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Abstract

Objective: To determine the associa-
tion between family and domestic
violence (FDV) exposure and ED
attendance in Australian children.
Methods: The present study com-
prised a population-based retrospec-
tive cohort study using deidentified
linked administrative data of chil-
dren born 1987–2010, in Western
Australia (n = 58 352). Multivariate
Cox proportional hazards modelling
was used to estimate the association
of FDV exposure with ED atten-
dance. Estimates are presented as
adjusted and unadjusted hazard
ratios (HR) with Wald 95% confi-
dence intervals (CI).
Results: Children exposed to FDV
had a 35% (HR = 1.35, 95% CI:
1.32–1.38) increased risk of ED
attendance than non-exposed chil-
dren. Following model adjustment
for sociodemographic and clinical
characteristics a statistically signifi-
cant increased risk of 21%
(HR = 1.21, 95% CI: 1.18–1.23)

was observed in FDV-exposed chil-
dren compared to their non-exposed
counterparts. When stratified by
Aboriginal status, an increased risk
for ED attendance was observed in
both Aboriginal and non-Aboriginal
children exposed to FDV, when
compared to non-exposed counter-
parts (aHR = 1.13, 95% CI: 1.11–
1.16; aHR = 1.42, 95% CI: 1.37–
1.47, respectively).
Conclusions: Exposure to FDV is
associated with an increased risk of
ED attendance in childhood. The
findings add to the limited literature
providing further support that FDV
exposure impacts children’s health
service utilisation and further sup-
ports that children’s exposure to
FDV as an area of public health
concern. Attendance at the ED
presents an opportunity for
intervention.

Key words: childhood trauma, chil-
dren, ED attendance, exposure to
violence, family and domestic
violence.

Introduction
Family and domestic violence (FDV)
refers to acts of and/or threat of vio-
lence or abuse, including physical,
non-physical and/or sexual, between
current or former intimate partners,
as well as family members1; the acts
can be both criminal and non-
criminal. Utilisation of the term FDV
should not detract from the fact that
it is a gendered act that is dispropor-
tionately perpetrated by men against
women.2,3 Children’s exposure to
FDV is a public health concern, asso-
ciated with a range of adverse health
and social outcomes.4,5 Children’s
exposure to FDV is a wider con-
struct than the child witnessing the
abuse, it ranges from the child
being an eyewitness to the child
being ostensibly unaware of the
abuse.6

It is difficult to accurately identify
the extent of children’s exposure to
FDV in the population. FDV inci-
dents often occur at home, hidden
and denied by both victim and per-
petrator.7,8 Because of difficulty
identifying FDV and exposure, the
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prevalence estimates vary widely.
For example, reported estimates
range from 11% in Australia9 to
25% of children in the United States
(US).10 Within Australia FDV occurs
at higher rates in Aboriginal and
Torres Strait Islander (hereafter
respectfully referred to as Aborigi-
nal) communities than in non-
Aboriginal communities,11 resulting
in higher rates of exposure for
Aboriginal children.
Previous research has reported that

children exposed to FDV have more
health problems than non-exposed
children.5,12 A longitudinal study of
Australian children found that FDV-
exposed children were more likely to
be hospitalised for a range of health
issues including, infectious diseases
and dermatology disorders, than non-
exposed children.5 Further research
has highlighted increased likelihood
of allergies and asthma in exposed
children compared to non-exposed.13

Health service utilisation in chil-
dren exposed to FDV has been
discussed within the existing
literature,14,15 however the utilisation
of health services by FDV-exposed
children is complex. Parents may not
use health services for fear of FDV
being detected leading to subsequent
child protection service involvement.
There is little research on the use of
ED services in children exposed to
FDV. The majority of published liter-
ature examining ED use by children
exposed to FDV emanates from the
US,14–16 although findings from these
studies are mixed. Casaneueva and
colleagues14 used data from the US
National Survey of Children and
Adolescent Wellbeing Study to inves-
tigate ED attendance in a 12-month
period. They found a 52% higher
risk of ED contact in children
exposed to one to five episodes of
FDV, however, no significant risk
was noted in those exposed to more
than five episodes. Rivara and col-
leagues’15 longitudinal study reported
a 55% increased odds of ED atten-
dance for children while the FDV
was occurring. However, they noted
that ED attendance before and after
FDV exposure was not significantly
increased. A 3-year cohort study by
Bair-Merritt and colleagues,16 further
reported that severe FDV exposure

was associated with a 100%
increased risk of ED attendance in
children while no significant associa-
tion was noted with ‘less severe’ FDV
exposure.
As there are inconsistencies in the

existing literature, and Australian
healthcare differs from the US as the
population on which findings are
mostly reported in the scientific liter-
ature, we sought to determine the
association between FDV exposure
and ED attendance in Australian
children.

Methods
The present study comprised a retro-
spective cohort study using linked
Police and Health administrative
data to investigate ED attendance in
children exposed to FDV.

Cohort identification

Mother/child relationship was identi-
fied using the Family Connections
System of the Western Australia
(WA) Data Linkage System.17 FDV

exposure was captured in two steps
(Fig. 1). First, children born to
mothers who were victims of FDV
were identified using data from the
WA Police Force Incident Manage-
ment System (IMS). Western
Australia Police Force data have a
mandatory ‘domestic flag’ variable
which has been recorded since the
implementation of the Frontline IMS
system in 2004. This variable draws
on the type of behaviour alleged and
the relationship between the parties.
FDV captured in police data
included mothers who had been the
victim of FDV where the male was
charged, and the perpetrator
was flagged as having a domestic
relationship with the victim. These
children were individually matched
1:3 by the WA Data Linkage Branch,
with a WA child from the general
population whose mother had no
FDV recorded in IMS 2004–2008,
by sex, month of birth, socioeco-
nomic status (SES) and Aboriginal
status. Second, because of the hidden
nature of FDV we interrogated the
non-exposed cohort’s maternal

Figure 1. Cohort flowchart. aIncludes the 4442 children identified in the original
cohort of children whose mother had no police record for FDV victimisation (2004–
2008) but had a maternal hospitalisation for FDV.

© 2025 The Author(s). Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
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TABLE 1. Sociodemographic and clinical characteristics of children who were exposed to not exposed to family and
domestic violence (FDV) in childhood

Characteristic
Childhood DFV

No recorded
childhood DFV

N (%) N (%)

Aboriginal*

Yes 10 205 (62.4) 20 919 (49.8)

No 6151 (37.6) 21 077 (50.2)

Sex

Female 7984 (48.8) 20 537 (48.9)

Male 8372 (50.2) 21 459 (51.1)

Born prior to 37 weeks gestation*

Yes 2324 (14.2) 4353 (10.4)

No 14 032 (85.8) 37 643 (89.6)

Mother age at birth*

<20 years 4205 (25.7) 6122 (14.6)

20–29 years 9460 (57.8) 22 774 (54.2)

30–39 years 2591 (15.8) 12 478 (29.7)

40+ years 100 (0.6) 622 (1.5)

Fathers age at birth*

<20 years 1313 (8.0) 2260 (5.4)

20–29 years 6755 (41.3) 16 754 (39.9)

30–39 years 3144 (19.2) 14 703 (35.0)

40+ years 590 (3.6) 2829 (6.7)

Age missing 4554 (27.8) 5450 (13.0)

Maternal marital status at birth*

Married/de facto/widowed 10 732 (65.6) 33 300 (79.3)

Never married 5129 (31.4) 7920 (18.9)

Divorced/separated 369 (2.3) 564 (1.3)

Unknown/not stated 126 (0.8) 212 (0.5)

Socioeconomic status*

1-Most disadvantaged 8966 (54.8) 20 569 (49.0)

2 3457 (21.1) 9549 (22.7)

3 2236 (13.7) 6251 (14.9)

4 1159 (7.1) 3857 (9.2)

5-Least disadvantaged 538 (3.3) 1760 (4.2)

Residential remoteness*

Major cities 7079 (43.3) 20 261 (48.3)

Inner regional 1485 (9.1) 4520 (10.8)

Outer regional 2318 (14.2) 6725 (16.0)

Remote 2047 (12.5) 5190 (12.4)

Very remote 3427 (21.0) 5300 (12.6)

(Continues)
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Hospital Morbidity Data Collection
(HMDC) (1979–2016) records for
FDV-related hospitalisations using
International Classification of Dis-
ease codes identified in previous
research.4 The HMDC is a statutory
data collection that captures all
admission to all hospitals (public
and private) in WA. This approach
identified an additional 4442 chil-
dren who had a mother with a FDV-
related hospital admission but no
corresponding police record and
these children were then assigned a
status of FDV exposed for the pur-
pose of analysis. We then further
refined the exposed cohort to those
who were aged 0–18 years at the
time of exposure. This approach
identified 16 356 exposed children
and a non-exposed comparison
group of 41 996 children.

FDV exposure

To capture exposure to FDV we
adopted the taxonomy of Holden6

which describes 10 categories of
exposure ranging from the child
being actively involved in the FDV
to the child being ostensibly unaware
of it. Therefore, in our study, if a
child’s mother was identified as
a victim of FDV in Police or Health
records the child was considered
exposed to FDV.

Outcome – ED attendance

The primary outcome was ED atten-
dance, identified in the Emergency
Department Data Collection (EDDC)

data (1987–2016 inclusive). For
exposed children ED attendance was
only captured if it occurred post
exposure to maternal FDV.

Covariates

Aboriginal children were identified by
the WA Data Linkage Branch derived
Aboriginal status flag.18 Child dis-
ability was derived from the WA
Register of Developmental Anomalies
(WARDA) (2010–2016) and the
Intellectual Disability Exploring
Answers database (IDEA) (2010–
2016). WARDA is a statutory regis-
ter in WA that contains information
on children diagnosed with a devel-
opmental anomaly before 6 years of
age. The IDEA data set is a record of
all WA children with an observable
developmental delay prior to the age
of 18 or an IQ below 70. The chil-
dren contained in the IDEA data set
are identified through the WA Gov-
ernment Department of Education, or
if they are referred through the Dis-
ability Services Commission.
The child’s sex, gestational age,

mother’s age, father’s age and
mother’s marital status were
extracted from the WA Midwives
Notification System (MNS) dataset
(1987–2010). Neighbourhood-level
SES was determined by the Socio-
Economic Indexes for Areas
(SEIFA)19 using MNS data. The
SEIFA score is based on informa-
tion about income, education,
employment, occupation and hous-
ing; providing a measure of relative
SES for the area where a person

resides. Five levels of disadvantage
were assigned to census collection
districts (�250 households), rang-
ing from 1 (high disadvantage) to
5 (low disadvantage). Residential
remoteness was determined by the
Accessibility/Remoteness Index of
Australia (ARIA) which is based on
distance of geographic locations
from the nearest population centre,
with criteria ranging from major
cities to very remote.20

Data analysis

Descriptive statistics were performed
for all cohort characteristics and out-
come measures. Pearson’s chi-square
test was initially used to assess crude
differences between exposed and
non-exposed children for characteris-
tic variables. Multivariate Cox pro-
portional hazards modelling was
used to estimate the association of
FDV exposure with ED attendance.
A counting process approach was
utilised as there are multiple observa-
tions for patients having multiple
events. Time intervals were defined
for each presentation, with the event
variable coded as 1 if there was an
ED presentation and coded 0 to
denote a censored observation. Cen-
sored observations included partici-
pants with no ED attendance before
the end of follow up (end 2016) or
when they turned 18 years of age,
or those who died during follow-up.
Coefficient estimates are provided
with robust standard errors as
adjusted and unadjusted hazard
ratios (HR) with Wald 95%

TABLE 1. Continued

Characteristic
Childhood DFV

No recorded
childhood DFV

N (%) N (%)

Mean age (years) of child at exposure to DFV 6.5 (SD 4.8)

ED attendance

Yesa 15 211 (93) 36 706 (87.4)

No 1145 (7) 5290 (12.6)

*Denotes that P-value is <0.0001 for all characteristics between exposed and non-exposed children. SD, standard devia-
tion. aIncludes the 4442 children identified in the original cohort of children whose mother had no police record for FDV
victimisation (2004–2008) but had a maternal hospitalisation for FDV.

© 2025 The Author(s). Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
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TABLE 2. Risk of ED contact

Characteristic
Crude HR
(95% CI)

Adjusted* HR
(95% CI)

Sex

Female 0.98 (0.96–1.00) 0.98 (0.97–1.00)

Male Reference group Reference group

Aboriginal status

Yes 2.27 (2.23–2.31) 1.81 (1.77–1.85)

No Reference group Reference group

Socioeconomic status

1-Most disadvantaged 1.85 (1.75–1.96) 1.24 (1.17–1.30)

2 1.56 (1.50–1.66) 1.31 (1.24–1.39)

3 1.49 (1.39–1.58) 1.26 (1.19–1.33)

4 1.24 (1.16–1.33) 1.13 (1.06–1.20)

5-Least disadvantaged Reference group Reference group

Residential remoteness

1-Highly accessible Reference group Reference group

2 1.24 (1.20–1.28) 1.25 (1.21–1.28)

3 1.65 (1.60–1.69) 1.46 (1.42–1.50)

4 2.06 (2.00–2.12) 1.63 (1.58–1.67)

5-Very remote 2.22 (2.16–2.28) 1.59 (1.54–1.64)

Mother’s marital status

Married/defacto/widowed Reference group Reference group

Never married 1.23 (1.20–1.26) 1.01 (0.99–1.04)

Divorced/separated 1.30 (1.20–1.40) 1.27 (1.18–1.36)

Unknown 1.84 (1.66–2.04) 1.43 (1.30–1.58)

Gestation

<37 weeks 1.30 (1.26–1.34) 1.16 (1.12–1.19)

37 weeks+ Reference group Reference group

Mothers age group

<20 1.52 (1.50–1.57) 1.03 (0.99–1.07)

20–29 1.20 (1.18–1.24) 1.00 (0.97–1.02)

30–39 Reference group Reference group

40+ 1.21 (1.10–1.33) 1.22 (1.11–1.33)

Father’s age group

<20 1.64 (1.58–1.70) 1.16 (1.11–1.21)

20–29 1.26 (1.23–1.29) 1.05 (1.02–1.08)

30–39 Reference group Reference group

40+ 1.08 (1.03–1.14) 1.04 (1.00–1.09)

Missing 1.66 (1.62–1.71) 1.04 (1.01–1.08)

Child disability

Yes 1.20 (1.16–1.25) 1.18 (1.14–1.22)

No Reference group Reference group

(Continues)

© 2025 The Author(s). Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
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confidence intervals (CI). Kaplan–
Meier survivor function estimates
together with log-rank tests con-
firmed the proportional hazards
assumption held for all categorical
covariates. As Aboriginal children
have higher rates of FDV exposure
and poorer health than non-
Aboriginal children11,21 we stratified
results by Aboriginal status. All ana-
lyses were undertaken using SAS®

statistical software V9.4.
Ethics approval for the present

study was obtained from the WA
Department of Health Human
Research Ethics Committee (#2016/
60), the WA Aboriginal Health
Ethics Committee (#756), and the
University of Western Australia
Human Research Ethics Committee
(#RA/4/1/8867).

Results
Table 1 displays the characteristics of
the cohort stratified by exposure to
FDV. Compared to children not
exposed to FDV, exposed children
had a greater proportion of being
Aboriginal (62.4% vs 49.8%, respec-
tively, P < 0.001), residing in a very
remote location (21.0% vs 12.6%,
P < 0.001), being born to a teen
mother (25.7 vs 14.6%, P < 0.001)
and being premature (14.2% vs
10.4%, P < 0.001).
Table 2 shows the unadjusted and

adjusted risk of ED contact by
sociodemographic and clinical char-
acteristic. Children exposed to FDV
had a 35% (HR = 1.35, 95% CI:
1.32–1.38) increased risk of ED
attendance than non-exposed chil-
dren. Following model adjustment
for sociodemographic and clinical
characteristics a statistically

significant increased risk of 21%
(HR = 1.21, 95% CI: 1.18–1.23)
was observed in FDV-exposed chil-
dren compared to their non-exposed
counterparts.
When stratified by Aboriginal sta-

tus, an increased risk for ED atten-
dance was observed in both
Aboriginal and non-Aboriginal chil-
dren exposed to FDV, when com-
pared to non-exposed counterparts
(aHR = 1.13, 95% CI: 1.11–1.16;
aHR = 1.42, 95% CI: 1.37–1.47,
respectively) (Table 3).

Discussion
Our results demonstrate an associa-
tion between FDV exposure and an
increased risk of ED attendance, pro-
viding a greater understanding of
health service use of Australian chil-
dren exposed to FDV.
Following adjustment for socio-

demographic and clinical factors we
found a 21% increased risk of ED
attendance in children exposed to
FDV compared to non-exposed chil-
dren. Rivara and colleagues15 previ-
ously reported a 55% increased
likelihood of ED attendance in US
children exposed to FDV compared
to non-exposed children. The differ-
ent strength of association with our
findings may be partially explained
by the way FDV was identified in
each study. Rivara and colleagues15

identified FDV via telephone inter-
views of mothers involved in a health
service, with physical and non-
physical abuse ascertained. In con-
trast, we identified FDV through rou-
tinely collected police and hospital
records which was predominantly
physical. Only 9% of women seek
support from police for FDV,9 and of

those that do seek support not all will
result in a male being charged. Addi-
tionally, most women subjected to
FDV will not be hospitalised for the
abuse. Therefore, it is likely that our
‘non-exposed’ cohort contained chil-
dren who were exposed, biasing our
results towards the null. However,
despite the differing approaches, both
studies reported an association
between FDV exposure and an
increase in ED attendance.
The reason for the increased risk

of ED attendance observed in FDV
exposed children may be multifacto-
rial. Previous research has suggested
that children may use ED and not a
primary care physician to reduce the
detection of exposure to FDV.22

Many mothers do not disclose FDV
as they are fearful of child protection
service involvement and removal of
children from their care.23 Mothers,
especially in some ethnic groups, his-
torically have been blamed for not
maintaining safety for their children,
but this is changing with a growing
focus on perpetrator accountability
including the development of policies
and practice in child protection on
how to respond to FDV.24 Addition-
ally, children exposed to FDV are
known to have poorer health than
non-exposed children5,12 and more
likely to be hospitalised in general.5

It could be that the poorer health
experienced by exposed children
increases their risk of ED attendance.
Further research is required to inves-
tigate the child’s pathway to the ED,
to determine if previous primary care
interactions indicate poorer health
overall or whether there is a lack of
primary care interactions which may
indicate poorer healthcare
management.

TABLE 2. Continued

Characteristic
Crude HR
(95% CI)

Adjusted* HR
(95% CI)

FDV exposure

Yes 1.35 (1.32–1.38) 1.21 (1.18–1.23)

No Reference group Reference group

*Adjusted for all characteristic variables in table.

© 2025 The Author(s). Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
for Emergency Medicine.
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Aboriginal children

Aboriginal children were overrepre-
sented in our cohort. Our exposed
cohort comprised of 62% Aboriginal
children compared to 7% observed in
the WA child population.25 This over
representation may be explained by
the higher rates of FDV in Aboriginal
communities.11 The reasons under-
pinning this include the multiple dis-
advantages and systemic racism faced
by Aboriginal peoples because of the
colonisation of their lands26–28 and
should not be taken as an indicator
of racial determinant.
Following adjustment, a 13%

increased risk of ED attendance was
seen in FDV-exposed Aboriginal chil-
dren compared to their non-exposed
peers. This is lower than the 42%
increased risk observed in non-
Aboriginal children exposed to FDV,
compared to their non-exposed peers.
The differences observed may, in part,
be explained by the differences in ED
use between Aboriginal and non-
Aboriginal people. Aboriginal patients
are overrepresented in Australian
EDs29 with Aboriginal children, living
in rural settings, attending ED twice
as often as non-Aboriginal children.30

Furthermore, it has been suggested
that Aboriginal people attending ED
have more complex health needs and
are more unwell than non-Aboriginal
Australians.31

Our study had a number of
strengths; the use of linked adminis-
trative data provided an avenue to
identify a hard-to-reach population
and a large sample size. However,
our findings should be interpreted in
light of a number of limitations. We
were only able to capture FDV in
hospital and police data, where a
mother was hospitalised, or a
mother was a victim of FDV
resulting in a male being charged for
the offence. Therefore, our data are
an underestimation of the true level
of FDV in the population. Addition-
ally, our data are limited in the spec-
trum of FDV behaviours, being
heavily weighted to physical assaults.
Population of diagnosis in EDDC is
not mandatory, 69% of EDDC
records used in the present study had
the diagnosis missing; we were there-
fore unable to investigate reason for

TABLE 3. Risk of ED contact by Aboriginal status

Characteristic

Aboriginal children Non-Aboriginal children
Adjusted* HR

(95% CI)
Adjusted* HR

(95% CI)

Sex

Female 1.01 (0.99–1.03) 0.93 (0.90–0.95)

Male Reference group Reference group

Socioeconomic status

1-Most disadvantaged 1.07 (0.99–1.16) 1.48 (1.38–1.59)

2 1.20 (1.10–1.30) 1.36 (1.27–1.46)

3 1.17 (1.07–1.27) 1.31 (1.21–1.40)

4 1.07 (0.97–1.17) 1.17 (1.08–1.26)

5-Least disadvantaged Reference group Reference group

Residential remoteness

1-Highly accessible Reference group Reference group

2 1.19 (1.13–1.24) 1.28 (1.23–1.33)

3 1.43 (1.39–1.48) 1.49 (1.43–1.56)

4 1.60 (1.55–1.65) 1.62 (1.53–1.72)

5-Very remote 1.60 (1.55–1.66) 1.41 (1.26–1.59)

Mother’s marital status

Married/defacto/widowed Reference group Reference group

Never married 0.99 (0.96–1.01) 1.11 (1.06–1.17)

Divorced/separated 1.24 (1.14–1.35) 1.22 (1.08–1.39)

Unknown 1.42 (1.28–1.58) 1.34 (1.03–1.74)

Gestation

<37 weeks 1.15 (1.11–1.19) 1.16 (1.10–1.22)

37 weeks+ Reference group Reference group

Mothers age group

<20 0.98 (0.93–1.02) 1.16 (1.08–1.23)

20–29 0.95 (0.92–0.99) 1.04 (1.00–1.08)

30–39 Reference group Reference group

40+ 1.23 (1.07–1.41) 1.19 (1.08–1.32)

Father’s age group

<20 1.13 (1.07–1.18) 1.19 (1.08–1.30)

20–29 1.02 (0.98–1.06) 1.05 (1.01–1.09)

30–39 Reference group Reference group

40+ 1.02 (0.95–1.09) 1.07 (1.00–1.13)

Missing 1.01 (0.97–1.05) 1.15 (1.07–1.24)

Child disability

Yes 1.13 (1.08–1.18) 1.31 (1.24–1.38)

No Reference group Reference group

FDV exposure

Yes 1.13 (1.11–1.16) 1.42 (1.37–1.47)

No Reference group Reference group

*Adjusted for all characteristic variables in table.

© 2025 The Author(s). Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
for Emergency Medicine.
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service use. In our cohort 93% of
exposed children and 87% of non-
exposed children had attended
ED. While prevalence rates of child-
hood ED attendance are not avail-
able for Australia, the proportion of
attendance seems high. This may be,
in part, explained by the over repre-
sentation of children from low socio-
economic backgrounds in our
cohort,32 previous research has
highlighted that children and young
people from low socioeconomic sta-
tus are more likely to present to the
ED with non-urgent issues.33

Clinician’s knowledge of FDV

Clinicians need to have knowledge
of FDV and the potential impact it
may have on children’s health. At
present DFV training is not part of
the mandatory suite of training
across Western Australian health ser-
vices. Clinicians need to be able to
appropriately and safely respond
to children exposed to DFV34; these
skills need to be taught to clinicians
during their training and offered as
ongoing professional development to
enable clinicians to stay abreast of
contemporary developments.

Conclusion
Exposure to FDV is associated with
an increased risk of ED attendance
in childhood. The findings add to the
limited literature providing further
support that FDV exposure impacts
children’s health service utilisation
and further supports that children’s
exposure to FDV as an area of pub-
lic health concern. Attendance at the
ED presents an opportunity for
intervention. It is imperative that ED
staff are appropriately trained on
how to safely enquire about FDV
and are aware of the support services
available. The findings provide an
advance in the literature with respect
to Aboriginal children exposed to
FDV with differences in the risk of
ED attendance apparent between
Aboriginal and non-Aboriginal chil-
dren. Future research should explore
the pathway to the ED for children
exposed to FDV. Understanding the
pathway is crucial for the develop-
ment and implementation of

appropriate interventions to support
children exposed to FDV.
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