Professor Marcel Hommel, of the Liverpool School of Tropical Medicine, spoke fascinatingly on the tropical diseases of Madagascar and how they reflect the complexity of the country.
He explained how infectious disease is determined by the interaction of the micro-organisms, of environmental factors, such as temperature and rainfall, and of human factors. Madagascar’s mixed population origins, its geographical isolation and its poverty, made worse by the current political and economic crisis, all have a bearing. The poor communications in the country can also be significant, but did not stop the rapid spread of disease from Mahajunga in the cholera epidemic of 1999-2001.
The level of disease puts pressure on a country with limited resources: Madagascar has only one doctor per 10,000 inhabitants, compared to 34 in France, and healthcare spend of $7 per capita (cf $2,109 in France). Madagascar’s profile is that of a tropical country, with figures for 2002 showing that whereas in France 86% of deaths were due to non-transmissible illnesses, the figure in Madagascar was 41%, lower than the 59% of deaths due to transmissible diseases (of which 26% were respiratory, 21% malaria, 17% diarrhoea, 14% children’s, 7% tuberculosis and 5% AIDS  - small given much lower levels of HIV infection than in countries such as South Africa and Mauritius).
Professor Hommel discussed how due to its racial mix Madagascar unhappily hosts all four species of the human malaria parasite (Plasmodium falciparum, P.vivax, P.malariae and P.ovale). The disease is more prevalent on the coast than in the highlands, which makes inhabitants there more susceptible should there be an epidemic, as in 1985 when 100,000 people died. Rice-growing can also provide conditions for mosquitoes, unless the paddies are allowed to dry out fully (which is also fortunately one of the features of the system for intensive cultivation, SRI). The best way for dealing with the disease is DDT spraying in houses, which should have minimal impact on the environment, and vaccination of children, increasingly done in combination with that for measles and funded by the Global Fund. While there is limited resistance to chloroquine, the best prophylactic is the ACT combination using artesunate, which derives from the Artemisia plant that is grown in Madagascar. A study by the Institut Pasteur that indicated that Duffy-negative Malagasy could be infected with P.vivax was also important in showing the quality of research being carried out in the country.
Cysticercosis, a major but neglected disease which affects up to 20% of the Malagasy population (a much higher ratio than in nearby countries) has an effective treatment in the drug Praziquante, over 3m doses of which have been distributed since 2008 in a free programme by Merck. Unfortunately the drug can be dangerous if taken to treat the chronic disease schistosomiasis, or bilharzia, in which Madagascar is affected by two different parasites, both water-borne and potentially fatal, one urinary and one abdominal.  
Another important disease is plague, described as a disease of rats that can affect humans. Madagascar is a major focus, as of some 40,000 cases worldwide in 1987-2001 80% came from Africa and half of those were in Madagascar. Originally on the coast, the disease is now more of a problem in the highlands; it can be triggered by deforestation and has adapted to local vectors, such as the tenrec. The disease is very difficult to eradicate although it was controlled by vaccination during the French colonial period. One problem is that control can run counter to traditional beliefs, such as the famadihana. However, the Malagasy have also pioneered the use of a dipstick in the diagnosis of the disease.
Dr John Rawlinson gave a vote of thanks for the excellence of the talk, which had certainly lived up to the expectations raised by his son who had been inspired by the lectures of the Professor.
