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Abstract 

 

The term “battered parents” was first used over two 

decades ago, but very few studies are available on the 

subject. This study examines an outpatient sample of 

children and adolescents where a key presenting 

feature was violent behaviour towards their parents. 

The commonest DSM IV axis I diagnosis was 

obsessive compulsive disorder with a prevalence of 

25%. The same diagnosis in the control group was 

6.4%. Anxiety and depressed mood dominated the 

clinical pictures in the study sample. Several cross-

cultural differences were apparent in age, behaviour 

and family context of the subjects when compared 

with the available studies. This study highlights the 

relevance of examining for presence of violence 

towards parents in children and adolescents who 

present with anxiety.    

 

Introduction 

 

Most scientific investigations on violent behaviour by 

children and adolescents toward other persons focus 

on bullying in schools, criminality and other 

antisocial conduct. Remarkably few studies have 

looked at violent behaviour towards their parents 

happening within their own homes. Gross under 

reporting and denial of such events by the parents 

could be a reason for this lack of information. One 

author describes this subject as “under-researched 

and a taboo subject associated with a sense of 

shame”
1
. One of the earliest studies used the term 

“battered parents” and the phenomenon as a “new 

syndrome”
2
. The term “battering” is otherwise used 

where violence is adult led and the victims are 

children, spouses or the elderly. The study
2
 found that 

the victim most often was the mother. Also, the 

adolescents who have assaulted peers, siblings, 

teachers and strangers were more likely to threaten 

and inflict physical violence on the parents as well.  
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The usual perpetrator was most often an 

economically dependent male aged 13 to 24 years
2
.  

18% of American children aged 3 to 17 years had 

carried out two or more violent acts on parents
1
. 

Oppositional behaviour, poor adaptability to stress, 

and low frustration tolerance are characteristics of 

youth who are aggressive to parents when compared 

with non aggressive controls
3
. At the same time, 

certain parent characteristics and parenting styles 

have been identified as risk factors that promote 

violence towards parents. Inconsistent parenting, 

unreasonable expectations, harsh and punitive 

discipline styles by parents are such 

characteristics
1,4,5,6

. Non-coping parents who 

inappropriately empower their children, also promote 

violence
4
.  

 

Cross cultural studies show that Asian cultures report 

a relatively lower prevalence of aggressive behaviour 

in children when compared with non-Asian 

populations
7,8
. This difference has been explained on 

religious and cultural influences which discourage 

aggression and encourage self control, emotional 

restraint and social inhibition
8
. South Asian studies 

investigating violence towards parents by children 

and adolescents were not available. This study aims 

firstly, to investigate the prevalence of violent 

behaviour towards parents in a clinical sample of 

children and adolescents and secondly, to evaluate 

the associated psychiatric and family factors.  

 

Patients and Method 

 

The study sample was identified from children and 

adolescents who presented to outpatient clinics over a 

period of seven months. For this study “Parent 

Battering” was defined as parents being subjected to 

repeated physical violence by their child / adolescent 

offspring persisting for three months or more. The 

experience of violence was reported as markedly 

distressing and intimidating to at least one parent and 

given as a main reason for seeking medical help. 

Those children / adolescents, who were aggressive 

but not a primary concern of the parents, or where 

there was no physical violence towards the parents, 

were excluded from the study sample.  



Children / adolescents who fulfilled the working 

definition were selected for a more detailed 

assessment. All children / adolescents and parents 

were interviewed personally by the author. The 

clinical assessment and a semi-structured interview 

schedule (test–retest reliability 87.8%) were used to 

gather information on behaviour, temperament and 

illness related data on the child / adolescent. Another 

semi-structured interview was used (test – retest 

reliability 83.3%) to gather social and mental health 

data of parents, their perceived level of authority with 

the child / adolescent, their response to the violent 

behaviour and their beliefs about cause of violent 

behaviour.  

 

All children / adolescents in the study sample were 

given a DSM IV Axis I diagnosis
9
. All other children 

/ adolescents who presented for treatment to the same 

outpatient clinics and seen over the same study 

period, formed the control group. They too received 

DSM IV Axis I diagnoses. Ethical clearance was 

obtained from the Ethical Review Committee, 

Faculty of Medicine, Colombo.    

 

Results 

 

The study sample included 32 children and 

adolescents, aged 5 to 18 years. This study sample 

comprised 8.1% of the total patient number seen in 

the outpatient clinics for the study period. The control 

group had 393 subjects, aged 5-18 years.  

 

Parents were targeted by all 32 children / adolescents. 

In 90.6% of cases, mother was the main target for 

assault. Both parents were equally targeted in 6.3% 

and father alone was the target only in one case 

(3.1%). In 74.1% of cases, aggression towards any 

other persons was not reported. In 25.9%, siblings 

were the target for violence. Grandparents and peers 

were also assaulted by 21.9%. None attacked teachers 

or strangers.  

 

Repeated hitting, mainly using fist was the 

commonest form of assault, often resulting in 

bruising. 31.3% used blunt objects to hit, with 12.5% 

using sharp objects as well. 56.3% also threatened the 

parents with death. One child stabbed her father with 

a kitchen knife causing a cut injury. An adolescent 

often held the mother down by her hair, until 

demands were met and also inflicted minor burns. 

Two mothers reported concussions following attacks 

on the head.   

 

Anxiety was evident in 56.3%.  Further, 37.5% had 

separation anxiety related to the parent at whom the 

aggression was mainly directed. A depressed mood 

was evident in 50% of cases. Obsessional thoughts 

with or without rituals were present in 53.1%. 

Suicidal wishes were expressed by 25% but none had 

attempted deliberate self-harm. Disruptive behaviour 

at home was present in 62.5% and 15.6% had similar 

behaviour in school too. Destruction to property at 

home during outbursts of anger was reported in 

37.5%. Motor restlessness was reported in 56.3%. 

Parents identified oppositional and defiant behaviour 

in 81.3%.  Comorbid features of conduct disorder 

were present in 31.3%. Table I gives the primary 

diagnosis on DSM IV Axis I in the 32 subjects and 

the control group. 

 

53.1% were reported by the parents to have been 

demanding, disruptive and defiant even before the 

development of violent behaviour. 59.4% were 

reported to have had low frustration tolerance.  

34.4% have been timid and socially inhibited in 

school and other settings. 53.1% were oversensitive 

to criticism and easily became tearful. In 18.8% of 

cases, parents reported obedient and cooperative 

behaviour with them most of the time. 15.6% were 

also described as sensitive and conscientious about 

the parents.    

   

In 84.4% of cases, both parents lived together with 

the child / adolescent. The rest lived with the mother, 

where parents had divorced / separated or the father 

worked abroad. In two cases, the mother left the 

family because of violence, but returned soon after. 

In 62.5% of cases, parents reported their marriage as 

good or satisfactory, and unsatisfactory or poor in 

21.9%. In 15.6% of cases, no comment was offered. 

93.8% of the parents belonged to socio-economically 

middle class when their income and employment 

status were considered. In 18.8% of cases, parents 

felt that they had no authority over the offspring and 

in 50%, the authority was present but inconsistent. 

The others had difficulty responding to this inquiry. 7 

parents had a history of mental illness, some 

currently being on treatment for depression and 

schizophrenia. 5 fathers were abusing alcohol, three 

of whom showed violent behaviour at home.  

 

In 40.6% cases, parents gave into the problem 

behaviour and in 34.4%, help was requested from 

relatives and friends. No one was reported to the 

police. Parents gave physical punishments in 31.3% 

and in 2 cases, the child was sent away to stay with 

relatives. Repeated warnings and taking away of 

privileges were imposed by parents in 9.4% cases.   

 

In 62.5% of cases, the parents believed that the 

problem would worsen if restraints were imposed. 

The cause for violence was attributed to a mental 



illness in 43.8%. Parents reported that 28.1% 

regretted violent behaviour later.  A bad astrological 

period as the cause was considered only in one case. 

A genetically related person was identified with the 

child / adolescent in character in 18.8%.    

                                                         

Table 1 

Comparison of DSM IV Axis I diagnosis of children /adolescents in study sample & control group 

 

 

DSM IV Axis I Diagnosis 

Prevalence in study sample 

n=32 

(M: F  2.5: 1) 

Prevalence in control group  

              n=393 

         (M: F  2.3: 1) 

Attention deficit /hyperactivity 

disorder 

04 (12.5%) 66 (13.8%) 

Obsessive-compulsive disorder 08 (25,0%) 27 (06.8%) 

Schizophrenia and other 

psychotic disorders 

01 (03.1%) 43 (10.9%) 

Conduct disorder 05 (15.6%) 09 (02.3%) 

Anxiety disorders (phobic 

anxiety and separation anxiety 

disorders) 

04 (12.5%) 55 (14.0%) 

Tic disorder 01 (03.1%) 11 (02.8%) 

Oppositional defiant disorder 02 (06.2%) 0 

Cannabis abuse 02 (06.2%) 02 (0.5%) 

Mental retardation 0 17 (04.3%) 

Learning  disorders 0 86 (21.9%) 

Asperger disorder 02 (06.2%) 0 

Bipolar disorder 0 23 (05.8%) 

Depressive disorder 0 15 (03.8%) 

Eating disorders 0 05 (01.3%) 

Dissociative disorder 0 05 (01.3%) 

Stuttering 0 06 (01.5%) 

No clear DSM IV diagnosis 03 (09.4%) 23 (05.8%) 

 

Total 

 

32 (100%) 

 

393 (100%) 

 

Discussion 

 

Similar to previous studies from other cultures, 

mother is the most affected parent and the majority 

comes from middle class families. However, 

differences are many. Firstly, 75% of our cases were 

below 15 years of age. Secondly, in nearly 3/4 of 

cases violence was confined to the home. Thirdly, 

over 1/3 of individuals were reported as timid and 

socially inhibited outside home. Fourthly, symptoms 

of anxiety, depressed mood and obsessions 

dominated as presenting features and obsessive 

compulsive disorder (OCD) was the commonest 

single diagnosis. In contrast, commonest diagnosis 

identified with violent behaviour in other studies was 

conduct disorder (CD) with secondary diagnoses of 

developmental, neurological, emotional and 

behaviour disorders
1,2,3

. However, children / 

adolescents with OCD show aggressive behaviour to 

family members
10,11,12

 and this was reported also in 

an Asian study
13
. Parental over-involvement and 

disagreement with the OCD related behaviour is a 

trigger for aggression
12,14,15

. The prevalence of OCD 

in our study group becomes even more relevant when 

compared with the control group, where only 6.4% 

had this diagnosis. Also, CD was diagnosed only in 

15.6% in the study sample, but was 7 times more 

prevalent than that in the control group. Further, 

opposition and defiance was reported in 81.3%, 

though a diagnosis of CD could not be substantiated 

in many. Attention deficit hyperactivity disorder 

(ADHD), seizure disorders and brain damage that 

promote violence through low stress tolerance and 

poor impulse control did not display prominently in 

the study group. In contrast to other studies
1,16,17

, 

depressive disorder was not associated with violence 

in our sample, even though depressed mood was a 

frequent occurrence. In keeping with the finding that 

violence is infrequent in schizophrenia
18
, the 

prevalence of this disorder was low in the study 



sample. In contrast to known family factors that 

promote violence in children / adolescents 
19,20,21

,   

punitive parenting behaviour was not identified in our 

study.    

 

Clinical Relevance 

 

Possibility of violence to parents should be routinely 

considered in assessment of children and adolescents 

with OCD and other anxiety disorders. For effective 

clinical management, it is important to identify 

specific characteristics in the child and parents, 

including, beliefs and values in parents about violent 

behaviour.   
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