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COMMENTARY Open Access

Sharing individual participant data: through
a systematic reviewer lens
Larysa H. M. Rydzewska1* , Lesley A. Stewart2 and Jayne F. Tierney1

Abstract

An increasing prevalence of data-sharing models, aimed at making individual participant data (IPD) from clinical

trials widely available, should facilitate the conduct of systematic reviews and meta-analyses based on IPD. We have

assessed these different data-sharing approaches, from the perspective of experienced IPD reviewers, to examine

their utility for conducting systematic reviews based on IPD, and to highlight any challenges. We present an

overview of the range of different models, including the traditional, single question approach, topic-based

repositories, and the newer generic data platforms, and show that there are benefits and drawbacks to each. In

particular, not all of the new models allow researchers to fully realise the well-documented advantages of using IPD

for meta-analysis, and we offer potential solutions that can help improve both data quantity and utility. However, to

achieve the “nirvana” of an ideal clinical data sharing environment, both for IPD meta-analysis and other secondary

research purposes, we propose that data providers, data requestors, funders, and platforms need to adopt a more

joined-up and standardised approach.

Keywords: Data sharing, Systematic review, Clinical trials

The current clinical data sharing landscape
The sharing of clinical trial data can increase transpar-

ency, improve understanding of individual trials, and

facilitate the re-use of the data for secondary research,

including meta-analyses of individual participant data

(IPD meta-analyses) in particular [1]. These have been

described as the gold standard of systematic review [2]

because they can improve the completeness and quality

of data and the breadth and flexibility of analysis [3–6].

Notwithstanding the recent intensification of activity on

this subject, whilst the concept of sharing IPD may be

evolving, it is certainly not novel. Indeed, meta-analyses

involving the central collection, checking and analysis of

IPD, have been around since the 1980s [7, 8]. We

present an overview of the range of different data-

sharing models, as well as the traditional collaborative

approach, and show that there are benefits and draw-

backs to each. In particular, not all of the new models

allow researchers to fully realise the well-documented

advantages of using IPD for meta-analysis, and we offer

potential solutions that can help improve data quantity

and utility.

The traditional collaborative approach to accessing IPD

from trials

Single-question IPD meta-analysis

Traditionally, IPD meta-analyses have usually been car-

ried out by a core research team, who build collabora-

tions with trial investigators to gain access to IPD from

all the trials relevant to a specific research question [9]

(Table 1). Usually, a clearly defined set of variables, re-

quired to address this research question, are collected

centrally. These will include information relating to the

trial participants’ disease or condition, the treatments

and tests they have received, and the outcomes collected.

These data are standardised and checked, then verified
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with the trialists prior to analysis, and the results are

usually published on behalf of the whole collaborative

group [3, 5, 10].

However, there are some drawbacks to this trad-

itional approach. For example, although it can provide

full, direct access to the relevant IPD, the process of

building such partnerships, preparing data use agree-

ments, and sourcing, collecting, checking, and analys-

ing the IPD can be much more lengthy, complex, and

resource-intensive than it is for systematic reviews

based on aggregate or summary data [4, 5]. It may

also be difficult to locate the appropriate responsible

party(ies) who can grant agreement to share the data

and/or find out where the required data are held.

Furthermore, although data use agreements are now

much more common, in our experience, these are be-

coming increasingly more difficult to negotiate be-

tween data providers and recipients [9]. Ironically,

although trial investigators are now much more famil-

iar with, and amenable to, requests for sharing their

data, the development of the data use agreements in-

variably involves not just trialists and researchers, but

also legal teams from both sides, which can lead to a

prolonged and complex contractual undertaking.

Moreover, the ability to re-use or share the IPD with

other researchers, in order to address new questions

that may arise, is often inhibited by the need to ob-

tain additional permissions from the original trial

investigators.

Topic-based IPD meta-analysis repositories

Topic-based repositories aim to bring together IPD from

all trials within a particular health-care area, with the

specific intention of addressing multiple questions, and

in some cases, the subsequent re-use by the research

community to address new clinical questions [9] (Table

1). These may be developed either retrospectively or

prospectively.

Retrospective topic-based repositories represent the

retrospective amalgamation of IPD from multiple

single-question meta-analyses that may be expanded

over time leading to the establishment of a topic-

based database. For example, the rich collection of

data gathered by the Early Breast Cancer Trialists’

Collaborative Group (EBCTCG) [11] since the 1980s

as part of a seminal series of IPD meta-analyses

(assessing, e.g. tamoxifen [7], polychemotherapy [12],

and radiotherapy [13]) and the ACCENT database of

colorectal cancer trials [14]. Such databases can

subsequently be utilised to address a further variety

of key clinical questions, such as treatment efficacy

questions [15–17], the investigation of potential prog-

nostic factors [18], and identification of surrogate

endpoints for overall survival [19].

Examples of more forward-looking repositories include

ICECaP, which has evaluated surrogate outcomes in

localised prostate cancer, but aims to include newer tri-

als as they become available to validate these outcomes

[20]. Likewise, ARCAD [21] aims to pool data from

completed colorectal cancer trials, to identify optimal

trial endpoints [22], and to investigate predictive and

prognostic factors [23] in this setting.

Prospectively designed topic-based repositories take

this approach a step further by mapping out the trial

landscape, before most have completed and reported, to

address a series of questions (both known and as yet un-

known) within a specific topic area. One such example is

the STOPCAP M1 repository of trials conducted in

metastatic hormone-sensitive prostate cancer [24]. Using

a prospective approach allows researchers to anticipate

upcoming, clinically relevant, and important questions

as the treatment paradigm evolves, and direct engage-

ment with investigators facilitates the conduct of pro-

spective meta-analyses of aggregate data that can guide

the strategic collection of IPD [25]. As with retrospective

topic-based repositories, the data are also being used to

identify and validate early surrogate outcomes and prog-

nostic factors, and data are also available to the wider

research community, under a moderated access model,

for further clinical and methodological research.

The topic-based approach can provide the triple effi-

ciency of ensuring that the clinical data collated are har-

monised, thereby removing that burden from research

teams wishing to use the data subsequently; allowing

trial investigators to comply with data-sharing policies;

and reducing the need for trials teams to meet multiple

and varied requests for data. Moreover, repeated use of

the data by different research teams to answer key clin-

ical questions, maximises the value of these data, whilst

minimising research waste. However, as this broadly

uses the same approach to gain access to and manage

the IPD as the single-question model, it invariably simi-

larly suffers from the same drawbacks, and the process

can still be both time and resource intensive.

Accessing IPD via generic data hosting and sharing

platforms

The numerous recent calls for increased clinical data

sharing from a wide variety of sources [26–32] have also

led to the development of a raft of new initiatives, based

on a more generic data-sharing model. As these have de-

veloped contemporaneously, but somewhat independ-

ently [33], they offer varying levels of access to the

underlying data (Table 1).

At one end of the spectrum, fully anonymised IPD

may be available to download directly, without restric-

tion (e.g. the freeBIRD database [34]). At the opposite

end, the repository software has been designed to permit
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users to “take the analysis to the data”; in other words,

the data are interrogated remotely, without the re-

searcher ever having physical access to it (e.g. Data-

SHIELD [35]). More commonly, access is via data-

hosting repositories such as the National Cancer Insti-

tute’s NCTN/NCORP Data Archive [36] or data-sharing

platforms such as Clinical Study Data Request (CSDR)

[37] or the Yale Open Data Access Project (YODA) [38].

The latter do not normally host data, but rather provide

a mechanism to facilitate access to the IPD. Access is

usually subject to the approval, often by an independent

scientific committee, of a research proposal, and the re-

search team signing up to a standard platform-specific

data use agreement. Thereafter, researchers can either

download the data, or the IPD may only be made avail-

able within a secure area of the platform, sometimes re-

ferred to as a “locked-box” approach. A more recent

addition to the data-sharing arena is Vivli, which was

launched in 2018 as both a global platform and a general

clinical data repository [39], and therefore acts as either

the host of, or to facilitate access to, clinical trial data

across multiple platforms.

These novel initiatives heralded the potential to make

gathering IPD quicker and easier, as they provide a

Table 1 Examples of types of data-sharing models

Data-sharing model Level of access Mode of access Type of data Level of
collaboration
with original
trialists

Examples

Single-question IPD meta-analysis

Usually to address one or more specific
research questions

Negotiate provision
of IPD from trialists

IPD provided directly to
data requestor

Usually
pseudonymised

Usually fully
collaborative

Single-
collaboration
IPD reviews [40,
41]

Topic-based repository

Retrospective:
Assembly of multiple existing IPD
databases within a topic area to address
new questions. May include new trials as
they become available

Negotiate provision
of IPD from trialists

IPD provided directly to
data requestor

Usually
pseudonymised

Collaborative ACCENT [14];
ARCAD [21];
EBCTCG [11];
ICECaP M0 [20]

Prospective:
Plan to assemble IPD from all trials
within a topic area, whilst most of the
trials are still ongoing or yet to report, to
address planned questions or new
questions arising

STOPCAP M1
[24]

Data available on demand with
unrestricted access

Data available to
download online
(usually only
registration is
required)

IPD provided directly to
data requestor; usually via
direct download

Usually fully
anonymised

Not usually
collaborative

freeBIRD [34];
International
Stroke Trial (IST)
database [42]

Moderated access Subject to the
approval of a formal
research proposal

IPD provided directly to
data requestor

May be fully
anonymised or
pseudonymised

Potential to be
collaborative

CSDR [37];
YODA [38]; VIVLI
[39]; NCTN/
NCORP [36]

Moderated and restricted (“locked-box”)
access

Subject to the
approval of a formal
research proposal

IPD available only within
secure environment

May be fully
anonymised or
pseudonymised

Not usually
collaborative

CSDR [37];
YODA [38]; VIVLI
[39]; NCTN/
NCORP [36]

Analyses taken to the data Subject to approval
of a formal research
proposal

IPD interrogated remotely;
question(s) and/or analysis
software provided by the
data requestor

Not
applicable—
no direct
access to data

Not usually
collaborative

DataSHIELD [35]
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useful mechanism for more easily locating IPD from

relevant individual studies, which has often been a key

problem with the traditional approach. Also, simple “off

the peg” data use agreements potentially allow much

more timely access to the requested data, as long as the

agreement template enables the research team to achieve

the specific aims of the proposed project (otherwise bespoke

data use agreements may be necessary); although timings

may vary between platforms and even between data pro-

viders within platforms. However, it is still unclear whether

these new approaches are ultimately any quicker or better

compared with the traditional collaborative approach [1,

43]. For example, the majority of these novel generic data

sharing platforms simply provide access to a limited and ad-

hoc set of individual trials, such as those conducted by a

particular company or institution, to comply with data-

sharing requirements. There can also be considerable vari-

ability in both the quantity and quality of the data that are

deposited in these platforms, and in some cases, the datasets

may have been heavily redacted. All of these issues can ren-

der the data unsuitable for a systematic, reliable, and thor-

ough investigation of a specific research question.

Another consideration is that many IPD meta-analysis

projects will still require data from older and/or non-

industry or academic trials, which are currently under-

represented within the newer data-sharing initiatives. For

example, from a CSDR metric report, of the 3374 studies

on the platform at that time, only 10 of these were from

academic funders [43] and in a recent survey of re-

searchers, funded primarily by one of four main funders

(Wellcome Trust; Medical Research Council; Bill and Me-

linda Gates Foundation; and Cancer Research UK), of

those who had shared their data, only 17% had stated that

the data would be made available via a repository in their

sharing statements [44]. Therefore, it is likely, that for

these trials, IPD will continue to be sought directly from

trial investigators for some time to come.

The utility of different the data-sharing
approaches for IPD meta-analysis
Improving the completeness and quality of data

In the traditional collaborative and topic-based IPD ap-

proaches, relevant data from all eligible trials, all rando-

mised participants, and all relevant outcomes are usually

sought, along with extra follow-up (if relevant) (Table 2).

This means data from unpublished trials, participants

and outcomes can be included, which can alleviate

potential reporting and data availability bias, and other

limitations associated with meta-analyses based on

published aggregate data [5, 45] and allow long-term

treatment effects to be examined [3–5].

Instead, data deposited in platforms may only include

a very specific subset of the clinical data collected within

the original trial, such as those participants included in

the published analyses, or those that received per-

protocol treatment, or data from just those outcomes

that have been previously reported in a journal article,

rather than all the participants or all relevant variables

required for a planned meta-analysis. Also, depending

on when a particular dataset was submitted to the plat-

form, it may not be based on the most up-to-date

follow-up. IPD that are limited in such ways may intro-

duce some of the biases usually associated with pub-

lished aggregate data.

Centrally collecting and standardising data

For IPD meta-analysis, gathering the data together into a

single space allows for variable definitions to be standar-

dised as far as possible across all trials, for uniform cod-

ing of the data, and the derivation of any additional

outcomes or other variables of relevance to the analysis

[3–5, 10], (Table 2). In the traditional approach, much

of this is often done by the data providers, or by the

central research team with input from the original inves-

tigators (who understand the data best). This standard-

isation then makes it possible to readily combine data

across trials in a meta-analysis, and to interpret the

results more easily.

In contrast, in many of the newer data-sharing plat-

forms, where data are accessed remotely within separate,

secure “locked box” environments, the relevant trials

may also be dispersed across multiple platforms. This

can impede the effective harmonisation of the datasets

and subsequently make it difficult or impossible to de-

rive any further variables, outcomes, or other data defi-

nitions. This is less of an issue if the data are released

directly to the reviewer through the platform, provided

the appropriate meta-data are available. However, with-

out input from the original trialists this could still prove

difficult. In addition, even if it is possible to download

the data directly from one platform, the “off the peg”

data use agreement put in place to access the data will

likely prohibit the subsequent uploading of that data to

another repository, where data are only accessible via

the “locked box” model.

Directly checking and validating data

Direct access to IPD allows the research team to check

the completeness, validity, and consistency of the data

and to query any anomalies with trialists [3–5, 10]

(Table 2), which also helps them to better understand

the data [3]. In addition, the original trialists can help to

clarify aspects of trial design and conduct to inform risk

of bias assessments of the included trials [46], which can

be enhanced by direct checking of the IPD, for example,

to check the randomisation process [3, 5, 10].

However, within the newer, secure, environments, the

degree to which the data have been de-identified or
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Table 2 Advantages of the IPD approach under different data-sharing models
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redacted will determine the extent to which the reviewer

can directly check and validate the IPD. For example, if

no dates are provided, it will not be possible to deter-

mine the internal consistency of, for example, time-to-

event outcomes, or to thoroughly check the integrity of

randomisation [3, 5]. Furthermore, even if such checks

are possible, if a direct link to the trialists cannot be

established via the platform, it will not be possible to ad-

dress any queries and/or to verify the data. In the most

extreme data-sharing scenario, where IPD are only avail-

able for remote data interrogation, although it might be

possible to ask the trial teams to run such checks, they

may be unwilling to do so, and this cannot compare with

the scrutiny of the underlying data by an independent

group. Indeed, for data that are only accessible remotely,

requesting access to the trial clinical study reports [47,

48], instead of the IPD, may actually provide more

transparency.

More robust, detailed, and flexible analysis

The central collection and harmonisation of all the IPD

into a single database not only permits the use of

consistent methods of analysis across all trials, and for

estimates of effect to be derived directly from the data,

but also facilitates a more in-depth analytical approach

[5, 6]. This includes the investigation of any potential

variations in treatment effect across different types of

participant and the use of more complex models [5, 6]

(Table 2). This is only fully possible when data from all

trials are released directly to the reviewer and collected

in a single space. If one or more trials can only be

accessed either within separate platforms, or remotely,

even if the relevant software is available or can be

brought into the platform, the IPD will need to be dis-

tilled into aggregate data for analyses. Hence, the choice

of potential analyses will be restricted, and for example,

only a two-stage, rather than a one-stage, meta-analysis

model for both overall effects and interactions would be

feasible. This would also render development of IPD

prediction models near impossible and other complex or

multivariate analyses at the participant level would not

be possible at all.

Discussion
Challenges of the different data-sharing models

In systematically evaluating the current clinical data-

sharing models against the known advantages of con-

ducting reviews and meta-analyses based on IPD [5, 6],

as listed in Table 2, we have found that a number of

challenges remain. In fact, none of the individual models

described in this paper fully allows researchers to quickly

and efficiently locate, centrally gather, standardise,

check, and flexibly analyse all the relevant data to ad-

dress a specific question.

Whilst there has been a steady stream of publications

addressing the importance of sharing clinical data to

promote transparency, validate study findings, and con-

duct secondary research [49], much of the the focus has

been on how to make data available [50], meta-data

standards [51], and ethical considerations [52], rather

than consideration of maximising the value and utility of

that data for IPD meta-analysis. This is reinforced by a

survey of CSDR users suggesting that “analysing data be-

hind a firewall is burdensome and inadequate for meta-

analyses of patient-level data” [37], and more recently by

members of CSDR’s Independent Review Panel (IRP)

who have acknowledged challenges to the sustainability

of the CSDR model given that data access has been con-

siderably lower than originally anticipated [43]. Broader

evaluation of the current data-sharing landscape, for ex-

ample, to assess either the suitability of different plat-

forms for hosting IPD [33], or their ease of use for

researchers wishing to access data [53] have also drawn

attention to heterogeneity across existing platforms, and

have highlighted the fact that increased availability of

data does not necessarily lead to faster access to that

data [1, 43]. Furthermore, with data largely made avail-

able via generic platforms to comply with policy, this po-

tentially creates silos of data that may never be

requested and utilised by others [37, 43]. Thus, the value

of this blanket approach seems unclear, particularly

given that preparing data for sharing has considerable

resource implications.

How can data providers and data requestors help to

maximise the use and value of the clinical data?

The current data-sharing landscape is presently in a

state of flux, with all platforms and repositories continu-

ally evolving, and therefore, there is the potential to

eventually create an ideal data-sharing scenario. We

would argue that from the systematic reviewer perspec-

tive, improving the current data-sharing landscape not

only requires increased visibility and accessibility of all

data, but also the ability to gather together all trials rele-

vant to a specific question into a single space, with the

IPD harmonised as far as possible across the included

trials. In order to achieve this, a more forward-thinking

and cooperative approach will be required:

Ideally, for all new trials being designed, trialists

should aim to prospectively obtain consent from partici-

pants for the re-use of their data after the trial has been

completed. In addition, when preparing participant data

for sharing; as far as possible these should be suitably

detailed and standardised according to the norms for the

clinical area. If a minimum level of standardisation is

not already in place, especially for composite and/or

complex baseline characteristics and outcomes, then

there may still be a limit to the level of harmonisation
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possible at this stage. Here, the topic-based approach

could play a key role in informing standards for the de-

position and curation of data within a particular health-

care area, for example, by highlighting the key variables

to include, and outcome variables could be informed by

core outcome sets (if they exist) for trials within a spe-

cific disease area or condition [54]. Also, in those cases

where data are being sought directly from the original

investigators, it is important that data use agreements

are simplified as far as possible, whilst continuing to ap-

propriately govern the flow and use of data and protect

the privacy of participants; as per the agreements for

some of the newer platforms.

Systematic reviewers (or other data requestors), who

find that data have already been deposited in a platform

or repository, but are insufficiently detailed or complete,

should interact directly with trial teams to seek the add-

itional relevant data. Although the main data-sharing

platforms, e.g. Vivli, CSDR, and YODA, do have chan-

nels through which such enquiries can be made, in some

cases, this may only be to a third party that has prepared

the data for deposition, who may not understand the

data as well as the original trialists. Therefore, additional

efforts may still be required to contact the relevant trial

personnel directly. Ideally, this should be aligned to their

IPD meta-analysis or topic-specific data dictionary,

which would not only provide the data needed to con-

duct a specific IPD meta-analysis, but would also in-

crease the utility of the data to other research teams

who might access it subsequently. Similarly, if the data

have not yet been deposited, then researchers should li-

aise with the trialists in advance of preparation of the

data. In both cases, this could potentially reduce the

need for data providers creating multiple versions of a

particular clinical dataset, which can be an issue for key

clinical trials. Furthermore, where additional data are re-

quested for trials accessed via a generic data platform,

an entirely new dataset is usually uploaded to the plat-

form by the original trial team. However, it is less clear

how any changes, identified through the standard IPD

checking process, and subsequently made to the (e.g.

downloaded) datasets accessed by researchers, are man-

aged. Mechanisms need to be in place across all reposi-

tories to ensure that any subsequent data requestors can

access these same ‘corrected’ trial datasets.

However, even if the quality and quantity of the data

made available for sharing are improved, facilitating the

conduct of IPD meta-analysis will still require better

interoperability and flexibility across the different data-

sharing platforms, for example by allowing data to be

downloaded directly, or to allow data from different re-

positories, and data obtained directly from trial investi-

gators, to be brought together. The Vivli platform [39]

has set an example and started to address this issue by

acting as a “bridging” platform to allow researchers to

collate data from different repositories, but this is cur-

rently limited to those data providers/platforms that are

signed up to Vivli, leaving much scope for improvement.

It is also important to remember that the concept of

sharing IPD is not novel and has been helping to improve

patient outcomes worldwide for decades [55]. Whilst it is

understandable and important that safeguards need to be

in place to govern the appropriate and secure sharing of

clinical data, there is also little point in sharing data that is

not fit for the research purpose for which it is being re-

quested. Therefore, with suitable data use agreements in

place, to minimise risk and ensure that data are only

accessed by specific researchers with appropriate skills, it

should be possible to share de-identified, rather than fully

anonymised or heavily redacted data. Given that many fun-

ders are mandating deposition, they could also have a role

to play in ensuring that deposited data are fit for re-use.

Another consideration for funders is whether sharing of all

clinical trials should be mandated, or whether an “on-de-

mand” approach would be more appropriate, whereby data

are prepared for sharing when the first approved access re-

quest is made, to ensure that all important data are shared,

whilst limiting the burden on trial teams.

A recent scoping study, which aimed to explore differ-

ent data sharing approaches, and their impact on

research outputs, demonstrated that there is still a lack

of empirical data to assess the link between intended

and actual data-sharing [56]. Therefore, we strongly

believe that any future efforts to address this evidence

gap should consider the issues raised within this paper.

Conclusions
To achieve the “nirvana” of an ideal clinical data sharing

environment for IPD meta-analysis and other secondary

research purposes, data providers, data requestors, fun-

ders, and platforms must adopt a more joined-up and

standardised approach.

Authors’ contributions

LHMR and JFT conceived the idea for the article and drafted the manuscript

with input from LAS. All authors have read and approved the final

manuscript. LR is the guarantor for the article. The decision to publish was

jointly agreed by all authors.

Funding

LHMR and JFT were funded by the UK Medical Research Council (https://

mrc.ukri.org/) grant number: MC_UU_00004/06. The UK Medical Research

Council had no role in the design or writing of the manuscript. LAS received

no funding for her contribution to this work.

Declarations

Competing interests

All authors have completed the ICMJE uniform disclosure form at www.

icmje.org/coi_disclosure.pdf and declare no support from any organisation

with competing interests for the submitted work, no financial relationships

with any organisations that might have an interest in the submitted work in

Rydzewska et al. Trials          (2022) 23:167 Page 7 of 9

https://mrc.ukri.org/
https://mrc.ukri.org/
http://www.icmje.org/coi_disclosure.pdf
http://www.icmje.org/coi_disclosure.pdf


the previous 3 years, and no other relationships or activities that could

appear to have influenced the submitted work.

LHMR and JFT are co-applicants on a Prostate Cancer UK (PCUK) grant to de-

velop a topic-based repository of randomised controlled trials of treatments

for metastatic prostate cancer. LAS was a co-applicant on a National Institute

for Health Research (NIHR) grant to pilot a topic based register of rando-

mised controlled trials of progestogens for prevention of preterm birth. She

has previously held grants to carry out several IPD meta-analyses. In addition,

JFT & LS are convenors, and LHMR is the coordinator of the Cochrane IPD

Meta-analysis Methods Group.

No ethics approval, or consent for publication, was required.

Author details
1MRC Clinical Trials Unit at UCL, Institute for Clinical Trials and Methodology,

90 High Holborn, London WC1V 6LJ, UK. 2Centre for Reviews and

Dissemination, University of York, York YO10 5DD, UK.

Received: 14 July 2021 Accepted: 29 October 2021

References

1. Nevitt SJ, Marson AG, Davie B, Reynolds S, Williams L, Smith CT. Exploring

changes over time and characteristics associated with data retrieval across

individual participant data meta-analyses: systematic review. BMJ. 2017;357:

j1390.

2. Chalmers I. The Cochrane Collaboration: preparing, maintaining and

disseminating systematic reviews of the effects of health care. Ann N Y

Acad Sci. 1993;703:156–65.

3. Stewart LA, Clarke MJ. on behalf of the Cochrane Working Party Group on

Meta-analysis using Individual Patient Data. Practical methodology of meta-

analyses (overviews) using updated individual patient data. Stat Med. 1995;

14:2057–79.

4. Stewart LA, Tierney JF. To IPD or Not to IPD? Advantages and disadvantages

of systematic reviews using individual patient data. Eval Health Prof. 2002;

25(1):76–97.

5. Tierney JF, Vale CL, Riley R, Tudur Smith C, Stewart LA, Clarke M, et al.

Individual participant data (IPD) meta-analyses of randomised controlled

trials: Guidance on their use. PLoS Med. 2015;12(7):e1001855.

6. Tierney JF, Riley RD, Tudur-Smith C, Clarke M, Stewart LA. Rationale for

embarking on an IPD meta-analysis project. In Individual participant data

meta-analysis: A handbook for healthcare research. 1st. Edited by Riley RD,

Tierney JF, Stewart LA. Wiley; 2021: 9-19.

7. Early Breast Cancer Trialists Collaborative Group. Effects of adjuvant

tamoxifen and of cytotoxic therapy on mortality in early breast cancer. N

Engl J Med. 1988;319(26):1681–92.

8. Non-small Cell Lung Cancer Collaborative Group. Chemotherapy in non-

small cell lung cancer: a meta-analysis using updated data on individual

patients from 52 randomised clinical trials. BMJ. 1995;311:899–909.

9. Stewart LA, Riley RD, Tierney JF. Planning and initiating an IPD meta-analysis

project. Individual participant data meta-analysis: A handbook for healthcare

research. 1st. Riley RD, Tierney JF, Stewart LA. Wiley; 2021: 21-43.

10. Tierney JF, Riley RD, Rydzewska LHM, Stewart LA. Running an IPD meta-

analysis project: From developing the protocol to preparing data for meta-

analysis. In: Riley RD, Tierney JF, Stewart LA, editors. Individual participant

data meta-analysis: A handbook for healthcare research. 1st ed: Wiley; 2021.

p. 45–80.

11. Kawahara T, Fukuda M, Oba K, Sakamoto J, Buyse M. Meta-analysis of

randomized clinical trials in the era of individual patient data sharing. Int J

Clin Oncol. 2018;23(3):403–9.

12. Early Breast Cancer Trialists' Collaborative Group. Polychemotherapy for

early breast cancer: an overview of the randomised trials. Lancet. 1998;352:

930–42.

13. Early Breast Cancer Trialists Collaborative Group. Effects of radiotherapy and

surgery in early breast cancer. An overview of the randomized trials. N Engl

J Med. 1995;333(22):1444–55.

14. Renfro LA, Shi Q, Sargent DJ. Mining the ACCENT database: a review and

update. Chin Clin Oncol. 2013;2(2):18.

15. Early Breast Cancer Trialists' Collaborative Group, Correa C, McGale P, Taylor

C, Wang Y, Clarke M, et al. Overview of the randomized trials of

radiotherapy in ductal carcinoma in situ of the breast. J Natl Cancer Inst

Monogr. 2010;2010(41):162–77.

16. Sargent D, Sobrero A, Grothey A, O'Connell MJ, Buyse M, Andre T, et al.

Evidence for cure by adjuvant therapy in colon cancer: observations based

on individual patient data from 20,898 patients on 18 randomized trials. J

Clin Oncol. 2009;27(6):872–7.

17. Early Breast Cancer Trialists' Collaborative Group, Davies C, Godwin J, Gray R,

Clarke M, Cutter D, et al. Relevance of breast cancer hormone receptors and

other factors to the efficacy of adjuvant tamoxifen: patient-level meta-

analysis of randomised trials. Lancet. 2011;378(9793):771–84.

18. Sinicrope FA, Foster NR, Yothers G, Benson A, Seitz JF, Labianca R, et al. Body

mass index at diagnosis and survival among colon cancer patients enrolled in

clinical trials of adjuvant chemotherapy. Cancer. 2013;119(8):1528–36.

19. Sargent DJ, Wieand HS, Haller DG, Gray R, Benedetti JK, Buyse M, et al.

Disease-free survival versus overall survival as a primary end point for

adjuvant colon cancer studies: individual patient data from 20,898 patients

on 18 randomized trials. J Clin Oncol. 2005;23(34):8664–70.

20. Xie W, Regan MM, Buyse M, Halabi S, Kantoff PW, Sartor O, et al. Metastasis-

free survival is a strong surrogate of overall survival in localized prostate

cancer. J Clin Oncol. 2017;35(27):3097–104.

21. Buyse M, Sargent DJ, Goldberg RM, de Gramont A, ARCAD Clinical Trials

Program. The ARCAD advanced colorectal cancer database--open for

business. Ann Oncol. 2012;23(1):281–2.

22. Shi Q, de Gramont A, Grothey A, Zalcberg J, Chibaudel B, Schmoll HJ, et al.

Individual patient data analysis of progression-free survival versus overall

survival as a first-line end point for metastatic colorectal cancer in modern

randomized trials: findings from the analysis and research in cancers of the

digestive system database. J Clin Oncol. 2015;33(1):22–8.

23. van Rooijen KL, Shi Q, Goey KKH, Meyers J, Heinemann V, Diaz-Rubio E, et

al. Prognostic value of primary tumour resection in synchronous metastatic

colorectal cancer: Individual patient data analysis of first-line randomised

trials from the ARCAD database. Eur J Cancer. 2018;91:99–106.

24. Tierney JF, Vale CL, Parelukar WR, Rydzewska L, Halabi S. Evidence synthesis

to accelerate and improve the evaluation of therapies for metastatic

hormone-sensitive prostate cancer. Eur Urol Focus. 2019;5(2):137–43.

25. Tierney JF, Fisher DJ, Vale CL, Burdett S, Rydzewska LH, Rogozińska E, et al.

A framework for prospective, adaptive meta-analysis (FAME) of aggregate

data from randomised trials. PLoS Med. 2021;18(5):e1003629.

26. European Medicines Agency. European Medicines Agency policy on

publication of clinical data for medicinal products for human use (POLICY/

0070 v1.0). 2014. https://www.ema.europa.eu/en/documents/other/europea

n-medicines-agency-policy-publication-clinical-data-medicinal-products-

human-use_enpdf. Accessed 18 May 2021.

27. European Medicines Agency. External guidance on the implementation of

the European Medicines Agency policy on the publication of clinical data

for medicinal products for human use. EMA/90915/2016 Version 14. 2018.

https://www.ema.europa.eu/en/documents/regulatory-procedural-guideline/

external-guidance-implementation-european-medicines-agency-policy-

publication-clinical-data_en-3.pdf. Accessed 18 May 2021.

28. Food and Drug Administration: Final rule for clinical trials registration and

results information submission (42 cfr part 11). https://prsinfo.clinicaltrials.

gov/. Accessed 18 May 2021.

29. Zarin DA, Tse T, Williams RJ, Carr S. Trial reporting in ClinicalTrials.gov - The

Final Rule. N Engl J Med. 2016;375(20):1998–2004.

30. Institute of Medicine (IOM). Sharing clinical trial data: Maximizing benefits,

minimizing risk. Washington, DC: The National Academies Press; 2015.

31. Taichman DB, Sahni P, Pinborg A, Peiperl L, Laine C, James A, et al. Data

Sharing Statements for Clinical Trials - A Requirement of the International

Committee of Medical Journal Editors. N Engl J Med. 2017;376(23):2277–9.

32. National Institute of Health (NIH). National institutes of health plan for

increasing access to scientific publications and digital scientific data from

NIH funded scientific research. 2015. https://grants.nih.gov/grants/NIH-

Public-Access-Planpdf. Accessed 18 May 2021.

33. Banzi R, Canham S, Kuchinke W, Krleza-Jeric K, Demotes-Mainard J, Ohmann

C. Evaluation of repositories for sharing individual-participant data from

clinical studies. Trials. 2019;20(1):169.

34. The freeBIRD bank of injury and emergency research data. https://ctu-a

pplshtmacuk/freebird/. Accessed 18 May 2021.

35. Gaye A, Marcon Y, Isaeva J, LaFlamme P, Turner A, Jones EM, et al.

DataSHIELD: taking the analysis to the data, not the data to the analysis. Int

J Epidemiol. 2014;43(6):1929–44.

36. National Cancer Institute NCTN/NCORP Data Archive. https://nctn-data-a

rchivencinihgov/. Accessed 18 May 2021.

Rydzewska et al. Trials          (2022) 23:167 Page 8 of 9

https://www.ema.europa.eu/en/documents/other/european-medicines-agency-policy-publication-clinical-data-medicinal-products-human-use_enpdf
https://www.ema.europa.eu/en/documents/other/european-medicines-agency-policy-publication-clinical-data-medicinal-products-human-use_enpdf
https://www.ema.europa.eu/en/documents/other/european-medicines-agency-policy-publication-clinical-data-medicinal-products-human-use_enpdf
https://www.ema.europa.eu/en/documents/regulatory-procedural-guideline/external-guidance-implementation-european-medicines-agency-policy-publication-clinical-data_en-3.pdf
https://www.ema.europa.eu/en/documents/regulatory-procedural-guideline/external-guidance-implementation-european-medicines-agency-policy-publication-clinical-data_en-3.pdf
https://www.ema.europa.eu/en/documents/regulatory-procedural-guideline/external-guidance-implementation-european-medicines-agency-policy-publication-clinical-data_en-3.pdf
https://prsinfo.clinicaltrials.gov/
https://prsinfo.clinicaltrials.gov/
https://grants.nih.gov/grants/NIH-Public-Access-Planpdf
https://grants.nih.gov/grants/NIH-Public-Access-Planpdf
https://www.ctu-applshtmacuk/freebird/
https://www.ctu-applshtmacuk/freebird/
https://www.nctn-data-archivencinihgov/
https://www.nctn-data-archivencinihgov/


37. Strom BL, Buyse ME, Hughes J, Knoppers BM. Data sharing - Is the juice

worth the squeeze? N Engl J Med. 2016;375(17):1608–9.

38. Ross JS, Waldstreicher J, Bamford S, Berlin JA, Childers K, Desai NR, et al.

Overview and experience of the YODA Project with clinical trial data sharing

after 5 years. Sci Data. 2018;5:180268.

39. Bierer BE, Li R, Barnes M, Sim I. A Global, Neutral Platform for Sharing Trial

Data. N Engl J Med. 2016;374(25):2411–3.

40. NSCLC Meta-analysis Collaborative Group. Preoperative chemotherapy for

non-small cell lung cancer: a systematic review and meta-analysis of

individual participant data. Lancet. 2014;383:1561–71.

41. Askie LM, Duley L, Henderson-Smart D, Stewart LA. on behalf of the PARIS

Collaborative Group. Antiplatelet agents for prevention of pre-eclampsia: a

meta-analysis of individual patient data. Lancet. 2007;369(9575):1791–8.

42. Sandercock PA, Niewada M, Czlonkowska A, International Stroke Trial

Collaborative Group. The International Stroke Trial (IST) database. Trials.

2011;12:101.

43. Kochhar S, Knoppers B, Gamble C, Chant A, Koplan J, Humphreys GS.

Clinical trial data sharing: here's the challenge. BMJ Open. 2019;9(8):e032334.

44. Humphreys G, Merriot G, Knowles R, Pierson B, Quattroni P. Clinical Trial Data

Sharing: What We’ve Heard from Researchers. Wellcome Trust. Online resource.

2020. https://doi.org/10.6084/m9.figshare.11847336.v1 Accessed 18 May 2021.

45. Stewart L, Tierney J, Burdett S. Do systematic reviews based on individual

patient data offer a means of circumventing biases associated with trial

publications? In Publication Bias in Meta-Analysis: Prevention, Assessment

and Adjustments. 1st. Edited by Rothstein H, Sutton A, Borenstein M.

Chichester: Wiley; 2005: 261-286.

46. Vale CL, Tierney JF, Burdett S. Can trial quality be reliably assessed from

published reports of cancer trials: evaluation of risk of bias assessments in

systematic reviews. BMJ. 2013;346:f1798.

47. Doshi P, Jefferson T, Del Mar C. The imperative to share clinical study

reports: recommendations from the Tamiflu experience. PLoS Med. 2012;

9(4):e1001201.

48. Le Noury J, Nardo JM, Healy D, Jureidini J, Raven M, Tufanaru C, et al.

Restoring Study 329: efficacy and harms of paroxetine and imipramine in

treatment of major depression in adolescence. BMJ. 2015;351:h4320.

49. Koenig F, Slattery J, Groves T, Lang T, Benjamini Y, Day S, et al. Sharing

clinical trial data on patient level: opportunities and challenges. Biom J.

2015;57(1):8–26.

50. Keerie C, Tuck C, Milne G, Eldridge S, Wright N, Lewis SC. Data sharing in

clinical trials - practical guidance on anonymising trial datasets. Trials. 2018;

19(1):25.

51. Canham S, Ohmann C. A metadata schema for data objects in clinical

research. Trials. 2016;17(1):557.

52. Bauchner H, Golub RM, Fontanarosa PB. Data Sharing: An Ethical and

Scientific Imperative. JAMA. 2016;315(12):1237–9.

53. Huser V, Shmueli-Blumberg D. Data sharing platforms for de-identified data

from human clinical trials. Clin Trials. 2018;15(4):413–23.

54. Clarke M, Williamson PR. Core outcome sets and systematic reviews. Syst

Rev. 2016;5:11.

55. Clarke M. History of evidence synthesis to assess treatment effects: Personal

reflections on something that is very much alive. J R Soc Med. 2016;109(4):

154–63.

56. Ohmann C, Moher D, Siebert M, Motschall E, Naudet F. Status, use and

impact of sharing individual participant data from clinical trials: a scoping

review. BMJ Open. 2021;11(8):e049228.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in

published maps and institutional affiliations.

Rydzewska et al. Trials          (2022) 23:167 Page 9 of 9

https://doi.org/10.6084/m9.figshare.11847336.v1

	Abstract
	The current clinical data sharing landscape
	The traditional collaborative approach to accessing IPD from trials
	Single-question IPD meta-analysis
	Topic-based IPD meta-analysis repositories

	Accessing IPD via generic data hosting and sharing platforms

	The utility of different the data-sharing approaches for IPD meta-analysis
	Improving the completeness and quality of data
	Centrally collecting and standardising data
	Directly checking and validating data
	More robust, detailed, and flexible analysis

	Discussion
	Challenges of the different data-sharing models
	How can data providers and data requestors help to maximise the use and value of the clinical data?

	Conclusions
	Authors’ contributions
	Funding
	Declarations
	Competing interests
	Author details
	References
	Publisher’s Note

