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Executive Summary 

Malaria continues to be the leading deterrent to development of 
human and natural resources in vast areas of the world. It is the lead
ing disease in terms of mortality and morbidity. As a direct result of 
the adverse impact of the disease, countries with serious malaria pro
blems cannot become economically viable. 

The existing policy of the Agency for International Development 
(AID) with respect to anti-malaria programs, ten years old and inter
preted differently in each of AID's regional bureaus, requires revision 
if the Agency is to have a coherent world-wide approach to a problem of 
world-wide scope. Existing policy and its implementing support criteria 
are exessively rigid with respect to insistence on a purely economic 
rationale for AID support of malaria programs. These criteria pay inade
quate attention to the need to identify and anticipate constraints to 
successful long-term malaria control; in addition they are silent on the 
relationship between malaria control and an increasingly important but 
widely variant mechanism for the delivery of health services, Primary 
Health Care (PHC).
 

The AID Malaria Strategy Workshop recommends a firm AID requirement
 
that a country requesting assistance in controlling its malaria problem
 
(1) be fully aware of the need for and (2) make a commitment of long
term support of the proposed program. With respect to the tactical
 
approach to malaria control and the degree of control sought, the Work
shop recommends maximum AID flexibility -- subject to an epidemiologi
cally established plan of operation, a determination of the plan's 
technical feasibility and a careful assessment of administrative capa
city and long-term financial affordability. Malaria's negative impact 
is such that properly supported requests for assistance warrant imme
diate consideration.
 

Economy of execution demands that all malaria programs make the 
maximum use of existing and potential PHC systems, consistent with the
 
capacity of such systems to carry out their assigned roles. Conversely,
 
in those countries where malaria is endemic and uncontrolled, a concen
trated attention on primary health care without including an appropriate
 
effort to reduce the toll of (if not the incidence of) malaria is 
irrational.
 

The degree adequacy of AID's malaria staff, in Washington and in
 
the field, is of grave concern. It lacks both the numbers of personnel
 
and the technical capacity to discharge its responsibilities. Especial
ly in the field, AID staff has little or no malaria control training and
 
operational experience. Specific suggestions for increased staffing and
 
training are advanced.
 

While commodity supply will continue to be vital to early success 
of anti-malaria efforts, the Workshop report singles out research and 
training as the keys to long term success, and identifies specific areas
 
of both research and training.
 



AID's malaria policy should take cognizance of the need for In
creased research; continued support (through to the conclusion of field
testing) of malaria vaccine research, but also other forms of applied
research, vital if the PHC system is to play its full role. Effective
ness of available anti-malaria drugs and insecticides is threatened by
wide-spread and growing parasite and vector resistance; replacements are
 
urgently needed.
 

While recognizing AID's long-established encouragement of collabo
ration among AID, international financial sources and other donor

nations in support of malaria control activities, the Workshop sees
little likelihood of increased multidonor support of malaria control 
without positive AID action. 
Such a course of action is suggested.
 

Workshop Conclusions 

Major conclusions and recommendations emerged from the delibera
tions of the AID Malaria Strategy Workshop. Reports of sub-group Task

Forces underlie these recommendations (which were debated within the

entire Workshop, serving as a Committee of the Whole, to reach consen
sus). These Task Force 
reports appear in subsequent sections of this
 
study.
 

A. AID Malaria PolLcL 

1. Country Commitment.
 

AID's policy in responding to requests for assistance in

dealing with the problems of malaria should be firm with 
respect to a requirement that the requesting county must 
recognize and commititself to the long-term control of 
its malaria problem. 

Without such a commitment, no amount of external sup
port and no plan of operation, however well conceived, can
 
assure long-term success in controlling malaria.
 

2. Tactical Flexibility.
 

AID's policy should be flexible with respect to the re
questing country's tactical approach to malaria control 
and the degree of control to be attained and maintained.
 

A plan for malaria control must, however, be apprais
ed on the basis of its technical feasibility and the coun
try's administrative capacity and 'ong-term financial 
re
sponsibility. This appraisal must provide a reasonable 
anticipation that the assistance requested will lead to a
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supportable and self-sustained malaria control activity -
which can be expected to continuewhatever its scope --

beyond the termination of external assistance.
 

3. Priority. 

economic and social developMalaria's negative impact on 
ment, its eiffect in shortening life expectancy, its toll 
in morbidity and the concentration of its effects on 

pregnant women give the disease a priority sochildren'and 

high that properly supported requests should be g yen 
immediate consideration. 

4. Use of PHC System. 

all malaria programs
Economy of execution demands that 

apotential)make the maximum use of existing land sys-

totems, consistent with the capacity of such systems 

carry out their assigned roles. However, the presence or 

of a PHC' system should not determine whetherabsence or 

not support should be given to an anti-malaria program. 

man-In some countries the PHC system, supported by a 


datory core of malaria expertise within the Ministry of 

Health, may be the only vehicle for malaria control. 

5. Research.
 

AID's malaria policy should take cognizance of the need 
for i ncreased research and field training. 

Support of necessary research would include but would
 

not be limited to continuation (through to the conclusion 
of field testing) of AID's long-standing support for basic 

to a malaria vaccine (or vaccines).research leading 
Other forms of research are needed: applied research and
 

to determine the effectiveness ofoperational research 
innovative as well as conventional control measures and 
combinations of measures.
 

B. Criteria for AID Assistance to Anti-Malaria Programs 

AID support of a country request for assistance to a malaria 
control effort is warranted when the country makes a long-term 

national commitmenit to a goal-oriented, well-planned, organiza
tionally sound, technically and administratively feasible and 

costed plan of malaria control. This plan should take full 

account of the country's physical and human resources down to 
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the community level, take into account any recognized con
straints to program success, and include proposals for overcom
ing or accommodating to such constraints.
 

The prerequisites for assistance include:
 

1. 	Request
 

A request from the host government for assistance in
 
plann ng, implementing 'or evaluating malaria control
efforts, whatever the level of control sought, must be 
supported by evidence of national will to carry out the 
proposed program and of the priority assigned to the 
problem of malaria. 

2. 	 Plan 

The 	 request should be keyed to a plan describinu the 
malaria problem, the proposed course of action and the 
anticipated results. The plan should provide:
 

a. 	 The area in which the program will be conducted,
population affected, and specific populationi groups
and age groups targeted for attention.
 

b. 	 A baseline of epidemiological data which describes 
the existing problem in quantitative terms, to enable 
subsequent evaluation of accomplishment under the 
program.
 

c. A description of plans for supervisino, monitoring, 
evaluating and provldin2 essential specialized
 
support to workers at the peripher.
 

d. A life-of-project projection of requirements in terms
 
of manpower, money (local cirrency and foreign ex
C.ange) and equipment or suplies, defining in terms 
of quantity and quality the resources to be provided
by the hos tgovernm.int Rnd ,,e expected from exter
nal sources AID, 7HD or otlef agencies).
 

e. 	 Logilstic and transportation requirements of the pro
ject. This element ofThe plan should include a 

description of equipment needed, plus methods of pro
curement, warehousing, distribution, stock control,
 
reorder levels, etc., and as appropriate, provision

for equipment and vehicle maintenance.
 

4
 



f. 	Training requirements and a plan defining who
 
requires training, where, when, and by whom.
 

g. 	The relationship of the malaria control program to 
other activities of the Ministry of Public Health 

h. 	Methods of assuring coordination with and the full 
support of other elements in the Ministry of Health; 
with 	 other health agencies in the countr ; and with 
other ministries or agencies (includlng those in the
 
private sector) concerned with activities affecting

malaria in the country. 

I. 	The social and economic impact of the proposed
 
program.
 

J. 	How the project will be continued beyond the period 
of external assistance. 

3. 	 Review 

The request for assistance may be approved only on the 
DaSiS OT an AMU review wnicn is specil"Icaily designed not 
only to to identify the program's technical, administra
tive and economic feasibility but also its affordability
beyond the point of external support. The review should
 
also 	 examine the extent to which long-term goals of the 
plan take into account the Known constraints to the
 
attainment of such goals. 

4. 	Assistance in Plan Preparation 

The preparation of a malaria control plan may be beyond
the immediate capacity of a number of countries. Assis
tance in plan preparation, including feasibility stues 
as embodied in small-scale projects to test the applica
bility of intervention techniques, warrants support by
both international and bilateral sources of external
 
assistance.
 

C. 	Role of PHC and Community Participation in Malaria Control
 

1. 	Use of Most Effective Vehicle.
 

While non-specific AID support to develop and strengthen
country-wide PHC systems might in time be sufficient to 
assist in achieving malaria control, in endemic areas 
where malaria is a major threat to economic development or 
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quality of life, AID should provide selective support of
 
malaria control using the most satisfactory available
 
vehicle. In many countries, this will be the PHC system.
 

2. Time Constraints.
 

While all PHC systems require training, supervision,
 
logistic support and a referral system, the need for quick
 
response, (in particular the need for rea , availability 
of chemotherapy and ability at the system's periphery to
 
determine and administer an adequate dose of a curative
 
drug) inherent in successful treatment of acute malaria
 
warrants AID's particular attention to these factors in
 
evaluating malaria control proposals within PHC systems.
 

3. An AID strategy of assisting malaria control through PHC
 

should be complemented by:
 

a. Professional Core Group.
 

Support as needed to the development, through in
country training or training abroid, of a strong

central core of experienced national malaria pro
fessionals, capable of tile plann1ng, designing,
 
management and evaluation of appropriate interventions.
 

b. Diagnostic Tool Research.
 

Support of research to develop the simplified yet
 
accurate diagnostic tools essential to enable quick
and accurate diagrosis'of malaria by individuals who 
possess very low levels of technical training.
 

c. Community Participation.
 

Support of operational research into techniques forelicliin -increased and'improved co-mmunity participa
tion 1I malaria control. 

d. Complementary Projects
 

Support of malaria control in development projects
and programs outside the health sector, especially
those which could be adversely affected by malaria 
(e.g., education, settlement and rural development
projects) or those which could themselves contribute 
to the malaria problem (e.g., irrigation, _highway
construction, land reclamation).
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4. Conversion from Vertical System.
 

Types of malaria control 	activities proposed for transfer
 
to the PHC system


rom a vertically administered system 

in the light of the


sTould be very carefully selected 


geographical coverage of the PHC system and the adequacy
 

of the preparation of the PHC staff to assume the new bur

den, and the potential weaken jT"-of an existing malaria
 

program.
 

D. Multidonor Assistance
 

AID Health and Development policies already advocate the
 
AID and other donors.
 

encouragement of collaboration between 


The following added specificity is suggested:
 

1. Donor Collaboration and Coordination.
 

its ongoing efforts in collaborat-AID should continue 
donors o' health assistance at
i ng/coordinating with other 


the country, regional and international levels.
 

2. Professional Staff Coordination.
 

Regular contact for research and country program coordina
and other financialtion between AID professional staff 

and technical agencies should be maintained.
 

3. Acceleration of Multi-donor Support.
 

the rate of internationalFor purposes of accelerating 
financial support for malaria, four levels of action are 

suggested:
 

AID country health representatives should continue to
 a. 

needs for external
 encourage governments to identify 


projectcooperation to formulate these needs within 

which merit the approval of the national
proposals 	 and to seek multisource funding
planning authority, 


for malaria. AID should 	support through the use of
 
ot WMU Tieldshort-term consultants) 	 the etforts 


in project formulIon and
representatives to help 

justi fication.
 

In view of regional differences in the approaches for
b. 

control of the malaria problem, AID should maintain
 

and Regionalclose consultation with WHO Headquarters 
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Offices with respect to status of programs, require.
ments, and project formulition. 

c. AID should continue to support WHO Headquarters in
Geneva in its periodic consultations among donor
9'roups fo" exchange of views on malaria program
status and anticipated requirements for external
cooperation. 

AID should also explore comparable mechanisms with
other multilateral and bilateral funding institu
tions. 

d. AID should cooperate with WHO and other international
 
development cooperation organizations, at both central and reg onal levels, to identify both potentiaT
donors and appropr ate recipients; should provide
such information to countries seeking external assis
ance; and should cooperate, as appropriate, in the
formulation of proposals for multi-source externa 

Miinclal and technical support. 

E. Research
 

The greatest successes in anti-malaria programs have been
achieved through anopheline mosquito control to prevent spreadof malaria. Research on these vectors of malaria must beintensified in order to improve control methodology. Such
research should include study of the vectors 
 themselves,
improved insecticides and insecticidal application equipment,
biological control and integrated or 
comprehensive vector
 
management.
 

1. Vaccine Research.
 

AID should continue to support malaria vaccine research at 
a level which will permit completion of this important 
project. 

2. Other Centrally Funded Research.
 

Because of current operational difficulties, especially
drug resistance In malaria parasites and insecticide
resistance in msquitovectors, 
new researc- activities
 
should beInitiated in the folowing areas: 

a. Simplified malaria diagnostic and survey methods.
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b. 	Identification, clinical evaluation and field testing
 
of new anti-malarial drugs, through to registration
 
and approval for human use.
 

c. 	Identification and testing of new insecticide
 
compounds and biological agents, as alternatives for
 
insecticides to which resistance has developed or
 
which may in some situations be unsuitable because of
 
vector behavior.
 

d. 	Development and testing of improved insecticide for
mul ations.
 

e. 	Development of test methodology for use in
 
specifications necessary to ensure delivery to the
 
field of high quality insecticides, application
 
equipment and packaging.
 

f. 	Development of a variety of alternative, possibly
 
novel, malaria control measures.
 

g. 	Further investigation of epidemiological determinants
 
of the malaria problem which affect human ecology and
 
therefore the severity of the malaria problem or the
 
feasibility of Its control.
 

3. 	Operational Research.
 

As trained professionals emerge, AID should support opera
tional research at the program level, essential to ensure
 
effective malaria control programs. Provision should be 
madei n country programs for an operational research cor
ponent, to develop the area-tailored vector and pai'aslte 
control programs upon which effective anti-malaria mea
sures must be based. Such a technical research component
 
would determine the optimum curative drug, the proper

dosage and the high-risk populations. It would also
 
monitor drug sensitivity in association with PHC
 
activities.
 

4. 	Review of Proposed Research.
 

AID should maintain an effective system of review for
 
malaria research proposals, especaly Iat the central and 
regional levels, to assure against duplication of ef
fort. The review process slould Include a cross-check of
 
planned research with WHO's Special Programme for TraLning

and 	 Research in Tropical Diseases (TDR), anO with bilat
eral 	research organizations. Maintenance of close contact
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with agriculteral operational and research 
interests in
 
insectici 
 may avoid later problems.
 

5. Research Funding
 

The intrinsic nature of present malaria control 
programs
is such that research in support of effective, operational
programs is an 
absolute necessity for long-term success.
The investment in control-related research should be commensurate with the investment in the total program.
 

F. Training.
 

1. National and International Training.
 
A material 
expansion of AID sponsorship of training 
related to anti-malaria programs is essential. Such trainsola apply to
ing~ all levels-of malaria program personnel with hostcountries. -Stregtenn fnt 
n~tan
ing caalit is a proper and indeed aprioritymater

forAIDsupport.
 
It may also prove feasible for AID 
to support (as it is
already doing in Asia) the development and functioning of
collaborating institutions 
 at the regional or interregional level to provide a
better utilization of training

resources,
 

2. Core Skills Training.
 

Key national personnel, esecially in scientific, operationa-,-pulic hlealthandadministrativepositions,shoul
erovided with the necessary skills required to carryout the unction-s-or tfeirpositions.- suchtrainingmaybeprovidedintheir owncountries, n heU.50,orinathird cuntry, as istraining souldbe 
deemed approrate Deree-levelencouraged and funded In 
sel ected
 

cases.
 

3. Training Materials.
 

AID should support the development and produc-tion ofTrainingmaterilasatalllevels. 
4. Training for Research. 

Amorespecializedneedis thestrenthenin ofthecapa
bltiesof research orersin t P ces, 
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if technology transfer is to be most effective. Training 
of this nature should be coordinated with WHO's TDR, bu 
AID can and should play a role as well, particularly in 
longer-term training o'f such personnel in U.S. educationai
 
institutions.
 

5. Training for AID Personnel.
 

See Section 1-4 below. 

G. Epidemiologic Assessment, Diagnosis, Malaria Drug and Insecticide
 

Use
 

1. Program Design.
 

Malaria control programs must be designed and evaluated 
transusing adequate epidemiologic data on malaria, its 

mission and its health consequences in the area.
 

2. Local Drug and Insecticide Manufacture.
 

While local drug and insecticide manufacture may in some 
instances be technically feasible and consistent with AID 
policy to encourage and support local formulation of anti
malarial chemicals, careful quality control and uniform 

to ensure bothpackaging of these products are andatory 
efficac and safety 'o humans. 

3. Control Over Antimalati'a! Drugs and Insecticides. 

In the design and operation of malaria programs, the 
quallU, control, supply and use of current and new anti
malaria] drugs and insecticides should be regulated In 
coordination among national governments, AID, other 

of assistance and international organizations and
sources 

Industry to maintain the efficacy of available tools as 
long as possible and to ensure product safety to humans. 

H. Vector Control
 

1. Role of Vector Control
 

Many malaria control programs must continue to be based 
entirely or in'great part on vector control: chemical, 
environmental or biological, or a combination of these 
methods. 

11 



2. 	Entomological Surveys
 

EntomoloI cal 	 surveys to determine the 	 vector species orstran b Weing sites and brel 
 aits are absolu eyessential to successful vector-control.
 

3. 	Insecticide Selection
 

Determination of the most cost effective insecticide can
onbe made by field-test comparison of usage under lOCal
conditions. 

AID 	Staffing
 

AID 	must reconsider 
its 	overseas 
staffing priorities, which
currently 
stress managerial 
skills rather than malaria technical 	skills. 
 Only 	with the expansion of training programs which
cover both 
technical and management skills, 
for national but
also for AID staff, will malaria programs be adequately designed and implemented.
 

1. 	Mission Staffing.
 

AID should provide a malaria-trained U.S. advisor to each 
AI-supp-ortedm a program. 

2. 	Regional Staffing. 

AID should establish foreach region a particularly wellquli.eS.~malaria specalisttoserveascoordinatorand technical bacstop to count-ry-eelmal ariaandasa 	 vsr
consultantintheformulationofinitaTlan ToII
establish 
 laria programs.
 

3. 	Washington Staffin,
 

AIDshouldstrengthenthemalariacontrolexpertiseinitsheadquatrs offices, both nreionalofficesand n hfe
Offtj le
OTHati to oIdex 
dtiu review ot andsupportto
-ountryprograms.
 

AID's current patterns of organization inWashington and
assignment of responsibility deprive malaria programs of
technically qualified review of project proposals, andmultiply contact points between AID and Centers forDisease Control (CDC) unnecessarily, to the detriment ofeffective relations. 
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a. 	The responsibility for the design review, technical
 
'oordlnation and evaluation of malaria (and other
 
vector-borne diseases) control and research programs
 
should be centralized and assigned to technically
 
qualiffed eand personnel Office of
trained in the 

Health, Scfence and T'chnology Bureau.
 

b. 	The Regional Bureau should continue to be responsible
 
for project management. Individuals with direct
 
responslblllty for the malaria programs in each
 
region should be trained inmalaria control,
 

4. 	Training for AID Personnel.
 

Given the shortage of trained ani experienced malaria con
trol personnel inthe U.S., AID should cooperate with one 
or more U.S. educational institutions to establish suit
able training programs to address this real and growi'j 
problem. Only with the expansion of training programs for 
ATWitaf as well as for national staffs will malaria pro
grams be adequately designed and implemented.
 

J. AID Environmental Guidelines 

1. 	AID's basic policy of concern for the environmental impact
 
of some malaria control activities issound and isin no
 
need of change at this time. However, until new and yet
 
unproven alternative methods of vector control are devel
oped and tested, the use of pesticides in many and
 
possibly most vector control programs must be considered a
 
sine 	qua non.
 

2. 	Res'dual pesticide interior treatment of dwellings has
 
litte or no impact on the environment. Interms of its
 
absolute effectiveness (interms of results achieved) and
 
its cost-effectiveness, residual pesticide treatment 
remains the most efficient method of malaria vector 
control. AID should not discontinue support for vector 
control through the use of residual pesticides; in fact, 
the rising costs of presently availabTle insecticides and 
the progressive spread of anopheline resistance to the 
present array of such" insecticIdes may require that AID 
support research leading to the development of new, 
effective, equally safe and hopefully cheaper alternative 
insecti ci des. 

3. 	AID should also encourage and finance research leading to 
the development ot alternative methods of vector control' 
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that would be as effective as residual insecticides, and
 
as environmentally sound.
 

14
 



AGENCY FOR INTERNATIONAL DEVELOPMENT
 

MALARIA STRATEGY WORKSHOP
 
7-10 June 1983, Columbia, Maryland
 

PARTICIPANTS
 

Dr. Jaime Ayalde Dr. Norman G. Gratz
 
Pan American Health Organization 
5,5 23rd St., N.W. 
Washington, DC 20037 

Dr. Leonard J. Bruce-Chwatt 

Wellcome Museum of Medical Sci. 

1,83 Euston Road 

London NW 1 England 


Dr. Carlos C. Campbell 

Chief, Malaria Branch 

Centers for Disease Control 

Atlanta, Georgia 30333 

Mr. Lawrence T. Cowper 

Agency for International Dev. 

Office of Health, ST/H 

Washington, D.C. 20523 


Dr. James M. Erickson 

Agency for International Dev. 

Office of Health, ST/H 

Washington, D.C. 20523 


Mr. Albert E. Farwell 

Alphi Associates 

10417 Hunters Valley Rd. 

Vienna, VA 22180 


Dr. J. Alan B. Nicholson 

Overseas Develop. Admin. 

Eland House, Stag Place 

London SWIE 5 DH, England 


Dr. Eugene J. Gerberg 

Insect Control & Research, Inc. 

1330 Dillon Heights Avenue 

Baltimore, MD 21228 


Ms. Patricia Sue Gibson 

Public Health Office 

U.S. Agency for Intern. Dev. 

P.O. Box 1634 

Port-au-Prince, Haiti 


Div. Vector Biology & Control
 
World Health Organization
 
1211 Geneva 27 Switzerland
 

Dr. Lee M. Howard
 
Pan American Health Organization
 
525 23rd St., N.W.
 
Washington, D.C. 20037
 

Mr. Donald R. Johnson
 
1362 N. Decatur Road, N.E.
 
Atlanta, Georgia 30306
 

Mr. Jalil S. Karam
 
Agency for International Dev.
 
Asia Bureau
 
Washington, D.C. 20523
 

Dr. Sumedha Khanna
 
Pan American Health Organization
 
525 23rd St., N.W.
 
Washington, D.C. 20037
 

Dr. Bernhard Liese
 
World Bank
 
1818 H. St., N.W.
 
Washington, D.C. 20034
 

Dr. James W. Miles
 
Bureau of Tropical Diseases
 
Centers for Disease Control
 
Atlanta, GA 30333
 

Dr. Jose A. Najera
 
Malaria Action Programme
 
World Health Organization
 
1211 Geneva 27 Switzerland
 

Mr. Kaoru Okabe
 
Admin. Div., Med. Coop. Dept.
 
Japan International Coop. Agency
 
1,2-chome, Nishi-shinjuku,
 
Shinjuki-ku, Tokyo, 160 Japan
 



AGENCY FOR INTERNATIONAL
 
DEVELOPMENT
 

MALARIA STRATEGY WORKSHOP
 
7-10 JUNE 1983, Columbia, Maryland
 

PARTICIPANTS
 
(continued)
 

Dr. Donald J. Pletsch Dr. Donald E. Weidhaas 
8620-238 N.W. 13th St. U.S. Dept. of Agriculture 
Gainesville, FL 32606 P.O. Box 14565 

Gainesville, FL 32604 
Dr. John E. Scanlon
 
School of Public Health Dr. Walter Wernsdorfer
 
Dept. of Parasitology Malaria Action Programme 
University of Texas World Health Organization 
San Antonio, TX 78284 1211 Geneva 27 Switzerland 

Dr. Merrill M. Shutt
 
Univ. of North Dakota
 
Dept. of Community Med. 
Grand Forks, NO 58201
 

Mr. Edgar A. Smith
 
Center for Public Health RescTh 
University of S. Carolina 
McClellanville, SC 29458
 

Dr. Joseph L. Stockard
 
Agency for International Dev.
 
Africa Bureau
 
Washington, D.C. 20523
 

Dr. Hiroshi Tanaka
 
Dept. of Parasitology 
Institute of Medical Sciences
 
Univ. of Tokyo
 
4-6-1, Shiroganedat,
 
Minato-ku, Tokyo 108 Japan 

Dr. Robin G. Todd
 
Insect Control & Research, Inc.
 
1330 Dillon Heights Avenue
 
Baltimore, MD 21228
 

Dr. Robert J. Tonn 
Pan American Health Organization 
525 23rd St., N.W. 
Washington, D.C. 20037 


