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DUAL CITIZENSHIP: President, Gloria Macapagal-Arroyo, said she was ready to sign a law granting dual citizenship to Filipinos who have settled abroad. The dual citizenship act was passed by congress despite criticism it would weaken loyalty to the country. It would allow those who have gained citizenship in other countries to regain their Philippine citizenship. It would largely benefit the millions of Filipinos who have become citizens of the United States and Canada. “I appreciate congress for working on this milestone legislation and I will sign it when it reaches my desk,” Ms Macapagal said in a statement. She said the move would “extend more economic and political opportunities to Filipinos overseas in the name of national unity, solidarity and progress.” Proponents of the act have said it will bring in more investments. At present, ownership of land and management of strategic industries are limited to Filipino citizens. [source: Philippine Daily Inquirer] This is a major breakthrough for Filipinos who would like to return to their country of birth and have the right to own a home, business or property.

FOOTNOTE: The President of the Philippines signed this bill in to law Saturday morning 30 August 2003. 

OLD MILITARY RECORDS: Are you looking for some old military records for one reason or another, well here is a website that will help you find those needed records. http://www.military.com/Resources/ResourcesContent/0,13964,32523--1,00.html
[Source: Military.com]

NEW LOCAL SCAM: You may be approached on the street or especially in a shopping mall and be given a real good deal on a new perfume. If this is not at an authorized sales counter DO NOT smell of the so called perfume. It is a compound called ETHER and will cause you to pass out and then they will relieve you of all your valuable goods/items on you.

DEERS Verification Changes for Un-remarried Former Spouses: The Social Security number (SSN) used to verify TRICARE eligibility in the Defense Enrollment Eligibility Reporting System (DEERS) for un-remarried former spouses is changing.  Starting Oct. 1, 2003, DEERS will reflect TRICARE eligibility for these beneficiaries using the non remarried former spouse's own SSN and not the former sponsor's.  Health care information will be filed under the non remarried former spouse's own SSN and name. These beneficiaries will now use their own name and SSN to schedule medical appointments and to file TRICARE claims.

The current Uniformed Services Identification and Privilege Card, DD Form 1173, held by the un-remarried former spouse is still valid until it expires.  Upon renewal, the non remarried former spouse will be issued a replacement Department of Defense/Uniformed Services Identification and Privilege Card, DD Form 2765. The Defense Manpower Data Center Support Office is sending a letter to all beneficiaries affected by this change.  The letter explains the new

DEERS eligibility verification procedures and serves as official notification from DoD regarding this change.  The letter does not, however, provide proof of continued eligibility for TRICARE health care benefits. After Oct. 1, 2003, non remarried former spouses may contact or visit the

nearest identification card issuing facility (locations maybe found online at http://www.dmdc.osd.mil/rsl) for questions or assistance.

Un-remarried former spouses should always keep their DEERS information current and up-to-date.  For questions regarding their medical records, they should contact the Military Treatment Facility and medical records department where their DoD medical records are stored.

Such a nice article, but can you imagine the problems it will cause. Most of our Filipina wives do not have SSNs and we ARE NOT being issued ID cards!

Combat Related Special Compensation (CRSC): Processing Update While many applicants are frustrated by the lack of acknowledgement of receipt of their claim, the slow processing rate, or a lack of progress reports while their claim is being processed, the gain of computer access

to the Department of Veterans Affairs data base should help CRSC processing. Services have also received recent guidance from DoD to only pay for the combat related disability at this time and not pay for unemployability or other special monthly compensation.  This guidance may be revisited in the near future.  The current guidance should help clear applications that had been awaiting that decision.  MOAA hopes the Congress takes up the Concurrent Receipt issue during the remainder of this legislative session.  Services have told MOAA that they have been swamped with the initial surge of applications, but they are procession as quickly as they can within the limits of the resources that have been allocated to this project.  The services expect applicants to continue to face delays until the initial surge is processed.   Lack of documentation is still the leading cause for processing delays. A copy of the most current VA rating does help the service get all the latest rated conditions and what percent is being used but the document showing the original VA rating may be the most important since it has all the reasons the VA allowed the condition. Subsequent VA ratings only have the increase or decrease, but don't explain the reason the condition was given service connection or what it is connected to (like hypertension to Diabetes).  So, having a copy of the original VA rating for a condition might be all we need to show a CRSC connection.  Only a copy is needed -original documents are not required. For additional information and a copy of the application form, go to https://www.dmdc.osd.mil/crsc/ [Source: MOAA’s benefits update for September 2003]

THE DOCTOR’S CORNER:

DENGUE FEVER  It’s that time of the year again.  /deng'ge, den'ga/,  also called BREAKBONE FEVER, or DANDY FEVER, is an acute, infectious, mosquito-borne hemorrhagic fever that temporarily is completely incapacitating but is rarely fatal. Besides fever, the disease is characterized by extreme pain in and stiffness of the joints (hence the name "breakbone fever"). Dengue is caused by a virus and may occur in any country where the carrier mosquitoes breed.

The carrier incriminated throughout most endemic areas is the yellow-fever mosquito, Aedes aegypti. The Asian tiger mosquito, A. albopictus, is another prominent carrier of the virus. A mosquito becomes infected only if it bites an infected individual (humans and perhaps also certain species of monkey) during the first three days of the victim's illness. It then requires 8 to 11 days to incubate the virus before the disease can be transmitted to another individual. Thereafter, the mosquito remains infected for life. The virus is injected into the skin of the victim in minute droplets of saliva. The spread of dengue is especially unpredictable because there are four serotypes of dengue virus. Infection with one type--though it confers lifetime immunity from reinfection with that type of dengue--does not prevent an individual from being infected by the other three types.

Diagnosis is made on clinical findings, namely, sudden onset, moderately high fever, excruciating joint pains, intense pain behind the eyes, a second rise in temperature after brief remission, and particularly the type of rash and decided reduction in neutrophilic white blood cells. There is no specific therapy; therefore attention is focused on relieving the symptoms. Temporary preventive measures must be taken to segregate suspected as well as diagnosed cases during their first three days of illness and, by screens and repellents, to keep mosquitoes from biting more people.

TREATMENT entails the appropriate use of volume and pressors, acetaminophen rather than aspirin for analgesia, and the gradual restoration of activity during prolonged convalescence. Monitoring patients with platelet counts in anticipating the complications of dengue hemorrhagic or shock syndrome.

PROGNOSIS fatalities are rare, though convalescence tends to be slow. 

The potentially fatal fever is prevalent in parts of Asia, and in the late 20th century it spread to areas of South and Central America and to Cuba, Puerto Rico, and other nearby islands. Fundamental in the control of the disease is the destruction of mosquitoes and their breeding places.

Mosquitoes are apparently attracted to host animals by moisture, lactic acid, carbon dioxide, body heat, and movement. The mosquito's hum results from the high frequency of its wing beats; the female's slightly lower frequency may serve as a means of sex recognition.

Measures used to control mosquitoes include the elimination of breeding sites, the application of surface films of oil to clog the breathing tubes of wrigglers, and the use of larvicides. Synthetic organic insecticides may be used to destroy adult mosquitoes indoors.

There are three important mosquito genera. Anopheles, the only known carrier of malaria, also transmits filariasis and encephalitis. Anopheles mosquitoes are easily recognized in their resting position, in which the proboscis, head, and body are held on a straight line to each other but at an angle to the surface. The spotted coloring on the wings results from colored scales. Breeding usually occurs in water containing heavy vegetation. The female deposits her eggs singly on the water surface. Anopheles larvae lie parallel to the water surface and breathe through posterior spiracular plates on the abdomen instead of through a tube, as do most other mosquito larvae. The life cycle is from 18 days to several weeks.

The genus Culex is a carrier of viral encephalitis and, in tropical and subtropical climates, of filariasis. It holds its body parallel to the resting surface and its proboscis is bent downward relative to the surface. The wings, with scales on the veins and the margin, are uniform in color. The tip of the female's abdomen is blunt and has retracted cerci (sensory appendages). Breeding may occur on almost any body of fresh water, including standing polluted water. The eggs, which float on the water, are joined in masses of about 100 or more. The long and slender Culex larvae have breathing tubes that contain hair tufts; they lie head downward at an angle of 45[image: image1.wmf] from the water surface. The life cycle, usually 10 to 14 days, may be longer in cold weather. C. pipiens pipiens is the most abundant house mosquito in northern regions; C. pipiens quinquefasciatus is abundant in southern regions.

The genus Aedes carries yellow fever, dengue, and encephalitis. Like Culex, it holds its body parallel to the surface with the proboscis bent down. The wings are uniformly colored. Aedes may be distinguished from Culex by its silver thorax with white markings and posterior spiracular bristles. The tip of the female's abdomen is pointed and has protruding cerci. Aedes usually breeds in floodwater, rain pools, or salt marshes, the eggs being capable of withstanding long periods of dryness. The short, stout larvae have a breathing tube containing a pair of tufts; the larvae hang head down at a 45[image: image2.wmf] angle from the water surface. The life cycle may be as short as 10 days or, in cool weather, as long as several months. A. aegypti, the important carrier of yellow fever, has white bands on its legs and spots on its abdomen and thorax. This domestic species breeds in almost any kind of container, from flower pots to discarded car-tire casings. A. sollicitans, A. taeniorhynchus, and A. dorsalis are important salt-marsh mosquitoes. They are prolific breeders, strong fliers, and irritants to animals, including humans.

NOTE: The above article was written because dengue fever is widespread in the Philippines at this time of the year. Some of our retirees and family members have been affected. Keep in mind that anyone of us could be a carrier of this disease, and we should avoid moving around from place to place in the Philippines unnecessarily. We could spread or become infected with dengue. For more information go to www.doh.gov.ph and find the places to avoid.

Bronchitis 
Just when you thought you were finally over a cold, your chest starts to feel sore and you

develop an irritating cough. Later, you might get the chills or a slight fever. If these symptoms sound familiar, you might have acute bronchitis, a condition that occurs when the inner walls that line the main air passageways of your lungs (bronchial tubes) become inflamed.

Bronchitis often follows a respiratory infection such as a cold. And just as most people get occasional colds, virtually everyone has bronchitis at least once.

Most cases of acute bronchitis disappear within a few days without lasting effects, although coughs may linger three weeks or more. But if you have repeated bouts of bronchitis, see your doctor. You may have a more serious health problem, such as asthma, chronic bronchitis or emphysema — a disease that causes progressive lung damage. You're much more likely to develop these conditions if you smoke.

TYPHOID FEVER

Typhoid fever is contracted when people eat food or drink water that has been

       infected with Salmonella typhi. It is recognized by the sudden onset of

       sustained fever, severe headache, nausea and severe loss of appetite. It is

       sometimes accompanied by hoarse cough and constipation or diarrhoea.

       Case-fatality rates of 10% can be reduced to less than 1% with appropriate

       antibiotic therapy. Paratyphoid fever shows similar symptoms, but tends to be

       milder and the case-fatality rate is much lower. 

       The annual occurrence of typhoid fever is estimated at 17 million cases, with

       approximately 600,000 deaths. Some strains of Salmonella typhi are resistant

       to antibiotics. 

     History

     In the mid-nineteenth century, Sir William Jenner undertook the first successful

     definition of typhoid, clearly delineating it from typhus, which is spread by lice and

     has differing symptoms. Karl J. Erberth isolated the first causal organism for

     typhoid fever in 1880, thus providing the basis for a definitive diagnosis. 

     It was difficult to establish an historical diagnosis prior to that time, but scholars

     working on the history of Jamestown, Virginia (USA) believe a typhoid outbreak

     was responsible for the deaths of over 6 000 settlers between 1607 and 1624. In

     the war against South Africa in the late 19th century, British troops lost 13 000

     men to typhoid, as compared to 8 000 battle deaths. The best known carrier was

     "Typhoid Mary"; Mary Mallon was a cook in Oyster Bay, New York in 1906 who

     is known to have infected 53 people, 5 of whom died. After being identified as a

     carrier, she was forcibly detained for three years and released on the promise that

     she would never again handle food. Five years after her release, she was found to

     have been the source of 25 cases of typhoid at the Women's Hospital in

     Manhattan. 

     Until 1948, little other than supportive measures could be offered the typhoid

     patient, but with the discovery of the antibiotic chloramphenicol, mortality was

     markedly reduced. Drug resistance began to emerge in the early 1970s in Mexico

     and Vietnam, and within a few years, 75% of all cases in Vietnam were resistant. In

     industrialized countries, the resistance rates are around 5% of all cases. 

     Identification

     Typhoid fever is caused by Salmonella typhi, the typhoid bacillus. At present,

     there are 107 different strains of the bacteria. Typhoid fever is characterized by the

     sudden onset of sustained fever, severe headache, nausea, severe loss of appetite,

     constipation or sometimes diarrhoea. Severe forms have been described with

     mental dullness and meningitis. Case-fatality rates of 10% can be reduced to less

     than 1% with appropriate antibiotic therapy. 

     Paratyphoid fever can be caused by any of three variations or bioserotypes of S.

     enteritidis Paratyphi A, B and C. It is similar in its symptoms to typhoid fever, but

     tends to be milder, with a much lower case fatality rate. 

     Occurrence

     Typhoid fever affects 17 million people worldwide every year, with approximately

     600,000 deaths. The number of sporadic cases of typhoid fever has remained

     relatively constant in the industrialized world, and with the advent of proper sanitary

     facilities, has been virtually eliminated in many areas. Most cases in developed

     countries are imported from endemic countries. Strains resistant to chloramphenicol

     and other recommended antibiotics have become prevalent in several areas of the

     world. Multidrug resistant strains have been reported from Asia, the Middle East

     and Latin America.

     Transmission

     Typhoid fever is transmitted by food and water contaminated by the faeces and

     urine of patients and carriers. Polluted water is the most common source of

     typhoid. In addition, shellfish taken from sewage contaminated beds, vegetables

     fertilized by nightsoil and eaten raw, contaminated milk and milk products have

     been shown as a source of infection. 

     Communicability

     People can transmit the disease as long as the bacteria remain in their system; most

     people are infectious prior to and during the first week of convalescence. About

     10% of untreated patients will discharge bacteria for up to three months; 2 to 5%

     of untreated patients will become permanent carriers. 

     Epidemic measures

     An intensive search should be conducted for the case or carrier who is the source

     of the infection and for the means (water or food) by which the infection was

     transmitted. Routine use of vaccine is not recommended. Samples of blood can be

     taken immediately for confirmation, and testing for antibiotic sensitivity; samples of

     stool or urine may be taken after one week of onset for effective confirmation.

     Food and water samples should be taken from suspected sources of the outbreak

     for laboratory testing. It is also recommended to organize temporary water

     purification and sanitation facilities until longer term measures can be implemented. 

     Disaster implications

     With disruption of the usual water supply and sewage disposal, and of the

     elimination or reduction of controls on food and water, transmission of typhoid

     fever may occur if there are active cases or carriers. Efforts to restore safe drinking

     water supplies and sanitary disposal facilities are essential. Selective immunization

     of groups such as schoolchildren, prisoners and utility, municipal or hospital

     personnel can be helpful.

     Prevention

          Protect and chlorinate public water supplies. Provide safe water supplies

          and avoid possible back flow connections between sewers and water

          supplies. 

          Dispose of human faeces in a sanitary manner and maintain fly-proof

          latrines. 

          Use scrupulous cleanliness in food preparation and handling. 

          Educate the public regarding the importance of handwashing: this is

          important for food handlers and attendants involved in the care of patients

          and/or children. Thorough and frequent handwashing is essential, especially

          after a bowel movement. 

     Vaccination/Travel advisory

     Immunization for typhoid fever is recommended for international travellers to

     endemic areas, especially if travel will involve exposure to unsafe food and water or

     close contact in rural areas and with indigenous populations. Immunization is not a

     mandatory requirement for entry into any country and is not routinely

     recommended in industrialized countries.

     For further information please contact Health Communications and Public

     Relations, WHO, Geneva, telephone: (41 22) 791 2584, fax: 41 22 791 4858. 

     All WHO Press Releases, Fact Sheets and Features can be obtained on Internet

     on the WHO home page http: //www.who.ch/

Beware Invasive DoD Retiree Survey.  A troubling DoD survey is attempting to extract sensitive personal financial information from military retirees and their spouses. 
 

Issue 1:  Concurrent Receipt Movement?

 

Rep. Walter Jones (R-NC) has upped the ante on House leaders on Rep. Marshall's discharge petition to move H.R. 303 directly to the House floor for a vote.  Rep. Mike Bilirakis' (R-FL) full concurrent receipt bill now claims 359 cosponsors.  Jones is reported to have said last week that as many as 20 Republican legislators are prepared to sign the petition if a compromise is not reached on concurrent receipt.

 

The Marshall discharge petition has 202 signatures and needs 16 more to clear H.R. 303 for a floor vote.

 

Concurrent receipt - the dollar-for-dollar "tax" on military retired pay for VA disability compensation - is one of a handful of contentious issues that face defense authorization conferees.  Rather than face the Marshall petition, there are signs a deal is in the works on this issue.

 

MOAA and other military and veterans organization representatives met today with key Congressional leaders and staff to discuss expanding last year's limited concurrent receipt program known as Combat Related Special Compensation.  Various proposals were discussed but no agreement was reached.  

 

There's little doubt that defense conferees and other House lawmakers realize they can't walk away from concurrent receipt and the Marshall discharge petition.  With a Presidential election year fast approaching, members know they can no longer slip and slide on concurrent receipt.   

 

No one should assume that positive action is forthcoming.  Wrangling over the defense authorization and the federal funding bills is likely to drag on for weeks.  That means that there's still time to make your voice heard on Capitol Hill in support of all disabled retirees, including National Guard and Reserve disabled retirees receiving reserve retired pay.  

 

MOAA members who have not done so already should sign, stamp, and mail their postcards from the cover of the September Military Officer magazine, and follow up with a phone call (1-877-762-8762) or email (http://capwiz.com/moaa/home/).  We need an overwhelming show of support to ensure substantial progress on this issue.  

 

Issue 2: Combat-Related Special Compensation (CRSC) Non-Decision  

 

One of many unresolved questions about the new CRSC is the treatment of claims from disabled military retirees who have been determined by the VA to be "unemployable" (UE) or eligible for "special military compensation" (SMC).  These VA ratings when combined with a rating for service-connection may result in a higher total VA rating for disability compensation.  

 

In some cases, the VA total rating would make some disabled retirees eligible for CRSC or for a higher level of CRSC.  So far, however, DoD has not been able to sort out this issue.

 

MOAA has learned that DoD has told the military services to award CRSC only for combat-related disabilities (see basic CRSC eligibility criteria at: http://www.moaa.org/benefitsinfo/crsc/crsc.asp) In some cases, this will mean that a severely disabled retiree will not have his / her full retired pay restored under CRSC.

 

MOAA is disappointed that DoD did not provide guidance to include UE and SMC determinations in CRSC decisions.  Ironically, DoD's non-decision will at least speed up payments to applicants who meet basic CRSC criteria.  This is particularly important for disabled enlisted retirees, who suffer the greatest financial hardship because of the offset to their military retired pay.  

 

The best way to overcome the many vexing issues that bog down the CRSC process and deny earned retired pay to thousands of military retirees is for Defense Authorization Act conferees to take positive action by eliminating the offset altogether or enacting substantive improvements to the flawed CRSC program.   

 

Issue 3:  Beware Invasive DoD Retiree Survey 

 

In mid-August, the Office of the Secretary of Defense (OSD) mailed out a new survey instrument to an unknown number of military retirees.  MOAA has obtained a copy of the survey.   The survey probes the retiree community to reveal information on a wide range of subjects-some good, some bad, and some downright ugly.  Consider these:  

 

* In 2002, how much did you earn, including bonuses and overtime pay, from your principal employer before taxes and deductions?

 

* In 2002, how much income did you receive from the following sources:  stocks or bonds, paid up life insurance, IRAs, savings, annuities, estate or trust payments, or rental income from property?

 

* In 2002, how much income did you receive in supplemental security income, unemployment insurance, civilian or military disability, worker's compensation, GI Bill, Food Stamps, Aid to Families with Dependent Children or welfare, and child support or alimony?

 

The survey asks for the same information on spouse income.  

 

It's no secret that some DoD officials hold that retiree compensation should be "means tested."  In a well-publicized interview last year, senior DoD appointee Dr. David Chu, referring to the concurrent receipt issue, said: "I don't think anyone really argues that two thirds of our military retirees are in trouble financially."  He cited a 1996 version of a DoD retiree survey, but neglected to point out that severely disabled retirees were not included in the survey instrument.  The new survey apparently would fix that omission by targeting a broad spectrum of military retirees including those with service-connected disabilities.  

 

Clearly, offering personal financial information is the retiree's choice, but does anyone believe the information will be used to improve benefits for those the department believes are well compensated to begin with?  This information could be used at some point to build the case that certain military entitlements should be "means-tested."  Concurrent receipt is likely the first target of opportunity.   

 

Let's re-state what should be self-evident: military retired pay is earned for a career of uniformed service; VA disability compensation is compensation for the potential loss of future earnings caused by a service-connected disability.  One should not offset the other.

 

MOAA is deeply disappointed and troubled by this unseemly effort and we strongly recommend that military retirees refrain from answering those questions that pertain to their personal finances.  

