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differing circumstances. Having designed the machine and
watched it in motion for five years the working party now
feels that it can be steered effectively into the new relation-
ships which will arise when the N.H.S. is reorganized in
1974. At the same time Sir George Godber and his col-
leagues wish to withdraw from the scene in favour of a new
team. They deserve the thanks of all Health Service staff
for their several efforts to find a flexible administrative struc-
ture-linking medicine and management-in which the
energies and ideas of hospital doctors can be harnessed to
make the best use of our limited N.H.S. resources.
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Burning Feet
The complaint of burning pain in the feet is not uncommon.
It may be the presenting symptom or main feature of such
diverse conditions as acute polyneuritis, diabetes, subacute
combined degeneration of the cord, and ergotism. Usually
there is accompanying paraesthesia, and the symptoms may
affect the hands as well as the feet.
A much less common cause of burning paraesthesiae

affecting the feet is "tarsal tunnel syndrome." This is com-
parable to the carpal tunnel syndrome, with a compressive
lesion of a peripheral nerve by a flexor retinaculum. Pain
on standing or walking, with paraesthesiae, raises the pos-
sibility of a neurological lesion. The absence of any motor
weakness, with normal reflexes, and normal peripheral pulses,
leaves the diagnosis in little doubt.
A recent case report' describes a 34-year-old welder who

developed intense burning paraesthesiae in the feet, extending
to the knees, after working for three months during which
he squatted twelve hours a day in a stricken oil tanker. The
only abnormal physical sign was hyperaesthesia of the soles
of the feet. The blood sugar and cerebrospinal fluid were
normal. But an electromyogram showed slowing of con-
duction in the medial popliteal and posterior tibial nerves
at the level of the medial malleolus, being 22 metres per
second below and 39 metres per second above.

Blocking of the posterior tibial nerve with local anaesthetic
abolished the pain in the foot. At operation it was noted
that the posterior tibial, medial, and lateral plantar nerves
appeared thickened, gelatinous, and flattened by the flexor
retinaculum and a well-developed septum originating from

its under surface. The flexor retinaculum was excised, with
complete and immediate relief of the burning symptoms. A
postoperative electromyogram confirmed the recovery in
conduction velocity. It is likely that anoxic damage to the
nerves resulted from the squatting posture being maintained
for several hours with consequent stretching of the posterior
tibial nerve over the medial malleolus, and from pressure
being exerted by the flexor retinaculum.
The condition is thus akin to the carpal tunnel syndrome,

in which compression by the flexor retinaculum at the wrist,
with anoxic damage to the median nerve, leads to severe
paraesthesiae, typically occurring at night. In a patient who
presented with a carpal tunnel syndrome, and who sub-
sequently died of a cerebral tumour, P. K. Thomas and P. M.
Fullerton2 reported a reduction in diameter of nerve fibres
at the site of the lesion and below it. In an experimental
study in a guinea-pig3 chronic compression of the median
nerve at the level of the wrist was noted to lead to a reduction
in the number of myelinated fibres present in the mid-
forearm if the lesion was severe enough to produce com-
plete degeneration at the wrist. When the lesion was less
severe and produced mainly segmental demyelination, trans-
verse sections at the higher level did not show any signifi-
cant change in the total number of myelinated fibres or in the
proportion of large-diameter fibres. The loss of large-
diameter fibres may explain the burning paraesthesiae in
both carpal and tarsal syndromes. Mild examples of the
latter may go undetected unless sought.
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Acid and the Larynx
The factors most often incriminated in the aetiology of
chronic laryngitis are excessive smoking, misuse of the voice,
and very occasionally a septic postnasal discharge. In most
cases of chronic laryngitis the changes are confined mainly to
the glottic level, though in some instances of misuse of the
voice there is considerable hypertrophy of the false cords.
Injection of the subepithelial vessels and hyperaemia of the
vocal cords are the earliest signs of inflammation. They
lead on to oedema and eventual hypertrophy of the epi-
thelium, chiefly on the vocal cords, but also on the vocal
processes of the arytenoids and the interarytenoid area.

Ulceration of the medial aspect of the vocal processes of
the arytenoids is a variant of chronic laryngitis and results
from the violent impact of one arytenoid against the other,
usually after a bout of prolonged shouting. If the voice is
not rested the ulcers may not heal, in which case they become
overshadowed by the appearance of granulomata arising from
their bases. Rather like this is a condition referred to in the
older textbooks of laryngology as pachydermia laryngis. This
is characterized by the presence of more or less symmetrical
thickenings at the posterior ends of the vocal cords and
especially the vocal processes of the arytenoids, together
with corrugation of the interarytenoid epithelium. It has
always been considered an uncommon condition, being es-
pecially rare in women, and the cause of it was thought to
be overuse of the voice, though this was by no means always
the case.

Recently J. E. Delahuntyl has suggested that pachydermia
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