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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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laryngis is due ito acid reflux. He postulates that in patients
with reflux oesophagitis the acid contents of the oesophagus
may be regurgitated still higher up, particularly at night,
thus causing an inflammatory reaction in the posterior part
of the larynx. Nine patients With pachydermia were investi-
gated with this possibility in mind, five having symptoms
suggestive of oesophagitis and three a sensation of a lump
in the throat in addition to hoarseness, which was common
to all of them. Acid barium swallows2 were performed,
and in all nine patients the findings were consistent with a
diagnosis of reflux oesophagitis, two patients showing in
addition reflux into the pharynx. The patients were treated
with suitable antatid therapy, U?d all improved sympto-
matically and objectively after an average of six to eight
weeks.

Several questions arise from this investigation. For in-
stance, why is pachydermia, which is an extremr1h uncom-
mon condition, not seen more often in cases of hiatus hernia?
Furthermore, if acid reflux through the cricopharyngeus is
the cause of the laryngeal lesion, is it not likely that similar
inflammatory changes would occur in the postcricoid region of
the hypopharynx? One would also have expected nocturnal
coughing to be a symptom, since the interarytenoid area of
the larynx is sensitive to irritation of any kind. The presence
of oesophagopharyngeal ..reflux in two of the patients as
shown by acid barium swallows may be questioned on the
grounds that the stimulus responsible for the adnormal oeso-
phageal movements which occurred may have been excep-
tionally potent. A more accurate and sensitive measurement
of acidity in the oesophagus is provided by the use of pH
electrodes which can be left in the lumen of the oesophagus
overnight.3 4 Nevertheless, the view that pachydermia is
due to acid reflux deserves further attention.

1 Delahunty, J. E., 7ournal of Laryngology, 1972, 86, 335.
2 Donner, M. W., Silbiger, M. L., Hookman, P., and Hendrix, T. R.,
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3Pattrick, F. G., Gut, 1970, 11, 659.
4Spencer, J., British Journal of Surgery, 1969, 56, 912.

Royal College of Surgeons
Sir Edward Muir, consulting surgeon to King's College
Hospital, was elected President of the Royal College of
Surgeons last week. In recent years the college has notably
extended its influence throughout the country and Sir
Edward enters office at a time when further growth of its
activities is likely.
Many years ago the Royal College of Surgeons of Eng-

land broke away from its traditional role as an examining
body, and during the presidency of Lord Moynihan in 1928
the first research departments were established. After the
second world war these departments increased in number
and took on the responsibilities of postgraduate teaching as
well as research. Twenty-one years ago the Institute of
Basic Medical Sciences was formed in collaboration with
the University of London, and the departments of anatomy,
physiology, pathology, pharmacology, and later biochemistry
were incorporated in the institute. The College also set up
departments of anaesthetics and of dental science and a
research department of ophthalmology. More recently a re-
search department of surgical sciences has been established
under the directorship of Lord Brock.
At the instigation of the late Sir Frank Holdsworth, of

Sheffield, the College took the lead among the four Royal
Colleges of Surgeons of the British Isles in organizing the
scheme for higher surgical training, a scheme which has
put some sort of order into the period of post-fellowship
training. In planning and implementing this scheme the
colleges have had the full co-operation of the relevant speci-
alist associations and of the university professors of surgery.

There has always been a tendency to regard the College
as a London College rather than the surgical college of
England and Wales. London surgeons have nearly always
formed a majority on the council. During the last decade
there has been a move to spread the College activities be-
yond the confines of central London. An increasing pro-
portion of the members of the court of examiners have
come from the provinces. When Sir Harry Platt was presi-
dent the first attempt was made to take the College outside
London by holding the annual meeting of Fellows and
members in the provinces, and this is now done every
alternate year. The first of these meetings was in Man-
chester in 1955.

During the last few years a much closer association with
both undergraduate teaching schools and with district hos-
pitals outside London has been established. Following a
pilot scheme which received the support of the Nuffield
Provincial Hospitals Trust, regional advisers and surgical
tutors working in the main district hospitals throughout the
country have been appointed. Regular meetings of the ad-
visers and tutors are held at the College, and thus the
representatives of the College are enabled to organize sur-
gical training in their own areas in collaboration with the
postgraduate deans of medical schools. These moves have
been fostered and advanced under the presidency of Sir
Thomas Holmes Sellors. Thus Hunterian lectures have
been delivered in Southampton and in Darlington and a
Moynihan lecture appropriately in Leeds. The president
during his term of office has paid many visits to provincial
centres to discuss with both senior and junior staff the
means of prpviding the right sort of postgraduate education
which can be given to those holding posts in the National
Health &ervice. In recognizing posts in hospitals for sur-
gical training emphasis has been laid on the need for junior
doctors to have time for study, on the provision of adequate
library facilities, and on the responsibility of consultants to
train their juniors. The move in some provincial centres to
provide in-service courses in the basic sciences for those
taking the primary examinations in surgery or anaesthesia
has had the full support of the council of the College. Dur-
ing the last three years the director of surgical studies of
the College has visited more than 50 district hospitals or
regional centres throughout England and Wales and dis-
cussed their problems with consultant and junior staff. In
the main he found that the majority of surgeons in training
posts were satisfied with the experience which they were
receiving, but there were still far too many who were over-
burdenied by service commitments, and either had not the
time or expressed themselves as too tired to make use of
the facilities which were being offered.
The President's term of office will go down as one in

which the College has tried to spread the facilities for
adequate postgraduate training in surgical subjects through-
out the provinces and to carry the College's activities far
beyond the building on the south side of Lincoln's Inn
Fields. It will also be remembered as a period in which,
guided by the President's breadth of vision, the College has
strengthened and developed its links with other colleges,
both surgical and medical, in Britain and overseas.
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