
Respiratory High-Dependency Care Units in Italy

Patients with chronic respiratory failure may require
intensive care unit (ICU) admission to overcome severe
episodes of acute-on-chronic respiratory failure with ven-
tilatory assistance.1 However, ICUs are expensive re-
sources.2 A high proportion of patients with acute-on-
chronic respiratory failure in the ICU do not require invasive
ventilation and may be treated with noninvasive ventila-
tion (NIV),3 or need prolonged stay due to difficult or
prolonged weaning.4 Furthermore, new technologies and
improved care have increased the number of survivors of
catastrophic illness in the ICU, and such patients often
require prolonged weaning.5

NIV is currently a first-line intervention for patients
with severe acute-on-chronic respiratory failure3,6 as well
as to facilitate weaning and extubation.7,8 Respiratory high-
dependence care units (RHDCUs) are expected to relieve
bed shortages in the ICU, to provide a high level of nurs-
ing assistance, to manage patients with acute-on-chronic
respiratory failure who need NIV, to provide a multidis-
ciplinary rehabilitative approach, and to serve as bridge to
home-care programs or long-term care facilities.9-11
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In this issue of RESPIRATORY CARE, Scala and colleagues
report an Italian national survey performed in 2007 that
analyzed the temporal trends in the number, structures,
staff, procedures, diagnosis, and outcomes of RHDCU in
Italy,12 and compare their findings to the previous Italian
national RHDCU survey in 1997.13 The RHDCUs were
classified according to a European Respiratory Society
task force report that defined 3 different levels of care:
respiratory intensive care unit, respiratory intermediate care
unit, and respiratory monitoring units.11 The 2007 survey12

found an increase in the total number of RHDCUs, that the
patients in the RHDCUs were more complex than in 1997,
and that there has been a reduction in the RHDCUs’ med-
ical and nursing staff resources.

The overall staff reduction was due in part to the fact
that the increase in the number of RHDCUs was mainly an
increase in the number of respiratory monitoring units,
which by definition have fewer staff and less equipment
than the intermediate and intensive types of units. How-
ever, there was a trend of reduction in staff resources in the
period 1997 to 2007 for all 3 RHDCU levels. A similar

trend of an increase in the complexity of patients and
decrease in staff resources between 1991 and 2005 was
recently reported by 5 Italian respiratory ICUs in Northern
Italy,14 which were among the RHDCUs described by Scala
and colleagues.12 A worsening in the main clinical out-
comes of patients admitted to these units was associated
with the reduced numbers of doctors, and drew attention to
the potential further negative influence of reduced staffing
on the rates of weaning success and home discharge, and
stay.14

Contrary to what might be expected, the association of
more active interventions (including NIV and invasive ven-
tilation, weaning from invasive ventilation, and tracheal
decannulation), as opposed to monitoring only, increased
the complexity of the care of the patients admitted, but the
staffing reduction described by Scala and colleagues12 did
not result in worse clinical outcomes, compared to the
previous survey. This may reflect an increase in Italian
RHDCUs’ expertise in dealing with critically ill patients,
despite the finding that the most prevalent growth was in
the lower-level (ie, respiratory monitoring) units, as Scala
et al point out.

In line with these observations, a recent survey on the
perceptions and practices of Italian pulmonologists, inten-
sivists, and emergency department physicians regarding
NIV15 found similarities with the survey by Scala and
colleagues.12 First, the most frequent type of patients ad-
mitted to the RHDCUs were those with acute-on-chronic
respiratory failure, including patients with COPD, obesity-
hypoventilation, and chest-wall disease,12 similar to the
fact that patients with acute-on-chronic respiratory failure
were preferentially managed by pulmonologists instead of
intensivists or emergency physicians in Italy.15 Second,
the majority of RHDCUs identified in the 2007 survey
belonged to non-university hospitals.12 Similarly, despite
the fact that the large majority of randomized controlled
trials on NIV use have been done in teaching hospitals, the
pattern of NIV use was quite similar between the physi-
cians working in university hospitals versus community
hospitals in the various scenarios in the recent survey.15

This probably reflects Italian physicians’ awareness of the
current literature on NIV and its efficacy in clinical set-
tings, which explains the widespread use of NIV in non-
university hospitals.

The study by Scala et al has the usual limitations of
surveys, including that the information collected from the
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respondents cannot be contrasted.12 As Scala et al state,
changes in clinical practice between 1997 and 2007 may
limit the comparability of the 2 surveys and may have
favored the current survey. Moreover, they collected no
data on the financial impact of RHDCUs on ICU and
overall hospital resources, which prevents drawing direct
economic conclusions from the survey. However, the find-
ings of this12 and the previous survey15 reflect the high
level of expertise and skills of physicians in Italian RH-
DCUs in managing patients who need NIV.
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