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Catalonia: our health and social services system
Social services Healthcare services 

• Exclusive powers to regional & local government 

• Run by local and regional governments 

• Majority of powers for the regional governments
according to Spanish law

• Run by regional government

Different maps of service delivery areas

Universal coverage and free access to some services 
(no equity among councils)

Universal coverage & free access

Funded by taxes but with co-payment for some 
services

Funded by taxes. Co-payment in pharmaceutical 
products

Multi-provision model 

Wide range of services covered publicly by regional 
government and by local authorities, provided 

directly publicly or  by the Third Sector or private 
providers.

Wide range of publicly covered services provided 
mainly in public facilities

Good network of Primary Health Care (PHC) services 
with practices/PHC centres covering 20-40.000 inh.

Budget: €2.505 million
€2,,090 million: regional government

€415 million: local authorities

Budget: €10.300 million

Municipalities (>800) are responsible for financing partially 
and organising some social care services like Social Home Care



• 369 Primary Care Teams  
• 69 Acute care hospitals (14,072 beds) 
• 96 Long-term care centers (“sociosanitari”)
• 41 Mental healthcare centers

Catalan Healthcare System

Primary Health Care (PHC):
• Home health care is developed within PHC teams

• Each PHC: 20.000-40.000 inh.
• Almost 1500-2000 inh. per family doctor and 

community nurse
• Salaried + Bonus related Payment x Performance 

(betw. 8-12% salary) + Capitation adjustment in FD
• Availability specialty in family Medicine (4y.) and 

Community Nursing (2y.)
• Incentives related to PHC evaluation framework 

for all professionals



Intense ageing in Spain

Source: United Nations, 2022

Population over 65 y.:
From current 20% till 36% in 2050

Population over 80 y.:
From current 6% actual till 14% in 2050
21% in 2100

https://population.un.org/wpp/

Spain will 
have one of 
the ageing 
populations 
in the world

https://population.un.org/wpp/


Source: Catalan Health Plan 2011-2015.

The Catalan Health Plan 2011- 2015  

Health Programs: 
Better health and quality 
of life for everyone

Transformation of the care 
models: better quality, 
accessibility and safety in 
health procedures

Modernisation of the 
organisational models:  a 
more solid and sustainable 
health system

I

II

III

For each line of action, a series of strategic projects will be developed, 
which make up the 31 strategic projects of the Health Plan.

9. Improvements to information, transparency and evaluation

1. Objectives and health programs

7. Incorporation of professional and clinical knowledge 

6. New model for contracting health care
5. Greater focus on the patients and families

8. Improvement of the government and participation in the system

2. System 
more 
oriented 
towards 

chronic
patients

3. A more 
responsive 
system from 
the first levels

More PHC !!!

4. System with 
better quality 
in high-level 
specialties

Launched at the end 2011 and finished at December 2015

End of 
2011



Adapted by Jordi Amblas of Kuipers P et al. Complexity and Health care: health practitioner workforce 
services, roles, skills and training, to respond to patients with complex needs (2011)

Conceptual model of complexity (the second conceptualization)

SOCIAL 
COMPLEXITY

https://www.c3rg.com/clipscomplexitat
https://es.c3rg.com/clipscomplexitat

Multimorbidity / Frailty /
Severity / Progression

Social determinats / 
Family / Housing

Great “fragmentation”:
multiple providers

https://www.c3rg.com/clipscomplexitat
https://es.c3rg.com/clipscomplexitat


PCC
Multimorbidity 

Severe unique disease
Advanced frailty

MACA
Limited live prognosis 
Palliative approach,  

Advance care planning

Two profiles of complexity

Stratification must be validated by clinicians determining “complex 
chronic condition and advanced chronic disease” condition

Nowadays 2,5% and 0,3% of general population are identify as 
PCC and MACA respectively



SHARED INTERVENTION 
PLAN (PIIC)

•Diagnostics
•Medication Plan
•Allergies
•Recommendations in case of 
CRISIS/acute exacerbations: 
dyspnea, pain, fever, behavior 
change
•Advanced Care Planning: 
preferences, values, therapeutic 
adequacy
•Multidimensional Assessment: 
functional, cognitive and social 
risk
•Social Services utilization: 
Home care, Home help, telecare, 
case management
•Emergency admissions and 
A&E visits in last 12 months
•Living alone ?
•Caregiver information

BUT only available a 
PIIC elaborated and 
published by PHC (?)



Multimorbidity unified data base in Catalonia

Insured data source
NIA, demographic data

Diagnosis data base

NIA, tipus_codi, codi, data dx ,UP, 
tipus_UP

“Contact” data base

NIA, dates contacte ,UP, tipus_UP, 
urgent, CatSalut, T_act.

MDS-Hospital

MDS-PHC

MDS-MH

MDS-Long Term 

MDS-A&E

Central Registered
Insured 

Health Problems

Pharmacy (PHC 
and hospital 

provided)

Pharmacy data base

NIA, ATC, data dispensació, unitats, 
Import

Mortalitat (INE)

Data sources

MDS-Social Services
Not yet !!!



Stratification in Catalonia: construction own home made 
multimorbidity grouper (GMA)

GMA
RSC

Identification 
people at risk

Proactive measures

Classification people 
at risk

Segmentation for the 
proactive management of 
people at risk

Identification and 
recording at ehealth
record



Home Made Catalan “GMA” multimorbidity grouper 

1%

4%

10%

35%

50%

Mortality Hospital. Expenses Cumul.

26,8% 171% 14215 € 15%

7,5% 56% 5804 € 40%

1,2% 20% 2353 € 65%

0,2% 7% 741 € 93%

0,1% 1% 141 € 100%

gma

All citizens could be distributed in different segments related to 
expected risk of hospitalization, death, high intensive PHC and
pharmacy utilization





GMA 4  High Risk



Source: MSIQ, Catsalut
https://msiq.catsalut.cat/

Multimorbidity burden of people included in Home Care programs

Home Care 
population

General 
population

*The darkest red color 
the more multimorbidity burden

It is possible to identify individual 
persons with different burden of MM

Home 
Care

https://msiq.catsalut.cat/


Age-related morbidity burden related to chronic conditions

COPD
Heart 
Failure

Coronary 
heart disease Cirrhosis

Chronic 
kidney 
Failure

*The darkest red 
color 

the more 
Multimorbidity 
(MM) burden

Source: MSIQ, Catsalut
https://msiq.catsalut.cat/

https://msiq.catsalut.cat/


“High need” people profile

PCC:
Complex 
Patients

MACA:
Advanced 
Chronic 
Disease

Home 
Care

Residential
Care

General 
Population

*The darkest red color 
the more Multimorbidity (MM) burden

It is possible to identify individual 
persons with different burden of MM

Source: MSIQ, Catsalut
https://msiq.catsalut.cat/

https://msiq.catsalut.cat/


Source: Catsalut, 2022

Emergency admissions rate

4,8

38,7

56,2

42,7

33,3

0 10 20 30 40 50 60

General Population

PCC (Complex)

MACA (Adv. Chronic Dis.)

Home Care

Residential Care

Emergency admissions x 100 people

“High need” people profile

x 23 utilization of 
Long Term care 
facilities



“High need” people profile

Emergency admissions rate x 100 people in Home Care (county level) 

Source: Catsalut, 2022
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54,6

0,0
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50,0

60,0

Rate of emergency admissions in Home Care

Mean Catalunya 42,7



Emergency admissions related to Chronic cond. exacerbation

Information available at 
“county” level
Less than a half 
emergency admissions 
compared to Catalan 
average (-55%)
(x 100.000 inhab.)

Source: Catsalut, 2022

“La Garrotxa” is an high 
performing Integrated Heath 
and SOCIAL Care model

(“Catalan Torbay”)



Number of contacts in Primary Health Care

“High need” people profile

Source: Catsalut, 2022 (data from 2021)
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Mortality x 1000 people

“High need” people profile

Source: Catsalut, 2022 (data from 2021)
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Why is needed Integrated Health and Social Care?



INTEGRATED CARE (Health + Social Care): WHY IT IS NECESSARY?

HEALTH NEEDS
(provided by 
health services)

CLINICAL 
COMPLEXITY

SOCIAL 
COMPLEXITYMERCÈ

SOCIAL CARE 
NEEDS (provided 
by social services)



Which population could benefit from 
Integrated Care?



Which population could benefit from Integrated Care (IC)?

1.000.000 people with 
current social care needs 
who potentially could benefit 
from Integrated Care

1.000.000 people with 
current health needs who 

potentially could benefit 
from Integrated Care

750.000 people with concurrent 
Health and social care needs 

requiring Integrated Care

(100.000 with both complexity –health and social-)

 Children and adolescents with 
complex needs

 Frail elderly people

 People with complex needs 
(“PCC”) –including complexity 
in Mental Health-

 People with Advanced Chronic 
Disease (ACD) requiring 
pal.liative care orientation 
(MACA)

 People with disability

 People with impairment

 People with social 
vulnerability



  

  

STRATEGY 3: 
INTEGRATED  
CARE

INTEGRATED CARE: CONSIDERATIONS IN CATALAN CONTEXT



Source: Departament TASF, 2020

New Strategic Plan in Social Care Services (PESS)

https://treballiaferssocials.gencat.cat/ca/ambits_tematics/serveis_socials/pla-estrategic-
de-serveis-socials-de-catalunya/PESS2020-24/

Intersectoriality

Community Care and 
prevention

GOVERNANCEREDESIGN

CITIZEN AND PROFESSIONALS

INTEGRATED CARE !!!

COMMUNITY CARE 
AND PREVENTION

https://treballiaferssocials.gencat.cat/ca/ambits_tematics/serveis_socials/pla-estrategic-de-serveis-socials-de-catalunya/PESS2020-24/


2005

1986 2014

2019

PAISS

CONSTRUCTING AN AGENCY OF INTEGRATED CARE: 
PREVIOUS ATTEMPTS IN CATALONIA



What is the current proposal in Catalonia? 



PRIORITIES in Catalonia in INTEGRATED CARE

Creation of

Participated both by Department of Health and Department of 
Social Rights

Integrated Care in RESIDENTIAL CARE

Integrated HOME CARE (involving health and social care)  

integrated Care in MENTAL HEALTH

Integrated INFORMATION AND COMMUNICATION SYSTEMS

Deployment of PRIORIZED PROJECTS OF INTEGRATED CARE

AGENCY OF HEALTH AND SOCIAL CARE INTEGRATION



DECEMBER 2021 JANUARY 2022 FEBRUARY 2022NOVEMBER 2021 MARCH 2022

REVIEW OF 
AGENCIES

(NATIONAL AND 
INTERNATIONAL) 

AND 
IDENTIFICATION 
OF POTENTIAL 

FUNCTIONS

FIRST MEETING OF
ADVISORY COMMITEEE

STARTING PARTICIPATORY 
PROCESS

ELABORATION OF 
PRELIMINAR MEMORY

CONSTITUTION OF 
CORE TEAM 
(Health & Social 
Care)

PUBLICACIÓ DE 
LA PÀGINA WEB

APROVAL OF PRELIMINAR 
MEMORY

PUBLIC 
CONSULTATION of 

BILL

WORK WITH ADVISORY COMMITTEE ABOUT POTENTIAL CHARACTERISTICS AND 
FUCTIONS OF THE AGENCY

Creation of AGENCY OF INTEGRATED HEALTH AND SOCIAL CARE

INTENSIVE AND EXTENSIVE 
INTERVIEW WITH NATIONAL 

AND INTERNATIONAL EXPERTS



JAN 2023MAY 2022 JUNE 2022

REGULATORY 
DEVELOPMENT 
OF THE LAW

WORK GROUP ABOUT CITIZEN PARTICIPATION

ANALYSIS OF INFORMATION AND 
DEFINITION OF  

CHARACTERISTICS AND 
FUNCTIONS OF THE AGENCY (2-3 

SCENARIOS)

Creation of AGENCY OF INTEGRATED HEALTH AND SOCIAL CARE

SEPT 2022 OCT 2022

AP
R 

20
22

PARTICIPATION GROUPS WITH 
MULTIPLE STAKEHOLDERS 

(ENTITIES, EMPLOYERS, TRADE UNIONS, 
USERS,…)

INTENSIVE AND 
EXTENSIVE 

INTERVIEW WITH
NATIONAL AND 

INTERNATIONAL 
EXPERTS

DECISION ABOUT 
CHARACTERISTICS AND 

FUNCTIONS OF AGENCY

NOV 2022 DIC 2022

INCORPORATION 
OF LOCAL 
ADMINISTRATIONS



INTEGRATED 
CARE IN 

RESIDENTIAL 
CARE

2n SEMESTER

2022

1er SEMESTER

2022

Integrated health care of people who live in residential 
homes involving Primary Health Care teams (PHC) in the 

integrated care pathways

1A
Initiate deployment of the model of health care for residential homes:
Primary care involved and highly engaged (Family doctors + Nurse 
Primary Care case managers)

1er SEMESTER

2022

Monitor implementation of the model of care according expected 
results and outcomes.

1B

Initiate a new model of pharmaceutical care for the people living in 
residential homes 

1C

Deployment of PRIORISED PROJECTS OF INTEGRATED CARE

Deploying EPHC record in residential homes + Interoperability between 
ePHC and own electronic records in residential homes 

1D



Current situation in Home Care: how to construct “Shared Care”?

Home Health Care (by 
Primary Health Care)

Palliative Support 
Teams

Mental Health

Hospital at Home

Home care 
Rehabilitation

Home Help Services

Telecare

999 SEM-
Emergency 

Services

PHC Out of 
Hours

Loan Appliances / 
Occupational Therapy

Social Care Services

Social Day Care

Dependency 
assessment Teams

Day Care Facilities

At the same time there is a large number of professionals and organizations 
with different information systems, commissioning and financing

Volunteer Sector

“SAD”

H
ea

lt
h

So
cial



INTEGRATED 
HOME CARE

Deployment of a model of Integrated Home Care 
(IHC) in Catalonia.

2022-
2023-
2024

Promote incorporation of key components of Integrated Home Care  in 
Catalonia, reaching 50% territories covered by IHC of Catalonia in 20241B

2022-
2023-
2024

1A Initiate implementation of a model of Integrated Care (named 
“PAID”) in 10 territories in different regions overall Catalonia

2022-
2023-
2024

Incorporate in the model a better coverage of home care aids supply 
and aids and Occupational Therapy1C

Deployment of PRIORISED PROJECTS OF INTEGRATED CARE



Integrated ICT Priorities

OBJECTIUS 
I ACCIONS

1. Develop environment of interoperability in process of formal assessment of 
dependency and disability (both protected by law)

Provide key health information to teams responsible for formal assessment1A

Incorporate in Shared electronic record “HC3”, PHC record “eCAP” 
and future eHR “HES” information of special interest related to 
dependency and disability.

1B

Initiating 

first part

process of 

formal 

assessment

Reference 

data / Basic 

clinical 

information

Central 

assessment 

performed 

by oficial

team

Favorable

resolution 

generating 

report

Loading 

data in 

different 

Social 

Services 

and Health 

ICT 

applications

Negative 

resolution

Yes

No

Integrated ICT



2. Develop an interoperability environment in residential care
2A To complete Deployment of Primary Health Care application “eCAP” in ALL nursing

homes for elderly people and disabled. Now in over 715 nursing homes available

2B To identify information to share between eCAP and main ICT applications in residential
homes. Initiate interoperability process; now functional work in progress

eCAP

Integrated ICTIntegrated ICT Priorities



% people visited by PHC nurse in last 12 months 91,2%
% people visited by PHC nurse in the last month 39,8%
% people visited by GP (Family doctor) in last 12 months 73,7%
% people visited by GP in last month 23%
Mean score of multimorbidity burden (GMA) (score “6” in general population) 15,4
Median Barthel (“0” higher dependency) 50,1
Median Pfeiffer (cognitive) 6,3
Mean age 85,7 y.

• New scorecard related to all Residential Care 
population refreshed and updated monthly

• Different indicators disaggregated to PHC areas and 
nursing home with benchmarking view

Source: SISAP, October 2022

New Residential Care Scorecard

Over 715 residential homes using ePrimary Health care record !!!



% PCC (complex patients) 47,1%
% MACA ("advanced chronic disease“ patients) 6%
% PCC patients with Individual Intervention Plan (PIIC) 78,3%
% PCC patients with recommendation in case of crisis in PIIC 95,84%
% MACA patients with reccommendation in case of crisis in PIIC 84,4%
% PACA patients with Advanced Care Planning 99,1%
Polipharmacy > 10 medicines 5%
Median psychotropic drugs 1,8
Prescription of statins in MACA patients 10,4%

New Residential Care Scorecard

• New scorecard related to all Residential Care 
population refreshed and updated monthly

• Different indicators disaggregated to PHC areas and 
nursing home with benchmarking view

Source: SISAP, October 2022Over 715 residential homes using ePrimary Health care record !!!



OBJECTIUS 
I ACCIONS

3. Generate a interoperability environment between PHC record and 
different Social Care records

3A Go forward with interoperability environment between PHC and Social care 
services

eCAP

GESS (SUMAR 
in Girona 
counties)

SIAS (Social Services  in 
Barcelona municipality)

Integrated ICTIntegrated ICT Priorities



Font: iSalut, 2016

Sharing Health and Social Care information

Based on:

•Joint ID Number
•Agreement between partners
•Person consent



Health and social information sharing

42

Category HCCC (Shared Medical History of Catalonia) SIAS (Social Service Information System of Barcelona)

ID 
information

Name and surname

ID card

Date of birth

Address

Telephones

Age

Name and surname

Gender

Date of birth

ID card or passport

Address

Telephones

E-mail

Census

Services 
information

• Professionals: general practitioner, nurse

• Health centre,  palliative care, home care,  
nursing homes...

• Professional (social worker)

• Social services centre

Supplementar
y information

• Economic information: pharmaceutical copayment

• Legal incapacity:  process, date, guardian

Health 
information

• Health factors (diagnostic)

• Chronically ill categorization

• Very ill categorization

• Disability: recognized level, kind of disability, disable 
scale.

• Dependent people: recognized level.

• Risk alert  (coronary heart disease, fall s...)

Needs 
assessment 

• Barthel ADL index

• Lawton-Brody's index

• Pfeiffer cognitive evaluation test

• Zarit Burden Interview

• Barthel ADL index

• Lawton-Brody's index

• Pfeiffer cognitive evaluation test

• Zarit Burden Interview

Social risk factors (Health at home - Salut a Casa) Social diagnosis

Intervention

• Individual health intervention plan

• Individual Treatment

• Previous medical discharge (24-48 ours before)

• Medical discharge documents

• A&E documents

• EMS (emergency medical services )documents

Services:

 Home care services

 Telecare

 Food assistance

 Day care centres

Community 
care

Programs/projects Programs/projects



NEW ACT TO SHARE 
INFORMATION

Integrated ICT

43

29th December:
New Act where it will be allowed to share information between Health 
and Social Care without personal consent when both health and social 
care professionals need to know information from each other



OBJECTIUS 
I ACCIONS

3. Generate a interoperability environment between PHC record and new 
Dep. Welfare’s data set 

3A Go forward with interoperability environment between PHC and Social care 
services

eCAP

Integrated ICTIntegrated ICT Priorities
New transformation in Dep. Welfare’s data set + services



SNOMED CT
• Example: 

DescriptionIds

ConceptId

Hierarchy relationships

Need of Social Problems codification

NO available international 
social care problems codes !!!

https://ticsalutsocial.cat/en/noticia/completion-of-the-third-phase-of-the-intersocial-project/

https://ticsalutsocial.cat/en/noticia/completion-of-the-third-phase-of-the-intersocial-project/


46

Income

Transportation

Housing

Domestic relationships

Mental Health

Physical Health

Substance abuse

Routine day-time activities

Social network

Community participation

Legal

Physical care

Emotional support

Education

Parenting

11
(+ 4) 

dimensions

SELF-SUFFICIENT MATRIX VALIDATION FOR SOCIAL COMPLEXITY

http://www.selfsufficiencystandard.org/sites/default
/files/selfsuff/docs/SelfSufficiencyMatrix2010.pdf

http://www.selfsufficiencystandard.org/sites/default/files/selfsuff/docs/SelfSufficiencyMatrix2010.pdf


4. Integrate both health and social care data to facilitate joint evaluation in 
residential care and integrated home care (IHC)

4A Agree and operate minimum range of indicators related to Integrated Care to support balanced
scorecard in residential care and integrated home care

Population characterization in Home Health Care 
(Health) and Social Home Care (Social Care)

Impact evaluation in Integrated Home Care

Integrated ICTIntegrated ICT Priorities Integrated ICT



 Home Care services: Social Home Care (SHC) and Home healthcare (HHC)

SHC coverage:
• > 64 : 2,5%
• > 74: 4,4%
• > 84: 7,5%

HHC coverage:
• > 64 : 7,6%
• > 74: 13,7%
• > 84: 26,6%

Almost  130.000 people are cared by any public financed home care service. 16% receive joint SHC and HHC

Impact analysis of Integrated home care

The more red colour 
the more 
multimorbidity

N=28.910 N=20.442 N=79.917

Source: CHSS | DSA



 Impact evaluation: institutionalization
Variable HR IC95%

Group

Controls (without service Integration) 1,000 --

Cases (with service integration) 0,805 0,716 - 0,904

Age (in years) 1,034 1,028 - 1,039

Gender

Male 1,000 --

Female 0,939 0,846 - 1,043

Formal level of dependency

Level I (less dependency) 1,000 --

Level II 2,591 2,324 - 2,887

Level III (higher dendency) 2,629 2,220 - 3,113

Higher risk according burden of multimorbidity

Base risk (lowest) 0,172 0,024 - 1,124

Low risk 1,000 --

Moderate risk 1,003 0,780 - 1,289

High risk 0,952 0,739 - 1,223

Income

Medium and high income 1,000 --

Low or very low income 1,111 0,942 - 1,309

Rural / Urban

Urban 1,000 --

Semi urban 1,044 0,859 - 1,269

Semi rural 1,270 1,083 - 1,489

Rural 1,357 1,14E0 - 1,616

Earlier health expenditure (per each 100€) 0,999 0,998 - 1,000

Be cared in a territory with Integrated SHC and HHC  

decreases risk of institutionalization and be 

admitted in a Nursing Home (NH) by 20%

Impact analysis of Integrated home care

Cases Controls
Source: CHSS | DSA



 Impact evaluation: health services

Starting SHC increases 
Primary Health Care 
utilization. 

In territories where 
there is Integrated 
Home Care, the increase 
is higher, especially 
home visits and virtual 
contacts.

Decrease in admission 
cumulative days 
(including Nursing 
Homes)

Impact analysis of Integrated home care

Impact of Integrated Home Care in utilization of services (2018-2019)

PHC
visits

FM
visits

Nursing
visits

SW
visits

PHC
visits

PHC 
home
visits

PHC 
virtual
visits

Hospi
tal 

admis
sions

ER 
admis
sions

A & E 
visits

Outpa
tient 

clinics

Phar
macy

Trans
port

Inter
media

te 
Care 
days

Admis
sion 

cumul
ative 
daysSource: CHSS | DSA



THE VISION

“JOINT” SINGLE 
CARE PLAN

NOW there are as many Care Plans as areas (Health and social 
care), organizations, teams and professionals are involved !!!

Integrated ICT



Territorial Deployment in Integrated Care

PROCESSS OF MAPPING, identifying
almost a hundred different initiatives 
of Integrated Care in: home care, 
residential care, mental health, 
information systems, governance)

* I the map there has been incorporated whatever IC 
experience which an high score in maturation (N3 or above)

Experiences have 
been classified in 

different degrees of 
maturation (in 5 

levels) and scalability 
potential, identifying  
20 projects with high 

degree of 
maturation*

Integrated HOME 
CARE (health & 
social care)

RESIDENTIAL 
CARE, involving 
Primary Health 
Care engagement

MENTAL HEALTH

Shared 
INFORMATION 
SYSTEMS

Joint health and 
Social Care 
GOVERNANCE



*higher scored in maturity scale used

Deployment in 7 territories  with
earlier and more matured 
experience in Integrated Health 
and Social Care

GARROTXA/RIPOLLÈS

OSONA

AMPOSTA

BARCELONA

MANRESA
GIRONÈS

Accompaniment and impulse 
of new born experiences in IC 
through Catalonia

+

EL PRAT
Target 2024: 

incorporation of 
new experiences in 

the map of 
deployment

Territorial Deployment in Integrated Care



Territorial Deployment in Integrated Care

Incorporated 27 key territorial Responsible of IC (Health + Social Care)

ASSESSMENT during initial phase 
and implementation process

DEPLOYMENT of  
GOVERNANCE 

ARRANGEMENTS

IDENTIFICATION and 
PROMOTION of IC projects



COMMUNICATION:  WEB

jccontel@gencat.cat

https://salutweb.gencat.cat/ca/inici

@conteljc

https://salutweb.gencat.cat/ca/inici

