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Background Clinical research is marked by its multifaceted nature, presenting a mul-
titude of different approaches, designs, and objectives that can complicate the plan-
ning, initiation, and conduct of clinical trials. The role and organisation of the sponsor 
institution are pivotal in this context. We aimed to investigate possible challenges and 
needs, including their underlying factors, for academia and industry during the set-up 
and conduct of clinical trials.

Methods We conducted a cross-sectional survey-based study within an international 
network of highly qualified academic research institutions (ARIs). The main outcome 
measures were the regulatory framework for clinical trials, scope and organisation 
of academic and industry-sponsored trials, funding sources of academic clinical tri-
als, submission and approval process, as well as study conduct of academic vs. indus-
try-sponsored trials.

Results We surveyed employees of ARIs with extensive experience in phase I–IV clin-
ical trials. All ARIs participated in academic clinical trials and 90% were involved in 
industry-sponsored trials. Respondents reported that academic trials faced greater chal-
lenges in communication with relevant institutional review boards/ethics committees 
and competent authorities compared to industry-sponsored trials. Additionally, aca-
demic trials were found to have significantly less financial support during their con-
duct. Specific challenges for academia vs. industry included ‘insufficient personnel re-
sources’ (60% vs. 50%), ‘recruitment problems’ (60% vs. 78%) and ‘lack of knowledge/
experience’ (35% vs. 11%).

Conclusions Our findings indicate that industry-sponsored trials encounter fewer is-
sues in set-up, funding, and trial conduct compared to academic trials. Improving col-
laboration between academic sponsors and ARIs is essential to address these challenges. 
ARIs provide critical support and guidance for academic researchers, not only in plan-
ning and implementing projects, but also in assessing feasibility and securing funding.

© 2024 The Author(s)

Clinical research is inherently complex, involving diverse approaches, designs, and objec-
tives that can complicate trial planning, initiation, and conduct. The sponsor institution’s 
role and organisation are pivotal in this context, significantly impacting a trial’s success by 
addressing scientific, ethical, economic, operational, and regulatory challenges. Notably, 
significant differences exist between industry-sponsored trials (ISTs) and academic clini-
cal trials (ACTs) due to their distinct clinical focusses and objectives [1–4]. By definition, 
ACTs are studies planned and managed within an academic context, often led by physi-
cian-researchers who also take on the sponsor role according to the International Council 
for Harmonisation of Technical Requirements for Pharmaceuticals for Human Use Good 
Clinical Practice (ICH GCP) guidelines [5]. These trials are primarily funded through 
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grants, institutional resources, and public funds, necessitating substantial time and effort from research-
ers. In contrast, ISTs are financed by pharmaceutical or biotechnology companies or private not-for-profit 
agencies, which assume overall responsibility for the trial without direct involvement in its conduct. They 
typically prioritise commercial interests, particularly those of pharmaceutical companies aiming to develop 
and gain approval for medical treatments [6].

A significant distinction between ACTs and ISTs lies in their financial capacities, with ACTs frequently fac-
ing financial constraints [1,3]. These budget limitations often result in severely restricted resources for ini-
tiating and conducting trials, sometimes leading to premature termination [1,3,4].

Further studies examining disparities between ACTs and ISTs have identified variations in their impact on 
clinical practice [2], research outcomes and quality [7], funding [1], and publication bias [2,8]. This high-
lights several ethical considerations aimed at protecting participants’ interests and preserving research in-
tegrity, including prioritising participant welfare, ensuring informed consent, fostering trust and transpar-
ency, preserving data integrity, promoting equity, offering follow-up care, facilitating clear communication, 
maintaining scientific and social value, and fulfilling responsibilities to sponsors and funders.

Academic research institutions (ARIs), who are in the context of clinical research also known as clinical 
trial units or clinical trial centres, play a crucial role as centres of expertise and support, facilitating the ef-
ficient and ethical conduct of clinical trials for both ACTs and ISTs. They encounter daily challenges and 
difficulties that underscore the differences between these types of trials. Despite their critical role, the sci-
entific literature lacks in exploration of the differences between ACTs and ISTs from the perspective of ARIs.

Recognising the vital role of ARIs and emphasising key ethical considerations, we aimed to explore the dif-
ferences between ACTs and ISTs and the underlying factors from the viewpoint of ARIs.

METHODS
Study design

We designed a cross-sectional survey-based study, which was distributed within the International Clinical 
Trial Center Network (ICN), an international network of highly-qualified ARIs. As we did not use any per-
sonal data from survey respondents, our study did not fall under the Swiss Human Research Act and there-
fore did not require ethics approval or informed consent from survey participants.

Survey conception

Our primary aim with this survey was to gain a comprehensive understanding of the processes associated 
with clinical trials within ARIs and the relevant regulatory frameworks. We designed the survey following a 
prior literature review on PubMed using the following terms: “academic clinical trial*”, “investigator initiat-
ed trial*”, “IIT”, and “industry sponsored trial*”. The survey comprised mainly close-ended questions with 
Likert-type response options where appropriate, including an ‘I don’t know’ option to facilitate quantitative 
analysis. We also included a free text section to allow participants to provide further insights.

The survey addressed several areas inadequately covered in the literature, based on our experience with 
ARIs: the regulatory framework for clinical trials; the scope and organisation of ACTs and ISTs; funding of 
ACTs; the submission process; and the study conduct of ACTs vs. ISTs. The survey was reviewed by two ex-
perts of ARIs (Freiburg, Germany and Zurich, Switzerland) with extensive knowledge in clinical trial reg-
ulation, as well as one physician-investigator and one master’s student. Their feedback was used to refine 
the questions, which were then validated in a final review.

The finalised version of the survey (Online Supplementary Document) consisted of 35 questions in English, 
including a section on greenhouse gas emissions of clinical trials (analysed separately [9]) and ethical aspects 
of ACTs. It was implemented on the REDCap platform [10], which allowed for modular question composition.

Survey population and conduct

We targeted representatives from ARIs who were members of the ICN and had long-term experience in 
academic clinical research, as well as knowledge and understanding of the local context. On 18 October 
2022, we sent invitation emails with instructions and a link to the REDCap survey to these representatives, 
seeking feedback on the conduct of ACTs vs. ISTs in their institution and their respective countries/juris-
dictions or regions.
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To ensure a homogeneous, GCP-compliant international sample with extensive clinical research knowl-
edge, we sent the survey to the contact person of all ICN member institutions (i.e. steering board members, 
regular members, and affiliated members). In 2022, the ICN comprised 25 members. Membership criteria 
include adherence to GCP-compliant regulations, contribution of added value to the network, and support 
for clinical research activities of the associated institution/organisation [11]. The survey was open for re-
sponses from 18 October 2022 to 30 January 2023. We sent the reminders on 16 November 2022, 20 De-
cember 2022, and 10 January 2023.

Data management and analysis

Due to the small sample size and the descriptive nature of the survey, we primarily used descriptive sta-
tistics to report our findings, assessing statistical significance between ACTs and ISTs using Fisher exact 
test. The analysis was performed on a per-question level where appropriate, using the general case of larger 
m × n contingency tables, where m (ACTs vs. ISTs) = 2 and n (answer possibilities) > 2. We did not compare 
individual answers between the two groups, nor did we make adjustments for multiple comparisons. We 
applied the CROSS reporting guideline for the reporting our findings [12].

We conducted the quantitative analysis with Microsoft Excel, version 16 (Microsoft Corporation, Redmond, 
Washington, USA).

RESULTS
We analysed 20 responses out of the 20 received. As the ICN consisted of 25 members in 2022, this amount-
ed to a response rate of 80%. Responding ARIs were from 15 different countries/jurisdictions (Table 1).

Figure 1. Main function/department of respondents.

Table 1. Characteristics of the participating ARIs

Country (continent) Institution
Nigeria (Africa) University College Hospital

China (Asia) Shanghai Clinical Research Center

Hong Kong (Asia) University of Hong Kong

Israel (Asia) Sheba Medical Center Hospital

Japan (Asia) Kyoto University

Singapore (Asia) Singapore Clinical Research Institute

Taiwan (Asia) Hualien Tzu Chi Hospital, Changhua Christian Hospital, China Medical University Hospital

Thailand (Asia) Khon Kaen University

Turkey (Asia/Europe) Istanbul University

Australia (Australia) University of South Australia

Austria (Europe) University of Graz

Germany (Europe) Technical University of Munich, Hannover Medical School, University of Freiburg, University of Duisburg-Essen

Italy (Europe) Alessandria Hospital

Switzerland (Europe) University Hospital Zurich

United Kingdom (Europe) Cambridge University

ARI – academic research institution

Most respondents came from Europe and Asia (n = 18, 
90%). More than half (n = 13, 65%) worked in a man-
agement/leading position within the ARI (Figure 1). 
All ARIs (n = 20, 100%) applied the ICH GCP guide-
line for their clinical trials, with the guideline being 
linked to their national legal text or regulation [5]. 
Almost all ARIs (n = 19, 95%) had a specific nation-
al law for clinical trials. Moreover, 14 (70%) of the 
respondents had additional local/institutional stan-
dards or guidelines, five (25%) did not, and one (5%) 
did not know. Most of the responding ARIs (n = 17, 
85%) were involved in Phase I, 19 (95%) in Phase II 
and Phase III, and 18 (90%) in Phase IV clinical tri-
als. All of the ARIs (n = 20, 100%) were involved in 
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ACTs and 18 (90%) in ISTs. Non-clinical trials, i.e. any human research projects with the exception of clin-
ical trials (i.e. sampling of biological material or collection of health-related personal data), were supported 
by 12 respondents (60%).

We further characterised the ARIs’ involvement in clinical trials (Figure 2). Concerning ACTs, 11 (55%) 
acted as sponsors, while 19 (95%) conducted and 13 (65%) consulted these research projects. Among ISTs, 
16 (80%) conducted and nine (45%) consulted them, while two (10%) were not involved in ISTs (Figure 
2, Panel A). For the majority of ARIs (n = 15, 75%) ACTs made up a share in the services provided of 50% 
or more (Figure 2, Panel B). In contrast, ISTs only represented a share of less than 25% for over half of the 
ARIs (n = 11, 55%). According to half of the ARIs (n = 10, 50%), most ACTs were national multicentric clin-
ical trials, while most ISTs were international clinical trials, according to 13 (72%) respondents (Figure 2, 
Panel C). Fisher exact test showed a significant difference in the setup of clinical trials (monocentric, mul-
ticentric, international) for ACTs vs. ISTs (P < 0.05).

Figure 2. ARI involvement for ACTs and ISTs. Panel A. General information. Panel B. Share of ACTs / ISTs in the ser-
vices provided. Panel C. Clinical trial design. ACT – academic clinical trial, ARI – academic research institution, 
IST – industry-sponsored trial.

We also collected information on the funding of ACTs and, according to the respondents, the main funding 
sources were national grants/funds, industry/private grant providers and institutional grants/funds (Fig-
ure 3, Panel A). Seven (35%) respondents indicated that less than 25% of ACTs were insufficiently funded. 
Meanwhile, seven (35%) rated this percentage as being above 25%, with four (20%) rating it at around 50%, 
two (10%) at more than 75%, and one (5%) at almost 100% (Figure 3, Panel B). However, five respondents 
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(25%) reported not knowing this information. Ten (50%) participants stated that sponsors sometimes reach 
out to local ARIs for advice in the planning phase of ACTs, while only one respondent (5%) indicated that 
this is always the case (Figure 3, Panel C).

Figure 3. Funding and support of ACTs. Panel A. Main funding sources. Panel B. Percentage of ACTs insufficiently funded. Panel C. 
Sponsors’ outreach to local ARIs for advice in the planning phase of ACTs. ACT – academic clinical trial.

For ACTs vs. ISTs, the main challenges during the submission process to the institutional review board (IRB) 
or ethics committee (EC) and the competent authorities were, according to the respondents, ‘communica-
tion/correspondence in case of questions’ (70% vs. 33%), ‘complicated submission forms/procedures’ (45% 
vs. 28%), ‘strict timelines’ (25% vs. 28%), and ‘others’ (20% vs. 6%, i.e. lack of awareness of procedures, un-
clear regulatory requirements, lack of knowledge especially in case of studies that are not under the law of 
the Medicinal Products Act in Germany, local ethics committee having no strict timelines for review and 
tending to need several months for ACTs vs. lack of knowledge of contract research organisation personnel 
for ISTs, respectively) (Figure 4, Panel A). Three respondents (15%) for ACTs and five (28%) for ISTs replied 
that there were no hurdles. Two respondents (11%) did not know about any hurdles for ISTs.

During the conduct of clinical trials at the ARI, the reported hurdles for ACTs vs. ICSTs were ‘insufficient 
financial resources/funding’ (65% vs. 11%), ‘insufficient personnel resources’ (60% vs. 50%), ‘recruitment 
problems’ (60% vs. 78%), and ‘lack of knowledge/experience’ (35% vs. 11%) (Figure 4, Panel B). One re-
spondent did not know in each case.

We compared the difference in reported challenges for ACTs vs. ISTs using Fisher exact test and found no 
significant difference between the answers provided for ACTs vs. ISTs for either challenges during the sub-
mission process to the IRB/EC and the competent authorities (P = 0.272) or for challenges during the con-
duct at the ARI (P = 0.06).

We analysed the impact of the coronavirus disease 2019 (COVID-19) pandemic on ACTs and ISTs (Figure 
5). The responses were heterogeneous for ACTs vs. ISTs; the number of clinical trials in 2020/2021 either 
increased (25% vs. 17%), decreased (40% vs. 39%), or did not change (30% vs. 39%) (Figure 5, Panel A). 
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Similarly, after the COVID-19 pandemic, the number of trials either increased (30% vs. 22%), decreased 
(20% vs. 22%), or did not change (40% vs. 50%) (Figure 5, Panel B). Seven respondents (35%) indicated that 
more than 75% of ACTs experienced a delay due to recruitment problems during the COVID-19 pandemic 
(Figure 5, Panel C). In contrast, two out of 18 participants (11%) reported such a delay for ISTs. We did not 
see any significant difference between ACTs and ISTs, as per Fisher exact test (P > 0.05).

DISCUSSION
According to our respondents, ACTs predominantly rely on national, industrial, and institutional grants. 
It is important to distinguish ACTs from ISTs; although the former may receive industrial grants, they re-
main under academic sponsorship, while the latter are managed entirely by the industry. Martin et al. [13] 
reported that the median cost of conducting a study from protocol approval to final clinical trial report was 
USD 3.4 million for phase I trials involving patients, USD 8.6 million for phase II trials, and USD 21.4 mil-
lion for phase III trials. For phase III trials, personnel expenses account for 37%, and outsourcing for 22% of 
the total trial costs [13]. Despite these figures, 35% of our participants indicated that 50% or more of ACTs 
faced significant funding deficiencies.

Figure 4. Challenges for ACTs and ISTs. Multiple answers from respondents were possible. Panel A. During the sub-
mission process to the IRB/EC and the competent authorities. Panel B. During the conduct at the ARI. ACT – aca-
demic clinical trial, ARI – academic research institution, IRB/EC – institutional review boards/ethics committees, 
IST – industry-sponsored trial.
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Challenges in knowledge and experience

A notable challenge for ACTs compared to ISTs is the lack of knowledge and experience. Despite this, only 
25% reported that academic sponsors reach out to ARIs most of the time for advice during the planning 
phase of ACTs. Complicated submission procedures also pose significant obstacles. According to ICH GCP 
guidelines, sponsors are responsible for the successful execution of clinical trials and must ensure adequate 
training and financial resources. Our survey highlights that academic researchers often struggle with these 
requirements. Simultaneously, academic projects are crucial for the treatment of patients as they are typi-
cally not profit-oriented, suggesting that regulatory requirements should be consistent between ACTs and 
ISTs to ensure high ethical and scientific standards. Academic sponsors should more frequently use the ex-
pertise of ARIs to support them throughout the clinical trial process.

Budgetary constraints and impact

ACTs are generally conducted by small teams and often face financial constraints due to their reliance on 
external funding. Researchers eager to commence trials might start without securing the full budget, leading 

Figure 5. Impact of the COVID-19 pandemic on ACTs and ISTs. Panel A. Change in the number of trials in 
2020/2021 due to the COVID-19 pandemic. Panel B. Change in the number of trials after the COVID-19 pandemic. 
Panel C. Delays due to recruitment problems during the COVID-19 pandemic. ACT – academic clinical trial, IST – 
industry-sponsored trial.
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to issues such as delays in recruitment and higher study costs. Through shared infrastructures, for instance, 
redundancies between research groups and ARI personnel can be reduced, thus saving financial resources.

McLennan et al. highlighted that budget estimations for ACTs in Switzerland are frequently inaccurate due 
to poor planning and unrealistic expectations [1]. Delays in recruitment might also increase study costs, as 
described by Speich et al. in the Prednisone-Trial [14]. Chronic underfunding of ACTs presents a significant 
problem, as ACTs are vital for addressing patient-centred research questions that may not attract substan-
tial industry interest [4,15]. The limited resources for ACTs contribute to a higher incidence of premature 
trial discontinuation compared to ISTs [16], raising ethical concerns and impacting participants, research-
ers, and the scientific community. This not only weakens trust in the research enterprise and sponsor or-
ganisations, but also wastes resources, such as financial investments, time, and effort that could have been 
directed towards more promising research initiatives [17].

Case study – funding challenges

Our experience with an academic phase-one study in infectious diseases illustrates the impact of funding 
challenges where, despite securing multiple grants from non-profit organisations, the sponsor faced issues. 
Since they had to cover all costs from medical writing, submissions, study setup, and study conduct, the 
budget was calculated very precisely. One of the study drugs had a delivery difficulty and prolonged trial 
duration. Moreover, participant recruitment took longer than planned due to a high number of pre-screen-
ing failures. The study protocol needed to be changed during the study, leading to additional costs. Dropout 
rates of study participants were also higher than initially expected. Ultimately, this led to higher study costs. 
Our ARI had to reduce its budget to support the ACT until completion and the sponsor needed to apply 
for new grants. For academia, such financial setbacks can, at worst, lead to early study termination, result-
ing in a complete waste of resources and posing significant ethical issues for participants already involved.

Recruitment challenges

Recruitment issues are prevalent in both ACTs and ISTs. Our survey participants found that 60% of ACTs 
and 78% of ISTs encounter recruitment problems. Competing studies and strict inclusion and exclusion 
criteria can hinder recruitment efforts. The COVID-19 pandemic intensified these delays, and both aca-
demic and commercial clinical trials temporarily halted the recruitment of new participants to guarantee 
participant safety [18,19]. Further challenges for ACTs include continuous oversight, training of study per-
sonnel, expertise in statistics, data management, and medical writing [4], as well as obtaining placebos for 
randomised controlled trials [20].

A closer look at ISTs

Industrial studies benefit from substantial budgets. Each study contributes to a larger study portfolio that 
depends on the expertise of marketing professionals, scientific experts, and management staff to increase 
shareholder value. Pharmaceutical companies have optimised monitoring and reporting processes, ensur-
ing comprehensive data collection, with the entire process facilitated by a contract research organisation 
[21]. Speich et al. [3] reported that out of 326 randomised controlled trial protocols approved in 2012, only 
16% (n/N = 23/147) of ACTs reported their results in a trial registry, in contrast to 84% (n/N = 150/179) of 
ISTs. However, ISTs face concerns regarding scientific integrity due to their typically large budgets and com-
mercial drive. There is an ongoing discussion, both within the research community and among the public, 
about potential conflicts of interest that may arise when clinical research funding comes from organisations 
with a vested interest in the outcome [22,23]. Amongst others, further examples potentially raising integri-
ty concerns of ISTs include data collection and analysis methods, as sponsors might prioritise results align-
ing with their financial interests. Additionally, publication bias is a concern, as ISTs may selectively publish 
positive results, potentially distorting the overall evidence base. Financial ties between industry sponsors 
and researchers can also generate conflicts of interest, casting doubt on the independence and objectivity 
of study findings [23]. It therefore requires transparency in disclosing funding sources, trial protocols, and 
conflicts of interest, as well as rigorous adherence to ethical guidelines and regulatory standards. Indepen-
dent oversight and peer review also help safeguard the scientific integrity of ISTs, ensuring that they con-
tribute valid and reliable evidence to the medical community.

Role of ARIs

ARIs play a critical role in supporting academic researchers [24,25], with our survey indicating that 55% of 
them also act as sponsors. With their knowledge and experience concerning regulatory affairs, data manage-
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ment, and quality management, ARIs are suitable for this task. They provide essential services and support 
to external sponsors, namely quality management, monitoring, project management, regulatory and legal 
affairs, education and training, data management, vigilance, biostatistics, contract management, research 
consultation, ethics affairs, protocol development, budget management, feasibility assessment, payment 
management, publication of trial results, IT-support/development, medical writing, training or providing 
study nurses who are and are not in contact with patients, archiving, and technology transfer [26]. Offer-
ing quality management services and expertise in regulatory and legal affairs was considered most import-
ant for emerging ARIs. Moreover, education and training services ensure that clinicians are well-trained on 
GCP and legislation. Finally, ARIs should evaluate whether they have the expertise and resources available 
to offer operative services such as study conduct. All ARIs within our survey applied the ICH GCP guide-
lines to guarantee ethical and high-quality clinical research, which is why we observed no geographical 
differences related to the quality of performed research. By reducing redundancies and optimising resource 
use, ARIs can enhance the efficiency of ACTs. Digital tools and technologies are currently being developed 
to further support clinical trial management. Low-cost products or free-to-use software can help mostly 
ACTs achieve better trial management capacities for example during recruitment of trial participants [27]. 
As they are sponsored by the pharmaceutical industry, ISTs often have their private software for a better 
clinical trial overview. These applications help both participants and researchers in coordinating their ac-
tivities, ultimately leading to faster termination and publication of clinical trial results. Financial support 
for academic research varies between countries. According to data from the World Bank website, research 
and development expenditure reached 3.36% of GDP in Switzerland, 3.14% in Germany, 2.43% in China, 
1.45% in Italy, 1.21% in Thailand and 1.40% in Turkey (most recent data for the year 2021) and 1.83% in 
Australia and 0.28% in Nigeria (most recent data for the year 2019) [28].

Impact of ACTs

Importantly, ACTs cover key areas of medical research, often going beyond the scope of ISTs by generat-
ing data on the effectiveness and safety of drugs in the real-world setting (phase IV clinical trials) and pro-
moting evidence-based medicine. Lathyris et al. [29] reported that out of 577 randomised trials involving 
the 15 companies that had sponsored the largest number of registered trials in ClinicalTrials.gov in 2006, 
82% had a single industry sponsor. The compared interventions belonged to a single company in 67% of 
the trials and only 18 trials assessed a head-to-head comparison of different active interventions developed 
by different companies [29]. According to Blümle et al. [2], results of ACTs were more often published as a 
journal article while results of ISTs were more often published in study registries. Moreover, international 
ISTs less often gained impact by inclusion in systematic reviews or guidelines than ACTs [30]. Collabora-
tion between academics and industry in clinical trials is common in the development of drugs, vaccines and 
devices. According to Rasmussen et al. [31], academics evaluated this cooperation (in the design, conduct, 
and reporting of the clinical trials) as beneficial, even though some reported a loss of academic freedom and 
disagreements, mostly concerning trial design and reporting.

Limitations

The survey implemented here was a self-developed instrument and reliance on self-reported data from a 
small sample size may introduce bias. While the participation of 20 respondents from 15 countries is satis-
factory, the findings may not be generalisable to regions not represented, such as North and South America. 
Since the USA is a key market for clinical research and drug applications, their opinions would have been 
highly valuable. Future studies should explore the challenges faced by ARIs outside ICN as well as private 
research institutions and contract research organisations to provide a broader perspective.

CONCLUSIONS
Our findings suggest that ISTs generally face fewer funding issues and communication challenges with au-
thorities or ethics committees compared to ACTs. To address these issues, ARIs should be created to sup-
port and advise academic researchers on all aspects, including project planning and implementation, with 
a particular focus on feasibility and funding. Through concentrated knowledge and shared infrastructures, 
redundancies can be reduced, and financial and human resources can be used optimally. In this sense, we 
outline five important action points for sponsors of ACTs in Table 2. Intensified collaboration between ac-
ademic sponsors and ARIs will streamline clinical trial processes, guide the study personnel, and enhance 
the overall success of clinical trials, benefitting both researchers as well as patients.
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Disclaimer: The authors of this manuscript are working for the Clinical Trials Center (CTC) at the University Hospital 
Zurich. The CTC is an academic research institution (ARI) supporting research-physicians in setting up and conduct-
ing clinical trials. Moreover, the CTC is a founding member of an international network of academic clinical trial units, 
called the International Clinical Trial Center Network (ICN) [11]. The ICN is an international cohort of high-profile 
ARIs and its mission is to enhance the global availability of high-quality clinical research centres and study sites by 
promoting and supporting the top-level services and proven capabilities of the ICN and its members. Through close 
and coordinated contact among its members, the ICN can connect teams and relevant stakeholders in clinical research. 
The top priority is to enable advanced study centres to join forces and young study centres to build up their clinical re-
search infrastructure and expertise.
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