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ABSTRACT 

Multi-site health science-related distributed data networks are becoming increasingly popular, particularly at a time 
where ‘big data’ and privacy are often competing priorities. Distributed data networks allow individual-level data to 
remain behind the firewall of the data holder, permitting the secure execution of queries against those local data and 
the return of aggregated data produced from those queries to the requester. These networks allow the use of 
multiple, varied sources of data for study purposes ranging from public health surveillance to comparative 
effectiveness research, without compromising data holders’ concerns surrounding data security, patient privacy or 
proprietary interests.  

INTRODUCTION 

This paper introduces the concept of a distributed data network, its purposes and benefits and, using the Mini-
Sentinel pilot project as a case study, discusses using SAS® to design and build infrastructure for a successful multi-
site, collaborative distributed data network. Mini-Sentinel is a pilot project sponsored by the U.S. Food and Drug 
Administration (FDA) to create an active surveillance system - the Sentinel System - to monitor the safety of FDA-
regulated medical products.  
This paper focuses on the data and programming aspects of distributed data networks but also visits governance, 
administrative and systems-related issues as they relate to the maintenance of a technical network. This paper is 
focused primarily on the use of distributed data networks for healthcare-related research and surveillance, but 
distributed data networks can exist for any kind of data. 

WHAT IS A DISTRIBUTED DATA NETWORK 

A distributed data network is one in which no central repository of data exists. Rather, data are maintained by and 
reside behind the firewall of a data holder, which allows indirect access to their data through the use of a standard 
query approach. The data are therefore ‘distributed’ due to the lack of centrality. 

Distributed data networks exist by a set of guiding principles: 

 Data holder sites maintain control over their data, 

 Data holder sites have standardized their data to a common data model, 

 Data holder sites’ ongoing involvement is needed in order to interpret data and findings; they know their data the 
best, so are true partners in the network (indeed, the terms ‘data holder’ and ‘data partner’ will be used 
interchangeably in this paper), 

 Programming code gets securely distributed to data holders for them to execute locally and in a manner that 
makes it easy for them to execute, 

 Following execution of programming code, data holders return aggregated results, rather than individual-level 
data, to the requestor. 

Though a distributed data network is not required to have a central coordinating center, it can be argued that having 
one in place is critical to building the necessary infrastructure and governance needed to maintain high-quality data 
and processes within a network. 

PURPOSE OF A DISTRIBUTED DATA NETWORK 

Distributed data networks often allow for access to more data than what a single or centralized site might be able to 
offer. By pooling resources (data) across several sites, with security in place such that each site maintains ownership 
over its own data, these networks provide several key benefits, including: 

 Offering alternative ways to study occurrences of rare outcomes, uptake or usage of new drugs or therapies, and 
diverse population of individuals, 

 Achieving greater statistical power due to larger numbers of observations, 
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 Encouraging the development of novel analytic and statistical methods that do not rely on the use of patient-level 
data, 

 Challenging programmers to approach projects with the intention of building reusable, flexible and scalable 
programs for infrastructure purposes, rather than a series of one-off programs, 

 Addressing and alleviating data holders’ concerns over data security, patient privacy and proprietary interests. 

 

COMMON DATA MODEL AND STANDARD QUERY APPROACH 

The purpose of any common data model is to standardize the format and content of data, such that standardized 
applications, tools and methods can be applied to them. Figure 1 is a schematic intended to represent, at a high-
level, the process for populating a common data model using healthcare claims data from a data partner site. In this 
case, the data partner site is a health insurance company or an integrated managed care consortium.   
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Figure 1. Process for populating a common data model using healthcare data from a data partner site 

 

As patients interact with the healthcare delivery system, those interactions are captured in electronic medical record 
systems and/or administrative claims data systems. The data partner site in this example maintains its data in a 
central administrative database or warehouse and then converts those data into a common data model according to 
model specifications. All of these data reside behind the data partner’s firewall, and they maintain control over the 
usage and transfer of any of their data at all times. 
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Figure 2. Query approach in a distributed data network 

Figure 2 shows a schematic for the flow of data between a data requestor and a data partner site, mimicking at a 
high-level a standard query approach in a distributed data network. 

The existence of a secure file transfer protocol portal ensures that proper security is in place on both sides of the 
program and data transfer process. Data at the partner site reside behind the data partner’s firewall. 

 

DISTRIBUTED DATA NETWORKS IN EXISTANCE 

The list below includes the names of healthcare-related distributed data networks in existence. This is by no means 
meant to be an exhaustive list but is rather intended to be used for illustrative purposes. 

 FDA Mini-Sentinel 

 PCORnet: The National Patient-Centered Clinical Research Network 

 Innovation in Medical Evidence Development and Surveillance (IMEDS) Project. 

 NIH Health Care Systems Research Collaboratory 

 HMO Research Network  

 Cancer and Cardiovascular Research Networks 

 Vaccine Safety Datalink 

 AHRQ Centers for Education and Research on Therapeutics (CERTs)  

 

Many of these networks have a particular focus. For example, the Mini-Sentinel project was funded to build an active, 
prospective surveillance system for health product safety; PCORNet focuses on conducting clinical outcomes 
research; and the NIH Health Care Systems Research Collaboratory’s focus is to improve the way clinical trials are 
conducted by creating infrastructure for collaborative research. 

Several of these networks share the same data holders/partners. Some may also share the same common data 
model and, potentially, infrastructure as the backbone to support the manner in which their network operates and 
queries data. 
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INTRODUCTION TO OUR CASE STUDY: MINI-SENTINEL 

Mini-Sentinel is a pilot project sponsored by the FDA to create a distributed data network and supporting 
infrastructure in order to enable an active surveillance system for monitoring the safety of drugs, biologics and 
devices—effectively, any FDA-regulated product—in the United States. 

Section 905 of the Food and Drug Administration Amendments Act (FDAAA) of 2007 mandated the FDA to develop 
an enhanced ability to monitor the safety of drugs after they reach the market. This system, named Mini-Sentinel in its 
pilot phase (and to be called Sentinel thereafter), is intended to augment FDA’s existing postmarket safety monitoring 
systems. Current systems rely on FDA gathering information about their regulated products through programs that 
rely on external sources (product manufacturers, consumers, patients, and healthcare professionals) to report 
suspected adverse reactions. This type of safety monitoring is known as “passive surveillance.” In contrast, Sentinel 
is intended to be an “active surveillance” system, as it will enable the FDA to initiate its own safety evaluations that 
use available electronic healthcare data to investigate the safety of medical products. 

The Mini-Sentinel Distributed Database (MSDD) currently consists of quality-checked data held by 18 partner 
organizations (health insurers or managed care consortiums). As of September 2013, the MSDD contained data on 
153 million individuals, 358 million person-years of observation time, 4 billion outpatient dispensings and 4 billion 
unique medical encounters. 

Data partners standardize their data from their source systems into the Mini-Sentinel Common Data Model (MSCDM) 
and store those datasets as SAS datasets. Each site maintains physical control and ownership of their data, control 
all uses of their data and control all transfer of their data.   

Figure 3 depicts the various tables included in the MSCDM. The MSCDM consists of a suite of several tables; six of 
the tables are considered ‘core’ and are present across all data partner sites (enrollment, demographic, dispensing 
(outpatient only), encounter, diagnosis, procedure). There are additional tables that are considered ancillary, as they 
are not present at all sites. Those include death, cause of death, laboratory tests and vital signs.

 
Figure 3. Mini-Sentinel Common Data Model 
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Data sites refresh their source data into MSCDM-formatted data quarterly to annually, depending on the site. 

The Mini-Sentinel Operations Center (MSOC) is the centralized coordinating center for the entire project and plays 
the role of both a bridge and a gatekeeper between data partner sites and requesters. The dual-roles serve several 
important functions: 

 To protect data holders from inappropriate use of their data, 

 To protect requesters from asking for the wrong kind of data to answer their questions, 

 To protect requestors from asking the wrong kind of questions given available data. 

 

WHAT IS INFRASTRUCTURE? 

Infrastructure is defined as the basic equipment and structures needed for a system to function properly. 

Infrastructure-building within Mini-Sentinel revolves around the coordinating center developing and executing 
standard operating procedures encompassing the concepts below.  

 Strategic approaches to developing SAS programs for reusability, flexibility and scalability, 

 Auditing programming code to ensure adherence to overall goals of the analysis and to the concepts of 
reusability, flexibility and scalability, 

 Quality and characterization checks of all data in the network 

o Making sure format of each data partners’ data adhere to the common data model, 

o Characterizing the nature and extent of data anomalies (e.g., overlapping enrollment periods, missing 
data where there should not be any, invalid data values, etc) 

 Reporting procedures to ensure appropriate presentation and interpretation of data, 

 Procedures and systems to facilitate the distribution of SAS programming code to data partner sites for 
execution, 

o Procedures for creating and distributing SAS program packages: packages can contain any number of 
programs but should contain one master program that data partners will need to edit with local site 
information prior to execution 

 Procedures and systems to facilitate the return of data from data partner sites following the execution of 
distributed SAS programming code: output files, including all SAS logs, should be routed to a single output 
folder, to be zipped and returned to the coordinating center 

Standard operating procedures drive the way new and existing programming tools and infrastructure are built and 
maintained, establish roles and responsibilities around processes and foster high-quality work products. 

 

SAS PROGRAMMING INFRASTRUCTURE 

The core concepts of building data- and programming-related infrastructure in a distributed data network are to 
recognize analytic- and programming-approach patterns where they exist, routinize programming tasks whenever 
possible, approach all programming tasks with reusability, flexibility and scalability in mind (rather than producing a 
series of one-offs), and to not reinvent the wheel. 

Within the Mini-Sentinel network, the fact that all data across all sites are stored as SAS datasets and formatted 
according to a common data model makes it easy to build programming infrastructure in order to quickly query the 
data.  

We stress the concepts of reusability and flexibility because there is so much overlap in the analytic programming 
approaches used across the projects we support. One project may be interested in studying a cohort of patients 
exposed to drug A that experienced outcome event X, while another project may be interested in a different exposure 
and outcome pairing but an otherwise similar analysis. Building flexible programs with regard to study parameters 
saves programming and auditing time and effort, and ensures consistency in analytic approach across studies. 

Program scalability is an important concept in a distributed data network because, for the sake of analytic consistency 
and administrative ease, it is imperative to approach programming with a “one program, multiple sites” frame-of-mind. 
This means, however, that programming code must be able to run in a variety of different computing environments, 
on data of various sizes. 
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The MSOC has written a set of flexible, reusable programs that carry out several different types of common 
epidemiologic analyses; for example, identifying medical events of interest within a cohort of patients exposure to a 
drug or procedure. The codes and algorithms representing the exposure and event are flexibly defined within a set of 
lookup tables (SAS datasets), as are other analysis-specific parameters such as study period dates, allowable 
enrollment gap, age groups to include, look-back period to define incident/new exposures, etc.  

Using these standard-approach, parameterized programs provides for considerable flexibility while significantly 
reducing programming time and subsequent program audit/review efforts needed to respond to requestor questions. 
All of the core infrastructure SAS programs have been audited, pre-tested and validated. Similarly, all output 
produced is consistent and predictable across all data sites, stream-lining data aggregation and analytic reporting 
activities. These programs are often used for feasibility or prep-to-research purposes prior to investing time and 
resources in larger, more in-depth and statistically complex surveillance or protocol-based assessment projects.  

The in-depth, custom studies we support typically require custom programming, and the MSOC has built 
infrastructure to aid those efforts, as well. We maintain a library of programming “tools”, consisting of a couple dozen 
utility and analytic SAS macro tools that each carry out a discreet task. These programs are flexibly written to allow 
users to specify certain analysis-specific parameters, with the intention of standardizing routine programming tasks, 
such as: 

 Selecting a cohort of members exposed to specific medical products,  

 Creating continuous treatment episodes,  

 Identifying individuals with continuous enrollment surrounding an index date,  

 Automating checking SAS logs for errors, warnings or notes of interest, 

 Automating checking output datasets for attributes that could indicate the presence of protected health 
information (PHI) 

Any program written for distribution to one or more data partners must also allow for each data partner site to edit a 
portion of that program with their site-specific information. For example, nobody except an analyst at the site 
executing the program would know the physical drive location and names of their MSCDM-formatted datasets or the 
physical drive locations to which output datasets created by the program they are executing should be written. To 
make the program edit process easy for data partner sites—and standard across sites-- the MSOC requires that an 
editable program header be included in the top-most portion of any distributed SAS program. Below is an example of 
a standard program header: 

*------------------------------------------------------------------------------- 

*                                  PROGRAM HEADER 

*------------------------------------------------------------------------------- 

* 

* DEFINITIONS FOR STANDARD PARAMETERS: 

* 

*   DATA PARTNERS 

*      DPID   ... Data Partner ID 

*      SITEID ... Site ID for a specific site within a DPID 

*  

*   LIBRARY LOCATIONS: 

*     MSCDM    ... Full path to Mini-Sentinel Common Data Model formatted data 

*     ROOT     ... Root path that is one level above standard directory structure 

*        DPLOCAL  ... Stores data created that remains local (i.e behind the DP firewall) 

*        MSOC     ... Stores data created to share with MS Operations Center 

*        INFOLDER ... Path to external inputs (e.g.lookup data, sub-programs, macros, etc.) 

* 

*   MSCDM TABLE NAMES 

*     ENRTABLE   ...  Enrollment table 

*     DEMTABLE   ...  Demographic table 

*     DISTABLE   ...  Dispensing table 

*     DIATABLE   ...  Diagnosis table 

*     PROCTABLE  ...  Procedures table 

*     ENCTABLE   ...  Encounter table 

* 

*------------------------------------------------------------------------------; 

 

*----------------------------------- 

* Assign STANDARD Parameters 

*-----------------------------------; 

 

/* Define Data Partner and Site IDs */ 

 

%let DPID=ms; 
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%let SITEID=oc; 

 

 

/* Define Paths */ 

  * Notes:  

  *   1- End-of-path slashes are NOT needed (e.g., %let root=P:\project\data) 

  *   2- Subdirectories dplocal, msoc, and inputfiles are standard across (most) 

  *     Mini-Sentinel projects. There subdirectories will be appended to the root. 

  * ; 

 

 

/* Specify the full path */   

%let mscdm=Q:\mscdm;            

 

 

/* Specify only the root path, under which the subfolders dplocal, msoc and inputfiles are 

located */   

%let root=P:\project; 

     

     

/* Define MSCDM table names */ 

%let enrtable=enrollment; 

%let demtable=demographic; 

%let distable=dispensing; 

%let diatable=diagnosis; 

%let proctable=procedure; 

%let enctable=encounter; 

 

 

******************************************************************************* 

*******                             END OF USER INPUT                                   

******* 

*******                      PLEASE DO NOT EDIT BELOW THIS LINE                         

******* 

*******************************************************************************; 

 

*----------------------- 

* 0- Setup Environment 

*-----------------------; 

 

/* Direct log to file */ 

filename runlog "&root./msoc/&dpid.&siteid._program_name.log"; 

proc printto log=runlog new; 

run; 

 

 

/* Assign libnames */ 

libname mscdm "&mscdm." access=readonly; 

libname msoc "&root./msoc"; 

libname dplocal "&root./dplocal"; 

libname infolder "&root./inputfiles" access=readonly; 

 

 

*----------------------- 

* 1- Programming steps to start here 

*-----------------------; 

 

 

PROGRAMMING CHALLENGES IN A DISTRIBUTED DATA NETWORK 

There is a uniqueness to programming in a distributed data network because, essentially, you are writing a program 
for: 

Someone else to run,  

In myriad computing environments that vary across many sites (operating system, SAS version, 
SAS modules licensed and installed),  

That may have site-specific default SAS options or other restrictions,  

On various sizes of data to which the requesting programmer does not have 
direct access. 
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Programming in this kind of setting presents a number of challenges, including: 

 Data partner sites maintain control over their computing environment, including available hardware, software 
and data storage options, so all programs must be written to execute on one of any three major platforms 
(Windows, UNIX, Linux), across different SAS versions and cannot assume that all sites have SAS modules 
installed outside of Base SAS, 

 The term “big data” is relative; large at one site may translate to 500,000 records, while at another it is used 
to characterize a table containing 2+ billion records, so a programming technique that works well for a small 
table may not work well (or at all) for a big table, 

 Data across all partner sites are held in different source systems, with different structures and formats, 
making the conversion from each of these disparate source systems to one common data model potentially 
inconsistent across all sites, 

 A requesting programmers’ lack of direct access to any sites’ data means several things: 

o The programmer must have data stored locally that is formatted to the common data model, that 
can be used for program development and testing purposes, 

o These local data likely are not representative of all data nuances and anomalies that may exist 
across all data partner sites in the distributed data network, so just because the programmer does 
not “see” something happening in their test data, they may have to proactively and defensively 
code to account for it happening somewhere in the network. 

CONCLUSIONS 

In a distributed data network, it is ideal –and I would argue critical—to have a central operations center whose job is 
to understand the data within the network, perform quality/characterization checks, guide requesters through 
appropriate use/interpretation of data, develop infrastructure for standard data access and analysis, and ensure 
development of efficient and high-quality analytic programs. 

I have discussed Mini-Sentinel as a case study for the fulfillment of the stated purpose of a distributed data network, 
which is: access to large volume of data across 18 different sites, flexible programs built to access data quickly, 
predictably, and repeatable, and policies (and supporting infrastructure) in place to protect data privacy. 
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