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Arthroscopic surgery on my knees was delayed until
after the thesis show in order to allow my foot time to
heal. BEven with all the late nights at the studio, I was
still putting finishing touches on my watercolors with an
airbrush minutes before the opening reception. Carol
frantically cleaned glass and put my artwork into the
frames while I finished. The last illustrations were
hung as the gallery gates were opened.

I gquickly returned to the apartment to change my
clothes for the opening reception. When I was ready to
put my shoes on I realized that the only shoes I owned
that could be worn over the braces were my brown suede
hiking boots. Fashion statements were not to be the
highlight of this show as far as I was concerned.

When I returned to the reception for this master’s
group show, I was asked to respond to a number of
questions about my display. I had presented my work as
an educational exhibit on spina bifida. A friend from
the ceramics studio had volunteered to construct a light
box so that I could include x-rays as well as a normal
human skeletal vertebral column in the display for
comparison. I was surprised at the interest in my
exhibit and the number of people who confessed to having
relatives or acquaintances with the condition. More than

a few people asked for further information and for copies



216
of the written thesis after completion. I collected
names and addresses so I could honor these requests. I
even received one request from the parents of an
adolescent with spina bifida to call their child to offer
encouragement. I was also honored that my former
instructor of photography at Keuka, Chris Wright, had

brought his family from Penn Yan to attend the reception.

After the thesis show work had been accomplished the
remaining coursework had to be completed and attendance
at a commencement ceremony was required. Because of
extended study courses and the limited time in which I
had to devote to classwork, I planned to remain at RIT
for summer gquarter. Brian would be returning to Toronto
and our lease had expired, so I was to share an upstairs
apartment with Carol and her roommate, Geraldine, for the
summer.

Because participation in a commencement ceremony at
RIT is required in order to eventually receive a degree,
I accompanied my classmates in this formality. For the
third time in my life I attended commencement exercises
in a gymnasium. This was to me the ultimate irony. For
me to receive any honor in such a temple of physical

ability I likened to revenge.
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After commencement my father came out once again to
move my things, this time to my summer nest at Carol and
Geraldine’'s. My surgery was rescheduled for the break in
between the spring and summer academic quarters. I was
admitted for bilateral arthroscopy and debridement of the

knees.
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ADMISSION NOTE UNIT NO.
Barbara Tefft

Barbara Tefft has mid-lumbar meningomyelocele. She has
been ambulatory all her life, and her activities have in
early times included both bicycle riding and horseback
riding. In 1973, she underwent medial epiphyseal
stapling of her left distal femur to correct a
progressive valgus deformity of the knee with
degenerative changes in the lateral femoral condyle of a
Charcot nature. She first came to attention here in
November of 1984 because of progressive changes in both
knees with marked swelling, valgus deformity and
diminishing ability to ambulate in an AFO, which was her
only bracing to that time.

Her physical examination demonstrated markedly swollen
knees bilaterally with palpable osteochondral fragments
in each knee, quadriceps and hamstring power of a good
nature bilaterally, knee flexion contractures associated
with valgus deformity bilaterally, and insensitive flail
feet.

Initial management consisted of fabrication of bilateral
KAFO’'s which have succeeded in returning her right knee
to a full range of motion and stabilizing her quite well
against valgus deformity when ambulating. The left knee
still carries a 20 or 30° flexion contracture. The left
lower extremity appears to be approximately 2" shorter
than the right to clinical examination, which seems a
large discrepancy to have resulted from a unilateral
stapling of the knee at the age of 12.

She enters at this time for arthroscopic evaluation of
both knees with the intent to remove osteochondral
fragments, and make some determination as to what further
corrective action may be warranted to protect her knees
from further deterioration.

Her urine has been asymptomatic for many years. She
voids. Has occasional stress incontinence. At the time
of this dictation, urine culture has been obtained. We
have no results. 5 to 7 days of hospitalization 1is
anticipated.

Signed

for Franklin V. Peale, M.D., P.C.
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PATIENT NAME DATE NF OPERATINN DATF DICTATED

Barbara Tefrt b/17/85 6/17/485
DATE TRANSCRIBED
6/18/85

PRE-OPERATIVE DTAGNOSTS

Bilateral Charcot knee =second to meningomyelocele.
POST-OPERATIVE DIAGNOSTS

Same.

OPERATTON

Bilateral arthroscopy; debridement of Kknees through open
arthrotomy.

SURGEON

Dr. Peale Dr. Black

OPERATIVE PRT"TEDURES AND PATHOLOGTICAL FINDING
Anesthesia: general.

PROCEDURE

Under general anesthesia, the right knee was arthroscoped
through a lateral infrapatellar approach. Superpatellar
pouch was unremarkable. The patellofemoral joint
revealed grade lI charding, mostly at the crest of the
patella. Joint surfaces were reasonably malntained.
Medial meniscus was visible. Weight bearing portions ot
medial femoral condyle and tibial plateau seemed
reasonable. There was considerable charding and no
evidence of anterior cruciate ligament in the
intercondylar notch. The lateral tibial plateau was
grossly destroyed. There was a marked drop orf or about
a centimeter into the lateral joilnt space rfrom the
intercondylar notch and articular cartilage was no longer
present. There was a cobblestone. reddish surtface ot
bone and several loose bodies toward the margin of the
joint which could be readily moved about by palpating

with a finger externally. No lateral meniscus was
visualized. At this point the tourniquet was inflated.
Arthroscopy was discontinued. A lateral arthrotomy was

made through the ilio-tibial tract. The step surrtace ot
the lateral femoral condyle was quite smooth to finger
palpation. There were numerous synovial enchondromata
along the lateral margin of the joint which were excised
sharply. The origlin ot some was not clear. The origin

SIGNATURE OF OPRRATOR
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of others was pretty clearly the very lateral cortical
edge of tibia. The posterior half of the ilio-tibial
tract was divided completely to prevent further flexion
forces from it. The anterior third was left intact.
After extensive saline irrigation, the wound was closed
with O Vicryl interrupted sutures in capsule and ilio-
tibial tract, 3-0 plain in subcutaneous tissues and steri
strips in the skin. #13 French, round Jackson-Pratt
drain was placed in the joint prior to closure through
the superolateral drain site. Tourniquet time was 40
minutes.

The left knee was then scoped similarly. There was much
more degenerative charding in the synovium and articular
surfaces of the left knee than the right. The lateral
joint space could not be well visualized at all and when
it was, it was apparent that the changes were very
similar to those on the right with loss of the articular
surface of the tibia laterally. A number of large,
marginal osteochondral bodies, movable on palpation, but
apparently attached to two synoviums were present.
Visualization was difficult but it was eventually proven
that the medial meniscus was intact. The articular
surfaces were not severely damaged. There was a lot of
charding in the intercondylar space but I think that we
could see the anterior cruciate ligament. We did not

SIGNATURE OF OPERATOR




