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Respiratory system
Lower respiratory tract
   Both side of the thoracic cavity contain closed membranous sac formed by pleura, which in the normal animal contains a small amount of fluid, lies between it and the partial pleura. When the mediastinum was covered with two complete layers of pleura, the right and left portion of the thoracic cavity do not communicate. The mediastinum is usually a complete partition at birth. Fat and c.t increase the thickness of the mediastinum in ruminant making the division more substantial. The caudoventral mediastinum is usually incomplete in the horse and permits direct communication between the right and left pleural cavity.                      
Thoracotomy
Indication of thoracotomy 
1. Repair of diaphragmatic hernia.
2. Closure of penetrating wound.
3. Drainage of an intrathoracic abscess.
4. Repair of rib fracture.
5. Partial lobectomy for neoplastic or septic condition.
6. Correction of congenital cardiovascular anomalies.
7. Exposure of thoracic esophagus.
     The most frequent approach used for exposure of the thoracic cavity is lateral thoracotomy.
Lateral thoracotomy
          The lateral thoracotomy approach may be made through an intercostal space or in conjunction with resection of rib. The surgical site selected depends on the requirements for exposure. The rib resection technique provides superior exposure to the intercostal technique was suggested.
1. The most frequent incision site is over the 6 rib immediately caudal to the border of the triceps brachia Ms. The patient was positioned in lateral recumbency under G.A.                                                                                                                    
2. 40-50 cm skin incision was made directly over the sixth rib ,extending from the caudal aspect of the scapula cartilage.                                                                      
3. The cutaneous tunic muscles was exposed and divided along the incisional plane. The latissimus dorsi muscle is similarly transected in the upper aspect of the incision.  The serratus ventralis muscle was exposed and divided on the long axis of the muscles parallel to the rib.                                                                                                    
4. The adherent intercostal fascia and periosteum are divided longitudinally with a scalpel on the long axis of the rib, which was subsequently divided dorsally using obstetrical wire and ventrally disarticulated at the costochondral junction.     
5. The pleural cavity was then invaded by incising the exposed periosteum and pleura deep to it.                                                                                                    
6. Following the intrathoracic procedures , an indwelling drain tube may be positioned prior to closure. The drain should be secured to the skin with a purse-string suture.                                                                                                               
7. Closure the pleura and deep periosteum in a simple interrupted suture pattern No.2 chromic catgut. The second layer suture includes the superficial periosteum and ms using same suture pattern. Prior to sealing the thorax with the last suture , the lungs should be maximally inflated to expel air and fluid from the thoracic cavity. The skin should be sutured.                                                                            
Lungs 
1. Lung cyst: Congenital acquired. Contain air or fluid or both in their lumen. The large cysts are reffered to as pneumatoceles. Infected cyst may lead to abscess formation.
     Clinical signs: Dyspnea, exercise intolerance, abdominal respiration.      complication: infection , abscessation, ruptured caused pneumothorax and local compression of lung tissue.
Treatment: partial or complete lobectomy.

2. Abscess:
Etiology: 1. Secondary to F.B obstruction or migration.
                2. Chronic lung infection.
                     a. Bacterial bronchopneumia.
                     b. Penetrated wound.
               3. Neoplastic tissue.
   Clinical signs: 1. chronic debilitating disease.
                           2. varying degree of respiratory distress.
                           3. anemia.
                           4. ventilatory sound rang from moist rales and friction rub to no sound over the mass.
Diagnosis: 1. Chest drainage.
                  2. X-rays.
Treatment: 1. Antibiotic and bilateral chest drainage and lavage.
                   2. Surgical treatment partial lobectomy.

 3. Neoplasia.
                                                  Lobectomy 
Indication: 1. Severe laceration.
                  2. Abscess.
                  3. Tumor.
                  4. Large cyst.
     Pleura
     Pleura effusion may result from blood (hemothorax), lymph (chylothorax), air (pneumothorax), pus(pyothorax) and transuadate (hydrothorax).
Clinical signs: 1. Dyspnea.   2. Anorexia.   3. Cough.  4. Reluctance to liedown.
5. Abduction of elbow    6. lung sound may be louder than normal dorsally and absent ventrally.    7. If the pleural effusion is bilateral the heart sounds on both sides of the thorax usually were muffled. 
Diagnosis:  1. x-rays
                   2. Thoracocentesis.
Treatment: According to cause , aspiration and surgical treatment.                                                                 
Affection of chest
I-Fracture of ribs and sternum.
Etiology: falls, kicks and penetrating by foreign body. 
cl.s: 1. In fracture of cranial ribs, brachial nerve plexus may injury. 
       2. Swelling.
       3. Penetration of the pleura or peritoneum by a fragment of rib may be associated            with visceral organ damage. Pneumothorax or hemothorax may result from                 such an internal injury or from an open wound to the outside.
       4. A persistent costal fistula may flow compound fracture.
Treatment:
1. Uncomplicated fracture, treated by rest.
2. Open wound of thorax or obd.cavity are always serious and must be handled as emergencies.
3. Costal fistula can be treated by surgical resection of the diseased rib.
4. Compound fr. was treated on general principles.
Complication: haemothorax, pneumothorax, injury of heart lung, B1.v, and costal fistula.       
II. Open wound: penetrating or non-penetrating. If narrow penetrating opening, hissing noise may be heared by passing of air between the pleural sac and exterior. But when the penetrating wound is large the interior of the cavity may be visible.
Complication: 1. Collapse of lung.
                        2. Pneumothorax.
                        3. Pnumohaemothorax.
                        4. Pleurisy.
                        5. Penetration of lung, heart, large vessels.
                        6. Hemorrhage, from opening of an intercostals artery .
                        7. Penetration of abd-cavity.
Treatment: Same line as those recommended for wound in general.
III. Costal fistula: a sinus or purulent fistula on the thorax wall due to necrosis of ribs or presence of f.b embedded deeply in an intercostal space.
Treatment: Remove a sequestrum or f.b when present or curette a carried surface. The subsequent treatment is that of an open wound. Should the foregoing treatment fail in the case of extensive disease of a rib, costectomy was indicated.

VI. Sternal fistula: due to necrosis there of following injury and infection of the bone or cartilage. It may be a sequel to compound fracture of the structure or it may be due to a foreign body lodged in vicinity.
 Clinical signs:
Inflammatory swelling, purulent orifice and probe inserted through it coming contact with the bone.
TR: operation to remove diseased tissue.

[bookmark: _GoBack]V. Hernia of the lung (pneumocele).Hernia of apportion of the lung has been seen appearing in an intercostals' space enclosed in a sac formed by the skin and parietal pleura.
Clinical signs: soft, spongy contents. 
 Treatment: Surgical operation to close the hernial ring.
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