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ABSTRACT: In Brazil there are over 18.5 million hospitalizations every year. Inpatient care units lack management technology that is 
capable of providing both users and professionals with a better experience. The PRAXIS management system fulfills this demand. The 
software is registered under patent 14196-6. This article’s objective is to describe the PRAXIS technology and its construction process and 
to analyze its results after one year of use in an inpatient care unit. Methodological research served as the basis for creation of the software, 
and quasi-experimental study realized for the intervention in an inpatient care unit. Results present the structure of the technology and the 
effects of its implementation. Some aspects that emerged were improvements in the unit’s performance linked to participative planning, 
care processes management, human resources management, resource management, quality control, and use of the electronic panel. The 
nursing team and an external assessment committee positively evaluated the technology. Its consolidation requires a maturation process, 
because it is a valuable and innovative resource for the performance of inpatient care units.
DESCRIPTORS: Inpatient care units. Health management. Quality of health care. Nursing informatics. 

TECNOLOGIA PARA GESTÃO DE UNIDADES DE INTERNAÇÃO 
HOSPITALARES

RESUMO: No Brasil acontecem mais de 18,5 milhões de internações ano. As unidades de internação carecem de uma tecnologia de gestão 
que favoreça melhor experiência para os usuários e profissionais. O sistema de gestão PRAXIS supre esta lacuna, um software que recebeu 
a patente 14196-6. O objetivo do presente artigo é descrever a tecnologia PRAXIS e seu processo de construção e analisar sua aplicação 
após um ano de seu uso em uma unidade de internação. A pesquisa metodológica foi suporte para criação do software e para estudo 
quase-experimental. Os resultados apresentam a estrutura da tecnologia e efeitos da implantação. Os aspectos evidenciados são benefícios 
para desempenho da unidade com o planejamento participativo, gestão de processos assistenciais, gestão de pessoas, gestão de materiais, 
gestão da qualidade e uso de painel eletrônico. A tecnologia foi avaliada positivamente pela equipe de enfermagem e comissão externa 
de avaliação. A consolidação necessita maturação, por ser um recurso valioso e inovador para o desempenho das unidades de internação.
DESCRITORES: Unidades de internação. Gestão em saúde. Qualidade da assistência à saúde. Informática em enfermagem. 

TECNOLOGÍA PARA GESTIÓN DE UNIDADES DE INTERNACIÓN 
HOSPITALARIAS

RESUMEN: En Brasil ocurren más de 18,5 millones de internaciones anuales. Las unidades de internación carecen de tecnologías de 
gestión que permitan mejores experiencias para pacientes y profesionales. El sistema de gestión PRAXIS suple esa brecha, el software 
recibió la patente 14196-6. El próposito de este artículo es describir la tacnología del PRAXIS y su proceso de contrucción y análisis de su 
solitud, después de un año de uso en una unidad hospitaria. El programa fue creado con soporte en la investigación metodológica, y de 
la cuasi-experimental para intervención en unidad de internación. Los resultados expresan la estructura de la tecnología y efectos de su 
implantación. Los aspectos evidenciados son beneficios de desempeño en la unidad, con planificación participativa, gestión de procesos de 
atención, gestión de personal, de materiales, de calidad, y uso de panel electrónico. La tecnología recibió apreciación positiva del equipo 
de enfermería y la comisión externa evaluadora. El proyecto precisa maduración para constituirse en recurso valioso e innovador para 
desempeño en las unidades de internación. 
DESCRIPTORES: Unidades de internación. Gestión en salud. Calidad de la atención de salud. Informática aplicada a la enfermería. 
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INTRODUCTION
Meeting society’s demands for quality, safe, 

universal health services and the permanent avail-
ability of new technologies fuels the increasing costs 
of the sector and demands proper and innovative 
management practices.

Traditionally, healthcare management has fo-
cused on institutional organization so that profes-
sionals, especially physicians, could perform care 
with great autonomy.1 Currently, in the context of 
a movement towards effectiveness, quality, and 
efficiency in care, management has significantly 
expanded its reach, which requires the integra-
tion of different services and their care processes.2 
From this perspective, the healthcare system is 
responsible for setting the standards of care of-
fered to the population, and the various healthcare 
organizations are responsible for the effectiveness, 
quality, and efficiency of services that are part of 
their mission. This change has great implications, 
because care processes are no longer under the ab-
solute control of health workers, but have become 
the organizational goal, made palpable through 
standards and required protocols under permanent 
development and revision.3

Nursing work is very relevant, being respon-
sible, in general, for the organization, maintenance, 
and coordination of operative procedures in a va-
riety of therapeutic environments. Nursing work 
coordinates the work of various health professionals 
and has great responsibilities in providing necessary 
care resources.

Inpatient care units are places where neces-
sary care is administered to patients whose health 
demands require hospital admission. Therefore, 
they are relevant locations for the results of care 
offered to the population. It is possible to estimate 
the occurrence of over 18.5 million hospital ad-
missions per year in Brazil.4-5 The coordination/
management/leadership of inpatient care units is 
the role of nurses.

It can be observed that the management of 
inpatient care units carries with it either a com-
plete lack of or very little global planning, diffi-
culties with the coordination of various care and 
administrative processes, the absence of regular 
practices of classification of users’ care demands 
and the corresponding allocation of necessary care 
professionals, little or no systematic assessments 
of administrative and care performance, commu-
nication issues, and an absence of instruments for 

sustainable participative management. There is a 
need for technology that meets these demands, 
becomes part of care and administrative processes, 
continually improves performance, encourages 
integrated and multidisciplinary care, and places 
the patient in a central role in the process of health 
recovery. This would have a positive impact on 
both care quality and the work environment.

It should be emphasized that there is an al-
most complete absence of studies addressing the 
management of inpatient care units as a whole, in 
other words, as care units considered privileged 
spaces for the direct care and performance of most 
hospitals’ goals.

The reasons that motivated the decision to 
build a management technology for inpatient care 
units were the great responsibility that nursing 
holds in the whole of the work developed in in-
patient care units, the relevance of these spaces 
for the care offered to the population, and the 
absence of proper management standards for 
these care units.

This is an integrated and computer-based 
project for the management of inpatient care units. 
It facilitates advances by employing an innovative 
and participative management instrument, a joint 
effort of theory and practice involving the produc-
tion of an app or software for management of inpa-
tient care units titled PRAXIS. The name PRAXIS 
conveys the ambition, from the contemplation of 
management practices in inpatient care units, of 
building and applying management technologies 
that seek to positively transform the current situ-
ation. It has the goal of establishing management 
standards for inpatient care units, focused on a 
nursing care approach that is comprehensive, hu-
manized, safe, and of quality. The creation of this 
management technology for inpatient care units 
was guided by the principles of participative man-
agement, continuous performance improvement, 
and technological innovation for management of 
these relevant care spaces.

This article’s objective is to describe the 
PRAXIS technology and its construction process 
and to analyze its results after one year of use in an 
inpatient care unit.

METHOD
The goal of constructing, experimenting with, 

and assessing the technology for management of 
inpatient care units was made possible by a history 
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of software development and its experimentation 
and assessment of benefits and limitations in an 
inpatient care unit.

The chosen method for the study was the 
mixed approach. Methodological research, which 
is appropriate for the development of instru-
ments6 such as software and is also a reference in 
international standards, guided the creation of 
PRAXIS, specifically when it came to following 
Rule NBR ISO/IEC 12207.7 Quasi-experimental 
research gave support for applying PRAXIS 
technology to the concrete reality of an inpatient 
care unit. Quasi-experimental research is widely 
recognized as a guide for interventional studies, 
which preserve methodological rigor while al-
lowing for a certain flexibility in comparison to 
experimental research.8 The quasi-experimental 
method is especially widely employed in health 
informatics’ field research.9 In this case, the quasi-
experimental research category with the design 
“One-group Posttest Only Design” was used.9 
This option is frequently used in healthcare for 
the introduction of new software, as with PRAXIS. 
It makes it possible to assess and measure the 
impacts of a given intervention.

PRAXIS’s development used the reference 
mentioned above, Information Technology–
Software Life Cycle Processes, which organizes 
processes into the following phases: requirement 
gathering and analysis; functional specification; 
architecture project; development and tests; and 
implementation and maintenance.9 The application 
was developed for the web environment and is 
compatible with Internet Explorer, Mozilla Firefox, 
and Google Chrome on desktops, notebooks, and 
tablets. This technology does not replicate the 
features of other hospital management software, 
electronic medical records, and patient flow man-
agement, but interacts with them to fill a specific 
role in managing inpatient care units.

The software is innovative in its field, which 
is proved by patent N 14196-6, from April 2014, 
by the Instituto Nacional de Propriedade Industrial 
(INPI).

A team of technicians worked for 18 months, 
from October 2011 to March 2013, to build the 
software. The team was composed of a systems 
analyst, two programmers, and one intern. The 
programmers and the intern were provided by the 
university hospital (UH), which was a partner in 
the creation of the technology. As a starting point, 

the researcher prepared a detailed descriptive list 
of the system’s requirements, based on PRAXIS’ 
guiding principles, which were structured in the 
following technology components: the unit’s par-
ticipative planning (UPP); management of care 
processes (MCP); human resources management 
in the nursing team (HRM); resource manage-
ment (RM); quality control (QC); and a dashboard 
in the nursing station (detailed in Figure 1). The 
system and structure of this knowledge and these 
methods result from experience with the realities 
of management in inpatient care units. In the quasi-
experimental design, these can be considered an 
informed previous observation of a reality in need 
of a given intervention.

PRAXIS was set up in an adult medical 
clinic at a university hospital in southern Brazil. 
In January 2013, the necessary electronic equip-
ment was installed in the unit and, in April 2013, 
its operation began. This equipment remains in 
place to this day.

Participation of the nursing team was 
achieved through the following initiatives: infor-
mation; awareness raising; filling out and signing 
a free and informed consent form; participation in 
discussion workshops with the unit’s team to create 
the UPP; and training for the system as a whole. 
With this, the unit’s information was entered into 
the PRAXIS system, the software was set up and 
used in the unit, and necessary adjustments were 
made during the implementation process. The tech-
nology was preliminarily assessed using the unit’s 
team’s opinion through anonymous forms and 
decisions from an external assessment commission 
composed of three managers in the nursing sector. 
Research was approved by the Human Research 
Ethics Committee of the Universidade Federal de 
Santa Catarina, document N 2401. 

RESULTS
Results were organized into two macro 

aspects: description of relevant features of the 
technology itself and analysis of the effects of its 
practical use.

Software components
PRAXIS technology integrates management of 

care and administrative processes that are necessary 
in inpatient care units. The software’s features can 
be visualized in the following figure 1:
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Figure 1 - General view of PRAXIS. Florianópolis-SC, Brazil, 2013

The application involves the execution of 
basic administrative instruments in inpatient care 
units: planning; organization; operationalization; 
and result assessment. As such, it combines mate-
rial and non-material technologies in a computer-

ized system. It also required the creation of new 
methodologies and the structuring of knowledge 
in innovative types of use.

Figure 2 shows the software’s starting screen.

Figure 2 - Starting Screen of PRAXIS. Florianópolis-SC, Brazil, 2013

Permanent identification of the care profile 
required by each patient is an essential care man-
agement device in inpatient care units. Classifica-
tion of patients into degrees of care (minimum, 
intermediary, high-dependency, semi-intensive, 

and intensive) is crucial for adequate organization 
of care and allocation of necessary nursing profes-
sionals. PRAXIS technology incorporates this device 
and facilitates its daily use. Figure 3 shows the clas-
sification screen.
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Figure 3 - Patient classification screen. Florianópolis-SC, Brazil, 2013

A significant strength of the technology is 
the unprecedented use of a dashboard, a 50” TV, 
at the nursing station in inpatient care units. This 
dashboard displays patient status, indicating care 
categories required for the day: intensive or semi-
intensive (red); high-dependency (yellow); interme-

diary (blue); and minimum (green). Other relevant 
information is organized and displayed with up-to-
date information for viewing and communication 
among nursing team members and other health 
professionals, users, companions, families, and 
visitors. Figure 4 shows the dashboard:

Figure 4 - Dashboard. Florianópolis-SC, Brazil, 2013
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PRAXIS technology brings together a va-
riety of the care and administrative processes 
of inpatient care units in addition to those men-
tioned before. It proposes a UPP methodology, 
which supports participative management and is 
highly regarded in healthcare but that still faces 
difficulties in terms of sustainable adoption. It 
provides a monthly electronic scale, in addition 
to other demands of HRM, such as performance 
assessment and permanent education. It enables 
RM and control of the units’ maintenance and 
infrastructure services. It highlights the units’ 
performance by incorporating eight result indi-
cators (GQUALI): user satisfaction with nursing 
care; coverage rate of systematization of nursing 
assistance (SNA); rate of performance of exams 
and external procedures; rate of hospital-acquired 
infections in the unit; occupancy rate in the unit; 
mean admission length; mean number of patients 
per day; and adverse events.

 Technology Application
PRAXIS technology has been in use at a medi-

cal clinic at the University Hospital since April 2013. 
In the following section, the intervention’s findings 
are presented, along with their assessment. In the 
discussion, the main effects observed up to April 
2014 are analyzed.

Unit’s Participative Planning (UPP): the 
nursing team designed the UPP by approving 
work plans for problems and demands. The eight 
priorities and their respective percentage of con-

clusion up to April 2014 are: daily classification of 
patients (100%); procedure manual (20%); training 
(30%); companionship policies (30%); quality of 
working life (70%); resource management (70%); 
sustainable practices (10%); and excellence in 
care (70%).

Daily Patient Classification System (DPCS): 
as an essential resource for the management of 
nursing care in the daily organization service and 
the allocation of nursing professionals, the PRAXIS 
management system enabled daily classification 
of all inpatients and their photographs could be 
viewed on the electronic panel in the nursing sta-
tion (Figure 4).

The unit has 25 beds and the mean number 
of patients per day was 21.63. Inpatients were 
distributed in the following care categories in the 
period from April 2013 until April 2014: 44% of pa-
tients under minimum care; 28% of patients under 
intermediary care; 27% under high-dependency; 
0.7% under semi-intensive care; and 0.3% under 
intensive care. 

Daily inpatient classification is essential for 
calculating total hours of nursing care required by 
patients per day and fundamental for the allocation 
of professionals. Figure 5 shows the total average 
nursing hours (143.86h) required in the unit, based 
on the classification of patients in care categories 
and using parameters established in Conselho Fede
ral de Enfermagem N293/2004 as well as what is 
recommended in the literature, which is 12 hours 
of nursing care for patients in situations of high 
dependency.10-11

Figure 5 - Total monthly nursing hours required per day for inpatients in the unit in the period of April 
2013 to April 2014. Florianópolis-SC, Brazil, 2014
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Number of nursing professionals: daily cal-
culation of nursing hours required by inpatients 
makes it possible to allocate the number of profes-
sionals necessary in the unit. The mean required 
nursing hours by month is 143.86, based on data 
gathered in the period from April 2013 to April 
2014. This was calculated by adopting the following 
criteria: to consider 85% of effective work time; 25% 
nurses and 75% nursing assistants and technicians; 
and a 65% rate of technical safety for 30 work hours 
per week.11 The number of professionals required in 
the unit in the period between April 2013 to April 
2014 and the number of professionals in April 2014, 
respectively was: nurses 12 and nine; nursing techni-
cians/assistants 35 and 27.

Unit’s performance: continuous improvement 
of performance is an important guiding principle of 
the PRAXIS management system for inpatient care 
units. Accordingly, it has the GQUALI component, 
which is dedicated to tracking eight performance 
indicators in the unit. These indicators’ results are 
permanently displayed in rotation and continually 
updated in a specific area of the electronic panel at 
the nursing station.

User satisfaction with service is a mandatory 
indicator in all methods of quality assessment in 
healthcare. In this management technology, all 
users are invited to complete a nursing care as-
sessment questionnaire at discharge. This research 
has been conducted since PRAXIS technology went 
online. From the first 13 months (April 2013 to 
April 2014), we highlight two out of eight aspects 
in this article: general assessment of offered nurs-
ing care; and the main reasons for satisfaction and 
dissatisfaction with offered nursing care. On a zero 
to ten scale, 76% of patients rated the care as great, 
22% as good, 2% regular, and none considered it 
bad. The most frequently mentioned reasons for 
satisfaction were: the professionals’ good attitude; 
attention and kindness; better care than in other 
hospitals; very good commitment and personal 
treatment; well performed care; and others. The 
most frequently mentioned reasons for dissatisfac-
tion were: slow service; low number of profession-
als; lack of explanations; little guidance for family 
members; inadequate daily cleaning; and the need 
of a higher attention towards unaccompanied pa-
tients, among others.

Risk management in care is another manda-
tory component for the quality of all health ser-
vices. It is imperative that this aspect is present 
in direct care in all inpatient care units. PRAXIS 

technology incorporates records and treatment of 
adverse events that directly affect nursing care, 
such as: falls; pressure ulcers; medication errors; 
and others. Internalizing this procedure in daily 
practice represents a great challenge, but small 
advancements have occurred, with records of 1.4 
adverse events per month in the previously men-
tioned period (mean).

The inpatient unit where PRAXIS is used is 
very susceptible to hospital-acquired infections, 
because immunosuppressed patients are treated 
there, as well as patients undergoing chemotherapy 
and infected clinical patients. The system’s elec-
tronic panel shows which infection precautions 
are to be observed for each bed, as well as infection 
rates in the last three months. The mean monthly 
infection rate in the unit in the months of 2013 
under study was 24.95%. In the months of 2014, 
it was 18.35%.

PRAXIS technology created two innovative 
performance indicators for inpatient care units: sys-
tematization of nursing assistance (SNA) coverage 
rate; and performance rate of diagnosis and therapy 
procedures outside the unit. The first has the goal of 
verifying how many patients are covered by daily 
nursing updates. The second has the goal of identi-
fying and avoiding the reasons for not performing 
planned exams and procedures that cause patient 
discomfort, increase in stay length, and financial 
losses, among others.

The unit’s electronic panel has a feature for 
visualization of patients who have already had their 
nursing updates performed for the day and for or-
ganization of the daily schedule of planned external 
exams and procedures. The coverage rate of SNA 
in the unit in this period was 73.07% and the rate of 
exams and procedures performed in comparison to 
what was expected was 93.77%. The main causes for 
nonperformance were medical criteria, communica-
tion errors, and problems at the service facilities due 
to perform exams, among others.

The remaining performance indicators in the 
unit had the following results: occupancy rate of 
86.52%; mean number per day of 21.63 patients 
for 25 beds in use in the unit; and average stay of 
11.55 days.

PRAXIS technology assessment: Preliminary 
assessment from the facility’s health team using 
the technology is very positive. Another highlight 
is the conclusion of an External Assessment Com-
mission, composed of two manager nurses from 
the same hospital and one manager nurse from 
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another hospital: the instrument presented to the 
inpatient care unit was coherent with the proposed 
objective, since the technology was introduced, 
used and assessed while addressing the goal of 
innovation in nursing management, seeking to 
positively transform current care. Concerning 
PRAXIS’s weak points, there was a consensus that 
instabilities in the unit’s network infrastructure, 
which cause frequent drops in the system, harm 
its functionality. 

DISCUSSION
Hospital care is very complex because it 

involves attention to people suffering critical and 
acute health risks. It also demands the use of exclu-
sive technologies and a specialized and advanced 
multi-professional approach, with care protocols 
that are valid, reliable, safe, and up to date.

Due to risks, costs, and type of environment, 
hospitalizations require special tools. Because of 
this, there is a tendency for inpatient profiles to be 
increasingly more serious, clinically unstable, and 
in need of more complex surgical interventions.12-13

Nursing work has a relevant role in the out-
come of hospital care and the higher complexity of 
inpatients’ statuses results in a higher workload for 
its professionals.13-15

The structure of nursing teams, both in terms 
of adequate numbers and appropriate skills/
degrees, is considered a precondition for good re-
sults in hospitals. Many studies show a correlation 
between these variables and the quality of hospital 
work, especially for indicators directly affected by 
nursing work.16-19 Hospital death rates would be 
influenced by this, as shown in a study16 where 
hospitals that had one nurse for six patients and 
60% of bachelor nurses had 30% fewer deaths than 
hospitals with one nurse for eight patients and only 
30% of bachelor nurses.

Inpatient care units are where hospital care is 
focused, therefore, have a crucial role in the results 
for patients. Nurses, in general, are the managers of 
these care spaces, and they must guarantee continu-
ous care for inpatients. Research and knowledge 
applied in managing care and administrative pro-
cesses inherent to inpatient care units focus aspects 
or parts of their governance. PRAXIS technology 
for management of inpatient care units is an inno-
vative solution whose aim is to integrate essential 
processes in the management of these care units, 
resulting in benefits for care and improvement of 
the work environment. Thus, it strongly adheres 

to the international challenge of building favorable 
and positive practice environments that support safe 
and quality care. Nurses have a crucial role in the 
transformation and improvement of work environ-
ments for the profession.20-21

PRAXIS technology structures the use of ad-
ministrative instruments in inpatient care units. A 
basic tool is planning. PRAXIS offers a UPP method-
ology, which is the device that enables participative 
management (PM) in the units.

Brazil’s Unified Health System (SUS) adopted 
PM as a general guideline, and the Ministry of 
Health has the National Secretariat of Strategic and 
Participative Management (SPM) and the National 
Policy for Strategic and Participative Management 
in SUS (ParticipaSUS).22 PM is also one of the main 
axes of the National Policy for Humanization 
in SUS (HumanizaSUS).23 Internalization of the 
practice of planning in inpatient care units is still a 
challenge to be pursued, involving culture changes 
and appreciation of the managers’ leadership in 
these important care spaces. PRAXIS technology 
can be a facilitating base for such organizational 
transformation.

In Brazil, it can be observed that inpatient 
care units, in general, do not use valid and objective 
instruments for patient classification and also do 
not use scientific bases for adequate allocation of 
necessary professionals. Studies show the existence 
of stressors, work overloads, a high number of ab-
sences, demotivation, accidents, and occupational 
diseases that generate professional dissatisfac-
tion among nursing professionals.24-25 Therefore, 
inpatient care units are frequently negative work 
environments; they are unfavorable for profes-
sionals and amplify negative results for safety and 
quality of care.

Distribution of the unit’s patients in care cate-
gories, assessed in this 13 month period in the unit, 
is similar to what was found in another study26-27 
in the medical clinic unit of a university hospi-
tal: 45.9 and 45.79% for minimum care patients; 
24.8% and 26.08% for intermediary care patients; 
and 29.2% and 25.79% for high-dependency care 
patients. These studies emphasize the significant 
incidence of high-dependency patients in inpatient 
care units. Therefore, the realities of these units 
point to the importance of the high-dependency 
degree, which is absent from Conselho Federal de 
Enfermagem (Cofen) Resolution N 293/2004, and 
which suggests its necessary revision, as pointed 
out in another study.27
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Regarding allocation of nursing profession-
als in the period, it can be affirmed that there is 
under-allocation, with only three nurses and eight 
nursing technicians or assistants. This distribution 
of professionals in the study in the categories of 
nurses and nursing technicians and assistants oc-
curred in the unit and during 13 months. As for the 
unit’s current staff, the authors found a percentage 
of 25% nurses, which falls inside what is recom-
mended for the realities of Brazil27 today (20% to 
25%), and which is indicated for the care categories 
minimum, intermediary and high dependency.11 
This, however, confirms a reality that falls well 
below what is stipulated in Cofen’s resolution N 
293/2004, which states that, for minimum and in-
termediary care, there should be between 33% and 
37% of nurses. In general, there are fewer nursing 
hours than what is desirable for quality and safety 
in nursing care. This is an important challenge for 
Brazilian nursing.27 This situation highlights an 
often overlooked fact, which is that necessary care 
is often not administered. When analyzing patient 
complaints in satisfaction surveys about nursing 
care received in the unit, one of the concerns was 
that explanations for many aspects of treatment 
were often neglected. Another revealing aspect 
was the reliance on companions for the perfor-
mance of nursing care.

Another importance component of PRAXIS 
technology was the unit’s performance assessment 
as a permanent practice from the perspective of 
continuous indicator improvement. User satisfac-
tion with nursing assistance, as well as its visibility 
for the health team and the unit’s users, has been a 
factor for professional motivation and satisfaction 
in the nursing team.

The recording and prevention of adverse 
events is a systematic process still to be conquered. 
There is actual fear that this device results in punish-
ment measures, not in educational and preventive 
measures. Institutions should increasingly treat er-
rors as organizational, not individual issues (which 
has already happened in some cases).

The rates of hospital-acquired infections in 
the unit seem high, but it is not possible to make 
a conclusive observation because there are no 
available data to compare equivalent realities. 
The outlook of hospital-acquired infection con-
trol in Brazil, published by Agência Nacional de 
Vigilância Sanitária, presents a general rate of 9%. 
However, only 182 hospitals provided data in a 
scenario of more than 5,000 hospitals.28 According 

to the World Health Organization, 5% to 10% of 
patients admitted to hospitals acquire one or more 
infections.29 PRAXIS, in addition to displaying the 
unit’s rates of infection on the electronic panel, 
also displays the type of prescribed precaution for 
each patient as a way to support and encourage 
proper measures in daily work. PRAXIS’s GQUA-
LI brings together user perception of care received 
and technical and organizational measures for 
safe care. Results and indicators are available on 
the unit’s electronic panel for constant interaction 
with the professionals.

CONCLUSION
Use of the PRAXIS technology in an inpatient 

care unit since April 2013 makes it possible to con-
firm the suitability and accuracy of its guiding prin-
ciples and components. The intervention evidenced 
the effects, because previously, among other things, 
the unit did not: have participative planning; classify 
its patients daily to organize nursing care accord-
ing to their needs; use a permanent and scientific 
device for assessing the accuracy of the allocation 
of nursing professionals required in the unit; or ap-
ply indicators for measuring the unit’s performance 
in key aspects, such as user satisfaction, adverse 
events, rates of hospital-acquired infection and 
others. PRAXIS technology made it possible to put 
these relevant aspects of inpatient unit management 
into practice, as shown in the results.

The authors conclude that consolidation of 
the technology and a comprehensive assessment 
of its impacts demand time and a maturation pro-
cess. The study is limited by the fact that this is the 
technology’s first use, which does not allow greater 
generalizations and demands a longer process with 
more widespread use for more consistent compari-
sons of its benefits in relation to present reality. It 
is expected that widespread use of the technology 
and its improvement will generate a critical mass 
capable of significantly improving performance in 
inpatient care units, thus creating a new standard 
and representing an effective contribution to the 
improvement of these practice environments, which 
are very important for the nursing profession and 
for the users of health services.
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