pan-African Network for Rapid 
Research, Response and Preparedness for Infectious 
Diseases Epidemics; the African Coalition for Epidemic 
Research, Response and Training; the Zika Preparedness 
Latin American Network; and the ZIKAlliance. Large 
international trials, including RECOVERY, REMAP-CAP, 
and WHO SOLIDARITY, have provided definitive answers 
for the treatment of hospitalised COVID-19 patients.10 
But substantial gaps remain. Thinly spread global 
funding has, in other instances, resulted in a proliferation 
of underpowered, heterogeneous studies that have 
had little impact.6 Difficulties and delays in obtaining 
funding, ethics clearance, regulatory permissions, and 
implementing clinical studies in the COVID-19 pandemic, 
especially in LMICs, have not been easy to overcome.

The COVID-19 pandemic has direct and indirect 
consequences for public health in LMICs due to the 
existing fragility of the health systems, resulting in 
obstacles to both the assessment and deployment of 

effective COVID-19 treatments and vaccines. There 
are insufficient data on the short-term and longer-
term impacts of COVID-19 on all-cause morbidity 
and mortality in LMICs. Disease surveillance in LMICs 
is also constrained and needs improvement through 
strengthening of sequencing capacity to rapidly identify 
outbreaks and new SARS-CoV-2 variants. These multiple 
factors require a greater coordinated intersectoral 
research and funder response to COVID-19, which must 
be led by scientists from LMICs with global scientific 
support (figure).

Research is integral to effective containment of 
COVID-19. Greater mobilisation of international and 
domes tic funding will ensure a more sustainable and 
translatable research response. Strengthening research 
capacity must be embedded in research funding across 
LMICs to support the COVID-19 response now and to 
prepare to manage future infectious disease threats 
effectively. Such programmes need to be informed by 
local contexts and be driven by regionally and nationally 
identified priorities. Lessons learned in LMICs have global 
relevance and require global attention.

Figure: Research priorities and systems needs for COVID-19 and epidemic research response and preparedness 
in low-resource settings
*Indicates longer-term goals.

Health-care system research
• Learning from communities about access to health services 
• Health service data improvements to enable evaluation of excess mortality
• Evaluating and attenuating the indirect impacts of COVID-19 (eg, on routine vaccine and family planning 

programmes and surgeries and treatment of non-communicable and infectious diseases)
• Preventing and identifying falsified medicines

Link to private sector research 
and development
• Diagnostics, therapeutics, and 

vaccines
• Local manufacture to improve 

supply chain

Predicting pandemics*
• Strengthening country core competencies under the International Health 

Regulations including laboratory and community surveillance 
• Screening of humans and animals
• Prediction models on potential pathogens

Cross-cutting 
• Integration of community-

centred approaches
• Rapid funding mechanisms, 

ethical review, and regulatory 
frameworks

• Sequencing (capacity)
• Biobanking (capacity)
• Data: analysis, management, 

and sharing (capacity)
• Longitudinal cohorts

Prevention (outbreaks and 
new SARS-CoV-2 variants)
• Surveillance  
• Early warning systems

Clinical research and trials
• Development and evaluation 

of affordable, deployable 
therapeutics

• Understanding heterogeneity 
in morbidity and mortality

• Collaborative trials built on 
pre-existing networks and 
collaboration 

• Translating results into practice

One Health concept*
• Identifying national and 

regional risk factors under the
One Health approach

• Fostering cross-sectorial and 
interdisciplinary partnerships

• Collaboration across funders
• Development of a network of 

networks that can be readily 
activated in case of a public 
health emergency

GloPID-R, UKCDR & COVID-19 Clinical Research Coalition Cross-Working Group on COVID-19 Research in LMICS. Priorities for COVID-19 research 
response and preparedness in low-resource settings. Comment. The Lancet (May 6th 2021). DOI: https://doi.org/10.1016/S0140-6736(21)00980-6 
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Fairer Research Assessment: equity in research

• ‘…just counting citations in well-known journals doesn’t do justice to 
other important work, such as building databases and software, and 
engaging with the public.’ (Nature Editorial 2023a)

• In doing so, it will help to create a research culture that reflects the 
best possible values that research should represent. (Nature Editorial 2023a)

• Focus more on the research process: kindness, teamwork or quality of 
mentorship (Nature Editorials 2023b).
• Use these ten principles to guide research evaluation: The Leiden 

Manifesto for research metrics. (Hicks D et al. 2015).
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