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Getting Started                                            

 
Purpose of This Document 
This document introduces the Payment Bundle Administration (PBA) tool functionality, layout, and major 

tabs used when inputting bundle data. Tab by tab, it explains the data used in each field and any 

associated guidelines or parameters. It also explains the upstream and downstream dependencies of 

that data. It does not include highly detailed, advanced, or uncommon information or processes that are 

in the Disneyworld PBA User Guide or website. It also excludes tasks that are only done by more senior 

analysts (such as publishing). This document is based on Version 5.70.002.000 of the PBA tool. 

 

Document Audience 
This document is intended for PBA tool novice users who are entering bundle data into the tool. For 

advanced information, see the PBA User Guide. 

 

Document Maintenance 
This document should be updated to reflect tool changes. The Core Systems Configuration team is 

responsible for the updates. 

 

Revision History 
Date Author Change 
   
   
   
   

 

 

PBA Tool Access 
There are multiple environments for the PBA tool—a production environment and multiple configuration 

and test environments. 

• Production: URL REMOVED 

• ACPT environment (testing): URL REMOVED 

• CFGM (configuration): URL REMOVED 

• AITS (configuration / testing): URL REMOVED 

 

http://pbawbaits:8443/networx-pba-webui/
http://pbawbaits:8443/networx-pba-webui/
http://pbawbaits:8443/networx-pba-webui/
http://pbawbaits:8443/networx-pba-webui/


 

 
 

 

Your login is your Disneyland login: CORP\<userID> plus your Disneyland network password. 

 

 

 

   → 

 

 

 

 

 

• You must be assigned to a user group that has permission to use this tool. 

• For access issues, submit a Service Now ticket or call the Help Desk at x.84100 (425-000-0000). 

• See the TriZetto Customer Exchange website (which contains the PBA User Guide) for detailed 

help. For access, contact Paul Ng at paul.ng@Disneyland.com. 

 

Basic Tool Layout 
The PBA tool consists of several tabs that can be added, deleted, and rearranged (drag them with your 

mouse) to customize your workspace. The main tabs you will use when creating patient bundles are: 

Codes, Qualifier Groups, Episode Definitions, Episodes, and Patient Bundles. These are the tabs explained 

in this document. 

 
 



 

 
 

 

Each tab has a unique layout, but there are basic elements that apply to most tabs. Generally, you can 
search and filter, create a record from scratch, and edit, cut, copy, or delete. Above and below is the 
Patient Bundles tab (the leftmost tab is shown by default when you open the tool). 
 
 

Tabs Menu 

Create, Filter, Search 
Open, Edit, Cancel, Delete, 

Cut, Copy, etc. 

Search by Field 

 

 

 

 

Click the hamburger icon at the top left of the screen to add tabs (the tab dropdown list is shown here), 

and the X at the right of a tab to close it. 

Open tab menu 

Close a tab 

 

 

Click About under your username at the top right of the screen to view the version of the tool. The main 

user guide frequently refers to which version includes certain features, so it’s helpful to be able to locate 

this information. 

    →    



 

 
 

 

Main Tabs 
These are the five main tabs used when entering data from the Build on Paper to create a patient bundle. 

Tab Definition 

Codes Codes are user-determined values that help define episode definitions, rule 

actions, and information for reporting. There are various code types, including 

Cancel Reason, Explanation, Pricing Category, Supplemental Data, Close 

Reason, and Service Category. Types of Care are also listed in this tab. Some 

codes are defined in the Functional Design document, and they must be 

identical to the codes in Facets. What is entered here is used in the 

subsequent tabs, so analysts begin building patient bundles with this tab. 

Qualifier Groups A qualifier group is a set of conditions that a claim must meet to qualify for a 

specific rule action, such as a particular hospital, procedure, surgeon, date 

range, or service. Individual qualifiers can be strung together with AND/OR 

conditions or nested within each other. Qualifier types are individual 

conditions that can stand alone or comprise a qualifier group. 

Episode Definitions Episode Definitions are rules that qualify a claim for a patient bundle. They 

attach qualifier groups to codes and tell the system what to do with a claim 

that meets certain criteria. For example, an episode definition might apply a 

certain price to a claim, assign a set of procedure codes, or indicate that a 

service is included in a bundle. 

Episodes Episodes define details for a unit of care (an episode), such as hip 

replacement or colonoscopy. These details might include associated 

contracts, effective dates, claim inclusion days, pricing method 

(prospective/retrospective), pricing rates, and providers.  

Patient Bundles A patient bundle is a collection of claims that qualify for an episode for a 

specific claimant and date range. Examples of claims that might be included 

in a patient bundle for a hip replacement include a primary care visit, 

orthopedic consult, pre-surgical blood work, anesthesiologist, and physical 

therapy. 

 

 

PBA Data 
The data in this tool comes from provider contracts, the Facets tool, the bundle’s Functional Design 

document, and the bundle’s Requirements document, which are all used to create the Build on Paper. 

Everything you enter into PBA should already be in the Build on Paper, so you should not have to make 



 

 
 

 

analytical decisions or use other sources while entering codes and descriptions into the tool. If 

something is missing or seems incorrect, ask an experienced PBA analyst for guidance. 

 

PBA Names 
Qualifier Groups, Episodes, and Episode Definitions can’t have the same name. When there was only one 

bundle in the system, this was not an issue, but as additional bundles and rules get added, generic names 

(such as Knee Replacement or Patient Transfer) will have to have things like years, providers, or other 

unique identifiers added. For example, trying to add the qualifier group PATIENT DEATH causes the error 

below, as there is already one in the system. If different qualifier group parameters are required, a new 

name must be added, such as 2021 PATIENT DEATH or PROVIDENCE PATIENT DEATH. 

 

Everything that is valid for only one year, such as an Episode, should have the year in the title: 

2020 values      
 
 
 
 
 
2021 values      
 

 

Things that are potentially valid indefinitely, such as Episode Definitions or Qualifier Groups, do not need 

this, but if changes require a new version (like stated above), a year or other unique identifier might be 

added. 

 

Syntax and Formatting 
Adhering to naming conventions throughout the PBA tool (as well as Facets) makes codes and 

descriptions consistent and easy to interpret. Use ALL CAPS when creating a code or description, and 

don’t use special characters. There are also standard abbreviations used, including: 

• 30, 60, etc. = these numbers refer to pre and post days from surgery or primary service 

• CPT = list of procedure codes (Current Procedural Terminology) 

• DME = durable medical equipment 

• DRG = Diagnosis-related Group 

• DX = list of diagnosis codes 



 

 
 

 

• EVAL = evaluation 

• LK# = Codes from LK1 to LK7 (and beyond) refer to explanation codes 

• MOD = modifier 

• OP = operation (does not specify pre- OR post-op) 

• POST = post-op 

• PRE = pre-op 

• PROC = procedure code 

• PRPR = provider ID 

• PT = physical therapy 

• REV = revenue code 

• SUBCON = subcontractor 

• VISIT = office visit 

• WO = without 

Descriptions usually consist of a few of these abbreviations strung together: 

• SUBCON DME 30 WO 

• PREOP VISIT30 

 

 

  



 

 
 

 

Codes Tab                                                    
 

Purpose of This Tab 
This tab holds codes that are created in the Functional Design documents, added to the Build on Paper, 

and used in other PBA tabs, such as Episode Definition and Qualifier Groups. You might be creating new 

codes, but several codes relevant to a bundle have already been defined in the tool. 

 

Tab Layout 
This tab includes search fields, short and long descriptions, and a folder structure at the left where the 

codes are divided into types. 

 

 

Code Types 
These are the code types listed in the folder at the left side of the tab. 

Code Type Description 

Cancel 

Reason 

Codes 

Used to identify why a patient bundle is cancelled. No claims can be added to 

a canceled bundle. Any claims previously associated to the bundle must be 

reprocessed to apply the standard network pricing. 

Example Scenario: A member is going through an oncology episode of care, 

which administers chemotherapy. They become eligible for a clinical trial. The 

requirement states that any member who is in a clinical trial will not be part of 

the bundled program. The member's bundle gets canceled once the claim for 

a clinical trial is received. 

Examples: NOTCOMPLETE, ERROR, DEATH 

Information Entered: Short and long description 

Code 

types 

Search by 

description 

Basic 

search Add / edit 



 

 
 

 

 

Explanation 

Codes 

Used to identify details about how a claim is priced. These must be identical to the 

codes used in Facets. 

Examples: INCLUDED IN BUNDLE, BUNDLED ALLOWABLE, PREOP DME 

Information Entered: Short and long description 

 

Pricing 

Category 

Codes 

Used to identify the type of claim or service for an episode. Pricing categories are 

used as the basis for assigning a price to a service. 

Examples: PHYSICIAN, HOSPITAL, SURGEON, POSTOP OFFICEVISIT30 

Information Entered: Long description 

 



 

 
 

 

Supple-

mental Data 

Used to identify additional information about a claim that is often used for 

reporting or tracking purposes. 

Examples: READMISSION, SURGICAL SITE INFECTION, IMPLANTABLE DEVICE 

COSTS 

 

Information Entered 

• Description (These are used in Episode Definition rule actions) 

• Data Capture Indicator (Data to capture and save when the code is used 

for a rule with a supplemental code qualifier; usually Code and Date) 

 

• Status (Active means valid and able to be used; it doesn’t necessarily mean 

they are being used) 

 

Close 

Reason 

Codes 

Used to identify why a patient bundle is ending prematurely. Claims with a date of 

service on or before the date the bundle is closed will be included if they qualify for 

the bundle. 

Example Scenario 1: A bundle is closed on the date of patient discharge because 

they are being transferred to another hospital, and the requirements state that no 

further claims qualify for the bundle. In this case, pre-op and procedure claims will be 

included in the bundle, but no post-op visits can be included. 



 

 
 

 

Example Scenario 2: A patient does both his left and right knee simultaneously, so 

bundle pricing would not be appropriate. This situation would be fee for service. 

Examples: PATIENT DEATH, TRANSFER, PROVTERM 

Information Entered: Short and long description (similar to cancel codes) 

 

Service 

Category 

Codes 

Used to identify claim groupings for reporting purposes and describe what type of 

service is being done. 

Examples: HOSPITAL MEDICINE, INTERNAL MEDICINE, OBSTETRICS AND 

GYNECOLOGY, EMERGENCY MEDICINE 

Information Entered: Description 

 

 

 

Add a Code 
To add a code, click  and enter the required information (such as a short and long description for a 

Close Reason code, below), then Save. 

 



 

 
 

 

Do not delete codes. Just because they aren’t being used in your bundle doesn’t mean they aren’t being 

used elsewhere. 

 

Dependencies 
Where do these codes end up, and where do they come from? 

After being inputted in this tab, codes appear elsewhere in PBA, such as in the Episode Definition rules 

and Patient Bundle tab. Here you can see a Close Reason Code, Pricing Category Code, Explanation 

Code, and Supplemental Code in the Episode Definition rules. 

    

 

Pricing Categories and Supplemental Data are shown in the Patient Bundle tab. 

 

 



 

 
 

 

Some codes come from Functional Design documents. Here is an example of how Explanation Codes 

(LK# format) are listed and mapped to the Episode Definition. This is for a knee surgery, but these 

explanation codes and pricing categories can be applied to other types of bundles. 

 



 

 
 

 

 

 

Provider sets 
These are groups of providers, such as a hospital group that has several locations. Disneyland does not 

yet use these, but there are entries in the system for potential future use. 

 

 

Conductors / Shared Savings Participants 
These track pricing methodology. They are empty and not used at Disneyland. Ignore this folder. 

  



 

 
 

 

Types of Care 
Types of Care is an imported list of nearly 100 categories that determine the order in which bundles are 

processed. These have an abbreviation, description, and episode type. These could potentially be used in 

the future for bundle auto-creation processing. 

Types of Care are currently only being used for analytic reporting, by PBA processes such as leveling, and 

for duplicate checking to prevent creation of duplicate patient bundles. For example, if episodes exist for 

a contracted hip replacement episode and a non-contracted hip replacement episode with the same Type 

of Care, bundles will not be created for both. 

 

 

             Search by Abbreviation or Description (or filter by episode type). 

 

Type of Care and Episode Type appear in the Episode Details tab of an Episode, though they can’t be 

edited there (they are greyed out). 

 



 

 
 

 

Qualifier Groups Tab                                  
 

Purpose of This Tab 
A qualifier group is a set of conditions that a claim must meet to qualify for a specific rule action. These 

groups refer to things like a particular hospital, procedure, surgeon, date range, or service. Individual 

qualifier groups can be strung together with AND/OR conditions or nested within each other. Qualifier 

types are individual conditions that comprise a qualifier group. 

Qualifier group names are abbreviated descriptions that indicate data such as the procedure type, facility, 

whether it’s pre- or post-op, and what type of service or item is being provided. For example, pre-operative 

durable medical equipment (DME) for a hip surgery at Sacred Heart Hospital might have this qualifier 

group: SACRED HEART HIP PREOP DME. 

 

Tab Layout 

 

 

Search and Filter Fields 
These are the standard fields used to search and filter qualifier groups. 

Column Title Definition 

Group Name Type qualifier group name elements to narrow your search—such as knee, 

Sacred Heart, preop, DME, or other items. 

Search 

+ filter 

Add New 

Edit 

selected 

group 

Add or edit 

nested 

qualifier or 

qualifier 

type 

Hide Groups 



 

 
 

 

Effective and 

Termination Date 

The options are before (<), after (>), or exact date (=) indicated. These dates 

are often from January 1 of a particular year to December 31, 9999. 

Created By / Created Enter your username and the date you created the qualifier group. 

Modified By / Modified Enter your username and the date you modified the qualifier group. 

 

You can change the fields displayed by clicking the arrow at the right of the column titles. This is true for 

all PBA tabs. 

 

 

Add or Edit Qualifier Group Fields 
When adding a new qualifier group or editing an existing one, complete these fields. 

Column Title Definition 

Group Name Qualifier group name. Like entries in the Codes tab, these are in all caps and 

use standard syntax and abbreviations for consistency and ease of 

interpretation. They also often include the provider and/or surgery type. 

Examples: 

• ALL KNEE POSTOP CPT 

• KADLEC REG ALL PROVIDERS PRPR ID 

• LAB VISIT KNEE PREOP DX 

Qualifier groups are designated in the tool with a G. 

Effective and 

Termination Dates 

Effective and Termination date range.  



 

 
 

 

Same Qualifier If two qualifiers measure the same thing, the chosen conditional (AND/OR) is 

used to link them. AND means both qualifiers must match the claim, and OR 

means only one must match. 

For example, a patient might need to be below 18 OR over 65 to qualify for a 

bundle. Age is measured both times, and someone can’t fulfill both categories 

at once, so the OR option is used. This field is often OR, because it allows for 

mutually exclusive ways to qualify for a single parameter, like age or location. 

Another Example for Same Qualifier (Qualifier Group Name "ALL DIAG M17"): 

ICD-10 Diagnosis - All Code(s) M17 

ICD-10 Diagnosis - All Code(s) M17.11 

ICD-10 Diagnosis - All Code(s) M17.22 

With the above scenario, 

• If the same qualifier is set to OR: if claim has any one of these 

diagnosis codes, it will qualify for the term. 

• If the same qualifier is set to AND: the claim must have all of these 

diagnosis codes to qualify for the term. 

Different Qualifier If two qualifiers measure different things, they are joined by the chosen 

conditional (AND/OR). AND means both qualifiers must match the claim, and 

OR means only one must match. 

For example, if a patient must be between 18-65 AND must have a certain 

provider. This field is often AND, which requires a claim to qualify in several 

different categories for inclusion. 

Another example for Different Qualifier: 

Place of Service Code(s) - Line 11 

ICD-10 Diagnosis - All Code(s) M17 

CPT-4 Procedure Code(s) – Line 99215 

• If the Different Qualifier is set to OR: The claim will qualify if the place 

of service is 11, or CPT code is 99215, or the diagnosis code is M17 

• If the Different Qualifier is set to AND: The claim will qualify only when 

the place of service is 11, and CPT code is 99215, and the diagnosis 

code is M17 

In Use Indicates whether a Qualifier Group is currently used in a rule or nested in 

another qualifier group. 



 

 
 

 

Add Qualifier Add a qualifier type inside of a main qualifier group. A qualifier type is a single 

qualifier, designated in the tool with a T. 

Add Qualifier Group Add a nested qualifier group inside of a main qualifier group. 

Reverse Result Checking this box when editing a qualifier group will select for the inverse of 

what is specified. If a qualifier is for ages 18-60, a reverse result will qualify 

everyone under 18 and over 60. 

 

Qualifier Syntax 
Below you can see the Group Name syntax, the G (for group) and T (for type) designations, Qualifier Type 

names, and qualifier Values. Claims can qualify at the line level or at the claim level, and this is included in 

the Qualifier Type name. If the qualifier type says “line,” it qualifies the at the line level. This is generally for 

a particular procedure or element of service (such as EKG and anesthesiologist below).  If it says “exists,” 

it qualifies at the claim level. This is for the entire claim. 

 

 

Add a Qualifier Group 
To add a qualifier group, click  at the top left of the screen. Add a name, dates, and the same / 

different qualifier values, then click Continue to add the nested qualifiers and qualifier types. A nested 

qualifier group is one that is inside another qualifier group. For dates, use the format MMDDYYYY. The 

system automatically inserts slashes when you press tab to advance to the next field. 

 

 



 

 
 

 

Add a Nested Qualifier Group or Qualifier Type 
Qualifier groups are a collection of qualifier types. When you select a qualifier group, you can then add, 

edit, or delete nested qualifier groups and types in the Edit window on the bottom half of the screen. The 

Edit and Delete options are clickable once you select a nested qualifier or qualifier type. 

 

Qualifier types have a single qualifying element, such as an age range or a provider, and they can be 

added to a qualifier group or directly to the episode definition. Adding types into qualifier groups is more 

common, because it is easier to update the qualifier group than to update an episode definition.  

There is a large dropdown (or up, in this case) menu to choose from more than 800 qualifier groups… 

 

… and also several qualifier types. 

 

Once you add a qualifier group or type, you assign its values and dates.  

 
 

Note the Reverse Result option in the qualifier group creation window above. This allows you to select 

everything BUT the designated data. For example, if the qualifier group specifies Kadlec as the provider 

and this option is checked, every provider EXCEPT Kadlec will qualify. 



 

 
 

 

 

 

Edit or Copy a Qualifier Group 
Edit or Copy Qualifier Groups to avoid doing them from scratch if a similar entry exists. Click the Settings 

gear at top right of Qualifier Group window. 

 

Don't Publish Qualifier Group from here. Experts on the team will publish from the Episode tab instead. 

The Delete option is greyed out if a qualifier group is in use. 

Click Qualifier Group Details to see a summary of what you're entered. It’s often easier to find any errors 

this way. See how the OR values below are used to allow people to qualify from one of multiple age 

groups or procedure codes. The AND values require people to qualify from all listed qualifiers. 

 

Either age 

range is ok 

Patient must also 

meet both these 

requirements 



 

 
 

 

 

 

Nested Qualifier Group Example 

In the example below, there is a main qualifier group (PT EVAL AND THERAPY HIP PREOP CPT) with two 

nested qualifier groups. To qualify, the claim must meet one criterion in each nested qualifier group. 

A Reverse Result 

will add “NOT” to 

the requirement. 

It’s common to see a 

“CPT” qualifier group 

with several 

procedure codes 

listed, joined by OR. 

This shows the 

processing window start 

Qualifier group has several 

nested qualifier groups 



 

 
 

 

 

  

Dependencies 
This is what qualifier group data looks like in the Build on Paper. All required fields are listed (a few aren’t 

shown here for space reasons), including the AND/OR designations, diagnosis and procedure codes, 

reverse result option, and whether the qualifier is a type or a group. 

 
 

Nested Qualifier Group 1 

Nested Qualifier Group 2 

Main Qualifier Group 

OR means that an item 

must match only one of the 

procedure codes in each 

nested qualifier group. 

AND means an item must 

qualify for both nested 

qualifier groups 



 

 
 

 

Qualifier groups and types appear in the Episode Definition tab. 

 
 

 

  



 

 
 

 

Episode Definition Tab                              
 

Purpose of This Tab 
Episode Definitions are rules that qualify a claim for a patient bundle. They attach qualifier groups to 

codes and tell the system what to do with a claim that meets certain criteria. For example, an episode 

definition might apply a certain price to a claim, assign a set of procedure codes, or indicate that a 

service is included in a bundle. There are rules that apply at the line level, at the claim level, and creation 

rules. The Description column lists all the details for that episode definition. 

 

Tab Layout 

 

 

Episode Definition Columns 
This table defines the blue column headings in the Episode Definition Details panel above. 

Column Title Definition 

Rule Number and abbreviated name of rule, which is designated in the Build on 

Paper. This name is often similar to the qualifier group, but without the facility 

name. These rules are in hierarchical order. They are processed one at a time 

down the rows, and changing the order can cause claims to be processed 

incorrectly. If a rule is met and marked “Complete” (the grey minus icon after 

the name below), the system stops looking for a match. 

Episode 

Definition 

rule list 

Episode 

Definition 

rule details 



 

 
 

 

 

Qualification Type Indicates whether the qualifier is a type (T) or a group (G). Qualifier types have 

a single data element, and qualifier groups are a collection of qualifier types. 

Qualification Qualification group or type name. 

Action The action taken if the claim or line within it meets the qualifications. Only one 

action can be assigned per rule. Possible actions: 

• Apply episode pricing (most entries are of this type) 

• Cancel patient bundle 

• Capture supplemental data 

• Close patient bundle 

• Exclude claim from patient bundle (claim level inclusion only; not seen 

in line inclusion) 

• Skip current section 

Description A list of all details in the episode definition rule. 

Effective and 

Termination Date 

The begin and end dates designated in the episode definition rule. These are 

usually January 1 of the relevant year to December 31, 9999. 

 

 

Add a New Episode Definition 
To add a new episode definition (rather than a single rule): 

1. Click  at the top left of the screen. 

2. Enter the definition name. 

3. Enter the description. 

4. Enter the effective dates as MMDDYYYY (the system adds the slashes so you can just enter 

12319999). 

5. Select the sections you want to include (choose Line Inclusion Rules Tier 1 and Claim Inclusion 

Rules Tier 1; Creation Rule is always included). 

6. Click Save. 



 

 
 

 

 

 

This is what the information for adding an episode definition looks like in the Build on Paper. 

 

 

Add an Episode Definition Rule - Creation Rule 
Creation rules tell the system to create a bundle if certain circumstances are met. For example, if a 

particular provider creates a certain claim type within a certain date range, a patient bundle is generated 

(or explicitly NOT created). Disneyland doesn’t currently use this feature but might in the future.  

 



 

 
 

 

 

 

Creation rules are included by default in the Episode Definition window as Section 1, so you’ll still see this 

listed: 

 

 

Add an Episode Definition Rule – Line or Claim Level 
Select the episode definition where you want to add the new rule. Click  to add a new episode 

definition rule. Note you can also edit, delete, cut, copy, and paste selected episode definition rules. 

 



 

 
 

 

The New Episode Definition Rule window appears. Complete the required fields based on the Build on 

Paper. Remember only one action can be assigned per rule. 

 

Episode Definition Rule Actions 
This section covers what to enter for each of the rule actions. There are two types of episode definition 

rules—line inclusion and claim inclusion. Line inclusions refer to a line in a claim, while claim inclusions 

refer to the entire claim. The only difference in the interface is that the claim inclusion has an “Exclude 

Claim from Patient Bundle” action that disqualifies the entire claim from being included in a bundle (this 

is used for patient transfer and death, among other things). 

 

Apply Episode Pricing 
This is the most used episode definition rule. The description and qualification information is at the top, 

and the specific action is selected and entered at the bottom. In the Qualifications window below, always 

set the Qualifier to Group, not Type. This ensures that qualifier revision updates will automatically apply 

wherever a specific qualifier is attached. Also, DO NOT check the Reverse Result box in the Qualifications 

area. Do that only in the qualifier group tab. 

 

 

 

List of 

possible line 

inclusion 

rule actions 
Specific action 

taken for this rule. 

Enter qualifier 

group (NOT type). 

DO NOT check 

Reverse Result. 

Episode 

definition rule 

name and dates 



 

 
 

 

Apply Episode Pricing Fields 

Column Title Definition 

Pricing Category This is defined in the Codes tab and used to identify the type of claim or 

service for an episode. You usually do not update this, as it’s decided upon 

when the procedure is scheduled.  

Explanation Code This is a dropdown list of the explanation codes defined in the Codes tab. 

Recall that these codes must be identical to the Facets explanation code 

definition. 

 

Update Patient Bundle 

Date 

Select how to update patient bundle dates if claim dates differ from the 

current patient bundle dates (for example, a delayed surgery date will shift 

the pre-op and post-op bundle window), or if patient bundle values do not 

already exist. This can be updated once the claim comes in, though it’s not 

commonly necessary, because the date has already been assigned. 

 

Assign Complication The default and most common option is Typical. Complications are defined 

in contracts and include things like pneumonia, infection, or sepsis. They 

often must occur within defined timeframe and be handled at an approved 

provider (so not all complications the patient might experience necessarily 

qualify). Warranties also qualify as complications and are in some of the 

Builds on Paper, but Disneyland does not yet use them. 

 



 

 
 

 

Supplemental Codes Used to identify additional information about a claim that is often used for 

reporting or tracking purposes. 

 

You can assign up to three of these codes, which were previously defined in 

the Codes tab. 

 

Mark patient bundle 

for claim re-evaluation 

This is often checked, so that no claims are missed if they come in late. 

 

Complete checkbox Once a claim qualifies for an episode definition, the PBA tool stops checking 

to see if it qualifies for others if this box is checked. Terms are hierarchical. 

 

The Complete icon is a minus sign in a grey circle and is at the right of the 

rule description. 

 

This box is almost always checked. Exceptions include patient death and 

patient transfer, as those situations require multiple actions. 



 

 
 

 

 

 

All the information above is available in the Build on Paper, shown below. 

 

 

Cancel Patient Bundle 
This action has only one field with a dropdown menu of options that are defined in the Codes tab. 

Canceled patient bundles cannot have any claims attached. 



 

 
 

 

 

 

Capture Supplemental Data 
This action has three fields with a dropdown menu of options defined in the Codes tab. A patient bundle 

can also be marked for claim re-evaluation here. 

 

 

 

 

 

 



 

 
 

 

Dropdown options: 

 

 

Close Patient Bundle 
This action has only one field with a dropdown menu of options defined in the Codes tab. Many of these 

options are also in the Cancel Patient Bundle dropdown menu. Claims cannot be added once a bundle is 

closed. 

 
 

 

Skip Current Section 
There is nothing to fill out for this action. 



 

 
 

 

 

 

Add Multiple Rules 
To add multiple episode definitions in succession, click Save rather than Save And Close when finished 

with each rule. 

 

 



 

 
 

 

Move Rules 
Rules are saved in the order they are created, but you can move them around. To move a rule, select and 

copy it, click on the rule it should come after, then paste it. To add a rule to the beginning of a section, 

click the section title, then paste it. Section 1 is for creation rules (Disneyland doesn’t currently use these), 

Section 2 is for line inclusion rules, and Section 3 is for claim inclusion rules. The “Content – Line 

Inclusion Rule(s) – Tier 1” section is shown below, both in the folder at the left and in the main window. 

 

 

 

Dependencies 
• Episode Definitions pull information from the other tabs in the PBA tool, such as the Codes Tab 

and the Qualifier Groups tab. Other information comes directly from the Build on Paper. 

• Episode Definition information feeds into the Episodes and Patient Bundle tabs. 

 

 

  



 

 
 

 

Episodes Tab                                               
 

Purpose of This Tab 
Episodes define details for a unit of care, such as a hip replacement or colonoscopy. These details might 

include associated contracts, effective dates, claim inclusion days, pricing method (prospective / 

retrospective), pricing rates, and providers. 

 

Tab Layout 
You can search episodes by ID, name, contract ID, episode definition, dates, pricing methodology, and 

other columns that you choose to add using the arrow icon at the far right. The tab has the usual options 

of New, Open, Cut, Copy, Paste, etc, at the top left. 

 

 

Add a New Episode 
To create an episode, click New. 

 

 

There are several tabs to complete when you are creating or editing an episode. 



 

 
 

 

 

Episode Details 
General information about the episode is entered here. A few items are visible, but not alterable, when in 

Edit mode. 

 

 

Episode Details Tab Fields 

Column Title Definition 

Episode Name Note that the episode name begins with a year (2020 or 2021) but the episode 

definition does not. This is because the rates change every year and require a 

new episode in which they’re defined, but the general episode definition often 

remains the same and can be reused year after year. Episodes have a date 

range of January 1 through December 31 of the same year. 

Episode Definition Episode definition previously defined in the Episode Definition tab. 

Effective and 

Termination Dates 

The start and end date for when the episode applies, which is based on the 

provider contract. These are currently usually January 1 – December 31 for 

the relevant year, but this could change in the future. 



 

 
 

 

Length of Stay Some hospitals require mandatory hospital stays, which can be used to 

calculate a discharge date if one hasn’t been provided. However, this field is 

not used with Facets claim data, so Disneyland is not currently using this field. 

It also might override other dates, such as discharge / end dates. 

Run Out This is not currently being used. It defines the number of days after the patient 

bundle end date that claims can still qualify for inclusion in a patient bundle. 

The default value is 90 days.  

Episode Type This is defined in the Codes tab and selected when creating a new episode. It 

is visible here but can’t be altered.  

Examples: CHRONIC, PROCEDURAL, ACUTE 

Type of Care This is defined in the Codes tab and selected when creating a new episode. It 

is visible here but can’t be altered. 

Examples: ASTHMA, BREAST CANCER, KNEE ARTHROSCOPY 

Claim Inclusion 

Method 

This is selected when creating a new episode. It is visible in Edit mode but 

can’t be altered. You can choose either Days or Months. 

Days Before 

Admission/Service 

and Days After 

Discharge/Service 

Once a claim qualifies to trigger a patient bundle, these dates are used to set 

the patient bundle date window. The default for these fields has been 30, but 

they might change depending on the bundle type. For example, maternity has 

a longer duration of care than a typical knee surgery.  

Bundle Duration 

Months 

If you choose months instead of days in the Claim Inclusion Method, fill in this 

field rather than the Days fields.  

Pricing Methodology This is selected when creating a new episode. It is visible here but can’t be 

altered. The options are Prospective and Retrospective. Prospective pricing 

occurs when PBA prices and includes the claim in the bundle. Retrospective 

pricing occurs when the claim is a fee for service and is included for reporting 

purposes only. 

Episode Budget This is an assigned baseline price for an episode (for comparison or reporting 

purposes). 

Episode Condition 

Minimum 

This is the minimum dollar amount required for patient bundles tied to this 

episode. This field is not currently being used by Disneyland. 

 

Episode Contracts 
This tab contains Contract IDs for all contracts that should trigger PBA to create a patient bundle. 



 

 
 

 

 
 
 

Episode Pricing 
This tab contains rates and other cost information for all categories in the episode. 



 

 
 

 

 

 

Episode Pricing Tab Fields 

Column Title Definition 

Category Service Category defined in the Codes tab that describes the type of service 

being done. There is no limit to the number that can be added. The tool 

automatically alphabetizes them as they’re entered. 

Rate Dollar amount for the service on a claim. This is often $0 except for the facility 

fee, which is often the entire budget for the patient bundle. 

% of Allowed The percentage of the total cost that the patient is responsible for. If a rate 

has been inputted, this field must remain blank. You can only have one or the 

other. 

Dollar Limit Limit on the cost of a particular service for an episode. If used, the dollar limit 

must be equal to or larger than the rate. This field is optional. 

Frequency Limit This determines how many times a code be used on a claim, such as how 

many visits or services of this type are allowed before the limit is hit. This is 

only used with “% of Allowed” above. It is never used with Rate. Also, either a 



 

 
 

 

dollar limit or a frequency limit is possible. You can’t have both. This field is 

optional. 

ITS Pricing Flag ITS membership is a Blue Cross Blue Shield designation and is assigned when 

creating a patient bundle (not in the episode pricing area). This doesn’t change 

the pricing; it just changes how it appears on a claim. This is the dropdown 

menu: 

 

• Carve Out (1CO) -- Fee for service. 100% of what is allowed. This is for 

things that aren't included in a bundle, but are rather "carved out" of 

contracts, such as pharmacy items. 

• Global Price (1GL) -- The set price for the episode. 

• Include in Global (1ZO) – Item that is included in the set global price. 

• Leakage (1LK) – Used for out-of-network or out-of-bundle services 

• Stop Loss (1SL) – If a cost reaches a certain threshold, this flag is 

assigned to keep patients from paying out of pocket. 

• None (NULL) – Default value 

Benefit Override Use the benefit override feature to define an indicator that PBA should send to 

the core claim system to indicate that member liability may be impacted for a 

particular claim. Facets requires a two-character indicator in this field (such as 

“BO”).  

 

 

Episode Providers 
This tab lists the Provider IDs and dates. The Creating field set to Yes means that the provider is billing. 

Provider Sets are listed here and can be added to, but Disneyland is not yet using them. 



 

 
 

 

 

 

Conductors / Shared Savings 
This tab is for administrative and analytical purposes only. You can ignore it. 



 

 
 

 

 

 

Copy an Episode 
You can copy episodes just like you can episode definitions. This is helpful when creating episodes for a 

new year and rate based on the previous year’s episode definitions. Just copy the previous year’s episode 

and update the year and rate. 

 

 

Publish an Episode 
ONLY experienced members on the Disneyland team may publish at the Episode level using the button at 

the top right of the screen. Individual or multiple episodes can be published at once. 



 

 
 

 

 

 

Dependencies 
• Episode details, contract IDs, and pricing are pulled from the Build on Paper. The spreadsheet 

sections (blue title rows) correspond to the tabs they populate in the PBA tool. 

    

• Episode names appear in the Patient Bundle Tab. 

 

 

 

  



 

 
 

 

Patient Bundle Tab                                     
 

Purpose of This Tab 
A patient bundle is a collection of claims that qualify for an episode for a specific claimant and date 

range. Examples of claims that might be included in a patient bundle for a hip replacement include a 

primary care visit, orthopedic consult, pre-surgical blood work, anesthesiologist, and physical therapy. 

 

Tab Layout 
These fields can be searched, filtered, and modified by selecting others from the dropdown menu at the 

right, like elsewhere in the tool. The entire field list is shown at the right. 

   

 

Tab Navigation: Search and Filter Fields 
These are the standard fields seen above that are used to search and filter patient bundles.  

Column Title Definition 

Bundle ID This is autogenerated when a patient bundle is created and ties the Facets 

claim to the patient bundle in PBA. 

Status The bundle status has a dropdown menu. 



 

 
 

 

 

• Active – Bundle is currently open and in use. 

• Canceled – Bundle is terminated before being completed. 

• Complete – Bundle has reached the end date. Claims can still be 

accepted through the claim re-evaluation process. 

• Pending –Rarely used field that indicates a temporary technical or other 

error. 

• Post Run Out – Disneyland doesn’t use run out dates (after this date, the 

claim isn’t accepted into bundle). 

Claimant ID Disneyland Facets Subscriber ID number. 

Claimant Name Patient name 

Provider ID Facility or medical professional ID 

Start and End Date These are auto-populated by the system. Note that the start and end dates 

for a bundle are for a specific date range, rather than the generic 01/01 – 

12/31 range often used for episodes and episode definitions. These dates are 

generally 30 days prior to the admission date (trigger start date) and 30 days 

after the discharge date (trigger end date). 

You can select any date before (<) or after (>), or an exact date (=). 

Episode Name This is defined in the Episode tab. 

Methodology This is the pricing methodology (prospective or retrospective), which is 

defined in the Episode tab. 

 

  



 

 
 

 

PBA Bundle Dates 
There are a few types of dates referred to in PBA, which can be confusing. There are also multiple terms 

for the same type of date. This timeline shows the entire processing window—from 30 days before the 

admission to 30 days after discharge (this window can vary)—and the various terms used for each date. 

 

 

 

 

 

 

Patient Bundle Claim 
When you click into a specific bundle, this screen appears. Note that if a claim in this patient bundle has 

supplemental data, it is listed in the lower window. Here, that includes several pre-op office visits and x-

rays. 

 

 

Start Date 
(effective date) 

4/30 

Trigger Start Date 
(admission) 

5/30 

Procedure 
6/1 

Trigger End Date 
(discharge) 

6/3 

End Date 
(termination date) 

7/3 

 30 days →  30 days → 



 

 
 

 

Top Row Financial Information 
Note the cost information above the main window that lists all the bundle claims. 

 

• Total Episode Price - What has been allowed to the episode so far. 

• Episode Budget – Average cost of this type of episode as determined by Healthcare Economics. 

Set in Episodes tab. 

• Episode Variance - Difference between episode budget and total episode price. 

• Non-complications and Complications – Splits charges out between these two areas 

(Complications might include pneumonia, infection, or sepsis within a week of surgery and are 

defined in the Episode Definition > Apply Episode Pricing area). 

• Total charges – Total cost of everything billed without the bundle discount. 

Clicking the information icon  next to the Bundle ID brings up basic information: 

 

 

Search and Filter Fields 

Column Title Definition 

Claim Number Claim number attached to bundle 

Line Line item number on the claim form in Facets. 



 

 
 

 

There are six total lines listed below as qualifying in PBA for claim number 

909010000400. 

 

Provider ID Provider ID  

Provider Name The provider can be a facility or a person. 

Pricing Category This is defined in the Codes tab and is used to identify the type of claim or 

service for an episode. Pricing categories are used as the basis for assigning 

a price to a service. 

Total Charges Total charges for a service before fee schedules, bundle pricing, or splitting is 

applied. 

Threshold Price After a claim hits this price, different rules might apply, such as a claimant 

paying a different percentage of a bill. This feature is no longer available. 

Pre-Episode Price The allowed amount from Integrated Pricer before the claim goes to PBA. 

This could be lower than the total charges due to fee schedules and network 

pricing in Facets. 

Episode Price Charges billed to the episode for a particular service.  

Split Pre-Episode Price If a bundle is split between two or more providers, this lists the allowed 

amount from Integrated Pricer for the provider in question before the claim 

goes to PBA. 

Split Episode Price If a bundle is split between two or more providers, this lists the price for the 

provider in question.  



 

 
 

 

Complication This is for charges that qualify as complications (defined in Episode 

Definition > Apply Episode Pricing section). 

 

Auto-creating Patient Bundles 
PBA can automatically create patient bundles based on patient claim data, claim rules, the episode type 

defined in the Codes tab, and the date range defined in the Episode Details tab, shown below. Disneyland 

does not currently use this feature—all bundles are manually created—but it might in the future. 

 

 

Add a Patient Bundle 
Click New to add a patient bundle. 

 

The fields to complete are the same as in the table above, with a few exceptions: 

Once you fill in the Claimant ID and suffix, the Claimant Name automatically populates. If the Claimant 

Name displays “Loading” instead of a name, DO NOT save the bundle. Submit a ServiceNow request (see 

KB0021684). The Procedure Date is the surgery date. The Trigger Start Date is the admission date, and 

the Trigger End Date is the discharge date (sometimes all three of these dates are identical, as below). 

These dates automatically update the Processing Date Window. Claims submitted outside of this 

window will not be considered until the claims re-evaluation process happens. All fields are required. 

Episode Type 

Type of Care 
(neither editable here) 

 

Days Before/After 

Service define the 

date range 



 

 
 

 

 

 

The timeline below is from the PBA Dates section in Getting Started. The above dates are applied: 

 

 

 

 

 

Dependencies 
• The Patient Bundle takes information from the Codes, Episode, and Episode Definition tabs. There 

is no Build on Paper associated with this tab. 

 

  

Start Date 
(effective date) 

10/27/20 

Trigger Start Date 
(admission) 

11/26/20 

Procedure 
11/26/20 

Trigger End Date 
(discharge) 
11/26/20 

End Date 
(termination date) 

12/26/20 

 30 days →  30 days →  0 days →  0 days → 



 

 
 

 

Patient Death and Transfer                        
 

This is not a tab. Patient death and transfer are handled a bit differently from other situations, so this 

section explains the processes. There are four steps to processing these claims: 

1. A bundle is closed based on a claim’s discharge status (indicating death or transfer). 

2. Supplemental data for that claim is collected (discharge status codes). 

3. Line inclusions for subsequent claims are no longer processed. 

4. Those subsequent claims are excluded from the closed bundle. 

 

Build on Paper 
 

This is the Build on Paper for Episode Definition line inclusion rules (Section 2). Note that each 

EXCLUSION rule has the Action of Skip Current Section, which means no more rules are processed in this 

section. This is because if the patient is deceased or transferred, no other line items (such as EKGs or 

office visits) would be relevant. The tool then moves on to claim inclusion rules (Section 3). 

 

 

This is the Build on Paper for Episode Definition claim inclusion rules (Section 3): 

 

The specific numbering is just an example and could vary for other builds (e.g., 3.1, 3.2, 3.3). 

For patient death: 

• 3.1 indicates that the patient has died, and the claim should be excluded from the patient bundle. 

No more rules will be processed (Complete = Yes). No more claims can be processed. If further 

claims do come in, they are investigated.  

• 3.3 indicates that the patient has died, and the patient bundle should be closed. Further rules will 

be processed (Complete = blank).  

• 3.4 indicates that supplemental data should be captured. Further rules will be processed 

(Complete = blank). 

• While rule 3.1 is listed first, it happens in the system after 3.3 and 3.4. Rules 3.3 and 3.4 close the 

bundle and capture relevant data, so that when an additional claim comes in, rule 3.1 is then 

applied. Rule 3.1 impacts claims that come in after the initial claim that triggers bundle closure.  



 

 
 

 

For patient transfer: 

• 3.2 indicates that the patient has been transferred to another facility, and the claim should be 

excluded from the patient bundle. No more rules will be processed (Complete = Yes). No more 

claims can be processed. If further claims do come in, they are investigated. 

• 3.5 indicates that the patient has been transferred to another facility, and the patient bundle 

should be closed. Further rules will be processed (Complete = blank). 

• 3.6 indicates that supplemental data should be captured. Further rules will be processed 

(Complete = blank). 

• The same order is relevant for patient transfers as patient death. Rules 3.5 and 3.6 are processed 

first when a claim indicates a transfer. They close the bundle and capture relevant codes. Rule 3.2 

is then applied to any additional claims that come in after the bundle has been closed. 

 

This is the Build on Paper for the Qualifier Groups. 

 

The top two qualifier groups add the relevant discharge statuses for death (20, 40, 41, 42) and transfer 

(02 here, though 03 and 04 are also possibilities). 

The bottom two qualifier groups (with EXCLUSION) add the relevant supplemental data codes (see 

Episode Definition rules 3.4 and 3.6 in the Build on Paper, which indicate that these should be captured). 

 

PBA Tool 
 

This is how these episode definition rules and qualifier groups are applied in the PBA tool. 

 

Copy or Assign Qualifier Groups 
 

You have a few options when adding a Qualifier Group to an Episode Definition rule. 

These qualifier groups should already be in the PBA tool, as they’re not specific to a particular bundle. 

They can just be selected in the Episode Definition tab when creating a rule.  



 

 
 

 

 

However, you might need to add discharge or other codes to a qualifier group, in which case you can just 

edit the existing group (see the Qualifier Group section of this document). 

Finally, you can copy an existing Qualifier Group, modify it as needed, and save it under a new name, such 

as 2021 PATIENT DEATH or PROVIDENCE TRANSFER (see the Qualifier Group section of this 

document). 

 

Add Qualifier Groups 
 

To add a PATIENT DEATH Qualifier Group from scratch that will capture supplemental data: 

1. Select the Qualifier tab and click . 

2. Enter PATIENT DEATH as the group name (or the name designated in the functional design). 

3. The Same Qualifier should be OR, and the Different Qualifier should be AND, based on the Build on 

Paper above. The date can be from January 1 of the relevant year through December 31, 9999. 

Select Continue. 

 

4. Add the qualifier type of Discharge Status with each of the proper values, then click Save. 

 
 

Patient death codes: 
20 – EXPIRED 
40 – EXPIRED: HOME, HOSPICE 
41 – EXPIRED: MED FACILITY, HOSPICE 
42 – EXPIRED, UNKNOWN, HOSPICE 

Patient transfer codes: 
02 – DISCH/TRANSF: OTHER I/P FAC. 
03 – DISCH/TRANSF: SNF 
04 – DISCH/TRANSF: ICF 
 

 

These are the codes currently in use, but they might change. 

 

 



 

 
 

 

Copy Episode Definition Rules 
 

Episode definition rules already exist for patient death and transfer, so they can just be copied from an 

existing episode definition and pasted into a new one (like Qualifier Groups). 

 

1. If an Episode Definition has not yet been created, you must do this first (see the Add a New 

Episode Definition section of this document). 

 

2. In the Episode Definitions tab, click an episode definition that contains a patient death or transfer 

rule you want to use. 

 
 

3. The rules appear in the bottom half of the screen. Select the rule you’d like to use (any of the ones 

listed below are relevant) and click Copy. 

 
 

4. Go into the new episode definition, click the rule that goes above where you want the new rule, 

and click Paste. If the rule belongs at the top of the section (such as rule 3.1), click the section 

heading itself.  

 
 



 

 
 

 

Add Episode Definition Rules 
 

The steps below refer to how to create these episode definition rules form scratch. While you likely won’t 

need to do this for patient death and transfer, this lets you see how they are constructed and what they 

contain. Select the rule above where you want to add the new episode definition rule, then click ADD. If 

the rule belongs at the top of the section (such as rule 3.1), click the section heading itself. 

 

For PATIENT DEATH EXCLUSION or TRANSFER EXCLUSION line inclusion rules (Section 2): 

1. Open the Episode Definition Rule.  

2. Add PATIENT DEATH EXCLUSION or TRANSFER EXCLUSION as the Description and Qualifier 

Group. 

3. Select Skip Current Section as the Action. 

4. Check the Complete box. 

 

 

For PATIENT DEATH or TRANSFER claim inclusion rules (Section 3): 

1. Open the Episode Definition Rule 

2. Add PATIENT DEATH or TRANSFER as the Description and Qualifier Group. 

3. Close the patient bundle with the Close Reason Code PATIENT DECEASED or PATIENT 

TRANSFERRED TO A DIFFERENT FACILITY. 



 

 
 

 

4. Do not check the Complete box.  

 

  

PATIENT DEATH 

 PATIENT DEATH 

PATIENT DEATH 



 

 
 

 

 

To capture PATIENT DEATH or TRANSFER Supplemental Data: 

1. Open the Episode Definition Rule for claim inclusion. 

2. Add PATIENT DEATH or TRANSFER as the Description and Qualifier Group. 

3. Select Capture Supplemental Data as the Action. 

4. Do not check the Complete box. 

 

If you click Details (see above) to view the qualifier group details, they are listed: 

 

 

 

For PATIENT DEATH EXCLUSION or TRANSFER EXCLUSION claim inclusion rules (Section 3): 



 

 
 

 

1. Open the Episode Definition Rule for claim inclusion. 

2. Add PATIENT DEATH EXCLUSION or TRANSFER EXCLUSION as the Description and Qualifier 

Group. 

3. Select Exclude Claim from Patient Bundle as the Action. 

4. Check the Complete box. 

 

 

 

View in PBA Tool 
 

This is what the Episode Definition tab inclusion rules look like once created. Note that in the example 

below, only the Exclusion rules have a Complete icon . The other rules close the relevant patient 

bundle, then capture supplemental data, and allow for more rules to be processed.  
 

 



 

 
 

 

 

 

This is what the PATIENT DEATH Qualifier Group tab looks like in PBA. It attaches one of the four 

discharge statuses (listed in the Value 1 and Value 2 columns). A TRANSFER qualifier group would do the 

same for transfer statuses. 

 

 

The supplemental data (such as qualifier group and transfer codes) is listed in the Patient Bundle 

Supplemental Data area. 

 

 

 

  

PATIENT DEATH 



 

 
 

 

Resources and Troubleshooting               
 

Websites 
• URL REMOVED 

• URL REMOVED 

• URL REMOVED 

 

http://pbawbaits:8443/networx-pba-webui/
http://pbawbaits:8443/networx-pba-webui/
http://pbawbaits:8443/networx-pba-webui/

