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formulaic training on good clinical 
practice — enabled the participation of 
hospitals already stretched by patients 
with COVID-19, with many of the 
less-research-experienced hospitals being 
among the best recruiters. Finally, a strong 
letter of support from the Chief Medical 
Officers of England, Wales, Scotland and 
Northern Ireland emphasized that the trial 
was to be seen as part of clinical care and 
stated that “Use of treatments outside of a 
trial, where participation was possible, is a 
wasted opportunity to create information 
that will benefit others.”

The SOLIDARITY protocol was 
also a simple, pragmatic design adapted 
rapidly from a pre-existing core pandemic 
protocol. Multi-country involvement 
allowed recruitment to shift with disease 
incidence. A few countries, such as France 
(DisCoVeRy) — aided by the pre-existing 
REACTing network — started recruiting 
quickly, and within four weeks, seven 
countries were randomizing. Unfortunately, 
many others were delayed by approvals from 
national drug regulators, ethics committees 
or health ministries and missed the first 
wave’s peak. Furthermore, countries lacked 
clear processes for prioritizing around larger 
pandemic trials, with many small trials 
hindering progress of the global mega-trial. 
Over-optimistic claims that fueled off-label 
use of drugs, such as hydroxychloroquine, 
also hindered recruitment.

While both trials’ results are clinically 
important, the global research community 
can learn much from examining their 
processes. Countries should support 
clinical-trial networks that can quickly 
activate and adapt to contribute to large, 
simple multi-center trials that can study 
both older drugs and (if not unduly 
over-burdened with safety monitoring) new 
drugs, complementing more-detailed trials by 
helping assess any effects on mortality. Such 

large, simple, core studies should be national 
priorities, with coordinated support from 
chief medical officers, healthcare providers, 
funders and regulators to expedite set-up 
processes and promote rapid recruitment.

Rapid clear answers to treatment 
questions have the potential to save 
hundreds of thousands of lives during the 
course of the COVID-19 pandemic. In 
previous pandemics, large-scale randomized 
trials were generally not set up in time8,9. 
However, RECOVERY and SOLIDARITY 
have set new standards and have shown 
that a combination of old-fashioned 
randomization, established clinical-trials 
networks and imaginative use of modern 
information technology can provide many 
rapid and reliable therapeutic answers, 
following the recently published rationale 
for pursuing the magic of randomization 
rather than the myth of real-world 
evidence10. Throughout the world, however, 
over-regulation and the lack of national 
and international efforts to facilitate 
appropriately large trials represent a missed 
opportunity to improve care. During the 
COVID-19 pandemic, several false claims of 
efficacy have emerged from non-randomized 
comparisons (often misleadingly referred 
to as ‘real-world evidence’), and it has 
been refreshing to see how perfectly such 
weakly founded claims can be swept aside 
by evidence from properly conducted, 
large-scale, randomized trials. ❐
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COVID-19 puts the Sustainable Development 
Goals center stage
To the Editor — A recent Comment1 and 
accompanying Editorial2 in Nature have 
raised the question of whether it is time to 
revise the United Nations (UN) Sustainable 
Development Goals (SDGs) and their 
various targets in the wake of the COVID-19 
crisis. In their Comment, Naidoo and Fisher 
argue that it is ”likely that many of the 169 

targets will not be met by 2030” and that 
”some could even be counterproductive”1. 
We argue for a more optimistic view and 
hold that the COVID-19 pandemic may help 
spur efforts to realize the UN’s 2030 Agenda.

Rather than calling for a revision of 
the SDGs, COVID-19 should be seen as 
a catalyst for progress. COVID-19 has 

effectively unveiled the inequities and 
governance dysfunctions that the SDGs  
are poised to rectify3,4. By its very nature,  
a pandemic teaches that no one should be 
left behind and that no one is safe until 
everyone is safe.

Indeed, COVID-19 makes extant 
challenges impossible to ignore. It brings 
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to the fore the consequences of not having 
health insurance or access to healthcare, 
not having water or a food supply during 
lockdown situations, or not having civil 
rights. With health as a lens, it is apparent 
how the myriad targets incorporated into the 
SDGs are interlinked and interdependent5.

As Naidoo and Fisher note, the 
UN was founded to bring peace to a 
planet threatened by weapons that were 
far-reaching and dangerous. Viruses with 
pandemic potential are similarly far-reaching 
and dangerous. Now a supranational 
governance system is needed on par with 
that built 75 years ago, but this time the 
global challenge is to save future generations 
from the scourge of pandemics, not just from 
the scourge of war. Through efficient global 
coordination, medicines and vaccines must 
be able to be dispatched when an epidemic 
erupts, just as peace forces are called on 
when a conflict erupts. Security means 
transborder passage not only of troops but 
also of medicines and vaccines. From this 
perspective, the existing global governance 
system for health must not be allowed to 
implode. As pointed out by The Lancet–
University of Oslo Commission on Global 
Governance for Health6,7, the development 
of supranational governance organizations 
has not kept pace with the development of 
society at large. However, this ‘stickiness’ 
and other global governance dysfunctions6,7 
call for refinement and modernization, 
not abandonment. The WHO and other 
important supranational organizations must 
be strengthened, not undermined.

What is needed is the development of 
a universal preparedness for health, in the 
spirit of the SDGs. While universal health 
coverage addresses present problems and 
challenges, universal preparedness for  
health takes the future as its yardstick.  
This implies an anticipatory approach 
to health: the root causes of zoonotic 
transmission must be investigated and 
vaccine strategies against zoonotic viruses 
must be developed before their pandemic 
potential is translated into a pandemic8. This 
time the world was caught unprepared — 
the next pandemic virus should be given  
the shortest head start possible.

The SDGs instruct that universal 
preparedness for health requires a radical 
systems approach: health must be seen in the 
broadest of contexts, with due attention to 
social structures and infrastructure, working 
and living conditions3 and with strategies 
to counteract climate change, loss of 
biodiversity and human destruction of wild 
habitat9. In line with the overarching goal of 
leaving no one behind, preparedness means 
paying particular attention to vulnerable 
groups such as ethnic minorities, the 
elderly and people with underlying medical 
conditions. The ‘oneness of humanity’ 
thinking that so permeates the SDGs will 
stand to be tested once a vaccine against 
COVID-19 is at hand. A just and equitable 
distribution of affordable vaccines would 
represent a concrete and important step 
toward the realization of the SDGs.

Faced with the immense challenges 
embodied by the SDGs and accentuated  

by COVID-19, the last thing that one  
should do is to resort to pessimism or  
lower one’s ambitions. The biggest threat 
to the implementation of the SDGs 
is resignation and indifference. The 
unique health challenges now being 
experienced should be used to leverage the 
implementation of the SDGs and help in 
navigation of “the forest of targets”1 that 
these goals embody. The SDGs are not  
up for revision but are more urgent and 
relevant than ever. ❐
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