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was the aim of our article. Although
there has been a national, organised
approach to preventing cervical cancer
since 1991, our study found that screen-
ing rates for Indigenous women still lag
well behind those of non-Indigenous
women. Workers in Indigenous health
might have suspected as much, but valid
data have not previously been available
for a wide geographical area. As Murray
and Lopez point out, the lack of good
data on a health issue is often taken to
mean that the problem is not import-
ant.2

We agree that the development of
effective programs should be done in
consultation and partnership with
Indigenous communities. However,
there is an additional need to influence
decision-makers and budget-holders at
national, State and regional levels. An
evidence base that identified effective
interventions would facilitate this pro-
cess. Such evidence need not come
from randomised controlled trials. On
the other hand, case reports of success-
ful interventions in a single community
that cannot be sustained when key per-
sonnel leave are not very persuasive. It
is also useful to demonstrate that the

situation is not hopeless. The encourag-
ing finding from our study was that the
participation rate in cervical cancer
screening was more than 50% in three
of the 13 communities studied.
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Correction
Re: Fatal intravenous misuse of
transdermal fentanyl (Med J Aust
2002; 177: 552-553) by Mark D
Reeves and Corinne J Ginifer. In
Box 2A (page 553), the computed
tomography scan of the brain was
not the correct image. The correct
image is given below. ❏

A: Brain — arrows indicate areas of low 
attenuation in basal ganglia.




