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1. Introduction

Japan's health system has long combined population 
health with equity at a relatively low cost, yet its 
sustainability has come under pressure from population 
aging and structural shifts in care delivery (1). University 
hospitals—responsible for advanced care, education, 
and research—are now tasked with anchoring regional 
networks and translating research into practice at 
scale. Parallel reforms in payment and information 
infrastructures—such as the expansion of Diagnosis 
Procedure Combination (DPC)/Diagnosis Related Group 
(DRG)-like systems and the integration of databases—
have reoriented evaluation toward measurable 
performance, transparency, and reproducibility (2). 
University–industry collaboration (UIC) is indispensable 
to this transition, but the two sectors operate under 
different logics. Companies seek usable products 
quickly; universities must preserve research ethics, 
methodological rigor, and public trust. This tension is 
not new: the modern literature on academic–industrial 
relationships documents both benefits (resources, 
productivity, training) and risks (bias, secrecy, conflict 
of interest) (3,4). The policy innovation in 2025—
formalizing academic research organizations (AROs) 
within hospital accreditation—addresses this structural 

mismatch by making research support and collaborative 
governance a core institutional function, rather than an 
ad-hoc courtesy.
	 We argue that  the ARO model addresses a 
structural governance problem in UIC: the absence of 
institutionalized mechanisms to align scientific rigor, 
ethical accountability, and implementation speed.
	 Unlike existing international frameworks, the 
Japanese policy embeds these functions into hospital 
accreditation, transforming collaboration from an 
optional activity into a core institutional capability.
	 This paper contributes a governance perspective by 
conceptualizing AROs as "infrastructures of trust", and 
derives generalizable principles for designing sustainable 
translational systems.

2. Why an ARO? Functions and Value 

AROs professionalize the "middle space" between 
science and implementation. They align incentives 
and time horizons through standardized contracts, 
Institutional Review Board (IRB) coordination, data-
governance protocols, and monitoring. The aim is not 
merely compliance but capability: enabling multi-
center studies, interoperable data use, and timely 
dissemination without sacrificing rigor. Global 
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experience from the National Institutes of Health (NIH) 
Clinical and Translational Science Awards (CTSA) 
program demonstrates that dedicated translational 
support units accelerate start-up and foster collaboration 
across departments and community partners (5,6). 
In Europe, data-management standards for academic 
units developed under European Clinical Research 
Infrastructure Network (ECRIN) codified Good Clinical 
Practice (GCP) requirements and later underpinned the 
formal certification of academic data centers (7,8).
	 In Japan, the ARO concept matured alongside 
translational initiatives and learning health system 
thinking. The Global ARO Network emphasized data 
sharing, framing AROs as hubs for federated knowledge 
flows and ethical data use (9).
	 Embedding AROs in accreditation converts trust into 
an auditable institutional asset. This enables university 
hospitals to demonstrate, publicly and repeatedly, that 
ethics, reproducibility, and collaboration are not trade-
offs but dual imperatives. Table 1 summarizes the 
structural differences between universities and industry in 
terms of roles, evaluation cycles, and outcome indicators, 
illustrating the underlying misalignment that necessitates 
an intermediary governance structure such as the ARO.

3. Governance and trust from compliance to 
capability

The ARO converts ethical principles into workable 
processes. It establishes a single operational spine for 
protocol review, conflict-of-interest (COI) oversight, 
biostatistics, data management, and documenting 
performance with metrics meaningful to both 
academia and industry. Evidence from CTSA-linked 
institutions and European efforts shows that centralized 
infrastructure reduces protocol deviations, shortens 
start-up time, and improves cross-site data quality (6-8). 
Crucially, transparency, plain-language summaries, joint 
releases, and public registries, extend accountability 
beyond journals to the communities served. AROs also 
address a persistent human-resource gap. University 

hospitals face rising costs, constrained revenue, and 
increasing volatility in clinical margins, amplified by 
shocks such as COVID-19 and inflation. Analyses of 
academic medical center finances demonstrate mounting 
pressure on operating margins and investment capacity 
(10). By creating stable roles for research administrators, 
data stewards, and "translational intermediates", AROs 
help de-risk projects organizationally and retain scarce 
expertise.

4. Applied collaboration—gastroenterology, secure 
computation, and e-consent

Collaboration between Chiba University Hospital 
and NTT DOCOMO Business illustrates how ARO 
governance synchronizes clinical need, digital design, 
and ethics. In inflammatory bowel disease (IBD), two 
frictions impede research: delayed additional consent 
(patients return every few months) and missing patient-
reported outcomes (PROs) between visits. ARO-led co-
design introduced remote electronic consent (e-consent) 
and smartphone-based PRO capture to maintain 
continuity, while secure computation allowed analysis 
and model development on encrypted data, thereby 
preserving confidentiality. The ARO coordinated IRB 
approvals, standardized consent, validated data-handling 
standard operating procedures (SOPs), and aligned 
publication plans. Engineers and clinicians (with patient 
input) iterated interface prototypes to reduce patient 
burden and maximize completion rates. The result is not 
a "tech-first" but a "capability-first" model: technology 
chosen and shaped to meet clinical and ethical 
requirements, then stabilized through governance. This 
reflects the global shift from standalone IT deployments 
to integrated translational infrastructures.
	 This case differs from routine digital health 
implementation in that technology deployment was 
subordinated to governance design, rather than driving it.
	 The ARO framework facilitated a reduction in 
procedural delays related to ethical approval processes 
and consent coordination, enhanced the continuity of 
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Table 1. Comparative roles and results of universities and corporations in university–industry collaboration (UIC)

Aspect

Role

Evaluation cycle

Outcome indicators

University

• Draft research plan and analysis design
• Obtain ethics approval
• Provide research field (hospital, community, patient base)
• Offer physical research site and coordination staff
• Present at conferences, prepare academic papers
• Introduce external collaborators
• Provide educational opportunities for students and trainees

Multi-year, preferably over several fiscal terms

Reproducibility, ethics, academic soundness, scholarly 
outputs and intellectual property

Corporation (Industry)

• Provide research funding
• Lead public relations and press releases
• Apply for and manage intellectual property
• Foster employee training and research and development 
(R&D) human resources

Semi-annual or annual, synchronized with corporate budget 
cycles

Practical application, commercialization, financial return, 
academic co-publications and awards
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Japanese experience: i) Institutionalization of trust: 
embedding ethics, data governance, and transparency 
into formal organizational structures; ii) Integration 
of governance and collaboration: aligning regulatory 
processes with operational workflows; and iii) Temporal 
alignment between academia and industry: creating 
mechanisms that reconcile long-term scientific validation 
with short-term implementation cycles. These principles 
may inform the design of translational infrastructures in 
other health systems facing similar pressures.
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