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Project COPE's Essay
Contest

To the Editor:
Project COPE (sponsored by the

National Medical Association
[NMA], Howard University, North
Carolina A&T State University,
Morehouse College, Harvard Col-
lege, and Pfizer Inc) is a three-tier
program whose aim is to help build
self-esteem and encourage more
minority students to prepare for
college.

The fulcrum of Project COPE's
program is a series of motivational
and inspirational presentations de-
signed to offset a variety of factors
that work to undermine the goals of
minority students. These presenta-
tions are delivered by doctors who
are members of Med Chi, the Wash-
ington, DC affiliate of the NMA.
Another facet of this program is a
toll-free homework hotline that of-
fers assistance in math and science;
college telephone tutors are spon-
sored by the above referenced edu-
cational institutions.
The third tier of this program is

"Who Am I?," an essay contest
designed to help students build
positive self-esteem while improv-
ing their writing and communica-
tion skills. In the essay, students are
asked to define themselves in terms
of external or internal standards
such as conduct, excellence, and
personal assets.

Following is the winning essay
submitted by Nicole A. Pratt, an 8th
grade student at Garnet-Patterson in
Washington, DC.

Mr Rom Cartwright
Executive Director

Project COPE
Westport, Connecticut

Who Am I?

Who am I? I am somebody;
uniquely and magnificently created. I
am flesh, soul and spirit. I am human.
Who am I? I am the offspring of a

people enriched in faith, endurance,
many strengths, and talents. I am a seed
formed from the rich soils of Africa; I
am my Black heritage.
Who am I? I am my own mind. I can

shield myself from negative perceptions
by controlling what I allow to penetrate
into my being. I can stand against the
surroundings of negative influences be-
cause within lies the power to resist. I
possess mental power-my vehicle to
taking me to my highest heights. I am
my own destiny. I must and will resist
the allurement of drugs. A person can
get much more than they bargain for
from using or selling illegal drugs. A
recent newspaper article told of a drug
dealer who was wrapped alive in a quilt
and large plastic bag and left in the trunk
of a car in 860 weather. When found, he
had baked to death. This may be an
extreme case, but from that standpoint,
drugs will only get you hurt, in jail, or
dead.
Who am I? I am determination. I

accept the responsibility of an educa-
tion. I have instilled in myself a will to
strive toward the high mark of learning
even when I am confronted with obsta-
cles and challenges. There are many
young people who drop out of school
and are functionally illiterate. When
they apply for jobs and are asked to fill
out an application, they sometimes lose
out on a chance at getting the position
because they can't read or write well
enough to apply. I realize that I can
stretch myself to whatever capacity I am
willing to be stretched to. My mind is
open to receiving.
Who am I? I am a voice among

many. My voice is the sound expression
of my concerns, thoughts, and ideas. I
am someone who will try to persuade
young women not to become teenage

mothers. Many young people don't
realize the consequences in becoming a
teenage mother. A serious consequence
that impacts negatively on the children
is the mother's lack of experience in
being a parent. Another consequence is
lack of money to raise the children,
which forces many to depend on public
assistance for both their care and the
children's. I am a voice to be heard.
Who am I? I am my brother's keeper.

I will try my best to persuade others to
show respect to all and especially to our
elders. I recently read an article in the
paper where a 79-year-old man told a
couple of teenagers that smoking was
bad for them and that they shouldn't do
it. They proceeded to curse at him and
followed through by beating him up. I
am a concerned citizen.
Who am I? I AM SOMEBODY!

Nicole Pratt
Tri-School Learning Academy

Garnet-Patterson Middle Campus
Washington, DC

Health, Wealth, and
Hygiene

To the Editor:
The excellent article titled, "In-

come, Race, and Mortality," by T
Sterling, W. Rosenbaum, and J.
Weinkam [J Natl Med Assoc.
1993;85:906-91 11 again high-
lighted the astonishing relationship
between poverty and the increased
incidence of disease, including can-
cer. Standardized mortality ratios
for problems such as ischemic heart
disease were up to 20.03 higher in
black males with low incomes com-
pared with those with basic in-
comes. It is bewildering that there is
a large reduction in mortality with
increasing incomes up to $15 000
per year, yet between $15 000 and
$20 000 mortality it falls off only
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marginally. On the other hand,
black or white, male or female, with
the same income, have about the
same mortality. The authors
summed all this up brilliantly by
stating that, "Poverty is associated
with increased risk of mortality
from both malignant and nonmalig-
nant causes and is no respecter of
race." They ended this important
article by noting that while poor
nutrition, environment, and lack of
medical support help explain this
astonishing relationship, it was still
unclear why poverty should be
associated with such a dramatic
increase in cancer.

These observations are indeed
important in this era of health-care
crisis. Perhaps I have an answer.
Indeed it is the simplest one.
Ocam's Razor determines that the
simplest solution is the one most

likely to be correct. It is based on
the one proposed by Ignaz Semmel-
weis and Oliver Wendell Holmes
that was first hotly rejected, almost
150 years ago.
The first link between hygiene

and cancer was shown by the fa-
mous London surgeon, Percival
Pott (1714-1788).' Chimney
sweeps suffered a high incidence of
cancer of the skin. Potts instituted
thorough washing, and this form of
common cancer disappeared. Even
today, after exposure to chemicals
or radiation, thorough washing of
the skin is the accepted procedure.
Perhaps all cancers have a link to
hygiene.

Proof that all forms of cancer
have an association to income was
shown by Phillips et a12 and rein-
forced by Gillum.3 It surfaced unex-
pectedly in the levels of serum
albumin. Mortality in these long-

term famous studies was almost six
times higher from all causes when
albumin was around 40 g/L, com-
pared with optimal levels of albu-
min around 48 g/L.2 Further, resto-
ration of albumin levels in cancer
patients such as those with
Hodgkin's disease clearly is associ-
ated with permanent recovery.4 Al-
bumin levels are usually low in all
cancer patients and fail to be re-
stored by diet.5
My studies spanning the last 12

years in this area indicate that the
level of serum albumin is deeply
associated with the standard of
personal hygiene, which in turn is
associated with poverty.6 The myth
of the relationship between protein
intake and albumin levels was ex-
posed by Klein.7 It is clear that in
order to maintain and restore opti-
mal albumin levels, one must re-

continued on page 368
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BILATERAL MALIGNANT BREAST NEOPLASMS

Burkitt's lymphoma in tropical Africa, where the
disease is endemic, may benefit from the administration
of steroids.
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duce the level of antibodies in the
serum to perfect profiles. Basic
knowledge of biochemistry clearly
shows that as antibodies and other
globulins rise, including fibrinogen,
albumin levels must fall in order to
maintain osmotic pressure. Further
evidence of this is that the total
number of serum proteins remains
fairly constant in those affected by
poverty and also in the elderly. In
both cases, it is the level of serum
albumin that is reduced.8

In summary, it seems clear that
the only way to maintain perfect
serum profiles is by removing the
"overload" from the immune sys-
tem. It has been reported that blacks
have higher levels of antibodies
than whites.9 My studies indicate
that the only way to remove this
overload from the immune system
is by improved hygiene. Higher
levels of antibodies in blacks does
not appear to be a genetic factor, but
an environmental one. It is the same
with the report that albumin is lower
in blacks than whites.3 Clearly, all
this evidence shows that blacks and
whites are equal, given the same
opportunities and education.

Todaro and Green'0 showed that
cells grown in the presence of
optimal levels of albumin lasted up
to 10 times longer with almost none

turning to cancer lines. This may be
explained by the remarkable ability
of albumin to detoxify impurities
that may be a factor in causing cells
to mutate.1I Albumin is an excel-
lent, overlooked measure of homeo-
stasis. It has many forgotten roles
such as controlling colloidal/
osmotic pressure and transporting
magnesium, copper, zinc,
hormones, bilirubin, uric acid, cal-
cium, and vitamins. We tend to
forget that thyroid and calcium
homeostasis cannot be achieved
without proper albumin levels. It
also imparts the correct viscosity to
the blood. Further, it can be re-
garded as a very high-density lipo-
protein transporting fatty acids, per-
haps playing an important role in
the association between high-
density lipoprotein and cholesterol.3
Albumin helps buffer the pH of the
blood, stabilizes red and white
blood cells, and helps control the
equilibrium of the fluids in the
connective tissue. It also is impor-
tant in the binding of drugs and is an
excellent antioxidant. The flow of
nutrients and wastes depends on
maintaining "optimal" albumin
levels throughout life.

Albumin may be an excellent
scientific measure of poverty. It is
also an ideal measure of aging and
disease status. Clearly, it joins all of

these sciences together. The lower
the albumin, the greater the stress
on the physiology. My studies,
underway since 1986, in attempts to
restore albumin in volunteers by
improved standards of hygiene, has
been most encouraging.6 In the last
30 years, I have lived in areas of
poverty throughout the world and
seen first hand the strong link to
poor hygiene. I am certain that
while diet is important, it does not
explain the high incidence of dis-
ease and cancer because calorie-
restricted animals live up to 50%
longer and experience far lower
incidence of disease, including can-
cer.12 Too many people living under
conditions of poverty have no ac-
cess to motor vehicles and thus are
forced to walk, guaranteeing more
exercise. It seems clear that diet and
exercise are not the reasons.

I call on all medical practitioners
to take advantage of their unique
role and educate their patients, rich
or poor, black or white, on the
importance of personal hygiene.
Twelve years ago, I tried to con-
vince the medical establishment that
even the minute viruses that cause
infections to the upper respiratory
tract are often spread far more
efficiently by fingernails, via self-
inoculation, than by aerosol'3; few

continued on page 372
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COCAINE EXPOSURE & RESPIRATORY DISTRESS SYNDROME

discrepancy between these studies may be the differ-
ence in birthweights: mean birthweight in our study was
1000 g versus approximately 1500 g in other studies.
With regard to animal experiments, data conflict on

surfactant production when exposed to cocaine in
utero.11'12 SosenkolI found a small but statistically
significant increase in the production of surfactant in
cocaine-exposed rats. However, in primary cell culture
experiments, using type II alveolar cells from rabbit,
cocaine decreased synthesis and secretion of surfactant. 12

CONCLUSION
Intrauterine cocaine exposure does not alter the

incidence of RDS in very low birthweight infants.
However, large prospective studies are necessary to
further evaluate the findings from this study.
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would listen. Now there is this link
to mortality and cancer. Perhaps
there is no disease in which the
standard of personal hygiene does
not play a significant role.

Kenneth Seaton
High Technology Hygiene

Ceredo, West Virginia
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