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[ Abstract)

minimal impact on physiology of respiratory, less postoperative pain, and a rapid recovery. Therefore, VATS

Video-assisted thoracoscopic surgery (VATS) has the advantages of clear visual field,

is widely used in clinic. The non-ventilated lung collapse is the key point of thoracoscopic surgery, and the
poor lung collapse on the operative side may damage the surgical exposure and prolongs the process of sur-
gery. Therefore, high quality of lung collapse is the basis for the successful of surgery. How to achieve excel-
lent quality of lung collapse in a short time has become the focus of anesthesiologists: In recent years, a vari-
ety of speed lung collapse techniques have been applied in clinical practice. This article reviews the applica-
tion progress of non-ventilated speeding lung collapse techniques, make introduction for clinical application,
and discuss their consideration, to provide the reference for clinical practice.
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