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Census Data Structure 
 
Variable name Variable Definition Values Comments File/Segment Var(s) 


MRN Identifier unique to an individual 
Character. 
Unique to 
each HMO 


Used to link 
across files _ _ 


 _ _ _ _ _ 
BLOCK BLOCK CODE Char (3) _ _ _ 
BLOCKGP BLOCK GROUP CODE Char (1) _ _ _ 
COUNTY COUNTY CODE Char (3) _ _ _ 
STATE STATE CODE Char (2) _ _ _ 
TRACT TRACT CODE Char (6) _ _ _ 
ZIP ZIP CODE Char (5) _ _ _ 
 _ _ _ _ _ 


MAP_FLAG 


LEVEL AT WHICH ADDRESS 
DATA WERE MAPPED: 
B=BLOCK, 
G=BLOCK GROUP, T=TRACT, 
C=County 
Z=ZIPCODE, 
U=UNABLE TO BE MAPPED 


Char (1) See Figure 1. _ _ 


Match_Strength 


Code indicating the type of match 
achieved by the geocoding 
software. 
0 = No coordinates  
1 = Zip +0 centroid  
2 = Zip +2 centroid  
3 = Zip +4 centroid  
4 = Shape Path Centroid 
5 = Street address position 
6 = Point zip centroid 
X = Street Intersection 


Char(1) 


Part of the 
match metadata 
string output by 
Map Mark 


er+.[i]
 


 


_ _ 


EDUCATION1 %POP AGE 25+: EDUCATION, 
LESS THAN 9TH GRADE Numeric (8) _ 3/3 


Sum(P037003, P037004, 
P037005, P037006, 
P037020, P037021, 
P037022, 
P037023)/sum(P037002, 
P037019) 
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EDUCATION2 %POP AGE 25+: EDUCATION, 9 
TH -12TH GRADE Numeric (8) _ 3/3 


Sum(P037007, P037008, 
P037009, P037010, 
P037024, P037025, 
P037026, P037027) 
/sum(P037002, P037019) 


EDUCATION3 %POP AGE 25+: EDUCATION, 
HIGH SCHOOL GRADUATE Numeric (8) _ 3/3 Sum(P037011, P037028) 


/sum(P037002, P037019) 


EDUCATION4 %POP AGE 25+: EDUCATION, 
SOME COLLEGE, NO DEGREE Numeric (8) _ 3/3 


Sum(P037012, P037013, 
P037029, P037030)/ 
sum(P037002, P037019) 


EDUCATION5 %POP AGE 25+: EDUCATION, 
ASSOCIATE DEGREE Numeric (8) _ 3/3 Sum(P037014, P037031)/ 


sum(P037002, P037019) 


EDUCATION6 %POP AGE 25+: EDUCATION, 
BACHELOR DEGREE Numeric (8) _ 3/3 Sum(P037015, P037032)/ 


sum(P037002, P037019) 


EDUCATION7 
%POP AGE 25+: EDUCATION, 
GRADUATE OR PROFESSONAL 
DEGREE 


Numeric (8) _ 3/3 


Sum(P037016, P037017, 
P037018, P037033, 
P037034, P037035) / 
sum(P037002, P037019) 


_ _ _ _ _ _ 
MEDFAMINCOME MEDIAN FAMILY INCOME Numeric (8) _ 3/7 P077001 


FAMINCOME01 %FAMILY INCOME LESS THAN 
$10,000 Numeric (8) _ 3/7 P076002/P076001 


FAMINCOME02 %FAMILY INCOME $10,000-
$14,999 Numeric (8) _ 3/7 P076003/P076001 


FAMINCOME03 %FAMILY INCOME $15,000-
$19,999 Numeric (8) _ 3/7 P076004/P076001 


FAMINCOME04 %FAMILY INCOME $20,000-
$24,999 Numeric (8) _ 3/7 P076005/P076001 


FAMINCOME05 %FAMILY INCOME $25,000-
$29,999 Numeric (8) _ 3/7 P076006/P076001 


FAMINCOME06 %FAMILY INCOME $30,000-
$34,999 Numeric (8) _ 3/7 P076007/P076001 


FAMINCOME07 %FAMILY INCOME $35,000-
$39,999 Numeric (8) _ 3/7 P076008/P076001 


FAMINCOME08 %FAMILY INCOME $40,000-
$44,999 Numeric (8) _ 3/7 P076009/P076001 


FAMINCOME09 %FAMILY INCOME $45,000-
$49,999 Numeric (8) _ 3/7 P076010/P076001 


FAMINCOME10 %FAMILY INCOME $50,000-
$59,999 Numeric (8) _ 3/7 P076011/P076001 







FAMINCOME11 %FAMILY INCOME $60,000-
$74,999 Numeric (8) _ 3/7 P076012/P076001 


FAMINCOME12 %FAMILY INCOME $75,000-
$99,999 Numeric (8) _ 3/7 P076013/P076001 


FAMINCOME13 %FAMILY INCOME $100,000-
$124,999 Numeric (8) _ 3/7 P076014/P076001 


FAMINCOME14 %FAMILY INCOME $125,000-
$149,999 Numeric (8) _ 3/7 P076015/P076001 


FAMINCOME15 %FAMILY INCOME $150,000-
$199,999 Numeric (8) _ 3/7 P076016/P076001 


FAMINCOME16 %FAMILY INCOME $200,000+ Numeric (8) _ 3/7 P076017/P076001 


FamPoverty %Family households with below-
poverty level income Numeric(8) _ 3/8 P092003/P013002 


_ _ _ _ _ _ 
MEDHOUSINCOME MEDIAN HOUSEHOLD INCOME Numeric (8) See Figure 2.  3/6 P053001 


HOUSINCOME01 %HOUSEHOLD INCOME LESS 
THAN $10,000 Numeric (8) _ 3/6 P052002/P052001 


HOUSINCOME02 %HOUSEHOLD INCOME 
$10,000-$14,999 Numeric (8) _ 3/6 P052003/P052001 


HOUSINCOME03 %HOUSEHOLD INCOME 
$15,000-$19,999 Numeric (8) _ 3/6 P052004/P052001 


HOUSINCOME04 %HOUSEHOLD INCOME 
$20,000-$24,999 Numeric (8) _ 3/6 P052005/P052001 


HOUSINCOME05 %HOUSEHOLD INCOME 
$25,000-$29,999 Numeric (8) _ 3/6 P052006/P052001 


HOUSINCOME06 %HOUSEHOLD INCOME 
$30,000-$34,999 Numeric (8) _ 3/6 P052007/P052001 


HOUSINCOME07 %HOUSEHOLD INCOME 
$35,000-$39,999 Numeric (8) _ 3/6 P052008/P052001 


HOUSINCOME08 %HOUSEHOLD INCOME 
$40,000-$44,999 Numeric (8) _ 3/6 P052009/P052001 


HOUSINCOME09 %HOUSEHOLD INCOME 
$45,000-$49,999 Numeric (8) _ 3/6 P052010/P052001 


HOUSINCOME10 %HOUSEHOLD INCOME 
$50,000-$59,999 Numeric (8) _ 3/6 P052011/P052001 


HOUSINCOME11 %HOUSEHOLD INCOME 
$60,000-$74,999 Numeric (8) _ 3/6 P052012/P052001 


HOUSINCOME12 %HOUSEHOLD INCOME 
$75,000-$99,999 Numeric (8) _ 3/6 P052013/P052001 


HOUSINCOME13 %HOUSEHOLD INCOME 
$100,000-$124,999 Numeric (8) _ 3/6 P052014/P052001 







HOUSINCOME14 %HOUSEHOLD INCOME 
$125,000-$149,999 Numeric (8) _ 3/6 P052015/P052001 


HOUSINCOME15 %HOUSEHOLD INCOME 
$150,000-$199,999 Numeric (8) _ 3/6 P052016/P052001 


HOUSINCOME16 %HOUSEHOLD INCOME 
$200,000+ Numeric (8) _ 3/6 P052017/P052001 


HousPoverty %Households with below-poverty 
level income Numeric(8) _ 3/8 P092002/P092001 


_ _ _ _ _ _ 


Pov_LT_50 % people whose 1999 income 
was <50% of poverty level. Numeric(8) _ 3/7 P088002/P088001 


Pov_50_74 
% people whose 1999 income 
was between 50 and 74.99% of 
poverty level 


Numeric(8) _ 3/7 P088003/P088001 


Pov_75_99 
% people whose 1999 income 
was between 75 and 99.99% of 
poverty level 


Numeric(8) _ 3/7 P088004/P088001 


Pov_100_124 
% people whose 1999 income 
was between 100 and 124.99% of 
poverty level 


Numeric(8) _ 3/7 P088005/P088001 


Pov_125_149 
% people whose 1999 income 
was between 125 and 149.99% of 
poverty level 


Numeric(8) _ 3/7 P088006/P088001 


Pov_150_174 
% people whose 1999 income 
was between 150 and 174.99% of 
poverty level 


Numeric(8) _ 3/7 P088007/P088001 


Pov_175_184 
% people whose 1999 income 
was between 175 and 184.99% of 
poverty level 


Numeric(8) _ 3/7 P088008/P088001 


Pov_185_199 
% people whose 1999 income 
was between 185 and 199.99% of 
poverty level 


Numeric(8) _ 3/7 P088009/P088001 


Pov_GT_200 % people whose 1999 income 
was > 200% of poverty level Numeric(8) _ 3/7 P088010/P088001 


_ _ _ _ _ _ 
RA_NHS_WH %WHITE, NON-HISPANIC Numeric (8) See Figure 3.  1/2 P008003/ P008001 


RA_NHS_BL %BLACK OR AFRICAN 
AMERICAN, NON-HISPANIC Numeric (8) _ 1/2 P008004/ P008001 


RA_NHS_AM 
%AMERCIAN INDIAN ANS 
ALASKA NATIVE, NON-
HISPANIC 


Numeric (8) _ 1/2 P008005/ P008001 







RA_NHS_AS %ASIAN, NON-HISPANIC Numeric (8) _ 1/2 P008006/ P008001 


RA_NHS_HA 
%NATIVE HAWAIIAN OR OTHER 
PACIFIC ISLANDER, NON-
HISPANIC 


Numeric (8) _ 1/2 P008007/ P008001 


RA_NHS_OT %OTHER, NON-HISPANIC Numeric (8) _ 1/2 P008008/ P008001 


RA_NHS_ML %TWO OR MORE RACES, NON-
HISPANIC Numeric (8) _ 1/2 P008009/ P008001 


RA_HIS_WH %WHITE, HISPANIC Numeric (8) _ 1/2 P008011/ P008001 


RA_HIS_BL %BLACK OR AFRICAN 
AMERICAN, HISPANIC Numeric (8) _ 1/2 P008012/ P008001 


RA_HIS_AM %AMERCIAN INDIAN ANS 
ALASKA NATIVE, HISPANIC Numeric (8) _ 1/2 P008013/ P008001 


RA_HIS_AS %ASIAN, HISPANIC Numeric (8) _ 1/2 P008014/ P008001 


RA_HIS_HA %NATIVE HAWAIIAN OR OTHER 
PACIFIC ISLANDER, HISPANIC Numeric (8) _ 1/2 P008015/ P008001 


RA_HIS_OT %OTHER, HISPANIC Numeric (8) _ 1/2 P008016/ P008001 


RA_HIS_ML %TWO OR MORE RACES, 
HISPANIC Numeric (8) _ 1/2 P008017/ P008001 


_ _ _ _ _ _ 


HOUSES_N Number of housing units in 
geography Numeric(8) _ 3/56 H003001 


HOUSES_OCCUPIED Proportion of HOUSES_N that are 
occupied. Numeric(8) _ 3/56 H004001/100 


HOUSES_OWN Proportion of occupied housing 
units that are occupied by owners. Numeric(8) _ 3/56 H007002/H007001 


HOUSES_RENT Proportion of occupied housing 
units that are occupied by renters. Numeric(8) _ 3/56 H007003/H007001 


HOUSES_UNOCC_FORRENT Proportion of unoccupied housing 
units that are for rent. Numeric(8) _ 3/56 H008002/H008001 


HOUSES_UNOCC_FORSALE Proportion of unoccupied housing 
units that are for sale Numeric(8) _ 3/56 H008003/H008001 


HOUSES_UNOCC_RENTSOLD 
Proportion of unoccupied housing 
units that are rented or sold, but 
still unoccupied. 


Numeric(8) _ 3/56 H008004/H008001 


HOUSES_UNOCC_SEASONAL 
Proportion of unoccupied housing 
units that are used seasonally or 
other occasional use. 


Numeric(8) _ 3/56 H008005/H008001 


HOUSES_UNOCC_MIGRANT 
Proportion of unoccupied housing 
units that are used for migrant 
workers. 


Numeric(8) _ 3/56 H008006/H008001 







HOUSES_UNOCC_OTHER 
Proportion of unoccupied housing 
units that are vacant for other 
reasons. 


Numeric(8) _ 3/56 H008007/H008001 


_ _ _ _ _ _ 


RACE_APPD_FLAG 


LEVEL AT WHICH Race data 
were appended from demographic 
statistics files: 
B=BLOCK,G=BLOCK 
GROUP,T=TRACT,Z=ZIPCODE, 
U=UNABLE TO BE APPENDED 


Char (1) _ _ _ 


NONRACE_APPD_FLAG 


LEVEL AT WHICH Non-race data 
were appended from demographic 
statistics files: 
B=BLOCK,G=BLOCK 
GROUP,T=TRACT,Z=ZIPCODE, 
U=UNABLE TO BE APPENDED 


Char (1) _ _ _ 


 
 
The census data are all group level data at the lowest level we could find.  The sources are usually Census Block or Census Group.  These data 
should not be considered individual level characteristics; they should be thought of as characteristics of the neighborhood where the person lives. 
 
Note that the various percent variables are expressed as fractions—so a value of 50% unformatted would look like ‘.5’, not ‘50’. 
Codes in the ‘comments’ column below sometimes name specific variables from the official Census Bureau’s freely available files. These files and 
their documentation are available at: 
http://www.census.gov/main/www/cen2000.html . 
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Figure 1: LEVEL AT WHICH ADDRESS DATA WERE MAPPED 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Figure 2: MEDIAN HOUSEHOLD INCOME 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







Figure 3: %WHITE, NON-HISPANIC 
 





		Census Data Structure






Death 
 
The death data structure is composed of two tables, Death and Cause of Death, which can be linked by MRN. The Death table has 
one record per person. When legacy data have conflicting reports, please make a local determination as to which to use. The Cause 
of Death table has one record per person per cause of death and should be unique on this combination. 
 


Death Data Structures 
Variable 
Name 


Variable 
Type/Length 


Values/Definition Comments 


MRN Char Unique to each HMO Used to link across files 
DeathDt Numeric (4) Date of death  
DtImpute Char (1) How DeathDt was imputed: 


M = Month of date imputed 
D = Date of date imputed 
B = Both month and day imputed 
N = Not imputed 


 


UnderCOD Char (6) Underlying cause of death Please include the decimal point in your ICD codes 
Codetype Char (1) A = ICD-10 


B = ICD-9 
Coding type for UnderCOD 


Source Char (1) S = State Death files 
N = National Death Index 
T = Tumor data 
Others are locally defined 


 


Confidence Char (1) E = Excellent 
F = Fair 
P = Poor 


How you rate the accuracy of the observation based on source, match, 
# of reporting sources, discrepancies, etc. 


 
 







Cause of Death Data Structures 
Variable 
Name 


Variable 
Type/Length 


Values/Definition Comments 


MRN Char Unique to each HMO Used to link across files 
COD Char (6) Cause of Death Please include the decimal point in your ICD codes 
Codetype Char (1) A = ICD-10 


B = ICD-9 
 


CauseType Char (1) I = Immediate/Primary 
U = Underlying 
C = Contributory 
O = Other 


 


Source Char (1) S = State Death files 
N = National Death Index 
T = Tumor data 
Others are locally defined 


 


Confidence Char (1) E = Excellent 
F = Fair 
P = Poor 


How you rate the accuracy of the observation based on source, match, 
# of reporting sources, discrepancies, etc. 
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Demographics Data Structure 
 
One record per person within the defined health plan population; file should include 1 record for every member of the health plan, 
regardless of healthcare utilization.  Few plans have complete information for Race or Hispanic origin. 
 
Standard name: DEMO 
Variable name Variable Type and Length Values Definition and Comments 


MRN Char (?) Character. Unique to each health plan 
Identifier unique to an 
individual. Used to link 
across files 


Birth_Date Numeric (4) SAS Date  


Gender Char (1) 


M = Male 
F = Female 
O = Other  
T = Transsexual 
U = Unknown 


Based on SEER gender 
categories 


Race1 
Race2 
Race3 
Race4 
Race5 


Char (2) 


'01' = "White" 
'02' = "Black" 
'03' = "American Indian, Aleutian, or Eskimo" 
'04' = "Chinese" 
'05' = "Japanese" 
'06' = "Filipino" 
'07' = "Hawaiian" 
'08' = "Korean" 
'09' = "Asian Indian, Pakistani" 
'10' = "Vietnamese" 
'11' = "Laotian" 
'12' = " Hmong " 
'13' = "Kampuchean" 
'14' = "Thai" 
'20' = "Micronesian, NOS" 
'21' = " Chamorran " 
'22' = " Guamanian , NOS" 
'25' = "Polynesian, NOS" 
'26' = "Tahitian" 
'27' = "Samoan" 
'28' = "Tongan" 


 







 


'30' = "Melanesian, NOS" 
'31' = "Fiji Islander" 
'32' = "New Guinean" 
'96' = "Other Asian, incl. Asian, NOS and Oriental, NOS" 
'97' = "Pacific Islander, NOS" 
'98' = "Other" 
'99' = "Unknown" 


Hispanic Char (1) 
‘Y’ = Yes 
‘N’ = No 
‘ ‘ = Unknown 


Hispanic origin (ethnicity) 


Race coding based on SEER: http://www.seer.cancer.gov/tools/codingmanuals/race_code_pages.pdf.  Please follow these coding 
guidelines: 
If a person’s race is recorded as white and any other race, code to the appropriate other race first then code to white in the next field. 
If a person’s race is recorded as a combination of Hawaiian and any other races, code Race1 as Hawaiian then code race 2-5. 
Otherwise, code Race1 to the first stated non-white race (‘02’ – ‘98’) 
If a specific Asian code is available do not use ‘96’ Asian NOS 
If Race1 is unknown ‘99’, then Race2-5 must also be ‘99’ 
If only 1 race is reported for the person use code ‘88’ for the remaining fields 
If race information is found in multiple sources, use the source considered to be most reliable.   
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Diagnosis Data Structure 
 
This table lists all diagnoses associated with the encounters in the EVENTS table. A record is a diagnosis code unique to an index variable (MRN, 
ENCTYPE, PROVIDER, ADATE) combination. 
 
Standard Name: DIAG 
Variable name Variable Definition Values Comments 


MRN Identifier unique to an 
individual.  


Character length 
unique to each HMO Used to link across files 


EncType  Encounter Type Char (2) 


IP = Acute Inpatient Hospital Stay (includes all inpatient stays, same-
day hospital discharges, hospital transfers, observation bed, and acute 
hospital care where the discharge is after the admission date) 
ED=Emergency department encounter (all emergency encounters 
including those that became inpatient stays. The inpatient stays would 
be a separate encounter. Excludes urgent care visits) 
AV= Ambulatory visit (includes visits at outpatient clinics, same day 
surgeries, urgent care visits, and other same-day ambulatory hospital 
encounters, but excludes emergency department encounters and 
observation beds) 
TE = Telephone Encounters 
EM = E-mail Encounters 
IS=Non-acute institutional stays (hospice, SNF, rehab, nursing home, 
residential, rehab, overnight non-hospital dialysis and other non-
hospital stays) 
OE=Other encounters (not overnight): (hospice visits, home health 
visits, SNF visits, other non-hospital visits) 
LO=Lab Only Encounter (lab encounter that can not be matched to 
another encounter. Include to link variables from utilization file to 
procedure file.) 
RO=Radiology Only Encounter (Radiology encounter that can not be 
matched to another encounter. Include to link variables from utilization 
file to procedure file) 


PROVIDER 
Identifier unique to a 
provider 
 


Character. Length 
unique to each HMO  


Provider code for the provider who is most responsible for this 
encounter. Usually physician, nurse practitioner, physician assistant, 
optometrist, etc. Use Same coding scheme as RXMD in RX table. For 
encounters with multiple providers and there isn’t a clear one in 
charge, please choose one arbitrarily so the encounter can be linked to 
the diagnosis and procedure files. 


DIAGPROVIDER Diagnosing Provider.  Character. Length 
unique to each HMO  Provider that made the diagnosis 







ADATE Outpatient encounter 
date or admit date Numeric (4) SAS date 


DX ICD-9 Diagnosis codes Char (6) 


Note the decimal point. Clean up site introduced suffixes. 
###.## 
V##.## 
E###.# 


ORIGDX Original Diagnosis 
code from Source Data Char (10) This is the actual value from the source data 


PDX Principal DX flag Char (1) 
P = principal 
S = secondary 
X = not available 
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Enrollment Data Structure 
The CRN Enrollment table has a start/stop structure--there is one record per enrolled period over which none of the variable values 
change.  For members with dual-coverage, for example, Medicaid and Medicare, both flags within the same enrollment period should 
indicate “Y”.  
Note that some sites have added site-specific variables that are not part of the specifications (e.g., an identifier of the primary care 
clinic the person elected during the enrollment period). At these sites, you may well find multiple records for contiguous time 
periods, over which none of the official specification variables change. This means that for any given enrollee on any given 
covered day, there should be one and only one record that describes the state of coverage on that day. Please see the graphic 
below for an illustration of the concept. 
 
Standard Name: ENROLL 


Variable name 


Variable 
Type 
and 
Length 


Values Definition and Comments 


MRN Char(?) Character. Unique to each 
health plan. Arbitrary person-level identifier. Used to link across files. 


enr_start Numeric SAS Date 
A date signifying the beginning of the period described by this record. 
Sites that don’t have exact dates for this value Should use the first of 
the month. 


enr_end Numeric SAS Date 
A date signifying the end of the period described by this record. Sites 
that don’t have exact dates for this value should use the last day of the 
month. 


Ins_Medicare Char(1) “Y” = Yes 
“ “ = No or missing 


Flag indicating whether the person had Medicare coverage during the 
period. 


Ins_Medicaid Char(1) “Y”=Yes.  
“ “ = No or missing 


Flag indicating whether the person had Medicaid coverage during the 
period. 


Ins_Commercial Char(1) “Y”=Yes.  
“ “ = No or missing 


Flag indicating whether the person had any Commercial coverage 
during the period.  


Ins_PrivatePay Char(1) “Y”=Yes.  
“ “ = No or missing 


 Flag indicating whether the person had Private Pay coverage during 
the period; this is defined broadly as the covered person bearing most 
of the cost of the premium. 







Ins_Other Char(1) “Y”=Yes.  
“ “ = No or missing 


Flag indicating whether the person had any Other type of insurance 
during the period.  


DRUGCOV Char(1) “Y”=Yes.  
“N“ = No  


Flag indicating whether the insurance coverage included at least some 
payment/coverage for prescription drugs.  


    


Schematic illustrating the one-record-
per-covered-day concept. A person with 
the following 3 coverage periods should 
be represented as shown in the table at 
the bottom of the graphic. 
 


 


Macros 
Description Macro 
Defines continuous eligibility based on 
user0defined parameters. 


PULLCONTINUOUS2(PLUGIN,PRETIME=0,PREGAP=0,POSTIME=0,POSTGAP=0) 


 
 
 
 








Lab Results Data Structure 
We are starting with five tests (hemoglobin A1C (HgA1C), serum creatinine, international normalized ratio (INR), fasting blood glucose, and serum 
potassium) proposed by KPCO as part of the CCSN project. 
For those who want to start with cancer specific tests BRCA1 & BRCA2, CA-125, and PSA seem to be logical places to start. 
 
 Variable Name Variable Definition   Values   Comment 


MRN Char Unique to each HMO Person-level identifier, unique to each HMO.  Used to link across 
files. 


Test_Type Char, 10 CRN’s official name for the type of test Documented on the CRN web site. Several LOINCs and/or 
LOCAL_CDs can point to one Test_Type. 


LOINC Char, 10 Codes in the form of nnnnn-n 
Logical Observation Identifiers Names and Codes, from 
http://www.regenstrief.org/loinc/ Although a length of 7 would work 
as of 11/07/07 LOINC suggests 10 for future growth. 


LOCAL_CD Char Unique to each HMO Non LOINC code related to lab test result** 
BATTERY_CD Char Unique to each HMO Battery code 
PX Char, 6  Related procedure code (most likely CPT) 


Codetype Char, 1 


C=CPT 
I=ICD9 
H=HCPCS 
L=local home-grown  
O=other 


Specifies what type of code PX is 


Order_dt Num, 4 SAS Date Date test was ordered 
Lab_dt Num, 4 SAS Date Date specimen was collected 
Lab_tm Num, 4 SAS Time Time specimen was collected 
Result_dt Num, 4 SAS Date Date of test result 
Result_tm Num, 4 SAS Time Time of test result 


Result_C Char, 8 to accept >, <, >=, <= 
Test result as short character.  For true numeric values INPUT 
function can be used when programming to convert character to 
numeric. 


Result_unit Char, 11 possible values include %, IU/L, MEQ/L, 
MG/DL, THERAPEUTIC 


Units in which result is reported.  Future recoding will probably be 
necessary to standardize among sites. 


Normal_low_C Char, 8 to accept >, <, >=, <= 
Lowest value of normal range for this test/instrumentation/etc as 
short character.  For true numeric values INPUT function can be 
used when programming to convert character to numeric. 


Normal_high_ Char, 8 to accept >, <, >=, <= Highest value of normal range for this test/instrumentation/etc as 



http://www.regenstrief.org/loinc/





C short character.  For true numeric values INPUT function can be 
used when programming to convert character to numeric. 


Abn_ind Char, 1 


A=abnormal;  
H=abnormal  high  
L=abnormal low 
U=unknown  
N=normal 


Abnormal result indicator 


Order_prov Char 


Unique to each HMO.  Identifier unique to 
a provider.  Same coding scheme as 
rxmd in pharmacy or provider in 
utilization. 


Ordering provider 


Order_dept Char, 4 Same coding scheme as department in 
utilization. 


Department of ordering provider as bucketed by scheme used in 
the utilization file.  It is STRONGLY recommend that a site keep its 
own local department number in this file in addition to the 
Order_dept so bucketing of department by different schemes is 
possible. 


Facility_code Char 


Unique to each HMO.  Local facility code 
that identifies hospital or clinic.  Same 
coding scheme as facility_code in 
utilization. 


Where order originated 


RowID as required by site Missing value or a pointer A nonmissing value points to the row in lab_results_character 
where the character results are found 


 
 
**All sites may have home grown codes to place in this field.  All Kaisers will have Non_LOINC values which are originally read into the LOINC field 
and should be moved into the LOCAL_CD field.  Non-LOINC formatted numbers in the form of n.nn.nnnn are KP extensions.  That means that the 
underlying concepts for these terms were not found existing in the current LOINC terminology.  KP modeled them in its own terminology database 
and the number assigned is called a NID (KP National ID).  These terms will be submitted to LOINC so that they can be assigned LOINC codes.  
However, sometimes LOINC does not accept KP’s submitted concepts and the records remain extensions permanently.  This is especially true for 
terms that were created to accommodate specialized KP workflow.  Non-Kaiser sites may have similar situations. 







 


Lab Results Character Data Structure 
 
Not all rows in the Lab_Results data set will have corresponding observations in this data set.  Only records which require more than 8 bytes 
character storage for results, normal_low or normal_high will have observations in this data set. 
 
  Variable Name Variable Definition   Values   Comment 


RowID as required by site a pointer 


An arbitrary, unique, record 
identifier for tying character 
results to the parent record 
in lab_results 


Result_CHAR Char, 200 to accept >, <, >=, <= and text string results Test result as a long 
character 


Normal_low_CHAR Char, 200 to accept >, <, >=, <= and text string normal 
lows 


Lowest value of normal 
range for this 
test/instrumentation/etc as a 
long character 


Normal_high_CHAR Char, 200 to accept >, <, >=, <= and text string normal 
highs 


Highest value of normal 
range for this 
test/instrumentation/etc as a 
long character 
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Outpatient Pharmacy Data Structure 
 
Each record should represent one dispensing transaction per patient per NDC per day. 
The file should be summed by dispensed amount to remove rollback transactions. No 
non-positive amounts (RXAMT) or days supply (RXSUP) are permitted. 
 
Standard Name: DISP 
Variable 
name 


Variable 
Definition Definition, Values, and Comments 


MRN 
Character. 
Unique to each 
HMO 


Identifier unique to an individual. Used to link across 
files 


RXDATE Num (4) Date of dispensing. SAS date variable 


NDC Char (11) National Drug Code. Please expunge any place 
holders (ex. ‘-‘ or extra digit) 


RXSUP Num (4) Days supply. Net amount per day per NDC. 


RXAMT Num (4) Amount dispensed. Number of units (pills, tablets) 
dispensed. Net amount per day per NDC.  


RXMD 
Character. 
Unique to each 
HMO.  


Prescribing MD. Optional field. Use same coding 
scheme as PROVIDER in Utilization table  


SAS Macros 
GetRxForPeople (People, StartDt , EndDt , Outset) 
GetRxForDrugs ( DrugLst , StartDt , EndDt , Outset) 
NdcLookup ( inds , outds , EverNDC ) 
RxRisk (Inset, Outset, IndexDt )  


EverNDC Data Structure 
 
A lookup table to use to find all NDC codes for a given drug. Each record represents a 
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ariable Variable Definition Values Comments 


National Drug Code Char (11)  


RIC 


num_sites ites that have filled Num  


 


single NDC.  Only NDCs dispensed in the network are included.  This file was most 
recently created by the VOC Pharmacy Working Group and includes information from
health plans that had a pharmacy file as of January 2009. 
 
V
name 


NDC 


GENE Generic Name Char(105)  
The number of s
prescriptions for this NDC 
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		EverNDC Data Structure






Procedures Data Structure 
 
This table lists all procedures performed during encounters in the EVENTS table. A record is a diagnosis code unique to an index 
variable (MRN, ENCTYPE, PROVIDER, ADATE) combination. A record is a procedure code unique to an index variable (MRN, 
IOREC, PROVIDER, ADATE) combination. 
 
Variable name Variable Definition Values Comments 


MRN 
Identifier unique to 
an individual 
 


Character. Length 
unique to each 
HMO 


Used to link across files 


EncType  Encounter Type Char (2) 


IP = Acute Inpatient Hospital Stay (includes all inpatient stays, 
same-day hospital discharges, hospital transfers, observation bed, 
and acute hospital care where the discharge is after the admission 
date) 
ED=Emergency department encounter (all emergency encounters 
including those that became inpatient stays. The inpatient stays 
would be a separate encounter. Excludes urgent care visits) 
AV= Ambulatory visit (includes visits at outpatient clinics, same 
day surgeries, urgent care visits, and other same-day ambulatory 
hospital encounters, but excludes emergency department 
encounters and observation beds) 
TE = Telephone Encounters 
EM = E-mail Encounters 
IS=Non-acute institutional stays (hospice, SNF, rehab, nursing 
home, residential, rehab, overnight non-hospital dialysis and other 
non-hospital stays) 
OE=Other encounters (not overnight):(hospice visits, home health 
visits, SNF visits, other non-hospital visits) 
LO=Lab Only Encounter (lab encounter that can not be matched 
to another encounter. Include to link variables from utilization file 
to procedure file.) 
RO=Radiology Only Encounter (Radiology encounter that can not 
be matched to another encounter. Include to link variables from 
utilization file to procedure file) 


PROVIDER Identifier unique to a Character. Length Provider code for the provider who is most responsible for this 







provider unique to each 
HMO  


encounter. Usually physician, nurse practitioner, physician 
assistant, optometrist, etc. Use Same coding scheme as RXMD in 
RX table. For encounters with multiple providers and there isn’t a 
clear one in charge, please choose one arbitrarily so the 
encounter can be linked to the diagnosis and procedure files. 


PerformingProvider Performing Provider 
Character. Length 
unique to each 
HMO  


Provider that performed the procedure 


ADATE Encounter date or 
admit date Numeric (4) SAS date 


PX Procedure code Char (6) 


##.## ICD-9,##### CPT-4,A#### for HCPCS,  
### for Revenue Codes 
# = Numeric Digit, A=Alphabet Letter 
Convert local codes to standard codes if possible. 


ORIGPX 
Original procedure 
codes from source 
data 


Char (10)  


Codetype Code type flag Char (1) 


I = ICD-9 
C = CPT4 
H = HCPCS 
R = Revenue code 
L = Local homegrown 
O = Other 


PXCNT 


Number of times the 
procedure was 
performed during 
the encounter 


Numeric (4) The usual value is 1 unless the procedure was performed multiple 
times during the encounter. 


Exclude rule outs if possible. Include denied claims if you consider the utilization to be valid. 
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Tumor Data Structure 
 
NAACCR style Tumor data 
Records of Tumors found in CRN site enrollees.  Each record is a new tumor.  MRN | DxDate (if populated) should define unique records. 
 
Variable Name Collaborative is 


comparable Description Format Values Comments NAACCR 


ICDOsite Yes Cancer site (e.g. breast, prostate) Char(4)  Example: 
C619 


From ICO-O-3. Previous versions 
converted to ICD-O-3 


Stores as ICD-O-3. Also has 
“primary site current” and 
“primary site original” 


StageGen 


Yes Summary Staging 
provides a measure for 
cancer surveillance 
with longitudinal 
stability for population 
based cancer 
registries. 


General Stage:  
0 = In situ 
1 = Localized 
2 = Regional by direct extension 
3 = Regional to lymph nodes 
4 = Regional both direct extension 


and lymph nodes 
5 = Regional, NOS 
7 = Distant metastasis 
9 = Unstageable, unknown, 


unspecified 
B = Benign 


Char(1)  


Some sites may have a different coding 
scheme for these - need to assure 
consistency at the lowest common 
denominator. Summary Staging can be 
useful when a series of cases is so small 
that only general categories produce 
enough data for meaningful analysis. 


This is equivalent to SEER 
Summary Stage 1977 and 
SEER Summary Stage 
2000 for each time period. 


StageAJ Yes, Derived AJCC 
stage now 


AJCC summary stage or "best AJCC 
stage"0, 0a, 0is (URINARY TRACT 
SITES)1, 1A, 1B, 1C, 1S (TESTIS), 
1A1, 1A2, 1B1, 1B22, 2A, 2B, 2C, 
3, 3A, 3B, 3C4, 4A, 4B, 4C 


Char(3)  


Site specific schemes apply using the 
American Joint Commission on Cancer 
Staging Manual. Versions vary over time 
(currently on v5).Best AJCC stage refers 
to the best of clinical or pathological stage, 
which means that if only clinical stage is 
available, that is used, but if both clinical 
and pathological are available, 
pathological is best. If only pathological 
stage is available, this is best AJCC. 


NAACCR – 3000 
collaborative stage 
algorithm result as CS 
AJCC derived stage. Note: 
TNM Path and TNM clin is 
on NAACCR as individual 
components 


AJCC_Ed 


Yes AJCC staging 
criteria changes over 
time and is needed to 
determine initial stage 
for treatment planning 


AJCC Staging Scheme Edition 
0 = Not staged 
1 = First Edition 
2 = Second Edition 
3 = Third Edition 
4 = Fourth Edition 
5 = Fifth Edition 
6 = Sixth Edition 
8 = Not applicable (no AJCC scheme)
9 = Unknown edition 


Char(1)    


Morph Yes ICDO-2 recoded to 
ICDO-3 by registry 


Morphology/histology (tissue type of 
cancer) Char(4)  ICO-O Version 1 - 1976 - 1989Version 2 - 


1990 - 2000Version 3 - 2001 


Stores morphology in ICD-
O-3Also store “morphology 
current” and “morphology 
original” and “histology ICD-
O-2” 







Behav Yes 


Behavior 
0 = Benign 
1 = Uncertain behavior, low 


malignancy potential, uncertain 
malignancy potential 


l2 = In situ 
3 = Malignant, primary site 
6 = Metastatic site 
9 = Unknown metastatic or primary 


site 


Char(1)  


Benign lesions may be included in tumor 
registry if a "Reportable by Agreement" list 
exists for that particular site requesting 
registration of benign tumors of interest to 
clinicians or researchers. Benign brains 
included after 2004Rarely or never used 
(but allowable) are 6 (metastatic site) and 
9 (unknown whether primary or 
metastatic). 


OK 


Grade Yes 


Histologic grading and differentiation 
1 = Well differentiated 
2 = Moderately differentiated 
3 = Poorly differentiated 
4 = Undifferentiated, anaplastic 
5 = T-cell 
6 = B-cell 
7 = Null cell (non T or B cell) 
8 = NK cell (natural killer cell) 
9 = Grade or differentiation not 


determined, not stated or not 
applicable 


Char(1)  


From ICD-O. This field can be used to 
denote cell lineage for leukemias and 
lymphomas. This designation is 5, 6, 7, 
and 8 and used only for leukemia and 
lymphoma. May not be comparable at 
different path labs or over time. Some 
tumors are reported in 2 grade schemes or 
3, or 4. Some site have specific grading 
systems, i.e. Gleason 


OK 


DXDate Yes Diagnosis date Numeric(4) SASdate 


SASdate is Julian date. If a valid date is 
not available (say, the month and year are 
available, but not the day), a date must be 
forced to get a SASdate. 


OK 


DXYear Yes Year of diagnosis Numeric(4)    
DXAge Yes Age at diagnosis Numeric(3)   OK 


BDate Yes Birth Date Numeric(4) SASdate 


SASdate is Julian date. If a valid date is 
not available (say, the month and year are 
available, but not the day), a date must be 
forced to get SASdate 


OK 


Gender Yes 


1 = Male 
2 = Female 
3 = Other 
4 = Transsexual 
9 = Unknown 


Char(1)  use 1,2,etc. vs. M, F, T, O, U OK 







Race1 


Yes Additional races 
were added in at 
different times may not 
be backward 
comparable 


01 = White 
02 = Black 
03 = Am Indian 
04 = Chinese 
05 = Japanese 
06 = Filipino 
07 = Hawaiian 
08 = Korean 
09 = Asian Indn 
10 = Vietnamese 
11 = Laotian 
12 = Hmong 
13 = Kampuchean 
14 = Thai 
20 = Micronesian 
21 = Chamorran 
22 = Guamanian 
25 = Polynesian 
26 = Tahitian 
27 = Samoan 
28 = Tongan 
30 = Melanesian 
31 = Fiji Islander 
32 = New Guinean9 
6 = Other Asian 
97 = Pacific Islander 
98 = Other 
99 = Unknown 


Char(2)  These are SEER race classifications 


5 fields for race in NACCR 
to record multiple ethnicity. 
See also: RACE2 RACE3 
RACE4 RACE5 


Race2 Yes see race1 See Race1 Char(2)    
Race3 Yes see race1 See Race1 Char(2)    
Race4 Yes see race1 See Race1 Char(2)    
Race5 Yes see race1 See Race1 Char(2)    


Hispanic Yes 


Hispanic or Spanish Origin/Ethnicity 
0 = Non-Spanish 
1 = Mexican 
2 = Puerto Rican 
3 = Cuban 
4 = South/Central American 
5 = Other Spanish 
6 = Spanish, NOS 
7 = Spanish Surname only 
9 = Unknown 


Char(1)  These are SEER classifications 


NACCR has this field + 2 
additional fields for ethnicity 
“computed ethnicity” and 
“computed ethnicity source” 







Class Yes 


Class of case (analytic vs. non-
analytic) 


0 = 1st diagnosed at your hospital 
(reporting institution) since 
reference date and all 1st treatment 
elsewhere (ANALYTIC) 


1 = 1st diagnosed at reporting 
institution since reference date and 
all or part of 1st treatment at your 
hospital (ANALYTIC) 


2 = 1st diagnosed elsewhere and all 
or part of 1st treatment at your 
hospital (ANALYTIC) 


3 = 1st diagnosed and all 1st 
treatment elsewhere (NON-
ANALYTIC) 


4 = 1st diagnosed and 1st at your 
hospital (reporting institution) before 
reference date (NON-ANALYTIC) 


5 = 1st diagnosed at autopsy (NON-
ANALYTIC) 


6 = diagnosed and all 1st treatment in 
staff MD office (HUH?) (ANALYTIC)


8 = diagnosed by death certificate 
only (NON-ANALYTIC) 


9 = unknown (NON-ANALYTIC) 
X = accession only (NON-ANALYTIC 


UNTIL DETERMINED 
OTHERWISE) 


Char(1)  
We have two variables - this one (as 
listed) for class and Analytic (0,1).See 
variable Analytic below 


OK 


Analytic Yes Homegrown 
coding Based on Class coding above Char(1)  0 – non-analytic 


1 - analytic  


Sequence Yes 
Tumor sequence (order in which 


patients with multiple cancers are 
diagnosed) 


Char(3)   OK 


Vital Yes Vital status Char(1)  1 = Alive (not known dead) 
2 = Deceased OK 


Dcause Yes Cause of death for expired patients Char(6)  


Problem with variable sources of data 
(death certificate cause of death vs. 
unofficial notation in record). Variable 
coding schemes may be used depending 
on source (ICD9, ICD10, homegrown) 


OK 


DOD Yes Date of death Numeric(4) SASdate 


SASdate is Julian date. If a valid date is 
not available (say, the month and year are 
available, but not the day), a date must be 
forced to get SASdate. This is date of last 
contact for expired pts 


OK 







Laterality Yes 


Laterality of primary site for paired 
organs (e.g. breast) 


0 = Not a paired site 
1 = Right 
2 = Left 
3 = Only one involved, unspecified 


R/L 
4 = Bilateral 
9 = Paired site, laterality unknown; 


midline 


Alpha (1)   OK 


IDPlan Yes Homegrown 
coding Health Plan ID Char(2)  Standard codes for CRN site (see website)  


MRN Yes Homegrown 
coding Medical Record Number 


Character. 
Length 
unique to 
each HMO 


 
Unique Patient Identifier. Must be coded 
consistently within a site to allow tables to 
linked by individual. 


 


DCNFRM Yes 


Diagnostic confirmation -method used 
to diagnosis cancer (this is 
hierarchical) 


1 = Positive histology 
2 = Positive cytology, no positive 


histology 
4 = Positive microscopic confirmation, 


NOS 
5 = Positive lab test/marker 
6 = Direct visual w/o microscopic 


confirmation 
7 = Radiography w/o microscopic 


confirmation 
8 = Clinical diagnosis only (other than 


5,6,7) 
9 = Unknown whether microscopically 


confirmed 


Char(1)   OK 


DSTZ Yes CS tumor size 


Tumor size – size of largest 
dimension of primary lesion in 
centimeters – except for skin 
melanoma which records depth of 
lesion in centimeters 


Numeric(4)  xx.x Melanomas depth of invasion in mm  


DAJC1T_P Yes T - AJCC pathological staging for 
tumor Char(5)  


Same version issue (versions change over 
time) as with AJCC stage AJCC TNM 
staging provides forward flexibility and 
clinical utility for individual cancer cases. 
TNM is dynamic and is changed 
periodically to meet the decision-making 
needs of clinicians regarding appropriate 
treatment methods and the evaluation of 
their results. NAACCR may store as 2 but 
display as 5 


OK 


DAJC1N_P Yes N – AJCC pathological staging for 
lymph nodes Char(5)  Same version issue as with AJCC stage OK 







DAJC1M_p Yes M – AJCC pathological staging for 
metastasis Char(5)  Same version issue as with AJCC stage OK 


DAJC1T_C Yes T - AJCC clinical staging for tumor Char(5)  Same version issue (versions change over 
time) as with AJCC stage OK 


DAJC1N_C Yes N – AJCC clinical staging for lymph 
nodes Char(5)  Same version issue as with AJCC stage OK 


DAJC1M_C Yes M – AJCC clinical staging for 
metastasis Char(5)  Same version issue as with AJCC stage OK 


DSRG_FAC Yes 
1st course of surgical treatment at 


this facility – see primary site-
specific coding from SEER 


Char(2)    


DRAD_FAC Yes 


1st course of radiation treatment (this 
facility) 


00 = No radiation 
01 = Beam radiation 
02 = Radioactive implants 
03 = Radioisotopes 
04 = Combination beam radiation with 


radioactive implants or isotopes 
05 = Radiation therapy, NOS 
09 = Unknown if radiation therapy 


recommended or performed 


Char(2)    







DBCN_FAC 


Not part of routine care 
for leukemias or lung 
any more. Not 
recorded since 
1995Recommend to 
drop this field 


1st course of radiation treatment to 
brain and central nervous system 
(this facility) 


00 = No radiation to brain or CNS 
01 = Radiation therapy 
07 = Pt refused radiation therapy 
08 = Radiation therapy 


recommended, unknown if 
administered 


09 = Unknown 


Char(2)  


RX SUMM--RAD TO CNSREGISTRY 
PLUS ONLINE HELPNAACCR Standards 
for Cancer Registries Volume II: Data 
Standards and Data Dictionary Source: 
NAACCR Standards for Cancer Registries 
Volume II: Data Standards and Data 
Dictionary, Eighth Edition, 
03/2003DescriptionFor lung and leukemia 
cases only, codes for radiation given to the 
brain or central nervous system. Includes 
treatment given at all facilities as part of 
the first course. See Chapter V, 
Unresolved Issues, for more information. 
Note: SEER does not collect this data item 
beginning with 1998 cases. They retain the 
codes for older cases in this field, and they 
have also recoded radiation coded here as 
radiation in item 1360 (RX Summ--


Radiation
 


). COC does not collect 
this data item beginning with 1996 cases. 
Codes For Lung and Leukemia Cases 
only:  


Alternate 
Name 


Item 
# 


Len
gth


Source 
of 
Standa
rd 


Column # 


Radiation 
Therapy 
to CNS 
(COC) 
Radiation 
to the 
Brain 
and/or 
Central 
Nervous 
System 
(SEER) 


1370 1 SEER/
COC 


874-874For 
all other 
cases 
(primaries 
other than 
lung or 
leukemia): 


 


0 No radiation to the brain and/or 
central nervous system 


1 Radiation 
7 Patient or patient’s guardian refused


8 Radiation recommended, unknown if 
administered 


9 


Unknown 


§CoC ROADS entry available
 


 


 
 


OK 







DCHM_FAC Yes 


1st course of chemotherapy at this 
facility 


00 = No chemotherapy 
01 = Chemotherapy, NOS 
02 = Chemotherapy, single agent 
03 = Chemotherapy, multiple agents 


(combination regimen) 
82 = Chemo not administered due to 


contraindications 
85 = Pt died prior to planned therapy 
86 = Chemo recommended, but not 


rec'd--reason unknown 
87 = Chemo recommended, but 


refused 
88 = Chemo recommended, unknown 


if rec'd 
99 = Unknown if recommended or 


rec'd 


Char(2)   OK 


DHRM_FAC Yes 


1st course of hormone therapy at this 
facility 


00 = No hormone  
01 = Hormone therapy including NOS 


and antihormones) 
02 = Endocrine surgery and/or 


radiation therapy (if cancer at 
another site) 


03 = Combination of 1 and 2 
09 = Unknown if hormone therapy 


recommended or administered 
(death certification only cases) 


Char(2)   OK 


DIMM_FAC Yes 


1st course of immunotherapy at this 
facility 


00 = No biological response modifier 
therapy 


01 = Biological response modifier 
02 = Bone marrow transplant – 


autologous 
03 = Bone marrow transplant – 


allogeneic 
04 = Bone marrow transplant, NOS 
05 = Stem cell transplant 
06 = Combination of 1 AND 2,3,4 or 5
07 = Patient or patient’s guardian 


refused 
08 = Biological response modifier 


therapy recommended, unknown if 
administered 


09 = Unknown if biological response 
modifier therapy recommended or 
administered 


Char(2)   OK 







DOTH_FAC Yes 


1st course of any other treatment at 
this facility 


00 = No other cancer-directed 
therapy, except as coded 
elsewhere 


01 = Other cancer-directed therapy 
02 = Other Experimental cancer-


directed therapy (not included 
elsewhere) 


03 = Double-Blind study, code not yet 
broken 


06 = Unproven therapy 
07 = Patient or patient’s guardian 


refused codes 1-3 
08 = Other cancer-directed therapy 


recommended, unknown if 
administered 


09 = Unknown if other cancer-
directed therapy recommended or 
administered 


Char(2)    


DNDI Yes CS regional nodes 
positive 


Regional lymph nodes positive 
00 = All nodes examined negative 
01 = One positive node 
02 = Two positive nodes… 


subsequent number of positive 
nodes 


97 = 97 or more positive nodes 
98 = No nodes examined 
99 = Unknown is nodes positive or 


negative, not applicable 


Char(2)    


DNDX Yes CS regional nodes 
examined 


Regional lymph nodes examined 
00 = No nodes examined 
01 = One node examined 
02 = Two nodes examined… 


subsequent number of nodes 
examined 


97 = 97 or more nodes examined 
98 = Nodes examined but number not 


specified 
99 = Unknown if nodes examined, not 


applicable 


Char(2))   OK 







DTMRK1 Yes 


Tumor Marker One 
0 = Not done 
1 = Positive 
2 = Negative 
3 = Borderline 
Three tiered system (testis only) 
4 = Range 1 ( <1,000 ng/ml) 
5 = Range 2 ( 1,000-10,000 ng/ml) 
6 = Range 3 ( >10,000 ng/ml) 
8 = Ordered, results unknown 
9 = Unknown/no information 


Char(1)  


Tumor markers records prognostic 
indicators for specific sites or histologies. 
Valid through 2003.  After 2003 use the 
SSF variables. 
Breast (C50.0-C50.9) Estrogen Receptor 
Assay (ERA) 
Colorectal (C18.0-18.9, C19.9, C20.9) 
Carcinoembryonic Antigen (CEA) 
Liver (C22.0, C22.1) Alpha Fetoprotein 
(AFP) 
Neuroblastoma (9500/3) Urine 
catecholamine 
Ovary (C56.9) Carbohydrate Antigen 125 
(CA 125) 
Prostate (C61.9) Acid Phosphatase (PAP)
Testis (C62.0, C62.1, C62.9) Alpha 
Fetoprotein (AFP) 


OK 


DTMRK2 Yes See Tumor Marker 1 Char(1)  


Valid through 2003.  After 2003 use the 
SSF variables.  
Breast (C50.0-C50.9) Progesterone 
Receptor Assay (PRA) 
Prostate (C61.9) Prostatic Specific Antigen 
(PSA) 
Testis (C62.0, C62.1, C62.9) Human 
chorionic gonadotropin (hCG) 


OK 


DTMRK3 Yes See Tumor Marker 1 Char(1)  
Valid through 2003.  After 2003 use the 
SSF variables.  
Testis (C62.0, C62.1, C62.9) LDH 


 


CLN_STG Yes TNM Clin Stage Group (if available) Char(2)    


EOD Yes Extent of Disease Char(12)  


SEER EOD is a five-field, 10 digit system: 
tumor size (3 digits), extension of the 
primary tumor (2 digits), regional lymph 
node involvement (highest specific lymph 
node chain involved by tumor) (1 digit), the 
number of pathologically reviewed regional 
lymph nodes that are positive (2 digits), 
and the number of pathologically 
examined regional lymph nodes (2 digits). 
Field parsed to separate variable (ie., 
DSTZ, DNDI, DNDX) 


 


DT_SURG Yes Date Definitive Surgery First 
Performed numeric(4) SASdate   


DT_CHEMO Yes Date chemotherapy started numeric(4) SASdate   
DT_HORM Yes Date hormone therapy started numeric(4) SASdate   
DT_RAD Yes Date radiation therapy started numeric(4) SASdate   
DT_BRM Yes Date immunotherapy started numeric(4) SASdate   
DT_OTH Yes Date other therapy started numeric(4) SASdate   
R_N_SURG Yes Reason no Surgery First Performed Char(1)    







R_N_CHEMO Yes 


Reason no chemotherapy started 
  00 = No chemotherapy 
  01 = Chemotherapy, NOS 
  02 = Chemotherapy, single agent 
  03 = Chemotherapy, multiple agents 


(combination regimen) 
  82 = Chemo not administered due to 


contraindications 
  85 = Pt died prior to planned therapy
  86 = Chemo recommended, but not 


rec'd--reason unknown 
  87 = Chemo recommended, but 


refused 
  88 = Chemo recommended, 


unknown if rec'd 
  99 = Unknown if recommended or 


rec'd 


Char(1)    


R_N_HORM Yes Reason no hormone therapy started Char(1)    
R_N_RAD Yes Reason no radiation therapy started Char(1)    
R_N_BRM Yes Reason no immunotherapy started Char(1)    
R_N_OTH Yes Reason no other therapy started Char(1)    


DSRG_SUM Yes 
1st course of surgical treatment at 


this (any facility) – see primary site-
specific coding from SEER 


Char(2)    


DRAD_SUM Yes 


1st course of radiation treatment (any 
facility) 


00 = No radiation 
01 = Beam radiation 
02 = Radioactive implants 
03 = Radioisotopes 
04 = Combination beam radiation with 


radioactive implants or isotopes 
05 = Radiation therapy, NOS 
09 = Unknown if radiation therapy 


recommended or performed 


Char(2)    


DBCN_SUM 


Not part of routine care 
for leukemias or lung 
any more. Not 
recorded since 
1995Recommend to 
drop this field 


1st course of radiation treatment to 
brain and central nervous system 
(any facility) 


00 = No radiation to brain or CNS 
01 = Radiation therapy 
07 = Pt refused radiation therapy 
08 = Radiation therapy 


recommended, unknown if 
administered 


09 = Unknown 


Char(2)  See DBCN_FAC  







DCHM_SUM Yes 


1st course of chemotherapy at any 
facility 


00 = No chemotherapy 
01 = Chemotherapy, NOS 
02 = Chemotherapy, single agent 
03 = Chemotherapy, multiple agents 


(combination regimen) 
09 = Unknown if chemotherapy was 


administered 


Char(2)    


DHRM_SUM Yes 


1st course of hormone therapy at any 
facility 


00 = No hormone  
01 = Hormone therapy including NOS 


and antihormones) 
02 = Endocrine surgery and/or 


radiation therapy (if cancer at 
another site) 


03 = Combination of1 and 2 
09 = Unknown if hormone therapy 


recommended or administered 
(death certification only cases) 


Char(2)    


DIMM_SUM Yes 


1st course of immunotherapy at any 
facility 


00 = No biological response modifier 
therapy 


01 = Biological response modifier 
02 = Bone marrow transplant – 


autologous 
03 = Bone marrow transplant – 


allogeneic 
04 = Bone marrow transplant, NOS 
05 = Stem cell transplant 
06 = Combination of 1 AND 2,3,4 or 5
07 = Patient or patient’s guardian 


refused 
08 = Biological response modifier 


therapy recommended, unknown if 
administered 


09 = Unknown if biological response 
modifier therapy recommended or 
administered 


Char(2)    







DOTH_SUM Yes 


1st course of any other treatment at 
any facility 


00 = No other cancer-directed 
therapy, except as coded 
elsewhere 


01 = Other cancer-directed therapy 
02 = Other Experimental cancer-


directed therapy (not included 
elsewhere) 


03 = Double-Blind study, code not yet 
broken 


06 = Unproven therapy 
07 = Patient or patient’s guardian 


refused codes 1-3 
08 = Other cancer-directed therapy 


recommended, unknown if 
administered 


09 = Unknown if other cancer-
directed therapy recommended or 
administered 


Char(2)    


  NEW ADDITIONS FOR 
COLLABORATIVE STAGE     


CS_SZ  Maximum diameter in millimeters (for 
example: 1 mm = 001, 1 cm = 010) char(3) 000-999 


This item belongs to the set of 
Collaborative Staging (CS) data items 
effective with 2004 diagnosis. It is based 


on and replaces EOD--Tumor Size
 


 
[780]. 


 


CS_EXT  Site-specific codes provide extensive 
detail describing disease extent char(2)  


Collaborative Staging (CS) data items 
effective with 2004 diagnoses. It is based 


on and replaces EOD--Extension
 


 
(790) and EOD--Extension Prost 


Path
 


 (800). 


 


CS_NODES  


Record the specific regional lymph 
node chain farthest from the 
primary site that is involved by 
tumor either clinically or 
pathologically. Regional lymph 
nodes are listed for each 
site/histology. 


char(2)  


Collaborative Staging (CS) data items 
effective with 2004 diagnosis. It is based 
on and replaces EOD--Lymph Node 


Involv
 


[810]. This modification for CS 
is collapsible into AJCC N code according 
to the Sixth Edition of AJCC Cancer 
Staging Manual. “CS Lymph Nodes” is 
site-specific and identifies the regional 
lymph nodes involved with cancer at the 
time of diagnosis. 


 







CS_NODES_EV
AL  


Records how the code for CS Lymph 
Nodes (NAACCR Item #2830) was 
determined, based on the 
diagnostic methods employed. 


char(1) 
Allowable 
Values: 0-3, 
5, 6, 8, 9 


  


CS_METS  
Site-specific codes provide extensive 


detail describing disease extent. 
"CS Mets at DX" 


char(2)    


CS_METS_EVA
L  


CS to identify whether the M (of 
AJCC TNM) was clinically or 
pathologically diagnosed and by 
what method. 


    


SSF1  Site specific factor 1 char(3) 000-999 


See Tumor Marker variables for 2003 and 
prior. 
 
For coding see site specific information in  
http://seer.cancer.gov/manuals/SPM_Appe
ndixC_Part3.pdf 
 
Breast 
CS Site-Specific Factor 1 Estrogen 
Receptor Assay (ERA) 
 


Code Description 


000 Test not done (test was not 
ordered and was not performed) 


010 Positive/elevated 


020 Negative/normal; within normal 
limits 


030 Borderline; undetermined 
whether positive or negative 


080 Ordered, but results not in chart 


999 Unknown or no information 
Not documented in patient record


 
 


 


SSF2  Site specific factor 2 char(3) 000-999 Note: 888 = missing  
SSF3  Site specific factor 3 char(3) 000-999 Note: 888 = missing  
SSF4  Site specific factor 4 char(3) 000-999 Note: 888 = missing  
SSF5  Site specific factor 5 char(3) 000-999 Note: 888 = missing  
SSF6  Site specific factor 6 char(3) 000-999 Note: 888 = missing  
DER_T  Derived AJCC T char(2)    


DER_T_D  Derived AJCC T description char(1) c, p, a, y, N, 
O   


DER_N  Derived AJCC N char(2)    


DER_N_D  Derived AJCC N description char(1) c, p, a, y, N, 
O   


DER_M  Derived AJCC M char(2)    


DER_M_D  Derived AJCC M description char(1) c, p, a, y, N, 
O   



http://seer.cancer.gov/manuals/SPM_AppendixC_Part3.pdf

http://seer.cancer.gov/manuals/SPM_AppendixC_Part3.pdf





DER_SS2000F  Describes summary stage 2000 char(1)  
1=derived from site specific factors 
2= derived from EOD(prior to 2004) 
Blank = not derived 


 


PAL_FAC  Palliative care at this facility   


 
Code Definition 


0 No palliative care provided. 
Diagnosed at autopsy. 


1 


Surgery (which may involve a 
bypass procedure) to alleviate 
symptoms, but no attempt to 
diagnose, stage, or treat the 
primary tumor is made. 


2 


Radiation therapy to alleviate 
symptoms, but no attempt to 
diagnose, stage, or treat the 
primary tumor is made. 


3 


Chemotherapy, hormone 
therapy, or other systemic drugs 
to alleviate symptoms, but no 
attempt to diagnose, stage, or 
treat the primary tumor is made. 


4 
Patient received or was referred 
for pain management therapy 
with no other palliative care. 


5 Any combination of codes 1, 2, 
and/or 3 without code 4. 


6 Any combination of codes 1, 2, 
and/or 3 with code 4. 


7 


Palliative care was performed or 
referred, but no information on 
the type of procedure is available 
in patient record. Palliative care 
was provided that does not fit the 
descriptions for codes 1-6. 


9 It is unknown if palliative care 
 
 


 







PAL_SUM  Palliative care at all facilities   


 
Code Definition 


0 No palliative care provided. 
Diagnosed at autopsy. 


1 


Surgery (which may involve a 
bypass procedure) to alleviate 
symptoms, but no attempt to 
diagnose, stage, or treat the 
primary tumor is made. 


2 


Radiation therapy to alleviate 
symptoms, but no attempt to 
diagnose, stage, or treat the 
primary tumor is made. 


3 


Chemotherapy, hormone 
therapy, or other systemic drugs 
to alleviate symptoms, but no 
attempt to diagnose, stage, or 
treat the primary tumor is made. 


4 
Patient received or was referred 
for pain management therapy 
with no other palliative care. 


5 Any combination of codes 1, 2, 
and/or 3 without code 4. 


6 Any combination of codes 1, 2, 
and/or 3 with code 4. 


7 


Palliative care was performed or 
referred, but no information on 
the type of procedure is available 
in patient record. Palliative care 
was provided that does not fit the 
descriptions for codes 1-6. 


9 It is unknown if palliative care 
 
 


 


 







 
Site Progress 
The Tumor Registries are set up in NAACCR format. 9 of the 11 CRN sites have Tumor Registries. 
HMO Tumor Registry Comments Date Data Start 
GHC SEER based – receive data monthly from the Puget Sound SEER 1974 
HPHC Has Tumor data on Harvard Vanguard patients  1997-2006 
HPRF No Tumor Registry. Negotiating the state tumor registry (July 2004)  
HFHS SEER based – based on information submitted to SEER 1972 
Fallon No Tumor Registry. Negotiating with state tumor registry (July 2004)  
KPNC SEER based – based on information submitted to SEER 1973 
KPNW Based on local tumor registry modeled on SEER 1960 
KPSC SEER based – based on information submitted to SEER 1988 
KPCO Based on local tumor registry 1987 
KPH SEER based – receives data from Hawaii SEER 1960 
KPG SEER based – receives data from Atlanta SEER 1995 
Macros 
BreastCancerDefinition01(StartDt, EndDt, OutSet, TumDat) 
 
 
 





		Tumor Data Structure






Utilization Data Structures 
This set of four tables incorporates data for all medical encounters.  The data are organized to facilitate research.  The four files are: 
Events: Characterizes outpatient encounters and hospital stays (one record per encounter). A single outpatient encounter or a single hospital stay 
will have a single record in the EVENT file. 
 
DIAG: List of diagnosis codes associated with each of the encounters in the Event table. Each DX code recorded during an encounter or a hospital 
stay will have a separate record in the DIAG table. 
 
PROC: List of procedure codes associated with each of the encounters in the Events table. Each procedure code recorded during an encounter or 
hospital stay will have a unique record in the PROC table. 
 
SPEC: Lookup table for provider specialty.  
 
The index variables for EVENTS, DIAG, and PROC tables are: MRN, ENCTYPE, PROVIDER, ADATE. A unique combination of these 4 
variables represents a unique outpatient visit or inpatient stay. Site data managers are strongly advised to also include a 'source' variable in 
the main EVENT file that signifies the indigenous data system from which the record comes (e.g., 3rd-party claims).  
The PROVIDER variable is most useful for outpatient encounters. Inpatient stays should have a single PROVIDER for the entire stay, even if 
multiple providers performed procedures during the stay.  If possible, use the admitting physician as the provider for all care during the stay.. 
 
There are two alternatives for implementing the EVENTS, DIAG, and PROC files described below: 
Implement directly as above. Has the great advantage of simplicity, but uses a lot of disk space on the Procedure and Diagnosis datasets because 
of the 4 ‘foreign key’ variables (MRN, Adate , Provider, & EncType ) needed to link these records back to the corresponding record in Utilization. 
 
Implement the data structure above with SAS data views. Underlying the views could be a more space efficient data structure. For example, an 
arbitrary sequence number could be used to link across the 3 tables Utilization, Diagnosis and Procedure, and the underlying DX and PROC tables 
would not need space for the variables MRN, ENCTYPE, PROVIDER, ADATE on each record. This normalizes the data and is more space 
efficient, at the expense of an increase in complexity. 
 
SAS Macros for use with the utilization tables. 
GetDxForPeople (People, StartDt , EndDt , Outset)  
GetPxForPeople (People, StartDt , EndDt , Outset) 
GetPxForPeople (People, StartDt , EndDt , Outset) 
GetPxForPX ( PxLst , StartDt , EndDt , Outset) 
Charleson_Deyo (Inset, Outset, IndexDt ) 
 
 
 
Standard Name: EVENTS 







Variable name Variable Type 
and Length Values Definition and Comments 


MRN 
Character.  
Unique to each 
health plan 


Unique to each 
health plan Identifier unique to an individual. Used to link across files 


ADATE  Numeric (4) SAS date Encounter or admit date  
DDATE*  Numeric (4) SAS date.  Discharge date. Use for hospital and overnight encounters. 


PROVIDER 
Character.  
Length Unique to 
each health plan 


Unique to each 
health plan 


Provider code for the provider who is most responsible for this encounter. 
Usually physician, nurse practitioner, physician assistant, optometrist, etc. For 
encounters with multiple providers, choose a single provider so the encounter 
can be linked to the diagnosis and procedure files. 


 
EncType  Char (2) See comments 


Encounter Type. Valid Encounter Subtype values are in brackets “[]” 
IP = Acute Inpatient Hospital Stay: Inpatient stays, same-day hospital 
discharges, hospital transfers, observation bed, and acute hospital care where 
the discharge is after the admission date. [Encounter_subtype=AI, OB ] 
ED=Emergency Department Encounter: Includes encounters that result in an 
inpatient admission; that stay would be a new record. Excludes urgent care 
visits. [Encounter_subtype=HA,OC] 
AV= Ambulatory Visit: Outpatient clinics, same day surgeries, urgent care visits, 
and other same-day ambulatory hospital encounters. Excludes emergency 
department encounters and observation beds). [Encounter_subtype= OC, 
SD,HA,UC, RH, DI, OT ] 
TE = Telephone Encounters: [Encounter_subtype=OT, HH] 
EM = E-mail Encounters: [Encounter_subtype=OT, HH] 
IS=Non-Acute Institutional Stays: Hospice, SNF, rehab, nursing home, 
residential, overnight non-hospital dialysis and other non-hospital stays. 
[Encounter_subtype=HS, SN, NH, RH,DI, OT] 
OE=Other Encounters (not overnight): Hospice visits, home health visits, SNF 
visits, other non-hospital visits. [Encounter_subtype=HS, HH, SN, RH, DI, OT] 
LO=Lab Only Encounter: Lab encounters that cannot be matched to another 
encounter. Include to link variables from utilization file to procedure file. 
[Encounter_subtype=LO, OT] 
RO=Radiology Only Encounter: Radiology encounter that cannot be matched to 
another encounter. Include to link variables from utilization file to procedure file. 
[Encounter_subtype=RO, OT] 







Encounter_SubType   Char (2) See comments 


Encounter Subtype. Valid Encounter type values are in brackets “[]” 
AI=Acute Inpatient Stay. Excludes observation bed. [Enctype=IP] 
OB=Observation Bed. [Enctype=IP] 
OC=Outpatient Clinic Visit. [Enctype=AV] 
SD=Same Day Surgery. [Enctype=AV] 
UC=Urgent Care. [Enctype=AV] 
HA=Hospital Ambulatory. Outpatient care at a hospital excluding same day 
surgery and observation beds. [Enctype=AV, ED] 
HS=Hospice. [Enctype=IS, OE] 
HH=Home Health. [Enctype=OE, TE, EM] 
SN=SNF. [Enctype=IS, OE] 
NH=Nursing Home (Includes ICF). [Enctype=IS] 
RH=Rehab. [Enctype=IS, AV, OE] 
DI=Dialysis. [Enctype=IS, AV, OE] 
OT=Other non-hospital. [Enctype=IS, OE, TE, EM, AV, LO, RO] 


Facility_Code Char (12) Unique to each 
health plan Facility code that identifies hospital or clinic. 


Discharge_Disposition* Char (1) 


A = Discharged 
alive 
E = Expired 
U = Unknown 
 


Discharge status. Use for hospital and overnight encounters 


Discharge_Status* Char (2) See comments 


Hospital Discharge Status. Optional Variable. 
AF=Adult Foster Home 
AL =Assisted Living Facility 
AM=Against Medical Advice 
AW=Absent without leave 
EX=Expired 
HH=Home Health 
HS=Hospice 
HO=Home / Self Care 
IP=Other Acute Inpatient Hospital 
NH=Nursing Home (Includes ICF) 
OT=Other 
RS=Residential Facility 
RH=Rehabilitation Facility 
SH=Still In Hospital 
SN=Skilled Nursing Facility 
 


DRG* Char (3) Standard DRGs Diagnostic Related Group (DRG). Optional Variable. .Use for hospital and 
overnight encounters. Use leading zeros for codes less than 100. 







Admitting_Source* Char (2) See comments 


Admitting Source. Optional Variable. 
AV=Ambulatory Visit 
ED=Emergency Department 
AF=Adult Foster Home 
AL =Assisted Living Facility 
HH=Home Health 
HS=Hospice 
HO=Home / Self Care 
IP=Other Acute Inpatient Hospital 
NH=Nursing Home (Includes ICF) 
OT=Other 
RS=Residential Facility 
RH=Rehabilitation Facility 
SN=Skilled Nursing Facility 
UNK=Unknown 
Use for hospital and overnight encounters 


Department  Char (4) See department 
codes table. 


Department Code (specialty providing service). Optional Variable. Code when 
available. See table below. 


*Inpatient Stay only.  Possible methods of implementing the above data structure 







 
Department Codes 
Below is a lookup table that can be used to classify departments where the outpatient care was given: 
Department Code Department Description 


ACUP Acupuncture 
ALGY Allergy 
AMBU Ambulance Services 
ANES Anesthesiology 
AUD Audiology 
CARD Cardiology 
CASR Cast Room 
CHEM Chemical and Alcohol Dependency 
CHIR Chiropractic 
CMHL Community Health 
CRIT Critical Care Medicine 
CRMG Care Management 
DENT Dental 
DERM Dermatology 
EDUC Education 
ENDO Endocrinology 
ENT Otolaryngology 
ER Emergency Room 
FP Family Practice 
GEN Genetics 
GER Gerontology/Geriatrics 
GI Gastro-Intestinal Medicine 
HAP Health Appraisals 
HEP Hepatology 
HOSP Hospital Care 
IM Internal Medicine 
IMUN Immunology 
IND Industrial Medicine 
INF Infectious Disease 
IR Injection Room 
LAB Laboratory 
MH Mental Health 
NATU Naturopathy 
  


Department Code 
 
NEUR 


Department Description 
 
Neurology 


NEWB Newborn 
NRSG Neurosurgery 
NUCL Nuclear Medicine 
NUT Nutrition 
OBGN Obstetrics/Gynecology 
OCTH Occupational Therapy 
ONC Oncology 
OPTH Opthalmology 
OPTO Optometry 
ORTH Orthopedics 
OST Osteopathy 
PATH Pathology 
PEDS Pediatrics 
PERI Perinatology 
PHYS Physiatry 
POD Podiatry 
PSRG Plastic Surgery 
PT Physical Therapy 
PULM Pulmonary Medicine 
RAD Radiology 
RECT Recreational Therapy 
REHB Rehabilitation 
RESP Respiratory Therapy 
RHEU Rheumatology 
RN Registered Nurse 
SPOR Sports Medicine 
SPTH Speech Therapy 
SURG General Surgery 
URG Urgent Care 
URO Urology 
OTH Other 
UNK Unknown 







 


Provider Specialty Data Structure 
Variable name Variable Definition Values Comments 


PROVIDER Identifier unique to an 
individual 


Character. Unique to each 
HMO  


Specialty Specialty code Char (3) 


Using specialty coding 
developed for the IMPACT 
project. See attachment. Use 
column A “Impact code” 


Provider_Type Provider Type Code Char (3) Values are Listed Below 
  
Provider Type Values 
 
 Code          Description 
‐‐‐‐‐‐         ‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐ 
 ACUPU         ACUPUNCTURIST                  
 ADMIN         ADMINISTRATIVE                 
 OTHER         OTHER                       
 CHIRO         CHIROPRACTOR                   
 COUNS         BEHAVIORAL COUNSELOR           
 CRNA          NURSE ANESTHETIST              
 DENTH         DENTAL HYGIENIST               
 DENTI         DENTIST                        
 EDUC          HEALTH EDUCATION               
 EQPT          EQUIPMENT/ROOM                 
 LAB           LABORATORY TECH                
 LPN           LICENSED PRACTICAL NURSE       
 MD            PHYSICIAN                      
 MISC          MISCELLANEOUS                  
 NMW           NURSE MIDWIFE                  
 NP            NURSE PRACTITIONER             
 PA            PHYSICIAN ASSISTANT            
 PHARM         PHARMACIST                     
 RES           RESIDENT                       
 RN            REGISTERED NURSE               
 SW            SOCIAL WORKER 
 X‐RAY         X‐RAY TECH 
 UNK       UNKNOWN   
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Vital Signs Data Structure 
 
File should be stored in the _VITALLIB directory as the name _VITALDATA that you specify in your site's StdVars file. 
 


Variable name Variable 
Type/Length Values Comments 


MRN Character HMO Identifier unique to an 
individual 


Measure_Date Numeric 4 
SAS Date Date the variables are measured 


Used to link across files 


HT Numeric 8 Height in inches  Height on measurement date 
WT Numeric 8 Weight in pounds Weight on measurement date 


BMI Numeric 8 
Body Mass Index 
BMI=round( (WT*0.454)/ 
((HT*0.0254)*(HT*0.0254)),0.1); 


Weight measurement must be present on the same day as BMI value. 
However, the height value comes from the height measured on the date that 
is closest to the weight date.  


DAYS_DIFF Numeric 4 Date of Height Measurement minus 
Date of Weight Measurement 


Nonzero values indicate that the BMI score was calculated using a height 
measurement taken on a different day from the weight measurement. As the 
absolute value of DAYS_DIFF rises, users should consider carefully whether 
to use these values. 
This variable should be present if BMI is present and missing if BMI is 
missing. 


Diastolic Numeric 4 Diastolic blood pressure MmHg  
Systolic Numeric 4 Systolic blood pressure MmHg  


Position Char 1 


Blank – unknown 
1 – sitting 
2 – standing 
3 – supine 


Position for blood pressure reading 


 
Since weight is likely measured more frequently than height, use the closest height (in terms of dates) to compute BMI. 
 
The “rules”: 
If computing BMI on children or young adults, use the DAYS_Diff variable to ensure that the height and weight measurements were measured at 
close enough dates to be usable. For example, if days_diff>180 or days_diff<-180 and age=5 then consider not using the BMI value.  
The values in the HT and WT fields are the values measured on that date. Infer HT to compute BMI, but do not overwrite blank HT fields. For 
example, if HT is missing and WT and BMI are present, then that shows that the BMI was computed using an inferred height from the closest height 
(in terms of dates) measurement.  
If HT is present and WT is not, do not compute BMI. 
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