
 

Table S1. Summary of studies investigating non-intubated anesthesia for thoracoscopic 
surgery. 
 

Study Non-intubated group Other group Surgery Main findings 

Pompeo et al.  
(2004) (2) 

Epidural anesthesia 
(n=30) 

General anesthesia, 
double-lumen 

intubation  
(n=30) 

Resection of solitary 
pulmonary nodules 

The non-intubated group had better 
patient satisfaction, less nursing care 

and shorter hospital stay; 2 
conversions to intubation. 

Pompeo et al.  
(2013) (3) 

Intercostal nerve 
block  

(n=10) 

Non-intubated epidural 
anesthesia  

(n=20) 

Lung biopsy by video-
assisted thoracoscopic 

surgery 

Both methods feasible, with low 
morbidity, excellent yield, low cost and 
short hospital stay; no conversions to 

intubation. 
Tacconi et al. 
(2010) (5) 

Paravertebral block 
(n=4) 

Non-intubated epidural 
anesthesia  

(n=15) 

Video-assisted pleural 
decortication for thoracic 

empyema 

Both methods feasible, satisfactory 
lung expansion in 95% of patients, no 

mortality or major morbidity. 
Mukaida et al. 
(1998) (6) 

Epidural anesthesia 
(n=4) 

 Video-assisted 
thoracoscopic surgery for 

intractable secondary 
pneumothorax in high-risk 

patients 

Safe and effective, no major 
postoperative complications. 

Liu et al. (2015) 
(8) 

Epidural anesthesia 
(n=167) 

General anesthesia, 
double-lumen 

intubation  
(n=180) 

Bulla resection, wedge 
resection, lobectomy 

The non-intubated group had shorter 
postoperative fasting time, shorter 

duration of antibiotic use and shorter 
hospital stay. 

Pompeo et al.  
(2007) (9) 

Epidural anesthesia 
(n=14) 

General anesthesia, 
one-lung ventilation  

(n=14) 

Resection of solitary lung 
metastases 

The non-intubated group had shorter 
operative time and hospital stay; no 
differences in recurrence or 3-year 

survival. 
Hung et al. 
(2013) (16) 

Epidural anesthesia, 
vagal block  

(n=21) 

 Segmentectomy for 
malignant/nonmalignant 

tumors 

Feasible and safe, 1 conversion to 
intubation, no conversions to 

thoracotomy. 
Chen et al. 
(2011) (17) 

Epidural anesthesia, 
vagal block 

(n=30) 

General anesthesia, 
intubation  

(n=30) 

Lobectomy for lung cancer The non-intubated group had lower 
rate of sore throat, earlier return to oral 

intake, with trends toward fewer 
complications (10% vs 33%) and 

shorter hospital stay; 3 conversions to 
intubation; similar operative 

characteristics between groups. 
Wu et al. (2013) 
(18) 

Epidural anesthesia, 
vagal block  

(n=36) 

General anesthesia, 
double-lumen 

intubation  
(n=48) 

Lobectomy for non-small 
cell lung cancer 

The non-intubated group had shorter 
anesthetic duration; 1 conversion to 

intubation; similar operation time, blood 
loss, hospital stay and complication 

rates between groups. 
Tseng et al. 
(2012) (19) 

Epidural anesthesia 
(n=46) 

 Wedge resection or 
lobectomy for peripheral 

lung nodules 

Safe and feasible, 1 intraoperative 
complication, 4 minor postoperative 

complications; 2 conversions to 
intubation. 

Chen et al. 
(2012) (20) 

Epidural anesthesia, 
vagal block  

(n=285) 

 Lobectomy, wedge 
resection or 

segmentectomy for lung 
cancer or pneumothorax 

Feasible and safe, operative 
complications in 11, anesthetic side-

effects in 23; 14 conversions to 
intubation, 1 conversion to 
thoracotomy, no mortality. 

Chen et al. 
(2014) (21) 

Intercostal nerve 
block  

(n=156) 

Non-intubated epidural 
anesthesia  

(n=290) 

Lobectomy, wedge 
resection or 

segmentectomy for lung 
cancer or pneumothorax 

Both techniques were feasible and 
safe; 16 conversions to intubation, 1 

conversion to thoracotomy, no 
mortality. 

Hung et al. 
(2015) (22) 

Intercostal nerve 
block, vagal block  

(n=108) 

Non-intubated epidural 
anesthesia, vagal 

block  
(n=130) 

Lobectomy for non-small 
cell lung cancer 

Advantages of intercostal nerve block 
included shorter anesthesia induction, 

operation time, and chest tube 
drainage, more stable intraoperative 

hemodynamics (less use of vasoactive 
drugs), less frequent conversion to 
intubation (2 vs 11), less blood loss 

and shorter hospital stay; similar 
incidence of complications. 

Hung et al. 
(2014) (23) 

Intercostal nerve 
block, vagal block 

(n=109) 

 Lobectomy, wedge 
resection, segmentectomy 

or tumor excision from 
mediastinum or pleura 

Feasible and safe, operative 
complications in 13. 

Katlic et al. 
(2010) (24) 

Local anesthesia 
and sedation 

(n=353) 

 Biopsy (lung, pleura, 
mediastinal mass), 

empyema, hemothorax, 
pericardial window, lung 
abscess, chylothorax, 

pneumothorax 

Safe and well tolerated, 10 
complications, no procedure-related 

mortality; no conversions to intubation. 

 


