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Ratio of LE/PE in the 3rd Dpt. of Surgery
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Male/female ratio in the 3rd Dpt. of Surgery
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Age of patients in the 3rd Dpt. of Surgery
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note differences in bronchial tree anatomy of R and L side



bifurcation of trachea– assymetry of it





pulmonary veins and their relationship to bronchial tree



superior mediastinum













right side of mediastinum- an approach to 
thoracic part of oesophagus







border between thoracic and abd. cavity is high especially in exspiration
(4th intercostal space on the R, 5th Intercostal space on the L), 



safe approach to thoracic cavity (not to injure diaphragm and abdominal organs)



Anesthesy





surgical approach into thoracic cavity













diaphragmatic rupture

abdominal organs herniation







mediastinoscopy – dignostic evaluation of mediastinum 
biopsy is possible







stapler – useful surgical tool





sternotomy












