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1.0 Introduction
The purpose of this document is to provide a mechanism for PCORnet data partners to communicate information about how they transformed data stored in OMOP Common Data Model (CDM) Version 4 format into the PCORnet Common Data Model (CDM) Version 2.0. To describe how the information will be used to help the PCORnet Coordinating Center better understand the transformation process, appropriate uses of the PCORnet data, and the comparability of data sources. This document details the approach used for the Extract, Transform, and Load (ETL) process to transform OMOP CDMv4 data elements to the data elements in the PCORnet CDM Version 2.0. 
The document, 2015-02-27 PCORnet Common Data Model v2 0 RELEASE.pdf, should be used in conjunction with this document, as the PCORnet Common Data Model has the data types and descriptions of the PCORnet tables.

This document assumes that the conventions outlined in CDRN Conventions for Populating OMOP CDM were followed in populating the OMOP CDMv4 database.  It also requires that OMOP Vocabulary 4.5 or later be used for the ETL.  
This document has been amended to correspond to ETL’s following ETL Specification provided by Ephir Inc. 

1.1.1 New Items in PCORnet v 2.0

· Four new tables (DISPENSING, CONDITION, PRO_CM, LAB_RESULT_CM) 

· Four new fields in existing tables (VITAL.TOBACCO, VITAL.TOBACCO_TYPE, PROCEDURE.PX_TYPE, PROCEDURE.PX_SOURCE) 

· Additional guidance and descriptions
2.0 Representation of ‘Unknown’ Flavors
To support PCORnet conventions for representation of “Unknown” flavors, we will follow these conventions.
	Null Name
	Definition of each field

	A data field is not present in the source system
	Populate with NULL

	A data field is present in the source system, but the source value is null or blank
	A corresponding field in the OMOP CDM will be populated with “No Information” (44814650) from vocabulary 60 (PCORnet)

	A data field is present in the source system, but the source value explicitly denotes an unknown value
	A corresponding field in the OMOP CDM will be populated with “Unknown”( 44814653) from vocabulary 60 (PCORnet)

	A data field is present in the source system, but the source value cannot be mapped to the CDM
	A corresponding field in the OMOP CDM will be populated with “Other” (44814649) from vocabulary 60 (PCORnet)


3.0 Source Data Mapping
This section describes mapping process and ETL conversions of data received from your data into OMOP Common Data Model to PCORNet CDM. 
3.1 Data Mapping
Data mapping expects source and target data to be stored in any conventional relational database system per OMOP CDM v4 and PCORNet CDM specifications respectively.
3.1.1 Table Name: Demographic

PCORI DEMOGRAPHIC table contains one record per patient. Load Demographic data from OMOP Person table as described below.

The field mapping is performed as follows:
	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	Person.Person_id
	
	Convert to text

	BIRTH_DATE
	Use Person.year_of_birth, month_of_birth and day_of_birth to construct date as text in 'YYYY-MM-DD' format. 
	When only the year is known, Format date as text 'YYYY. 
	The OMOP data only has the year of birth for people over the age of 2 years.
If only the year is known, the value would be entered as YYYY (eg, “2014”). No padding or placeholders should be used.

	BIRTH_TIME
	NULL
	Use NULL if not available
	

	SEX
	person.gender_concept_id

	OMOP  to PCORnet

44814664

A = Ambiguous

8532

F = Female

8507

M = Male

44814650

NI = No information

44814653

UN = Unknown

44814649

OT = Other

0
OT=Other

	OMOP  Concepts
44814664

Ambiguous
8532

Female
8507

Male
44814650

No Information
44814653

Unknown
44814649

Other
0
No matching concept


	HISPANIC
	Derive from  Person.ethnicity_concept_id
	OMOP  to PCORnet

38003563

Y = Yes

38003564

N = No

44814650

NI = No information

44814653

UN = Unknown

44814649

OT = Other

0

OT = Other


	OMOP Concepts

38003563

Hispanic or Latino

38003564

Not Hispanic or Latino

44814650

No Information

44814653

Unknown

44814649

Other

0

No matching concept


	RACE
	Derive from Person.Race_Concept_id


	
	The mapping for Race from OMOP to PCORnet is given in a table below.

	BIOBANK_FLAG
	Observation.value_as_concept_id

	Look in the Observation table where observation_concept_id is 4001345 (Biobank flag)
 if for any record the value_as_concept_id = 4188539 (Yes) then ‘Y’ 
else ‘N’
	The allowable values are ‘Y’ or ‘N’.  The absence of a record indicates that there are no biobank specimens. 

	RAW_SEX
	Person.gender_source_value
	
	

	RAW_ HISPANIC
	Person.ethnicity_source_value
	
	

	RAW_RACE
	Person.race_source_value
	
	


OMOP to PCORnet Race Mapping

	OMOP
	PCORnet

	concept
	description
	Value

	38003600
	African
	03 = Black or African American

	38003599
	African American
	03 = Black or African American

	38003573
	Alaska Native
	01 = American Indian or Alaska Native

	38003572
	American Indian
	01 = American Indian or Alaska Native

	8657
	American Indian or Alaska Native
	01 = American Indian or Alaska Native

	38003616
	Arab
	05 = White

	8515
	Asian
	02 = Asian

	38003574
	Asian Indian
	02 = Asian

	38003601
	Bahamian
	03 = Black or African American

	38003575
	Bangladeshi
	02 = Asian

	38003602
	Barbadian
	03 = Black or African American

	38003576
	Bhutanese
	02 = Asian

	38003598
	Black
	03 = Black or African American

	8516
	Black or African American
	03 = Black or African American

	38003577
	Burmese
	02 = Asian

	38003578
	Cambodian
	02 = Asian

	38003579
	Chinese
	02 = Asian

	38003604
	Dominica Islander
	03 = Black or African American

	38003603
	Dominican
	03 = Black or African American

	38003614
	European
	05 = White

	38003581
	Filipino
	02 = Asian

	38003605
	Haitian
	03 = Black or African American

	44814651
	Hispanic
	OT = Other

	38003582
	Hmong
	02 = Asian

	38003583
	Indonesian
	02 = Asian

	38003593
	Iwo Jiman
	02 = Asian

	38003606
	Jamaican
	03 = Black or African American

	38003584
	Japanese
	02 = Asian

	38003585
	Korean
	02 = Asian

	38003586
	Laotian
	02 = Asian

	38003597
	Madagascar
	02 = Asian

	38003587
	Malaysian
	02 = Asian

	38003594
	Maldivian
	02 = Asian

	38003612
	Melanesian
	04 = Native Hawaiian or OtherPacific Islander

	38003611
	Micronesian
	04 = Native Hawaiian or OtherPacific Islander

	38003615
	Middle Eastern or North African
	05 = White

	8557
	Native Hawaiian or Other Pacific Islander
	04 = Native Hawaiian or OtherPacific Islander

	38003595
	Nepalese
	02 = Asian

	38003588
	Okinawan
	02 = Asian

	38003613
	Other Pacific Islander
	04 = Native Hawaiian or OtherPacific Islander

	38003589
	Pakistani
	02 = Asian

	38003610
	Polynesian
	04 = Native Hawaiian or OtherPacific Islander

	38003596
	Singaporean
	02 = Asian

	38003590
	Sri Lankan
	02 = Asian

	38003580
	Taiwanese
	02 = Asian

	38003591
	Thai
	02 = Asian

	38003607
	Tobagoan
	03 = Black or African American

	38003608
	Trinidadian
	03 = Black or African American

	38003592
	Vietnamese
	02 = Asian

	38003609
	West Indian
	03 = Black or African American

	8527
	White
	05 = White

	44814659
	Multiple Race
	06 = Multiple Race

	44814660
	Refuse to answer
	07 = Refuse to answer

	44814650
	No Information
	NI = No information

	44814653
	Unknown
	UN = Unknown

	NULL
	
	NI = No Information

	44814649
	Other
	OT = Other

	0
	No matching concept
	OT = Other


3.1.2 Table Name: Enrollment
The ENROLLMENT table has a start/stop structure that contains records for continuous enrollment periods.

“Enrollment” is an insurance-based concept that defines a period during which all medically-attended events are expected to be observed. For partners that do not have enrollment information for some of their patients, other approaches for identifying periods during which complete medical capture is expected can be used.

This table is designed to identify periods during which a person is expected to have complete data capture. Members with medical coverage, drug coverage, or both should be included.

A record is expected to represent a unique combination of PATID, ENR_START_DATE. A break in enrollment (of at least one day) or a change in the chart abstraction flag should generate a new record. Patient's enrollment periods should not overlap.

The Enrollment data will be loaded from OMOP Observation Period table; which in turn is built based on patients' encounters. For that reason the ENR_BASIS (Enrollment Basis) will be populated with 'E' – encounter based. For Claims based source data this ENR_BASIS column will be populated with 'I' – Insurance based.
Currently OMOP CDM is using the earliest and latest encounter dates, which is in violation of the PCORnet requirement.  This is to be discussed with PCORnet.
The field mapping is as follows:
	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	Observation_Period.Person_id
	
	Convert to text

	ENR_START_DATE
	Observation _Period. Observation _period_start_date
	Convert to text formatted as 'YYYY-MM-DD'
	Date of the beginning of the enrollment period. If the exact date is unknown, use the first day of the month.

	ENR_END_DATE
	Observation _Period. Observation _period_end_date
	Convert to text formatted as 'YYYY-MM-DD'
	Date of the end of the enrollment period. If the exact date is unknown, use the last day of the month.

	CHART
	Observation.value_as_concept_id where observation_type_concept_id = 4030450
	Join to Observation table on visit_occurrence_id and observation_type_concept_id = 4030450 (Chart availability). If the value_as_concept_id = 4188539 (Yes) then ‘Y’ else if value_as_concept_id = 4188540 (No) then ‘N’
	The absence of an Observation record for a person for an Observation Period will be interpreted as No.

	ENR_BASIS
	'E' 


	Enrollment is encounter based
	


3.1.3 Table Name: Encounter

 The ENCOUNTER Table contains one record per PATID and ENCOUNTERID (which reflects a unique combination of PATID, ADMIT_DATE, PROVIDERID and ENC_TYPE).

The encounter table should include information on interactions between patients and providers. Each diagnosis and procedure recorded during the encounter should have a separate record in the Diagnosis or Procedure Tables.

Multiple visits to the same provider on the same day may be considered one encounter (especially if defined by a reimbursement basis); if so, the ENCOUNTER record should be associated with all diagnoses and procedures that were recorded during those visits.

The field mapping is performed as follows:

	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	Visit_Occurrence.person_id
	
	Convert to text

	ENCOUNTERID
	Visit_Occurrence.visit_occurrence_id
	
	

	ADMIT_DATE
	Visit_Occurrence.visit_start_date
	Text. Format as 'YYYY-MM-DD'.
	

	ADMIT_TIME
	Visit_Occurrence.visit_start_date
	If available format as ‘hh:mm:’ otherwise is should be ’00:00’
	

	DISCHARGE_DATE
	Visit_Occurrence.visit_end_date
	Text. Format as 'YYYY-MM-DD'.
NULL if not available
	

	DISCHARGE_TIME
	Visit_Occurrence.visit_end_date
	If available format as ‘hh:mm:ss’ otherwise is should be NULL
	

	PROVIDERID
	associated_provider_id from either condition or procedure occurrence table.
	Use the associated_provider_id from the earliest condition occurrence record associated with this visit.  If there are no condition occurrence records, then use the associated_provider_id from the earliest procedure_occurence record.  If there are more than 1 different provider ids with the same earliest date, randomly choose a provider. If there are no condition or procedures for the visit, then make it NULL.  
	The OMOP CDM records the provider id at the level of the medical event.  To fill this column, will select one of the providers from medical events associated with the visit. 

	FACILITY_LOCATION
	Location.zip
	Join Visit_Occurrence to Care_Site on care_site_id, then to Location on location_id. NULL if it cannot be derived.
	

	ENC_TYPE
	Derive from Visit_Occurrence.place_of_service_concept_id
	OMOP  to PCORnet

9201

IP = Inpatient Hospital Stay 

9202

AV = Ambulatory Visit

9203

ED = Emergency Department 

42898160

IS = Non-Acute Institutional Stay 

44814710

IS = Non-Acute Institutional Stay

44814711

OA = Other Ambulatory Visit

44814650

NI = No information 

44814653

UN = Unknown 

44814649

OT = Other 

0

NULL 


	OMOP Concepts

9201

Inpatient Visit

9202

Outpatient Visit

9203

Emergency Room Visit

42898160

Long Term Care Visit

44814710

Non-Acute Institutional Stay

44814711

Other ambulatory visit

44814650

No information

44814653

Unknown

44814649

Other

0

No matching concept


	FACILITYID
	Visit_Occurrence.care_site_id
	
	

	DISCHARGE_DISPOSITION
	Based on  Observation.value_as_concept_id – see Applied Rule column
	Join to Observation table on visit_occurrence_id and observation_concept_id = 44813951 (Discharge details).  The mapping below is based on the value_as_concept_id:

OMOP  to PCORnet

4161979

A = Discharged alive

4216643

E = Expired

44814650

NI = No information

44814653

UN = Unknown

44814649

OT = Other

0

NULL


	OMOP Concepts

4161979

Discharged alive

4216643

Patient died

44814650

No Information

44814653

Unknown

44814649

Other

0

No matching concept
 

	DISCHARGE_STATUS
	Based on  Observation.value_as_concept_id – see Applied Rule column
	Join to Observation table on visit_occurrence_id and observation_ concept_id = 4137274 (Discharge to establishment). The mapping below is based on the value_as_concept_id:

OMOP  to PCORnet

38004205

AF = Adult Foster Home

38004301

AL = Assisted Living Facility

4021968

AM = Against Medical Advice

44814693

AW = Absent without leave

4216643

EX = Expired

38004195

HH = Home Health

8536

HO = Home / Self Care

8546

HS = Hospice

38004279

IP = Other Acute Inpatient Hospital

8676

NH = Nursing Home (Includes ICF)

8920

RH = Rehabilitation Facility

44814680

RS = Residential Facility

8717

SH = Still In Hospital

8863

SN = Skilled Nursing Facility

44814650

NI = No information

44814653

UN = Unknown

44814649

OT = Other

0

NULL


	OMOP Concepts

38004205

Agencies, Foster Care Agency

38004301

Nursing & Custodial Care Facilities, Assisted Living Facility

4021968

Patient self-discharge against medical advice

44814693

Absent without leave

4216643

Patient died

38004195

Agencies, Home Health

8536

Home

8546

Hospice

38004279

Hospitals, General Acute Care Hospital

8676

Nursing Facility

8920

Comprehensive Inpatient Rehabilitation Facility: 

44814680

Residential Facility

8717

Inpatient Hospital

8863

Skilled Nursing Facility

44814650

No information

44814653

Unknown

44814649

Other

0

No matching concept



	DRG
	NULL
	
	  Not populated in OMOP CDM

	DRG_TYPE
	NULL
	
	 

	ADMITTING_SOURCE
	Based on  Observation.value_as_concept_id 
	Join to Observation table on visit_occurrence_id and observation_concept_id = 4145666 (Admission from Establishment). The mapping below is based on the value_as_concept_id:

OMOP  to PCORnet

4138807

OT = Other

44814670

AF = Adult Foster

38004195

HH = Home Health

38004212

AV = Ambulatory Visit

44814672

AV = Ambulatory Visit

44814671

AL = Assisted Living Facility

44814673

ED = Emergency Department

8870

ED = Emergency Department

44814675

HO = Home / Self Care

44814674

HH = Home Health

8546

HS = Hospice

44814676

HS = Hospice

4243811

OT = Other

4164916

IP = Other Acute Inpatient Hospital

4094076

OT = Other

38004279

IP = Other Acute Inpatient Hospital

38004280

IP = Other Acute Inpatient Hospital

44814682

NI = No information

8676

NH = Nursing Home (Includes ICF)

44814678

NH = Nursing Home (Includes ICF)

44814684

OT = Other

44814677

IP = Other Acute Inpatient Hospital

8920

RH = Rehabilitation Facility

44814679

RH = Rehabilitation Facility

44814680

RS = Residential Facility

8863

SN = Skilled Nursing Facility

44814681

SN = Skilled Nursing Facility

44814650

NI = No information

44814683

UN = Unknown

44814649

OT = Other

0

NULL


	OMOP Concepts

4138807

Admission by doctor

44814670

Adult foster home

38004195

Agencies, Home Health

38004212

Ambulatory Health Care Facilities, Clinic/Center, Ambulatory Surgical

44814672

Ambulatory visit

44814671

Assisted living facility

44814673

Emergency department

8870

Emergency Room - Hospital

44814675

Home / self care

44814674

Home health

8546

Hospice

44814676

Hospice

4243811

Hospital admission, infant, for observation, delivered outside of hospital

4164916

Hospital admission, transfer from other hospital or health care facility

4094076

Hospital admission, under police custody

38004279

Hospitals, General Acute Care Hospital

38004280

Hospitals, General Acute Care Hospital, Critical Access

44814682

No information

8676

Nursing Facility

44814678

Nursing home (includes ICF)

44814684

Other

44814677

Other acute inpatient hospital

8920

Comprehensive Inpatient Rehabilitation Facility:
8976

Psychiatric Residential Treatment Center

44814679

Rehabilitation facility

44814680

Residential facility

8863

Skilled Nursing Facility

44814681

Skilled nursing facility

44814650

No Information

44814683

Unknown

44814649

Other

0

No matching concept


	RAW_SITEID
	Visit_occurrence.care_site_id
	
	Optional field for locally-defined identifier intended for local use; for example, where a network may have multiple sites contributing to a central data repository.

	RAW_ ENC_TYPE
	Visit_Occurrence.place_of_service_source_value
	
	

	RAW_ DISCHARGE_DISPOSITION
	observation.observation_source_value
	Join to Observation table on visit_occurrence_id and observation_concept_id = 44813951 (Discharge details).  

If data is not available populate with NULL.
	

	RAW_ DISCHARGE_STATUS
	observation.observation_source_value
	Join to Observation table on visit_occurrence_id and observation_concept_id = 4137274 (Discharge to establishment). If data is not available populate with NULL.
	

	RAW_ DRG_TYPE
	NULL
	
	

	RAW_ ADMITTING_SOURCE
	observation.observation_source_value
	Join to Observation table on visit_occurrence_id and observation_concept_id = 4145666 (Admission from Establishment).
	


3.1.4 Table Name: Diagnosis

DIAGNOSIS should capture all uniquely recorded diagnoses for all encounters, except those generated from problem lists.  If a patient has multiple diagnoses associated with one encounter, then there should be one record in this table for each diagnosis.  Exclude records from the OMOP CDM where the Condition Type Concept is EHR problem list entry (38000245).
If a local ontology is used, but cannot be mapped to a standard ontology such as ICD-9-CM, DX_TYPE should be populated as “Other”. 
Note: The admit date for the diagnosis is copied from the encounter record which is the admission or appointment date, where in the OMOP CDM, the condition occurrence date is when the condition was defined.  It is possible that there will be more than one of the same diagnosis during a visit in the OMOP CDM, these duplicated diagnoses should be reduced to a single record in PCORnet.

Note(2): PCORnet assumes there is an encounter for every diagnosis or procedure.  This is not a requirement in the OMOP CDM.  It may be necessary to create a post ETL step that will create encounters for diagnoses and procedures that do not have an associated visit in the OMOP CDM.
The field mapping is performed as follows:
	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	Condition_Occurrence.person_id
	
	

	ENCOUNTERID
	Condition_Occurrence.visit_occurrence_id
	NULL if the visit_occurrence_id is NULL
	

	ENC_TYPE
	Encounter.enc_type
	Join to [target] Encounter table on Condition_Occurrence.visit_occurrence_id = Encounter.encounterid
If the visit_occurrence_id is NULL then make this ‘OT’ Other
	

	ADMIT_DATE
	Encounter.admit_date
	Join to Encounter table on Condition_Occurrence.visit_occurrence_id = Encounter.encounterid
If the visit_occurrence_id is NULL then use the condition_start_date
	Text. Format as 'YYYY-MM-DD'.

Copied from ENCOUNTER record


	PROVIDERID
	encounter.provider_id
	Join to encounter table on Condition_Occurrence.visit_occurrence_id = Encounter.providerid
If the visit_occurrence_id is NULL then use the associated_provider_id
	Copied from encounter record



	DX
	vocabulary.concept.concept_code

or

condition_source_value
	If the condition_concept_id is 0 (not found) or 44814649 ( Other )

Then use the condition_source_value

else 

Lookup the SNOMED code by joining the condition_concept_id to the vocabulary.concept table. 
	The SNOMED code.  When the SNOMED code cannot be mapped, current convention is to use 44814649 (Other), however legacy code may have it as 0.  

	DX_TYPE
	
	If  condition_occurrence.condition_concept_id is 44814649  or 0

THEN 'OT'
ELSE 'SM'
	OMOP CDM maps all diagnoses to SNOMED, so that the only possible values will be SM for SNOMEDor OT (other) meaning original diagnosis code could not be mapped to SNOMED.

Checking for zero because of legacy code.

	DX_SOURCE
	
	If the encounter type is Outpatient

THEN ‘FI’ – final

ELSE ‘UN’ - unknown
	OMOP CDM does not contain this level of detail.  However a suggested rule of thumb in the PCORnet documentation is that Ambulatory encounters would generally be expected to have a

source of “Final.”

	PDX
	Derive from Condition_Occurrence.condition_type_concept_id  
	IF the encounter type is IN( ED, AV or OA)

Then ‘X’

Else If condition_type_concept_id  = 44786627
Then 'P'  (Principal)

Else If   condition_type_concept_id  = 
44786629
Then 'S' (Secondary)

Else 'OT'.
	For ED, AV, and OA encounter types, mark as X = Unable to

Classify. (Billing systems do not require a primary diagnosis

for ambulatory visits (eg, professional services))
Primary Condition (44786627)

Secondary Condition(44786629)

Other (‘OT’)

	RAW_DX
	Condition_Occurrence.condition_source_value
	
	Load source values 'as is' - with source-specific suffixes and prefixes. 

	RAW_ DX_TYPE
	NULL
	
	

	RAW_ DX_SOURCE
	NULL
	
	

	RAW_ PDX
	NULL
	
	


3.1.5 Table Name: Procedure
The PROCEDURE Table contains one record per unique combination of PATID, ENCOUNTERID, PX, and PX_TYPE. Because the date in the procedure table is that of the encounter, not necessarily when the procedure was performed, there may be multiples of the same procedures for the person/encounter/date when selecting from the OMOP procedure table.  Insert one record only for the unique combination of person/encounter/procedure.
In OMOP CDM  Procedure_Occurrence.visit_occurrence_id is optional, however PCORNet CDM specification requires mandatory encounter id for DIAGNOSIS and PROCEDURE.  It may be necessary to create a post ETL step that will create encounters for procedures that do not have an associated visit in the OMOP CDM.
The field mapping is performed as follows:
	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	Procedure_Occurrence.person_id
	
	

	ENCOUNTERID
	Procedure_Occurrence.visit_occurrence_id
	NULL if the visit_occurrence_id is NULL
	In OMOP CDM  Procedure_Occurrence.visit_occurrence_id is optional, however PCORNet CDM specification requires mandatory encoiunter id for DIAGNOSIS and PROCEDURE.

	ENC_TYPE
	Encounter.enc_type
	Join to [target] Encounter table on Procedure_Occurrence.visit_occurrence_id = Encounter.encounterid
If the visit_occurrence_id is NULL then make this ‘OT’ Other
	Copied from ENCOUNTER record.  If the encounter

	ADMIT_DATE
	Encounter.admit_date
	Join to [target] Encounter table on Procedure_Occurrence.visit_occurrence_id = Encounter.encounterid
If the visit_encounter_id is NULL, then use the procedure_date.
	Text. Format as 'YYYY-MM-DD'. 

Copied from ENCOUNTER record

	PROVIDERID
	Procedure_Occurrence.associated_provider_id
	Join to encounter table on Procedure_Occurrence.visit_occurrence_id = Encounter.encounterid
	Provider is taken from the visit occurrence table, not the procedure record.

	PX_DATE
	Procedure_date
	
	New in PCORnet v2.0. Date the procedure was performed.
Text. Format as 'YYYY-MM-DD'.

	PX
	Concept.concept_code

Or

Procedure_Occurrence.procedure_source_value
	If the procedure_concept_id > 0

THEN use the concept code for the concept

ELSE use the procedure_source_value
	

	PX_TYPE
	concept.vocabulary_id
	Join to vocabulary.concept on Procedure_Occurrence.procedure_concept_id  = concept_id. Populate PX_TYPE based on concept.vocabulary_id as follows:

OMOP  to PCORnet

vocabulary_id(3)

09 = ICD-9-CM

vocabulary_id(35)

10 = ICD-10-PCS

vocabulary_id(4)

C4 = CPT-4 (i.e., HCPCS Level I)

vocabulary_id(5)

HC = HCPCS (i.e., HCPCS Level II)

vocabulary_id(6)

LC = LOINC

vocabulary_id(9)

ND = NDC

vocabulary_id(43)

RE = Revenue

vocabulary_id(0)

OT = Other

	We use 'UN' - 'Unknown' code instead of 'Other' as PCORI documentation reserves 'Other' category to identify 'internal use ontologies and codes'.
Vocabulary Codes
3
ICD-9-Procedure (vocabulary_name)

35
ICD-10-PCS (vocabulary_name)

4
CPT-4 (vocabulary_name)

5
HCPCS (vocabulary_name)

6
LOINC (vocabulary_name)

9
NDC (vocabulary_name)

43
Revenue Code (vocabulary_name)

0
Concept not found



	PX_SOURCE 
	Procedure type concept id
	Clarity Source

OMOP Procedure Type Concept Id

PCORnet PX Source

Hospital Transactions

38000250

BI=Billing

Professional Billing Transactions

38000268

BI=Billing

Hospital Account Procedure List

42865905

BI=Billing

Procedure Orders

38000275

OD=Order

 

0

UN= Unknown


	New to v2.0. Source of the procedure information. Order and billing pertain to internal healthcare processes and data sources. Claim pertains to data from the bill fulfillment, generally data sources held by insurers and other health plans.

	RAW_PX
	Procedure_Occurrence.procedure_source_value
	
	

	RAW_PX_TYPE
	vocabulary.vocabulary_name
	If the procedure_concept_id > 0 then join to concept using the procedure concept_id and then to vocabulary using the vocabulary_id

Else NULL 
	


3.1.6 Table Name: Vital
The vital information is kept in the observation table.  Select records where the observation type concept is ‘Observation recorded from EHR’ (38000280) and the observation concept Id is one of the values defined in the field mapping description below.
Multiple measurements per encounter are possible (for example, 3 blood pressure readings); each measurement would be a separate record if the date and time is unique.

Create a record any time there is at least one of the attributes, weight, blood pressure, height or BMI is defined.  Combine into the same record, different vital observations when the patId, visit_occurence_id and observation.observation_date are the same.  For diastolic and systolic blood pressures only combine them if in addition to the above the bp_position is the same. 
For tobacco, the only values the ETL can reliable fill in are: 02=Current some day smoker; 03=Former smoker; 04=Never smoker; NI=No information; or OT=Other.  To get this information find records in the Observation table where the Observation type concept is ‘Observation recorded from EHR’ (38000280) and the Observation concept id is ‘Tobacco use and exposure’ (4041306) the mapping from OMOP CDM4 to PCORnet are given in the tobacco field below.
Getting the information to answer tobacco_type will be more complex. The values the ETL can reliable fill are: 01=Cigarettes only; 02=Other tobacco only; 03=Cigarettes and other tobacco; 04=None; or NI=No information.  But to determine these values the ETL will need to check for five different records that relate to the type of tobacco used. In doing the follow checks, records should be for the same person on the same date.  Check for cigarette use by looking for observation_concept_id 4041508 (Cigarette consumption) where the value_as_concept_id will be either 4188539 (Yes) or 4188540 (No).  Then check for ‘other tobacco use’ by looking for observation_concept_ids 4041509, 4047454, 4036084, or 4038735 (Pipe tobacco consumption, Cigar consumption, Snuff use, Chewed tobacco consumption). If any one of these value is Yes, then ‘other tobacco use’ is yes. Given the two criteria, ‘cigarette use’ and ‘other tobacco use’ each with one of three possible values, ‘Yes’, ‘No’, ‘NULL’ (no records found), use the table in the tobacco_type column to determine the value.
The field mapping is performed as follows:
	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	Observation.person_id
	
	

	ENCOUNTERID
	Observation.visit_occurrence_id
	NULL if the visit_occurrence_id is NULL
	

	MEASURE_DATE
	Observation.observation_date
	Text. Format as 'YYYY-MM-DD'.
	

	MEASURE_TIME
	Observation.observation_time
	Text. Format as 'HH:MI' as 24 hours clock with zero-padding for hours and minutes.
Default ’00:00’
	

	VITAL_SOURCE
	'PR’
or

 ‘HC’

or

‘NI’
	If Observation_Type_Concept_ID  

Is Patient reported (44814721)
Then ‘PR’ (Patient-reported)

Else If EHR (38000280)
Then ‘HC’ (Healthcare delivery setting)

Else ‘NI’ (No Information)
	Map from observation type concept id.
If multiple vital signs are compiled together in one record, Observation.Observation_Type_Concept_ID must be the same.

	HT
	Observation.value_as_string parsed and converted to inches
	Where observation_concept_id in (  4177340, 3036277 )
Parse the string and convert to inches.
	Have to parse string which is format of 9’9.9’’ to inches.

	WT
	value_as_number divided by 16 to get pounds 
	Where observation_concept_id  in ( 4099154, 3025315 )
	Have to convert from ounces to pounds

	DIASTOLIC
	 value_as_number
	Where observation_concept_id in ( 4154790, 3012888, 3034703, 3019962, 3013940 )
	

	SYSTOLIC
	value_as_number
	Where observation_concept_id in (4152194, 3004249, 3018586, 3035856, 3009395 )
	

	ORIGINAL_BMI
	coalesce(value_as_number, value_as_string)
	Where observation_concept_id in ( 4245997, 3038553 )
	

	BP_POSITION
	derived from observation_concept_id
	Concept 

Description

PCORnet Value

3034703

Diastolic Blood Pressure - Sitting

‘01’
3019962

Diastolic Blood Pressure - Standing

‘02’
3013940

Diastolic Blood Pressure - Supine

‘03’
3012888

Diastolic BP

‘NI’
3018586

Systolic Blood Pressure - Sitting

‘01’
3035856

Systolic Blood Pressure - Standing

‘02’
3009395

Systolic Blood Pressure - Supine

‘03’
3004249

Systolic BP 

‘NI’
NULL if no blood pressure reading in this record.
	Position when blood pressure taken is derived from the diastolic and systolic code provided.

	TOBACCO
	
	Value as String
PCORnet value

YES   

02=Current some day smoker 

NEVER  

04=Never smoker 

NOT ASKED  

NI=No information 

QUIT  

03=Former smoker 

PASSIVE  

OT=Other


	Possible values:

01=Current every day smoker 

02=Current some day smoker 

03=Former smoker 

04=Never smoker 

05=Smoker, current status unknown 

06=Unknown if ever smoked 

07=Heavy tobacco smoker 

08=Light tobacco smoker 

NI=No information 

UN=Unknown 

OT=Other

	TOBACCO_TYPE
	
	Cigaretts

Other Tobacco

PCORnet value

Yes

Yes

03= Cigarettes and other tobacco 

Yes

No or NULL

01= Cigarettes only 

No

Yes

02= Other tobacco only 

No

No

04= None 

Null

Yes

02 =Other tobacco only 

Null

No

04= None

Null

Null

NI= No information


	Possible values:
01=Cigarettes only 

02=Other tobacco only 

03=Cigarettes and other tobacco 

04=None 

NI=No information 

UN=Unknown 

OT=Other
Note: Only fill in No Information if there is a value for the tobacco field.

	RAW_ DIASTOLIC
	coalesce(value_as_string, value_as_number
	Where observation_concept_id in ( 4154790, 3012888, 3034703, 3019962, 3013940 )
	

	RAW_ SYSTOLIC
	coalesce(value_as_string, value_as_number
	Where observation_concept_id in (4152194, 3004249, 3018586, 3035856, 3009395 )
	

	RAW_ BP_POSITION
	NULL
	
	Not available

	RAW_TABACCO
	Value_as_string
	For observation record where observation_concept_id = 4041306 (Tobacco use and exposure)
	

	RAW_TOBACCO_ TYPE
	NULL
	
	Too complicated to determine what to put in this field.


3.1.7 Dispensing

Outpatient pharmacy dispensing, such as prescriptions filled through a neighborhood pharmacy with a claim paid by an insurer. Outpatient dispensing is not commonly captured within healthcare systems.  
Data to fill the Dispensing table comes from the OMOP Drug Exposure table.  To limit drug records to Outpatient dispensing, only use records where the drug_type_concept_id is for ‘Prescription written’ concept id 38000177.  Exclude row where the drug_concept id equals zero.
Mapping to Dispensing table:
	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	Person_id
	
	

	DISPENSE_DATE
	Drug_exposure_ start_date
	
	

	NDC
	Drug_source_value
	
	Only include records where that are mapped to RxNorm.

	DISPENSE_SUP
	Days_supply
	
	Days supply

	DISPENSE_AMT
	quantity
	Exclude rows where the quantity is negative
	Number of units (pills, tablets, vials) dispensed. Positive values are expected.

	RAW_NDC
	Drug_source_value
	
	


3.1.8 Lab Result CM

Laboratory result Common Measures (CM) use specific types of quantitative and qualitative measurements from blood and other body specimens. These standardized measures are defined in the same way across all PCORnet networks.
The lab results will come from the Observation table. The subset of labs to ETL is defined in ‘2015-02-27 PCORnet Common Data Model v2 0 RELEASE.pdf’ and repeated below.  Only include laboratory information for those observations where the observation_concept_id is for a LOINC code included in the table ‘Labs to Include in ETL from OMOP CDMv4 to PCORnet CDMv2’.
Mapping to Lab Result CM:

	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	Person_id
	
	

	ENCOUNTERID 
	Visit_occurrence_id
	
	This is an optional field, and should only be populated if the lab was collected as part of a healthcare encounter.

	LAB_NAME
	Observation.concept_id
	The lab is defined by the PCORnetCDMv2 documentation and is looked up using the LOINC code or the observation concept id see the table ‘Labs to Include in ETL from OMOP CDMv4 to PCORnet CDMv2‘ below.

	The lab name is derived from the LOINC codes in a table defined in PCORnet CDMv2 documentation.  And repeated below.
Possible values:

A1C=Hemoglobin A1c 

CK=Creatine kinase total 

CK_MB=Creatine kinase MB 

CK_MBI=Creatine kinase MB/creatine kinase total 

CREATININE=Creatinine 

HGB=Hemoglobin 

LDL=Low-density lipoprotein 

INR=International normalized ratio 

TROP_I=Troponin I cardiac 

TROP_T_QL=Troponin T cardiac (qualitative) 

TROP_T_QN=Troponin T cardiac (quantitative)

	SPECIMEN_SOURCE
	Observation.concept_id
	All records will have a specimen source. The specimen source is not defined in the Observation table.  However some lab tests only have 1 possible source.  

See the table ‘Specimen for LOINC Lab Tests‘ below.  If there is only one possible specimen, use that value, otherwise use Other.

	Possible values:

BLOOD=blood 

CSF=cerebrospinal fluid 

PLASMA=plasma 

PPP=platelet poor plasma 

SERUM=serum 

SR_PLS=serum/plasma 

URINE=urine 

NI=No information 

UN=Unknown 

OT=Other


	LAB_LOINC
	Concept.concept_code
	Use the observation concept id to get the concept source code
	Logical Observation Identifiers, Names, and Codes (LOINC) from the Regenstrief Institute. 



	PRIORITY 
	NULL
	
	Immediacy of test. The intent of this variable is to determine whether the test was obtained as part of routine care or as an emergent/urgent diagnostic test (designated as Stat or Expedite).   This information is not available in OMOP CDM4


	RESULT_LOC
	‘P’ Point of Care
Or

‘L’ Lab
	If the observation visit_occurrence_id is defined then ‘P’, Point of Care.  Otherwise use ‘L’ Lab
	Location of the test result. Point of Care locations may include anticoagulation clinic, newborn nursery, finger stick in provider office, or home. The default value is ‘L’ unless the result is Point of Care. There should not be any missing values.
Possible values:

L=Lab 

P=Point of Care 

NI=No information 

UN=Unknown 

OT=Other
Instruction seems to contradict the possible values.  It says to default to ‘L’ even though values are provided for ‘flavors of unknown’

	LAB_PX
	Concept.concept_code
	Look up the concept for the observation_concept_id
	Lab procedure code. Optional variable for local and standard procedure codes, used to identify the originating order for the lab test.

	LAB_PX_TYPE
	LC
	Only lab results included are those where the LOINC code is in the table below, so all the labs will be identified by their LOINC code.
	Possible values:
09=ICD-9-CM 

10=ICD-10-PCS 

11=ICD-11-PCS 

C2=CPT Category II 

C3=CPT Category III 

C4=CPT-4 (i.e., HCPCS Level I) 

H3=HCPCS Level III 

HC=HCPCS (i.e., HCPCS Level II) 

LC=LOINC 

ND=NDC 

RE=Revenue 

NI=No information 

UN=Unknown 

OT=Other

	LAB_ORDER_DATE
	NULL
	
	Date test was ordered.  Format as YYYY-MM-DD

	SPECIMEN_DATE
	NULL
	
	Date specimen was collected. 



	SPECIMEN_TIME
	NULL
	
	Time specimen was collected. Format as HH:MI using 24-hour clock and zero-padding for hour and minute

	RESULT_DATE
	Observation_date
	Format as YYYY-MM-DD
	

	RESULT_TIME
	Observation_time
	Format as HH:MI using 24-hour clock and zero-padding for hour and minute
	

	RESULT_QUAL
	Use the table to the right when the value_as_concept_id is > 0

NI for quantitative results
	Concept Id
Concept Name
PCORnet Mapping
4135493
Abnormal
OT=Other

4146220
Better
OT=Other

4328749
High
OT=Other

4043352
Intermediate
OT=Other

4267416
Low
OT=Other

4285732
Moderate
OT=Other

4148441
Resistant
OT=Other

4307105
Sensitive
OT=Other

4297215
Significant
OT=Other

4123513
Very high
OT=Other

4125550
Very low
OT=Other

4334741
Worsened
OT=Other

0
Not Found
UN=Unknown
None
NI=No information


	Possible values:
BORDERLINE 

POSITIVE 

NEGATIVE 

UNDETERMINED 

NI=No information 

UN=Unknown 

OT=Other
The mapping from the result_concept_id to the PCORnet result qualifier is not good. 

should be NI for quantitative results 

	RESULT_NUM
	value_as_number
	
	Standardized/converted result for quantitative results. This variable should be left blank for qualitative results.

	RESULT_MODIFIER
	NULL
	
	Possible values:

EQ=Equal 

GE=Greater than or equal to 

GT=Greater than 

LE=Less than or equal to 

LT=Less than 

TX=Text 

NI=No information 

UN=Unknown 

OT=Other
Any symbols in the RAW_RESULT value should be reflected in the RESULT_MODIFIER variable.

	RESULT_UNIT
	Unit_concept_id
	Custom mapping to map the unit_concept_id to PCORnet values.
	Converted/standardized units for the result.   See the table ‘OMOP Vocabulary Unit Concept Id Mapping to PCORnet’ below to map the unit_concept_id to PCORnet values

	NORM_RANGE_LOW
	Range_low
	
	Lower bound of the normal range assigned by the laboratory. Value should only contain the value of the lower bound. The symbols >, <, >=, <= should be removed.

	MODIFIER_LOW
	NULL
	
	Possible values:

EQ=Equal 

GE=Greater than or equal to 

GT=Greater than 

NO=No lower limit 

NI=No information 

UN=Unknown 

OT=Other

	NORM_RANGE_HIGH
	Range_high
	
	Upper bound of the normal range assigned by the laboratory. Value should only contain the value of the upper bound.

	MODIFIER_HIGH
	NULL
	
	Possible values:

EQ=Equal 

GE=Greater than or equal to 

GT=Greater than 

NO=No lower limit 

NI=No information 

UN=Unknown 

OT=Other

	ABN_IND
	Value_as_concept_id
	Concept Id

Description

PCORnet 

4135493

Abnormal

AB= Abnormal

4123513

Very high

AH= Abnormally high 
4125550

Very low

AL= Abnormally low 
NULL

NULL

NI= No information

0

No matching concept

NI= No information

Greater than 0

Cannot map to PCORnet

OT= Other


	Possible values:

AB=Abnormal 

AH=Abnormally high 

AL=Abnormally low 

CH=Critically high 

CL=Critically low 

CR=Critical 

IN=Inconclusive 

NL=Normal 

NI=No information 

UN=Unknown 

OT=Other

This value comes from the source data; do not apply logic to create it.

	RAW_LAB_NAME
	Observation_source_va;ue
	
	Local code related to an individual lab test. This variable will not be used in queries, but may be used by local programmers to associate a record with a particular LAB_NAME.

	RAW_LAB_CODE
	NULL
	
	Local code related to an individual lab test. This variable will not be used in queries, but may be used by local programmers to associate a record with a particular LAB_NAME.

	RAW_PANEL
	Concept.concept_name
	Look up the concept name for the observation_type_concept_id
	Local code related to a battery or panel of lab tests. This variable will not be used in queries, but may be used by local programmers to associate a record with a particular LAB_NAME.

	RAW_RESULT
	Concept.concept_name
	Look up the concept_name for the value as concept_id
	The original test result value as seen in your source data.

	RAW_UNIT
	Units_source_value
	
	Original units for the result in your source data.

	RAW_ORDER_DEPT
	NULL
	
	Local code for ordering provider department.

	RAW_FACILITY_CODE
	NULL
	
	Local facility code that identifies the hospital or clinic. Taken from facility claims. 




Labs to Include in ETL from OMOP CDMv4 to PCORnet CDMv2

	concept_id
	loinc
	test_name_id
	test_name

	3005673
	17856-6
	A1C
	Glycosylated hemoglobin

	3004410
	4548-4
	A1C
	Glycosylated hemoglobin

	3007220
	2157-6
	CK
	Creatine kinase total

	3030170
	50756-6
	CK
	Creatine kinase total

	3005785
	13969-1
	CK_MB
	Creatine kinase-MB

	3016070
	2154-3
	CK_MB
	Creatine kinase-MB

	3029790
	32673-6
	CK_MB
	Creatine kinase-MB

	3033236
	49551-5
	CK_MB
	Creatine kinase-MB

	3007150
	12187-1
	CK_MBI
	Creatine kinase MB/creatine kinase total

	3025909
	12189-7
	CK_MBI
	Creatine kinase MB/creatine kinase total

	3016311
	20569-0
	CK_MBI
	Creatine kinase MB/creatine kinase total

	3048863
	49136-5
	CK_MBI
	Creatine kinase MB/creatine kinase total

	3020564
	14682-9
	CREATININE
	Creatinine

	3007760
	21232-4
	CREATININE
	Creatinine

	3016723
	2160-0
	CREATININE
	Creatinine

	3032033
	35203-9
	CREATININE
	Creatinine

	3051825
	38483-4
	CREATININE
	Creatinine

	3045369
	44784-7
	CREATININE
	Creatinine

	3050951
	54052-6
	CREATININE
	Creatinine

	40762887
	59826-8
	CREATININE
	Creatinine

	3006239
	14775-1
	HGB
	Hemoglobin

	3027484
	20509-6
	HGB
	Hemoglobin

	3001643
	24360-0
	HGB
	Hemoglobin

	3002173
	30313-1
	HGB
	Hemoglobin

	3004119
	30350-3
	HGB
	Hemoglobin

	3007302
	30351-1
	HGB
	Hemoglobin

	3006184
	30352-9
	HGB
	Hemoglobin

	40758903
	55782-7
	HGB
	Hemoglobin

	40762351
	59260-0
	HGB
	Hemoglobin

	3000963
	718-7
	HGB
	Hemoglobin

	3032080
	34714-6
	INR
	International normalized ratio

	3051593
	46418-0
	INR
	International normalized ratio

	3022217
	6301-6
	INR
	International normalized ratio

	3053190
	47213-4
	LDL
	Low-density lipoprotein

	3021337
	10839-9
	TROP_I
	Troponin I cardiac

	3005227
	16255-2
	TROP_I
	Troponin I cardiac

	3033745
	42757-5
	TROP_I
	Troponin I cardiac

	3032971
	49563-0
	TROP_I
	Troponin I cardiac

	3042837
	33204-9
	TROP_T_QL
	Troponin T cardiac (qualitative)

	3052931
	48426-1
	TROP_T_QL
	Troponin T cardiac (qualitative)

	3048529
	48425-3
	TROP_T_QN
	Troponin T cardiac (quantitative)

	3019572
	6597-9
	TROP_T_QN
	Troponin T cardiac (quantitative)

	3019800
	6598-7
	TROP_T_QN
	Troponin T cardiac (quantitative)


Specimen for LOINC Lab Tests

	loinc
	specimen_id
	description

	10839-9
	PLASMA
	plasma

	10839-9
	SERUM
	serum

	10839-9
	SR_PLS
	serum/plasma

	12187-1
	PLASMA
	plasma

	12187-1
	SERUM
	serum

	12187-1
	SR_PLS
	serum/plasma

	12189-7
	PLASMA
	plasma

	12189-7
	SERUM
	serum

	12189-7
	SR_PLS
	serum/plasma

	13969-1
	PLASMA
	plasma

	13969-1
	SERUM
	serum

	13969-1
	SR_PLS
	serum/plasma

	14682-9
	PLASMA
	plasma

	14682-9
	SERUM
	serum

	14682-9
	SR_PLS
	serum/plasma

	14775-1
	BLOOD
	blood

	16255-2
	SERUM
	serum

	17856-6
	BLOOD
	blood

	20509-6
	BLOOD
	blood

	20569-0
	PLASMA
	plasma

	20569-0
	SERUM
	serum

	20569-0
	SR_PLS
	serum/plasma

	21232-4
	BLOOD
	blood

	2154-3
	PLASMA
	plasma

	2154-3
	SERUM
	serum

	2154-3
	SR_PLS
	serum/plasma

	2157-6
	PLASMA
	plasma

	2157-6
	SERUM
	serum

	2157-6
	SR_PLS
	serum/plasma

	2160-0
	PLASMA
	plasma

	2160-0
	SERUM
	serum

	2160-0
	SR_PLS
	serum/plasma

	24360-0
	BLOOD
	blood

	30313-1
	BLOOD
	blood

	30350-3
	BLOOD
	blood

	30351-1
	BLOOD
	blood

	30352-9
	BLOOD
	blood

	32673-6
	PLASMA
	plasma

	32673-6
	SERUM
	serum

	32673-6
	SR_PLS
	serum/plasma

	33204-9
	PLASMA
	plasma

	33204-9
	SERUM
	serum

	33204-9
	SR_PLS
	serum/plasma

	34714-6
	BLOOD
	blood

	35203-9
	PLASMA
	plasma

	35203-9
	SERUM
	serum

	35203-9
	SR_PLS
	serum/plasma

	38483-4
	BLOOD
	blood

	42757-5
	BLOOD
	blood

	44784-7
	PLASMA
	plasma

	44784-7
	SERUM
	serum

	44784-7
	SR_PLS
	serum/plasma

	4548-4
	BLOOD
	blood

	46418-0
	BLOOD
	blood

	47213-4
	PLASMA
	plasma

	47213-4
	SERUM
	serum

	47213-4
	SR_PLS
	serum/plasma

	48425-3
	BLOOD
	blood

	48426-1
	BLOOD
	blood

	49136-5
	PLASMA
	plasma

	49136-5
	SERUM
	serum

	49136-5
	SR_PLS
	serum/plasma

	49551-5
	BLOOD
	blood

	49563-0
	PLASMA
	plasma

	49563-0
	SERUM
	serum

	49563-0
	SR_PLS
	serum/plasma

	50756-6
	BLOOD
	blood

	54052-6
	SERUM
	serum

	55782-7
	BLOOD
	blood

	59260-0
	BLOOD
	blood

	59826-8
	BLOOD
	blood

	6301-6
	PPP
	platelet poor plasma

	6597-9
	BLOOD
	blood

	6598-7
	PLASMA
	plasma

	6598-7
	SERUM
	serum

	6598-7
	SR_PLS
	serum/plasma

	718-7
	BLOOD
	blood


OMOP Vocabulary Unit Concept Id Mapping to PCORnet

	OMOP Concept Id
	Description
	PCORnet Unit
	Description

	44777660
	billion
	BIL
	Billion

	44777588
	billion cells per liter
	BIL
	Billion

	9444
	billion per liter
	BIL
	Billion

	9446
	billion per microliter
	BIL
	Billion

	9445
	billion per milliliter
	BIL
	Billion

	45744812
	cells
	CELL
	Cells

	9485
	decigram
	DG
	Decigram

	9486
	deciliter
	DL
	Deciliter

	8504
	gram
	G
	Gram

	8718
	international unit
	IU
	International Units

	8566
	thousand
	K
	Thousand

	44777580
	thousand cells per liter
	K
	Thousand

	44777581
	thousand copies per liter
	K
	Thousand

	9437
	thousand copies per milliliter
	K
	Thousand

	8961
	thousand per cubic millimeter
	K
	Thousand

	9435
	thousand per liter
	K
	Thousand

	8848
	thousand per microliter
	K
	Thousand

	9436
	thousand per milliliter
	K
	Thousand

	9434
	thousand red blood cells
	K
	Thousand

	44777576
	thousand red blood cells
	K
	Thousand

	8519
	liter
	L
	Liter

	8576
	milligram
	MG
	Milligram

	44777577
	milli-international unit
	MIU
	Milli-international units

	9040
	milli-international unit per liter
	MIU
	Milli-international units

	9550
	milli-international unit per milliliter
	MIU
	Milli-international units

	8587
	milliliter
	ML
	Milliliter

	8725
	nanogram per liter
	NG
	Nanogram equivalent to microgram per liter (i.e., NG/ML=UG/L).

	8748
	microgram per liter
	NG
	Nanogram equivalent to microgram per liter (i.e., NG/ML=UG/L).

	9606
	nanoliter
	NL
	Nanoliter

	8554
	percent
	PERCENT
	Percent

	8523
	ratio
	RATIO
	Ratio

	8606
	ratio unit
	RATIO
	Ratio

	8510
	unit
	U
	Units

	8662
	unit per 10
	U
	Units

	9031
	unit per billion red blood cells
	U
	Units

	44777568
	unit per deciliter
	U
	Units

	8915
	unit per gram of creatinine
	U
	Units

	9651
	unit per gram of hemoglobin
	U
	Units

	8979
	unit per gram of total protein
	U
	Units

	8645
	unit per liter
	U
	Units

	8763
	unit per milliliter
	U
	Units

	9083
	unit per milliliter of red blood cells
	U
	Units

	9655
	Microgram
	UG
	Microgram

	9665
	Microliter
	UL
	Cubic Millimeter or Microliter

	8686
	Cubic Millimeter
	UL
	Cubic Millimeter or Microliter

	0
	No matching concept
	NI
	No Information (the source value is null or blank)

	  NULL
	
	NI
	No Information (the source value is null or blank)

	Concept id > 0 but not mapped
	 
	OT
	Other (the source value cannot be mapped)


3.1.9 Condition

A condition represents a patient’s diagnosed and self-reported health conditions and diseases. The patient’s medical history and current state may both be represented.  For the OMOP CDM4 to PCORnet ETL, the condition will hold the Condition Occurrence records where the condition_type_concept_id is ‘EHR problem list entry’ (38000245)
Mapping from Condition Occurrence into PCORnet Condition:
	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	 Person_id
	 
	 

	ENCOUNTERID
	 Visit_occurrence_id
	 
	 

	REPORT_DATE
	 Condition_start_date
	 
	Date condition was noted. Please note that this date may not correspond to onset date.

	RESOLVE_DATE
	 Condition_end_date
	 
	Date condition was resolved, if resolution of a transient condition has been achieved. A resolution date is not generally expected for chronic conditions, even if the condition is managed.

	CONDITION_STATUS
	 NULL
	The condition status is not available in the OMOP CDM.  
	Possible value:

AC=Active 

RS=Resolved 

IN=Inactive 

NI=No information 

UN=Unknown 

OT=Other 

	CONDITION
	vocabulary.concept.concept_code

or

NULL
	If the condition_concept_id is 0 (not found) or 44814649 ( Other )

NULL
else 

Lookup the SNOMED code by joining the condition_concept_id to the vocabulary.concept table. 
	The SNOMED code.  When the SNOMED code cannot be mapped, current convention is to use 44814649 (Other), however legacy code may have it as 0.  

	CONDITION_TYPE
	 
	If  condition_occurrence.condition_concept_id is 44814649  or 0

THEN 'OT'

ELSE 'SM'
OMOP CDM maps all diagnoses to SNOMED, so that the only possible values will be SM for SNOMED or OT (other) meaning original diagnosis code could not be mapped to SNOMED.
	Possible value:

09=ICD-9-CM 

10=ICD-10-CM 

11=ICD-11-CM 

SM=SNOMED CT 

HP=Human Phenotype Ontology 

NI=No information 

UN=Unknown

Condition code type. Please note: The “Other” category is meant to identify internal use ontologies and codes.

	CONDITION_SOURCE
	 HC=Healthcare problem list
	
	Possible value:

PR=Patient-reported medical history 

HC=Healthcare problem list 

RG=Registry cohort 

NI=No information 

UN=Unknown 

OT=Other 

	RAW_CONDITION_STATUS
	 NULL
	 
	Optional field for originating value of field, prior to mapping into the PCORnet CDM value set.

	RAW_CONDITION
	 Condition_Occurrence.condition_source_value
	 
	Optional field for originating value of field, prior to mapping into the PCORnet CDM value set.

	RAW_CONDITION_TYPE
	 NULL
	 
	Optional field for originating value of field, prior to mapping into the PCORnet CDM value set.

	RAW_CONDITION_SOURCE
	 
	 
	Optional field for originating value of field, prior to mapping into the PCORnet CDM value set.


3.1.10 Patient-reported outcome Common Measures (PRO_CM)
Patient-reported outcome Common Measures are standardized measures that are defined in the same way across all PCORnet networks. Each measure is recorded at the individual item level: an individual question/statement, paired with its standardized response options.
Patient reported outcome Common Measures are not in the OMOP database.  This table will be empty.

PRO_CM table specification:
	Destination Field
	Source Field
	Applied Rule
	Comment

	PATID
	  
	 
	 

	ENCOUNTERID
	 
	 
	 

	PRO_ITEM
	 
	 
	PCORnet identifier for the specific Common Measure item.

	PRO_LOINC
	 
	 
	LOINC code for item context and stem.

	PRO_DATE
	
	Format as YYYY-MM-D
	The date of the response.

	PRO_TIME
	
	 TEXT(5): Format as HH:MI using 24-hour clock and zero-padding for hour and minut
	The time of the response.

	PRO_RESPONSE
	 
	
	The numeric response recorded for the item.

	PRO_METHOD
	
	
	Method of administration. Electronic includes responses captured via a personal or tablet computer, at web kiosks, or via a smartphone.

	PRO_MODE
	
	 
	The person who responded on behalf of the patient for whom the response was captured.

	PRO_CAT
	
	 
	Indicates whether Computer Adaptive Testing (CAT) was used to administer the survey

	RAW_PRO_CODE
	
	 
	Optional field for originating code, such as LOINC candidate codes that have not yet been adopted

	RAW_PRO_RESPONSE
	
	 
	Optional field for originating value of field, prior to mapping into the PCORnet CDM value set.


3.2 Appendix 1: OMOP CDMv4 Source Tables

PERSON
The Person table comes from person demographics data that is de-identified to ensure HIPAA compliance.
	Column Name
	Long Name
	Data Type
	Where Used

	PERSON_ID
	Person identifier
	integer
	Demographic.Patid

	GENDER_CONCEPT_ID
	Gender concept identifier
	integer
	Demographic.sex

	YEAR_OF_BIRTH
	Year of birth
	integer(4)
	Demographic.birth_date

	MONTH_OF_BIRTH
	 Month of birth
	integer(2)
	Demographic.birth_date

	DAY_OF_BIRTH
	Day of birth 
	integer(2)
	Demographic.birth_date

	RACE_CONCEPT_ID
	 Race concept identifier
	integer
	Demographic.race

	ETHNICITY_CONCEPT_ID
	Ethnicity concept identifier
	integer
	Demographic.hispanic

	LOCATION_ID
	Location identifier
	integer
	

	PROVIDER_ID
	Provider identifier
	integer
	

	CARE_SITE_ID
	Care Site  identifier
	integer
	

	PERSON_SOURCE_VALUE
	Person Source Value
	varchar2(50)
	

	GENDER_SOURCE_VALUE
	Gender Source Value
	varchar2(50)
	Demographic.raw_sex

	RACE_SOURCE_VALUE
	The source code for the race of the person as it appears in the source data.
	varchar2(50)
	Demographic.raw_race

	ETHNICITY_SOURCE_VALUE
	Ethnicity Source Value
	varchar2(50)
	Demographic.raw_hispanic


DRUG_EXPOSURE
Drug Exposure contains individual records that reflect drug utilization from within the source data. Drug Exposure indicators include drug details (captured as standard Concept identifiers in the Vocabulary), drug quantity, number of days supply, period of exposure, and prescription refill data. Drug Exposure is recorded in a variety of ways.
· The “Prescription”sectionofanEHR captures prescriptions written by physicians. 
· Other drugs (both non-prescription products and medications prescribed by other providers) used by a Person are recorded in the “Medications”sectionoftheEHR. 

· Administrative claim systems capture prescriptions filled at dispensing providers. 
· Drug Exposure information as a by-product of certain procedure codes (i.e., procedure codes that refer to the administration of certain drugs, such as chemotherapy or vaccines). 
The drug product is indicated in the CDM by standard drug Concepts from the Vocabulary. The standard Concept identifier for a drug is stored with the drug reference data; however, the Concept hierarchy and therapeutic class categorizations from the source data are not stored with the drug exposure data but can be obtained through the Vocabulary.
	Column Name
	Long Name
	Data Type
	Where Used

	DRUG_EXPOSURE_ID
	Drug Exposure Identifier
	integer
	 

	PERSON_ID
	Person Identifier
	integer
	 Dispensing.patid

	DRUG_CONCEPT_ID
	Drug concept Identifier
	integer
	

	DRUG_EXPOSURE_START_DATE
	 Drug exposure start date
	date
	 Dispensing.dispense_date

	DRUG_EXPOSURE_END_DATE
	Drug exposure end date
	date
	

	DRUG_TYPE_CONCEPT_ID
	 Drug type concept Identifier
	integer
	

	STOP_REASON
	Stop reason
	varchar2(20)
	

	REFILLS
	Refills
	integer(3)
	

	QUANTITY
	Quantity
	integer(4)
	Dispensing.dispense_amt

	DAYS_SUPPLY
	Days supply
	integer(4)
	Dispensing.dispense_sup

	SIG
	Signetur
	varchar2(500)
	

	PRESCRIBING_PROVIDER_ID
	
	integer
	

	VISIT_OCCURRENCE_ID
	Visit occurrence  Identifier
	integer
	

	RELEVANT_CONDITION_CONCEPT_ID
	Relevant condition concept Identifier
	integer
	

	DRUG_SOURCE_VALUE
	Drug source value
	varchar2(50)
	Dispensing.NDC/dispensing.raw_NDC


CONDITION OCCURRENCE
Condition Occurrences record individual instances of the conditions suffered by Persons as extracted from source data. Conditions are recorded in various data sources in different forms with varying levels of standardization. For example:
· Medical claims data include ICD-9-CM diagnosis codes that are submitted as part of a claim for health services and procedures. 
EHRs capture Person conditions in the form of diagnosis codes and symptoms as ICD-9-CM codes, but may not have a way to capture out-of-system conditions.

	Column Name
	Long Name
	Data Type
	Where Used

	CONDITION_OCCURRENCE_ID
	Condition occurrence identifier
	integer
	 

	PERSON_ID
	
	integer
	Diagnosis.patid /condition.patId

	CONDITION_CONCEPT_ID
	Condition concept identifier
	integer
	Diagnosis.DX / condition.condition

	CONDITION_START_DATE
	Condition start date
	date
	Condition.report_date

	CONDITION_END_DATE
	Condition end date
	date
	Condition.resolve_date

	CONDITION_TYPE_CONCEPT_ID
	 Condition type concept identifier 
	integer
	Diagnosis.PDX/condition.condition_type

	STOP_REASON
	Stop reason
	varchar2(20)
	

	ASSOCIATED_PROVIDER_ID
	Associated provider identifier 
	integer
	Diagnosis.providerid

	VISIT_OCCURRENCE_ID
	Visit occurrence identifier
	integer
	Diagnosis.encounterid

	CONDITION_SOURCE_VALUE
	Condition source value
	varchar2(50)
	Diagnosis.raw_dx / condition.raw_condition


VISIT_OCCURRENCE
The Visit Occurrence table contains all Person visits to health care providers, including inpatient, outpatient, and ER visits. A Visit is an encounter for a patient at a point of care for a duration of time. There could be several Providers involved in the patient's care during the Visit. Visits are recorded in various data sources in different forms with varying levels of standardization. For example:
· Medical Claims include Inpatient Admissions, Outpatient Services, and Emergency Room visits. 
· Electronic Health Records may capture Person visits as part of the activities recorded. 
	Column Name
	Long Name
	Data Type
	Where Used

	VISIT_OCCURRENCE_ID
	Visit occurrence identifier 
	integer
	Encounter.encounterid

	PERSON_ID
	Reason identifier 
	integer
	Encounter.patid

	VISIT_START_DATE
	Visit start date
	date
	Encounter.admit_date

	VISIT_END_DATE
	 Visit end date
	date
	Encounter.discharge_date

	PLACE_OF_SERVICE_CONCEPT_ID
	Place of service concept identifier
	integer
	Encounter.enc_type

	CARE_SITE_ID
	 Care site  identifier
	integer
	Encounter.facility_id

	PLACE_OF_SERVICE_SOURCE_VALUE
	Place of service source value
	varchar2(50)
	Encounter.raw_enc_type


PROCEDURE_OCCURRENCE
Procedure occurrences record individual instances of procedures performed on Persons extracted from the source data. Procedures are present in various data sources in different forms with varying levels of standardization. For example:
· Medical Claims include CPT-4, ICD-9-CM (Procedures), and HCPCS procedure codes that are submitted as part of a claim for health services rendered, including procedures performed. 
· Electronic Health Records that capture CPT-4, ICD-9-CM (Procedures), and HCPCS procedures as orders. 
	Column Name
	Long Name
	Data Type
	Where Used

	PROCEDURE_OCCURRENCE_ID
	Procedure occurrence  identifier
	integer
	 

	PERSON_ID
	Person identifier
	integer
	Procedure.patid

	PROCEDURE_CONCEPT_ID
	Procedure concept identifier
	integer
	Procedure.px

	PROCEDURE_DATE
	 Procedure date
	date
	Procedure.px_date

	PROCEDURE_TYPE_CONCEPT_ID
	Procedure type concept identifier
	integer
	Procedure.px_type

	ASSOCIATED_PROVIDER_ID
	 Associated provider identifier
	integer
	Procedure.providerid

	VISIT_OCCURRENCE_ID
	Visit occurrence identifier
	integer
	Procedure.encounterid

	RELEVANT_CONDITION_CONCEPT_ID
	Relevant condition concept identifier
	integer
	

	PROCEDURE_SOURCE_VALUE
	Procedure source value
	varchar2(50)
	Procedure.raw_px


OBSERVATION
The Observation table contains all general observations from the following categories:
· Lab observations (i.e., test results) from Medical Claims 
· Lab and other observations from Electronic Health Records 
· Chief complaints as captured in Electronic Health Records 
· General clinical findings, signs and symptoms 
· Radiology and pathology reports 
· General catch-all categories from various data sources that cannot be otherwise categorized within the entities provided (Drug, Condition, Procedure) 

	Column Name
	Long Name
	Data Type
	Where Used

	OBSERVATION_ID
	Observation identifier
	integer
	 

	PERSON_ID
	Person identifier
	integer
	Vital.patid / Lab_CM_result.patId

	OBSERVATION_CONCEPT_ID
	Observation concept identifier
	integer
	Encounter table: Discharge_disposition, discharge_status,  admitting_source. Vital table:

Lab_CM_Result.lab_LOINC

	OBSERVATION_DATE
	 Observation date
	date
	Vital.measure_date / Lab_CM_result.result_date

	OBSERVATION_TIME
	Observation time
	date
	Vital.measure_time / Lab_CM_result.result_time

	VALUE_AS_NUMBER
	 Value as number
	number( 14.3)
	Vital table: Ht, wt, diastolic, systolic, original_bmi, raw_ht. raw_wt, raw_diastolic, raw_systolic, raw_bmi
Lab_CM_Result.result_num

	VALUE_AS_STRING
	Value as string
	varchar2(60)
	Vital table. Ht, wt, diastolic, systolic, original_bmi, raw_ht. raw_wt, raw_diastolic, raw_systolic, raw_bmi

	VALUE_AS_CONCEPT_ID
	Value as concept identifier
	integer
	Lab_CM_Result.[result_qual | abn_ind]

	UNIT_CONCEPT_ID
	Unit concept identifier
	integer
	Lab_CM_Result.result_unit

	RANGE_LOW
	Range low
	number( 14.3)
	Lab_CM_Result.norm_range_low

	RANGE_HIGH
	Range high
	number( 14.3)
	Lab_CM_Result.norm_range_high

	OBSERVATION_TYPE_CONCEPT_ID
	Observation type concept identifier
	integer
	

	ASSOCIATED_PROVIDER_ID
	Associated provider  identifier
	integer
	

	VISIT_OCCURRENCE_ID
	Visit occurrence identifier
	integer
	Lab_CM_result.encounter_id

	RELEVANT_CONDITION_CONCEPT_ID
	Relevant condition concept identifier
	integer
	

	OBSERVATION_SOURCE_VALUE
	Observation source value
	varchar2(50)
	Encounter table. Raw_discharge_disposition, raw_discharge_status,  raw_admitting_source.
Lab_CM_result.raw_lab_code


OBSERVATION_PERIOD
The Observation Period table is designed capture the time intervals in which data are being recorded for the Person. An Observation Period is the span of time when a Person is expected to have the potential of Drug and Condition information recorded. For claims data, observation periods are equivalent to enrollment periods to a plan.
Analytical methods use Observation Period records to distinguish periods with no observed records from periods where data are systematically not captured, such as a person not having insurance coverage..
	Column Name
	Long Name
	Data Type
	Where Used

	OBSERVATION_PERIOD_ID
	Observation period identifier
	integer
	 

	PERSON_ID
	Person identifier
	integer
	enrollment.patid

	OBSERVATION_PERIOD_START_DATE
	Observation period start date
	date
	enrollment.enr_start

	OBSERVATION_PERIOD_END_DATE
	 Observation period end date
	date
	enrollment.enr_end


DEATH
The Death table is designed to capture the time when a Person is deceased and causes of death. Depending on the source, this information can be derived from a variety of information:

· Condition Code in the Header or Detail information of claims 

· Status of enrollment into a health plan 

· Explicit record in EHR data 

	Column Name
	Long Name
	Data Type
	Where Used

	PERSON_ID
	Person identifier 
	integer
	 

	DEATH_DATE
	Death date
	date
	 

	DEATH_TYPE_CONCEPT_ID
	Death type concept identifier 
	integer
	

	CAUSE_OF_DEATH_CONCEPT_ID
	Cause of death concept identifier 
	integer
	 

	CAUSE_OF_DEATH_SOURCE_VALUE
	Cause of death source value
	varchar2(50)
	


DRUG_COST
The Drug Cost table captures the cost of a Drug Exposure. The information about the cost is defined in the following components:

· The various amounts of money paid for the Drug 

· The various costs of the Drug 

	Column Name
	Long Name
	Data Type
	Where Used

	DRUG_COST_ID
	Drug cost identifier 
	integer
	 

	DRUG_EXPOSURE_ID
	Drug exposure identifier 
	integer
	 

	PAID_COPAY
	Paid copay
	number( 8.2)
	

	PAID_COINSURANCE
	Paid coinsurance
	number( 8.2)
	 

	PAID_TOWARD_DEDUCTIBLE
	Paid toward deductible
	number( 8.2)
	

	PAID_BY_PAYER
	Paid by payer
	number( 8.2)
	

	PAID_BY_COORDINATION_BENEFITS
	Paid by coordinator of benefits
	number( 8.2)
	

	TOTAL_OUT_OF_POCKET
	Total out of pocket
	number( 8.2)
	

	TOTAL_PAID
	Total paid
	number( 8.2)
	

	INGREDIENT_COST
	Ingredient cost
	number( 8.2)
	

	DISPENSING_FEE
	Dispensing fee
	number( 8.2)
	

	AVERAGE_WHOLESALE_PRICE
	Average wholesale price
	number( 8.2)
	

	PAYER_PLAN_PERIOD_ID
	Payer plan period
	integer
	


PROCEDURE_COST
The Procedure Cost table captures the cost of a Procedure performed on a Person. The information about the cost is only derived from the amounts paid for the Procedure. This is in contrast to the Drug Cost data which also contain information about the cost.

	Column Name
	Long Name
	Data Type
	Where Used

	PROCEDURE_COST_ID
	Procedure cost identifier 
	integer
	 

	PROCEDURE_OCCURRENCE_ID
	Procedure occurrence identifier 
	integer
	 

	PAID_COPAY
	Paid copay
	number( 8.2)
	

	PAID_COINSURANCE
	Paid coinsurance
	number( 8.2)
	 

	PAID_TOWARD_DEDUCTIBLE
	Paid toward deductible
	number( 8.2)
	

	PAID_BY_PAYER
	Paid by payer
	number( 8.2)
	

	PAID_BY_COORDINATION_BENEFITS
	Paid by coordinator of benefits
	number( 8.2)
	

	TOTAL_OUT_OF_POCKET
	Total out of pocket
	number( 8.2)
	

	TOTAL_PAID
	Total paid
	number( 8.2)
	

	DISEASE_CLASS_CONCEPT_ID
	Disease class concept identifier 
	integer
	

	REVENUE_CODE_CONCEPT_ID
	Revenue code concept identifier 
	integer
	

	PAYER_PLAN_PERIOD_ID
	Payer plan period identifier 
	integer
	

	DISEASE_CLASS_SOURCE_VALUE
	Disease class source value
	varchar2(50)
	


LOCATION
The Location table represents a generic way to capture physical location or address information. Each address or Location must be only present once in the table. Locations are used to define the addresses for Persons, Care Sites and Organizations. Locations do not contain names; to construct a full address that can be used on the Postal Service, the address information from the Location needs to be combined with information from the Care Site or Organization (the Person table does not contain name information).
	Column Name
	Long Name
	Data Type
	Where Used

	LOCATION_ID
	Location identifier 
	integer
	 

	ADDRESS_1
	Address line 1
	varchar2(50)
	 

	ADDRESS_2
	Address line 2
	varchar2(50)
	

	CITY
	City
	varchar2(50)
	 

	STATE
	State
	char(2)
	

	ZIP
	Zip code
	varchar2(9)
	

	COUNTY
	County
	varchar2(20)
	

	LOCATION_SOURCE_VALUE
	Location source value
	varchar2(50)
	


PROVIDER
The Provider table contains a list of uniquely identified health care providers (physicians).
	Column Name
	Long Name
	Data Type
	Where Used

	PROVIDER_ID
	Provider identifier 
	integer
	 

	NPI
	National provider identifier 
	varchar2(20)
	 

	DEA
	Provider's Drug Enforcement Administration identifier 
	varchar2(20)
	

	SPECIALTY_CONCEPT_ID
	 Specialty concept identifier
	integer
	 

	CARE_SITE_ID
	Care site identifier
	integer
	

	PROVIDER_SOURCE_VALUE
	Provider source value
	varchar2(50)
	

	SPECIALTY_SOURCE_VALUE
	Specialty source value
	varchar2(20)
	


Organization
The Organization table contains a list of uniquely identified health care organizations (hospitals, clinics, practices, etc.).

	Column Name
	Long Name
	Data Type
	Where Used

	ORGANIZATION_ID
	Organization identifier
	integer
	 

	PLACE_OF_SERVICE_CONCEPT_ID
	Place of service concept identifier
	integer
	 

	LOCATION_ID
	Location identifier
	integer
	

	ORGANIZATION_SOURCE_VALUE
	 Organization source value
	varchar2(50)
	 

	PLACE_OF_SERVICE_SOURCE_VALUE
	Place of service source value
	varchar2(50)
	


CARE_SITE
The Care Site table contains a list of uniquely identified points of care, or an individual clinical location within an organization. Each care site belongs to one organization. There might be more than one Care Site in a Location (address).

	Column Name
	Long Name
	Data Type
	Where Used

	CARE_SITE_ID
	Care site identifier
	integer
	 Encounter.facility_id

	LOCATION_ID
	Location identifier
	integer
	 

	ORGANIZATION_ID
	Organization identifier
	integer
	

	PLACE_OF_SERVICE_CONCEPT_ID
	 Place of service concept identifier
	integer
	 

	CARE_SITE_SOURCE_VALUE
	Care site source value
	varchar2(50)
	

	PLACE_OF_SERVICE_SOURCE_VALUE
	Place of service source value
	varchar2(50)
	


PAYER_PLAN_PERIOD
Each Person receiving health care and covered by a health benefits is subject to a Plan defined by the Payer for the Person or his Family. For a given benefit policy, there may be one or more Plans that are active for certain periods of time.

	Column Name
	Long Name
	Data Type
	Where Used

	PAYER_PLAN_PERIOD_ID
	Payer plan period identifier
	integer
	 

	PERSON_ID
	Person identifier
	integer
	 

	PAYER_PLAN_PERIOD_START_DATE
	Payer plan period start date
	date
	

	PAYER_PLAN_PERIOD_END_DATE
	Payer plan period end date
	date
	 

	PAYER_SOURCE_VALUE
	Payer source value
	varchar2(50)
	

	PLAN_SOURCE_VALUE
	Plan source value
	varchar2(50)
	

	FAMILY_SOURCE_VALUE
	Family source value
	varchar2(50)
	


3.3 Appendix 2: PCORnet CDM Version 1.0 ERD
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