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SUB-PERITONEAL CHOLECYSTECTOMY

LESTER R. WHITAKER, M.D.

Report of a Case

The patient, a multiparous woman of thirty-eight, had for two 
years repeated attacks of sudden severe pain in the right upper 
quadrant, radiating to the back. Nine months ago, following a. 
series of attacks, she observed jaundice which lasted a week or 
two. About a year before admission to the University Hospital 
she had had an operation for appendicitis. (Many young women 
have been operated upon for appendicitis and, six months to a year 
later again for gall-stones, usually by a different surgeon.)

The physical and laboratory examinations revealed a fat and 
healthy woman. She stated that previous X-rays had shown a gall 
bladder full of stones.

Comment: Typical biliary colic comes on suddenly and is 
almost as suddenly relieved. From studies in physiology and 
pathology we believe that it is produced by contraction of an 
actively functioning gall-bladder which forces a stone into the 
cystic duct. If the stone passes or recedes, the .colic and its effects 
are relieved at once. If the stone becomes impacted in the cystic 
duct, the biliary colic merges into the symptom picture of acute 
cholecystitis.

Sometimes it is necessary to interpret X-rays from the meager 
statements the patient is able to make. This patient had been told 
she had a gall-bladder "full of stones". This 'usually means full 
of small stones. It is human nature to emphasize a striking and 
alarming fact. Telling the woman she had a gall-bladder full 
of stones would answer the purpose; telling her they were small 
stones would not. If the stones had been large, that frightening 
fact would have been emphasized. Small stones are likely to be 
young stones. It is usually safe to infer that in a young woman 
who has had biliary colic with no residual symptoms, the stones
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are small and young. It is probable also that the gall-bladder 
wall is contractile consequently, little, if any, diseased. If the 
disease is early, ducts are not likely to be dilated, infected or 
obstructed.

Jaundice can be caused by a small stone which passes the 
cystic duct and temporarily blocks the sphincter of the common 
duct. It does not appear likely that a stone which had produced 
transient jaundice six or more months previously would still be in 
the common duct, yet the fact of previous jaundice should be 
kept in mind at operation.

The evidence in this case then, indicated that the gall-bladder 
was contractile, non-adherent, thin-walled, non-obstructive conse 
quently, the serosa of which would strip readily. In other words, 
this gall-bladder would be amenable to sub-peritoneal dissection.

Operative Technique:

An upper right rectus muscle-splitting incision was made six 
inches long through the fat, but only about four inches long 
through the fascia and abdominal wall. The reason for the longer 
incision in the fat is that it falls away, leaving a shorter approach 
through the abdominal wall. The fundus of the gall-bladder was 
smooth and non-adherent. The pylorus of the stomach and duo 
denum, pancreas and liver were normal. The ducts were normal 
to palpation.

The fundus of the gall-bladder was grasped and pulled up 
with a triangular tipped, Collins clamp. A circular incision was 
made around the fundus through the serosa, which was stripped 
downward for an inch all the way around by a suction-dissector. 
A self-retaining Balfour frame was inserted for retraction of the 
abdominal wall. One pack was inserted. The cholecystectomy can 
be done through a still smaller incision without the pack, but. 
not having made the studies in this case, we felt that the upper quad 
rant should be explored.

Guy sutures of chromic catgut were placed in the peritoneal 
cuff on the gall-bladder and attached to the drapings. Now by the 
use of a focusing headlamp and special instruments the serosa was 
dissected off the gall-bladder to the common duct.

Since the arteries run on, not in, the gall-bladder, they were 
dissected up and stopped by the use of modified Gushing silver 
clips, then dissected away with the serosa. The cystic duct was
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cut off about one centimeter from the common duct. There were 
perhaps twenty small mixed cholesterol stones in the gall-bladder. 
One was moderately impacted in the cystic duct. After this stone 
was removed there was a reflux of clear yellow bile from the 
common duct.

Since the common duct was not dilated nor inflamed and 
contained clear bile, a cholangiogram, which had been contemplated, 
was deemed unnecessary. A silver clip was placed across the 
stump of the cystic duct; a tie around the top of the serosal sac; 
and the wound closed without drainage. Drainage was not neces 
sary because the cystic artery had been securely fixed at its small 
branches; the cystic duct securely closed; the liver bed not wound 
ed, and all tightly covered by serosa without so much as a needle 
hole in it.

Post-Operative Course:
The second day after the operation the patient sat on the edge 

of the bed with ease. She had had very little pain, and was taking 
fluids well.

The fourth day after the operation the patient sat in a chair 
without difficulty.

On the eighth day after the operation the patient was walking 
about. There had been a slight serious discharge from the wound. 
Chromic catgut had been used in closure of the fascia; if fine silk 
interrupted sutures had been used this probably would not have 
happened. However, with a wound so short, and undrained, in 
the upper abdomen, there is little chance of herniation.

This patient was in excellent condition and had had no symp 
toms when seen a month after discharge.

By sub-peritoneal cholecystectomy according to the method 
described, the gall-bladder is removed through a three or four 
inch incision with slight trauma and great safety. Post-operative 
disturbance is slight, recovery is rapid, and sequelae are rare. The 
average stay in the hospital is nine days.

Bibliography:
1. Whitaker, L. R. Sub-peritoneal cholecystectomy. 

Boston M. & S. J., 197:657, 1927.
2. Whitaker, L. R. Sub-peritoneal cholecystectomy. 

Surg. Gynec. Obst., 46:851, 1928.
3. Whitaker, L. R. Sub-peritoneal cholecystectomy  
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PREMATURE SEPARATION OF THE NORMALLY 
IMPLANTED PLACENTA

RICHARD TORPIX, M.D.

Case Report

E. L., Colored woman, aged 37, para VI, gravida X, slender 
constitutional type entered the hospital, having severe continuous 
pain in the uterus at eight months' pregnancy.

The resident noted: "On day of admission, October 6, 1938, 
about 3:00 P.M., patient's membranes ruptured, and at the same 
time she began to bleed. She has bled continuously but not 
profusely ever since. Her pains have been almost constant with
no interim of rest or relaxation.

j 
On examination: Abdomen about IVz 8 months pregnant. The

uterus is very tight with practically no relaxation. I can feel noth 
ing within uterus due to its tenseness. I could not hear any fetal 
heart tones, but some placental souffle, showing it is not a total 
separation".

Rectal: Cervix thick, dilated about 1 finger's breadth. 

Extremities: No edema. Blood Pressure: 190/110"

Her history and other findings were as follows: She had had 
six normal labors and three miscarriages. She had had hyperten 
sion with one pregnancy. Laboratory report: Urine: Albumen, 
one plus, many leucocytes with clumping. No sugar. White blood 
cells: 12,500; red blood cells: 2,650,000; hemoglobin, 40%. Pennol- 
sulphonephthalem output, first hour, 20%, second hour, 15%. Total, 
35%. Wassermann: four plus.

Diagnosis: Premature separation of placenta normally implanted. 
Toxemia of pregnancy. 
Pyelitis. 
Syphilis. 
Anemia, secondary.

Therapy: Our routine management of premature separation of nor 
mally implanted placenta (Holmes: Ablatio placenta; De Lee: Abrup- 
tioplacenta) is rupture of the membranes and tight abdominal 
binder coordinate with transfusions .* In this case, because of 
desire to sterilize her simultaneously on account of the hyperten 
sion and advanced inultiparity, we removed the pregnant uterus,
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hut made certain that the fetus had already expired from anoxia 
of the placental separation, or because of tetanic contraction of the 
uterus which prevented entrance of a fresh supply of maternal blood 
to the placental sinuses. We had a stethoscope sterilized by boiling 
and listened for fetal heart tones through the uterine wall after 
the abdominal incision was made. None were heard. It is some 
what safer for the mother to remove the pregnant uterus intact, 
rather than to remove the fetus and then the uterus. There is 
some danger of infecting the peritoneum from the cavity of the 
uterus and there is necessarily more operative, hemorhage.

The uterus in this case was mottled with hemorrhagic areas 
up to one centimeter in diameter over the anterior wall of the uterus, 
mainly at the periphery of the underlying placenta. The placenta, 
measuring 15 X 15 cm. was discoid on the upper portion of the 
anterior wall and completely separated by a blood clot which, 
with the uterine wall and placenta, was 8 cm. thick. The clot 
extended underneath the membranes to the right and over onto 
the posterior wall, where it covered an area 14 X 17 cm., and was 
in the thickest place 3 cm. The cord inserted into the placenta 
slightly eccentrically. The total weight of the fetus, placenta, 
clot and terus was 3255 grams. The fetus weighed 1471 grams. 
The placenta and clot were not disturbed in the preserved specimen.

* We believe tlmt to bt> the standard basic therapy and fortunately, rather 
easily carried out by any physician. We have never seen a uterus rupture and 
none that did not return to normal after delivery.

Illustration I: Sho'vins! the posterior half of the uterus, containing the fetus and 
a portion of the blood clot above, and below the anterior half of 
uterus containing the placenta completely displaced from the 
uterine wall by a large blood clot. The uterus was hardened in 
formalin with contents intact and then bisected up the sides and 
across the apex. All measurements are to scale inasmuch as the 
outlines were made with a vertical viewing box. The total 
overall length of the uterus is 2.5.6 cm.
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Drawings by: Mariella McKie.
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THE CONTRIBUTION OF THE FRENCH TO ROENTGEN 
PELVIMETRY PRIOR TO 1915.

By RICHARD TORPIN, M.D.

Translated from "La Pratique de 1'Art des Accouclienii'iits", Volume II, 
Commandeur, Keiffer, et al. pp. 197-200.

Published in Paris, 1907 by Asselin and Houzeau.

"In 1897 at the Congress of Moscow, Budin presented the 
X-ray of an oblique oval Naegele pelvis taken on a living woman, 
and Varnier gave some films of pelves done under similar con 
ditions. Thus there was created a new method of exploration 
permitting one to obtain, with the help of the Roentgen rays a 
contour representing the superior strait. Since then, radiography 
as applied to the exploration of the pelvis has given birth to 
numerous works (Varnier, Fabre, Destot, Bouchacourt, etc.).

Here is the general technique of radio-pelvimentry on a living 
woman: the woman lying flat, either clorsally or ventrally, with 
the pelvis lying on a photographic plate of sufficient dimensions. 
Above the pelvis at a distance of about 50 cm., in the median plane 
of the body, there is placed a Crookes tube which is run with 
electricity through a bobbin or a static machine. At the end of 
the time for a variable exposure, one gets, upon developing the 
plate, an image wherein the clear center represents the entrance 
of the pelvis. But this image presents some deficiencies and some 
disadvantages. In fact, all the points of the contour of the superior 
strait are not clear; the regions farthest removed from the plate 
are little visible and somewhat clouded over; this disadvantage 
is particularly marked on the sacrum when the exposure is made 
on a dorsal recumbent position. Moreover, the contour obtained 
is not altogether to be superimposed on the true contour of the 
superior strait; its projected shadow is larger than the object itself. 
One gets, finally, a deformed image and one whose distortions 
at best correspond to the most distant regions from the sensitized 
plate. It has neither the form nor the dimensions of the superior 
strait and is not to be utilized directly, therefore. It is then 
necessary to correct it, and for that several methods have been 
proposed.

1. Radiopelvimentry by comparison. This method, according 
to Varnier, consists of comparing the image on the living woman 
to standard silhouettes done on dry pelves and radiographs in 
identical conditions and whose true contours and exact dimensions
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are known. One could thus measure the size of the sacrum, the 
distance from the middle of the promontory to the sacro-iliac 
syrnphyses, and the dimension of the medium transverse. The 
latter is obtained by subtracting two centimeters from the dimen 
sions of this diameter measured on the radiograph. The necessary 
deduction varies besides with the distance of the Crookes tube 
from the plane of the superior strait: 30 millimeters to 70 centi 
meters, 25 millimeters to 60 centimeters, 20 millimeters to 70 
centimeters. It is in order to diminish this error that Varnier has 
conceived the radiographic procedure wherein the Crookes tube 
is placed at 2 millimeters, to 50 centimeters. The difference be 
tween the true transverse and its image does not exceed 5 milli 
meters.

Fabre has objected to this procedure for giving results too 
hap-ha/ardly, because the distante from the superior strait to 
the photographic plate varies and the degree of distortion of the 
image is no longer the same. Moreover, one does not get the 
true contour of the anterior arc. One cannot take in the degree 
of obliqueness of the superior strait.

2. Radiopelvimetry done with trigonometry. It consists (ac 
cording to Levy and Thumin) of measuring the diameters with 
the proof of trigonometry. The causes of error due to the absence 
of clear vision of the promontory are numerous. Once again here 
we are confronted with the unknown obliqueness of the superior 
strait.

3. Geometric radiopelvimetry. It includes three procedures. 
The first, from Bouchacourt, is only a modification of the Fabre 
procedure. It consists of radiographing the pelvis of a woman 
surrounded by a metallic band with points 2 cm. apart. In re 
producing on the radiographic proof, the rigid band in its true 
size, one can, by using the properties of the homological figures 
of Casles, construct point by point with straight lines, the edge 
of the superior strait in its true dimensions. Fabre has criticized this 
procedure and shown that it exposes the obstetrician to errors 
because of the faulty parallelism between the plane of the superior 
strait and the band from one side and that of the photographic 
plate on the other side.

We shall merely mention the names of the founders of the 
two other methods: Morin and Carlos Santos.

4. Metric radiography. This procedure, proposed in 1899 by
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Fochier and Fabre allows the reproduction of a contour without 
great errors, giving in true size the dimensions of the superior strait. 
It consists essentially in placing in the plane of the superior strait 
a frame composed of four metallic rulers showing teeth about one 
centimeter apart. The posterior ruler is placed on the level of 
the posterior and superior iliac spines; the anterior parallel to 
the posterior, at the base of the superior edge of the pubis. For 
the duration of the action of the Roentgen rays, the shadows of 
the teeth are projected at the same time as the contour of the 
superior strait. One has then on the photographic proof, only to 
join two by two the points of the opposite teeth in order to have 
some quadrilateral figures, more or less distorted, corresponding 
to some squares which will have been drawn in the plane of the 
superior strait. On a sheet of graph paper with squares of one 
centimeter on the sides, one can trace the contour of the superior 
strait by transposing it where the indication is given in the quadri 
lateral figure drawn on the radiographic proof. One thus gets 
an image very nearly exact of the superior strait, giving the true 
length of the transverse medians and the real edge of the anterior 
arc. Experimentation on dead patients has shown that the error 
in the appreciation of the transverse varies from one to eight 
millimeters. These errors are due to the difficulty in placing the 
frame exactly in the plane of the superior strait, because the 
posterior iliac spines do not always correspond to that plane. Fol 
lowing the pelvis, they can be placed perceptibly above or below.

Fabre improved his procedure by some modifications on the 
frame and by using it systematically for radiography on a recum 
bent ventral position only. One can often enough obtain a probable 
image of the promontory, and consequently the whole of the con 
tour of the superior strait would appear clearly. (Donnezan, Lyon, 
1906).

Value of the radiopelvimetry: Of all the procedures proposed 
up to now, that of Fabre is incontestably the one which gives the 
best results. That one does not pretend to be perfect; it has 
many causes of error, particularly the impossibility of making the 
plane of the frame coincide with any certainty with that of the 
superior strait, and the uncertainty of the true situation of the 
sacro-vertebral angle. Despite these imperfections, the metric radio 
graphy consitutes an excellent procedure of clinical exploration of 
the pelvis, especially for the measurement of the transverse diameter, 
the determination of the edge of the anterior arc of the pelvis and 
the evidence of pelvic assymetries.
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The recent perfections of the radiological technique (stronger 
screens, abbreviated times of exposure, etc.) have allowed us to 
overcome certain difficulties. It is actually possible to obtain some 
good proofs of the superior strait on the pregnant women in the 
last months of pregnancy, and that in spite of the presence of the 
ovum and of the fetus whose skeletal image appears on the film. 
The field of action of radiography is then no longer limited to the 
non-pregnant woman or to the beginning of gestation. From this 
fact, a part of the arguments and objections that could arise as to 
its usefulness immediately disappear."

Translated from "Obstetrique" P. Fabre.

pp. 512-522. * 

Published in Paris 1915, by Bailliere and Son.

"Before the difficulties of application of the pelvigraphs of 
Fochier, I tried to apply radiography to the study of the retracted 
pelvis.

Radiography presents some considerable advantages; the pro 
cedure is not painful; it can easily be done during pregnancy and 
gives very exact information; with an automatic procedure the 
obstetrician can obtain precise therapeutic indications, and after 
the delivery, he can verify whether the operations used were indi 
cated.

The disadvantages of radiography are due to the nature of the 
X-rays which, separated from the cathode, diverge and distort the 
images. If one attempts to reproduce the form of the superior 
strait, the image is not only enlarged, but also the distortion is 
irregular, because it is impossible to place the patient so that the 
plane of the superior strait is exactly parallel to the photographic 
plate; the result is that the bony regions some distance away from 
the plate are enlarged and very badly distorted; the nearer regions 
of the plate are less distorted.

INDICATIONS FOR METRIC RADIOGRAPHY: The pelvis 
should be X-rayed:

1. Before marriage. In all the cases where the skeleton pre 
sents a congenital malformation or an acquired one, congenital 
dislocation of one or both hips, infantile paralysis or hemiplegia, 
white tumors of the lower members, coxalgia, precocious or chronic 
rachitism, etc.
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2. During pregnancy. At whatever epoch of pregnancy one 
should X-ray a patient every time there are indications of pelvic 
lesions and especially when it is certain that such lesions exist. 
The therapeutic decisions to be made can be decided upon from 
the exact measurement of the superior strait.

3. After delivery. Every time that the mechanism presents 
some particular thing or some abnormal phenomena that cannot 
be explained by clinical examination. The course of later deliveries 
would thus be established to a certain extent.

PROCEDURE OF THE METRIC RADIOGRAPHY: My pro 
cedure consists of X-raying and at the same time of reproducing 
some metallic rules having teeth about 1 cm. apart. The rules are 
placed in the plane of the diameter of the pelvis that one wishes 
to measure. These rules undergo the same distortion as the superior 
strait; on the plate after it is developed, the number of teeth cor 
respond to the same number of centimeters which give the dimen 
sions of the picture. (Bouchard's Treatise on Radiology, 1904, p. 
1015).

The metric radiography gives exact results only for the measure 
ment of the superior strait; in order to obtain this result it is neces 
sary that the plane of the frame coincide as much as possible with 
the plane of the superior strait; but the different diameters of 
this strait are not in the same plane; that is why my frame is 
double and is made up of four indented rulers, of which two, the 
anterior and posterior, are in the transverse-pubic plane which con 
tain the oblique and the transverse, and the two lateral rulers are 
in the promontory-pubic plane. On the X-ray these four rulers 
permit the establishment of a four-sided figure formed by the X-rays, 
but which in space do not deviate less than'one centimeter from 
the squares.

The coincidence of the frame and of the planes of the straits 
do not have to be absolute in order to give exact measurements.

DIFFICULTIES IN APPLICATION OF THE METHOD:

1. The rays to use. The nature of the rays to use are not 
very particular; all X-rays should give good radiographs of the 
pelvis. I use a bobbin with 50 centimeters of radiation, with an 
autonomy interrupter of Gaiffe and a Mueller tube, in the bobbin 
we use three to four amperes to 110 volts; in the tube, 7 milliam- 
peres; the time of exposure is from three to five minutes, the 
compensation of the light being about 10 centimeters.
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With the new installations of intensive radiography, the pelvis 
is gotten in ten to twenty seconds. There is no point in having 
the rays too penetrating which cross the promontory without giv 
ing the image. The procedure is applicable during all of preg 
nancy, even near term.

2. The distance of the tube from the plate. I have adopted 
a distance of 50 centimeters as a fixed distance. At this distance 
the injurious influences on the fetus and the maternal teguments 
are nil; I have never had any accidents.

3. The necessity of ventral recumbency. In this position alone 
is it possible to obtain a good image of the superior strait; then 
only does the promontory separate itself clearly. The importance 
of the particular point is considerable and explains our good results.

On the contrary, in the dorsal recumbency, the image repro 
duces the posterior side of the sacrum; the promontory is invisible 
and the periphery of the line is not reproduced.

MANUAL TECHNIQUE:

1. Determination of the point of pubis. The patient is placed 
in the dorsal recumbent position; the superior edge of the pubis 
is determined, at 1 cm. below the edge, one traces, with a ruler 
and a dermographic crayon a horizontal line which borders on the 
lateral parts of the thighs; this line allows one to assure one's self 
when the patient lies on her stomach that the anterior ruler of the 
frame is one a line with the superior edge of the pubis.

2. Determination of the point of measurement of the posterior.
The patient is lying on her stomach; one draws a horizontal line 
which passes by the lateral dimples of the fifth lumbar region; 
this line corresponds to the line of levelling of the transverse public 
plane of the superior strait. Above it, one can trace a second 
line, at 3-6 cm. according to whether the promontory is low, nor 
mal or raised upon touching it. In the case where internal ex 
ploration has not been practised (before marriage) the point of 
measurement of the superior strait is fixed at 4 cm. above the 
ruler passing by the dimples.

3. The patient is placed in the frame. The patient is placed 
inside the frame lying on her stomach, her elbows propped up in 
front on a pillow; the pubic ruler is placed in concidence with the 
line which is visible on the lateral parts of the thighs.
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The dorsal ruler of the transverse-pubic plane is in contact 
with the line of the dimples; the ruler of the promontory-pubic 
plane (wooden ruler) is in contact with the superior line, border 
ing on the promontory-pubic plane.

4. Location of the tube and its application. The tube is placed 
on a vertical and median line 50 cm. above the plate, and the ray 
of the normal incidence falls some feet to the side, at 20 cm. from 
the pubic ruler.

5. Duration of exposure. Exposure with our installation lasts 
between three and six minutes, depending on the weight of tlie 
patient. During pregnancy, the time of exposure is about 6 minutes. 
With the installation of intensive radiography, the exposure is no 
longer than one minute; with the strengthened screens it is re 
duced to ten seconds.

6. Development of the plate. The film is developed very 
completely, just as an ordinary photographic plate.

7. The four-sided figure of the plate. The teeth of the op 
posite rulers are numbered with pencil and the teeth of the same 
type of the pubic and transverse-pubic rulers are joined by the 
straight lines drawn with pencil on the plate. The teeth of the 
lateral promontory-pubic rulers are joined by the straight lines. 
Thus one gets an irregular quadrilateral figure, whose sides cor 
respond to the space of several centimeters.

8. The square itself. In order to read the radiography and 
give the superior strait its true dimensions, it is sufficient on the 
quadrilaternal paper with centimeters, to reproduce the curve of 
the straight in marking the points where the < curve cuts the lines 
traced on the plate. On the radiography, all the measurements 
of the diameters can be made directly.

EXACTNESS OF THE METRIC RADIOGRAPHY: I can com 
pare the radiography done on cases during a life-time and the pelves 
gained from autopsies; the errors are about two millimeters, that 
means that the exactitude of the procedure is quite large and a 
great deal more precise than all other procedures of clinical men 
suration.

For ten years this procedure has netted me good service from 
the clinical view-point, and it has allowed me to set up a veritable 
reference table of the X-ray of the pelvis, actually containing 638 
radiographs".
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Accompanying the chapter by Fabre are a dozen or more 
illustrations of the technic and films obtained by following it. 
These films compare quite favorably with those of the present 
time. It appears therefore, that the French were far in advance 
of all other nationalites in Roentgen pelvimentry at that early date. 
Moore, however (Surg., Gynec. and Obst. 56: 101, 1933) referred 
quite extensively to their work. Otherwise, in the American litera 
ture, at least, they have been given little credit. This possibly 
was due to the fact that the Index Medicus up to 1915 was rather 
cumbersome and required considerable effort to find articles per 
tinent to the subject. At any rate, the papers herein quoted reveal 
that the French were worthy and skilled forerunners to the work 
in America of Thorns, Hodges, Jacobs and others using single films.

The following early French references are those listed by 
Moore, including one subsequent to 1915:

1. Bouchacourt, L: Precedes rationnels de radio pelvimetrie du 
detroit superieur. Cong. internal, de med. C-r. Sect, d'obst. 
Paris 426-431, 1900.

2. Budwin: Photographic par les rayons X d'un bassin de Naegele. 
Obstetrique ii: 499, 1897.

3. Fabre: De la radiographie metrique appliquee a la mensura 
tion des diametres du detroit superieur. Cong. internal, de 
med. C-r. sect, d'obst.

4. Fabre and Trillat: Contribution a 1'etude du detroit superieur 
dans le bassin normal par la radiographie. Bull. Soc. d'obst. 
et de gynec. de Paris, ii: 707-714, 1913.

5. Levy-Solal: Un Precede Nouveau de Radio-Pelvimetrie. Gynec. 
et obst. Jan., 1920.

6. Marie, T. and Cluzet, J: Pelvimetrie radiographique. Arch, 
med. de Toulouse VI: 169, 1900.

7. Varnier H: Pelvigraphie et pelvimetrie par les rayons X. Compt. 
rend Soc. d'obst., de gynec. et de pediat. de Paris. 1: 209, -897.

8. Varnier, H: Note preliminaire sur une methode nouvelle de 
radi.opelvigraphie. Compt. rend, d'obst. de gynec., et de 
pediat. de Paris.

9. Vitoux, G: Nouveau precede de pelvimetrie et de radiographie 
a longue distance. Nature, Paris. XXIV: 268, 1900-1901.
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10. Bouchard: Traite de radiologie. p. 1015, 1904.

11. Donnezan: De la mensuration du diametre du detroit superieur 
par la radiographie. These de Lyon. p. 94, 1906.

Translations done by: Dorothea S. Davis.

ALBERT ALONZO DAVIDSON, M.D.

To go back to the roots of this doctor to whom we wish to 
give recognition here, we must first call attention to his grandfather, 
Paul Davidson, M.D., who was originally a New Englander, but 
came to the Medical College in Augusta for his training and 
practised in Taliaferro County, Georgia.

Albert's father, Arthur Chase Davidson, M.D., was very poor 
and he found the early years of his life a struggle for existence. 
He taught school for a while, but at length also enrolled in the 
Medical College of Augusta where he graduated in 1877. He prac 
tised in Sharon, Georgia, his home town. Albert Alonzo was one 
of six children of this man who came to be a great part of the 
life and death of Sharon, Georgia, in his capacity of both physician 
and minister for half a hundred years. More fortunate than his 
father, Albert had an excellent education and entered the Medical 
Department of Vanderbilt University and was graduated with the 
degree of Doctor of Medicine on March 3, 1893. He, too, was 
going to practice medicine in Sharon, but since his sister had 
also married a doctor, he felt that two doctors would be one too 
many in Sharon, so he moved to Augusta.

His practice was begun in Woodlawn, and, although he defied 
the usual routine of Augusta's doctors, he soon was given full 
opportunity to prove his ability in the profession he had chosen 
for himself. Through out his career, he was not content to live in 
the past, but studied at various clinics, hospitals and medical cen 
ters. Among the most outstanding of those which he attended are 
the New York Poly-clinic Hospital, the Massachusetts General Hos 
pital, and the Harvard Summer School of Medicine. With his 
steadily increasing practice there came merited recognition at home. 
In the Department of Medicine at the State University, he was
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in 1901 made Assistant Professor of Surgery; in 1906 he became 
Assistant Professor of Physiology and taught that subject through 
1909. In 1912 the honorary degree of Doctor of Medicine was 
conferred upon him by the University. It was in 1924 that he 
began his work in the College as Professor of Medicine, first as 
Assistant and then in 1933 as Associate and it was in this capacity 
that he continued to serve until ill health forced his retirement in 
1941.

In addition to the active work of his profession and his duties 
as a member of the faculty of the Medical College, Dr. Davidson 
has given unstintedly of his time and talent in the clinics held 
under the auspices of the University Hospital and contributed to 
by the members of its staff. He also served twice as President of 
the- Richmond County Medical Association and is a member of the 
Alpha Kappa Kappa Medical Fraternity. He has, through the years 
further evidenced his keen interest in all phases of modern medical 
advance by participation in the medical conventions where contact 
with his confereres, with their interchange of ideas, presentation of 
new discoveries, new methods of treatment, and new lines of re 
search into the unsolved problems of the profession, all furnished 
the inspiration and the information invaluable to a man who would 
hold his place in the front line of the eternal warfare waged by 
these men of science against the powerful forces of disease and 
death. His civic activities need hardly be cited here. Anyone 
who came in contact with Dr. Davidson realized that he was one who 
has always been well informed on the issues involved in political 
campaigns and the work of the St. John's Methodist Church.

Recognition is undoubtedly due any man who has lived the life 
of service, achievement and fulfillment to be' found in the life 
story of Dr. Albert Alonzo Davidson, M.D.

Abstracted from a paper written by: Mrs. C. M. Burpce.


