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Abstract

Objective:

To compare the health and well-being of adopted and biological children and to examine
whether observed differences may be due to differences between these two groups in
demographic characteristics and special health care needs.

Methods:

The 2003 National Survey of Children’s Health was funded by the Maternal and Child
Health Bureau, Health Resources and Services Administration, and was conducted as a
module of the State and Local Area Integrated Telephone Survey by the National Center
for Health Statistics, Centers for Disease Control and Prevention. The nationally
representative sample consists of 102,353 children, including 2,903 adopted children.
We compare estimates for 31 indicators of health and well-being for adopted and
biological children and present adjusted estimates that control for differences in
demographic characteristics and special health care needs prevalence.

Results:

Adopted children are more likely than biological children to have special health care
needs, current moderate or severe health problems, learning disability, developmental
delay or physical impairment, and other mental health difficulties. However, adopted
children are more likely than biological children to have had a preventive medical visit or
a combination of preventive medical and dental visits during the previous year, to receive
needed mental health care, and to receive care in a medical home; they are more likely to
have consistent health insurance coverage, to be read to daily, or to live in neighborhoods
that are supportive, and they are less likely to live in households where someone smokes.
These differences between adopted and biological children remain statistically significant
even after adjustments for differences in demographic characteristics and the prevalence
of special health care needs.

Conclusion:

The results suggest that, even though adopted children may have poorer health than
biological children, their parents may be doing more to ensure that they have needed
health care and supportive environments.
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The American Academy of Pediatrics (AAP) has recognized that adopted children
may have particular vulnerabilities and health conditions for which pediatricians should
be alert, and has made recommendations regarding the content of initial medical
examinations of children at the time of adoption (1). AAP has also recognized a role for
pediatricians in facilitating communication about adoption-related health issues with
adoptive families (2). Pediatricians may need to evaluate pre-existing health conditions
in children whom families are considering adopting or who have been adopted, and
specialty health clinics on adoption now exist in most large cities (3).

The literature on the health of adopted children is largely limited to clinical or
volunteer samples or studies of small populations. Of 101 studies included in a recent
meta-analysis, only 7 involved sample sizes greater than 500 children (4). There are clear
advantages to using large nationally representative samples to examine issues specific to
adopted children (5), yet few national surveys have sufficient sample sizes to permit
reliable analyses of adopted children. The National Survey of Children’s Health, with a
sample of nearly 3,000 adopted children, is an exception. In this article, we take
advantage of this resource to examine the health and well-being of adopted children
relative to non-adopted children.

The Health of Adopted Children

Adoption is a legal action in which parental rights and responsibilities are
transferred from one person to another, creating a parent-child relationship where one did
not exist at birth. Approximately 2.5% of U.S. children (1.6 million) joined their families

through adoption. Analyses of census data have shown that adopted children differ



demographically from children living with biological parents: adopted children are less
likely to be under age 6 and are more likely to be girls and to live in families with higher
incomes (6).

Review articles have described the literature regarding the health and
development of adopted children (7, 8). While most adopted children are healthy,
adopted children have been shown to be at elevated risk for adjustment problems,
externalizing behaviors, conduct disorders, and attachment disorders. A recent meta-
analysis of studies regarding behavioral problems and mental health referrals suggested
that adopted children had somewhat more behavior problems but were substantially
overrepresented beyond their higher levels of need in their use of mental health services
(9). This phenomenon may reveal both higher problem prevalence and higher levels of
service seeking by adoptive families (10, 11, 12). In addition to mental health concerns,
adopted children are also more likely to have at least one disability.

Representative survey data have provided some information about the prevalence
of health problems and health care issues for adopted children. Miller and colleagues
found that while the vast majority of adopted adolescents were well within the normal
range of functioning, adopted children were at higher risk across a broad array of
domains, including school achievement, physical health and psychological well-being
(5). Sharma, McGue and Benson examined data on nearly 5,000 adoptees and matched
controls selected from a large survey of youth in schools, and found that adopted children
experienced consistently higher levels of drug use, negative emotionality and antisocial
behavior (13). These surveys, however, focused on issues of adolescents and, while

large, were not representative of the national population of adopted children.



The Present Study

We present and compare estimates of the health and well-being of adopted
children and biological children. Recognizing that there are differences in demographic
characteristics between these two populations — characteristics that may be related to
health and well-being outcomes — we adjust estimates to control for differences in
demographics. Because we expect that adopted and biological children will differ on
health status, we also adjust estimates of health care access and use and child well-being
to control for special health care needs status in order to examine whether these indicators
show differences above and beyond differences in need. Our analyses allow us to make
inferences about the health and well-being of adopted children relative to biological
children, independent of pre-existing differences in demographic characteristics and the
prevalence of special health care needs.

METHODS

The data are from the 2003 National Survey of Children’s Health (NSCH), which
is described in the article by Kogan and Newacheck in this issue (14, 15); more in-depth
information can be found elsewhere (16). Human subjects review was not required for
this study.

In the NSCH, there were a total of 2,903 adopted children, 2.8% of the total
sample. Respondents were asked their relationship to the child, and if the respondent was
the mother (or father), the respondent was asked if she (he) was a biological, adoptive,
step or foster mother (or father). If the respondent was not the mother (or father), then
the respondent was asked if the mother (and/or father) in the household was a biological,

adoptive, step or foster mother (or father). This enables us to identify, for any household



with a mother (and/or father) present, if that mother (father) was the adoptive mother
(father) to the child. We identified any child with an adoptive mother or father as an
adopted child.

We focus our analyses on the cleanest differentiation between adopted and
biological children: adopted children are those with at least one adoptive parent and no
biological parents in the household, and biological children are those with at least one
biological parent and no adoptive parents in the household. The resulting analysis groups
consist of 2,303 adopted children and 95,827 biological children.

Measures

The demographic characteristics estimated for adopted and biological children are
listed in table 1 and described elsewhere (16). The measures of health and well-being are
listed in tables 2 and 3. Most of these indicators are drawn from The Health and Well-
Being of Children: A Portrait of States and the Nation, 2005, and are coded as in that
chartbook (17). Six additional indicators are used in the present analysis: whether the
responding parent had ever been told that the child had a learning disability; whether that
parent had ever been told the child had a developmental delay or physical impairment;
whether the parent’s relationship to the child is described as very close; whether the
parent ever feels that the child is harder to care for than most children; whether the parent
ever feels that he or she is giving up more than expected to meet the child’s needs; and
whether the child has special health care needs (indicated by one or more of the following
consequences of a medical condition that has lasted or is expected to last at least 12
months: prescription medication; more medical care, mental health or educational

services than usual for children of the same age; limitation in the ability to do things most



children the same age can do; physical, occupational or speech therapy; or treatment or
counseling for an emotional, developmental or behavioral problem) (16).
Data Analysis

We compare demographic characteristics between adopted and biological
children. We then present unadjusted and adjusted estimates of the health and well-being
outcomes for adopted and biological children. Weighted estimates are calculated in
SUDAAN, which accounts for the complex sample design of the NSCH (18). The
significance of differences in the unadjusted estimates was evaluated with t-tests at the
0.05 level.

The adjusted estimates were calculated twice. First, estimates for all indicators
were adjusted for the demographic characteristics that showed a significant difference
between adopted and biological children. Second, estimates for measures of health care
access and use and child well-being were adjusted for both demographics and special
health care needs status. The adjusted estimates are mean predicted marginals calculated
by the PREDMARG option in the SUDAAN logistic regression procedure, and the
significance of differences between groups is evaluated at the 0.05 level using the
PRED_EFF option (18). The adjusted estimates allow us to compare the health and well-
being of adopted and biological children as if the two groups had the same demographics
and—for measures of health care access/use and child well-being—the same levels of
special health care needs.

RESULTS
Table 1 shows that adopted children are more likely to live in higher-income

households, in households where someone has attended college or where the primary



language is English. The average numbers of children and parents in the household are
slightly, but significantly, smaller for adopted children, who are slightly older than
biological children, less likely to be born in the United States, and less likely to be
Hispanic, non-Hispanic white or non-Hispanic black but more likely to be non-Hispanic
and other than white or black (table 1).

Tables 2 and 3 show the unadjusted and adjusted estimates of the health and well-
being indicators for adopted and biological children. Some indicators show no
significant differences between adopted and biological children for the unadjusted
estimates or for either set of adjusted estimates: whether the child had an injury requiring
medical attention or more than 10 school absences (table 2); whether the parent had to
make different child care arrangements in the previous month or change jobs in the
previous year; and whether the child spent time alone in the home (table 3). Adopted and
biological children do not differ on these outcomes.

Some indicators show significant differences between adopted and biological
children that do not change substantially when demographics or demographics and
special needs status are controlled for. Adopted children are more likely than biological
children to be affected by asthma, to have moderate or severe health problems, and to
have difficulties with emotions, concentration, behavior or getting along with others.
Their parents are more likely to have been told that the child had a learning disability,
developmental delay or physical impairment; and they are more than twice as likely as
biological children to have special health care needs (table 2). These differences in
health status are not related to differences in demographics. Adopted children are more

likely to have repeated a school grade and are less likely to have a very close relationship



with the parent (table 3), but are also more likely than biological children to have had a
preventive medical or dental visit the previous year, receive needed mental health care,
receive care in a medical home (table 2), attend religious services weekly and live in a
supportive neighborhood (table 3). Demographics and special health care needs are not
related to these differences between adopted and biological children.

For some indicators, adjusting for demographics and special needs reduces, but
does not eliminate, significant differences between adopted and biological children.
Parents of adopted children are more likely than biological children to have felt that the
child is harder to care for than most children (table 3). However, adopted children are
less likely than biological children to lack consistent health insurance coverage (table 2)
or live in a household where someone smokes, and are more likely to be read to daily
(table 3). These differences are partially, but not entirely, explained by the higher
affluence and prevalence of special needs among adopted children.

Adjusting for demographics and/or special needs rendered observed differences
for the following indicators nonsignificant: whether the family is affected by the child’s
asthma; whether the parents are concerned with the child’s learning, development or
behavior; whether the child is currently insured (table 2); whether the child’s mother is in
good health; whether the child attends nursery, preschool or kindergarten or participates
in activities out of school; and whether the neighborhood is safe (table 3). For these
indicators, differences between adopted and biological children are fully explained by the
higher affluence and/or prevalence of special health care needs among adopted children.

There appears to be no difference in overall health between adopted and

biological children (about 85% of both groups are in excellent or very good health), but



when demographic characteristics are controlled for, the predicted marginals suggest that
adopted children would be less likely to be in excellent or very good health if the two
groups had the same demographic characteristics (table 2). This pattern is also evident
for the indicator of whether the parent feels that he or she is giving up more than
expected to meet the child’s needs. However, when special needs status is also controlled
for, the estimates for this indicator once again show no significant difference.
DISCUSSION

Adopted children tend to live in more affluent households, households in which
the primary language is English or where someone has attended college. These factors
can affect the health and well-being of the children independent of their adoptive status.
Most of the health status differences we examined are not reduced when the higher
affluence of adopted children’s families is controlled. Adopted children are more than
twice as likely as biological children to have special health care needs. Our results
suggest that even if adopted and biological children had the same demographic
characteristics and prevalence of special needs, adopted children would be more likely to
have consistent insurance coverage, receive preventive and dental visits, receive care in a
medical home and receive needed mental health care.

Many of the outcomes that appear worse for adopted children constitute health
problems for the child, while most outcomes that appear better for adopted children relate
to their access to and use of health care, their family and neighborhood environments, and
family practices that promote health and well-being. Many indicators of health care use
and child well-being show better outcomes for adopted children even when special health

care needs status is controlled. This suggests that, even though adopted children may
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have poorer health than biological children, their parents are doing more to ensure that
they have needed health care and supportive environments, above and beyond the level
indicated by the higher need of adopted children. Adoption assistance agreements for
most children adopted from foster care provide Medicaid coverage through age 18 (19,
20), which may help explain why adopted children have more consistent insurance
coverage and more preventive care Visits.

We investigated the possibility of ascertainment bias; that is, adopted children
could be more likely to have their health problems identified because they are more likely
to receive preventive visits and get care in a medical home. However, adjusted estimates
of health outcomes that also controlled for the indicators of medical home and preventive
visits showed no evidence of attenuated differences between adopted and biological
children, suggesting that ascertainment bias is not operating. (Results are available upon
request from the authors.)

Study Limitations

In recent years, the number of new adoptions occurring each year has been
relatively stable. However, this overall stability masks rapid change in the types of
adoptions. Domestic adoptions through private agencies or of kin declined from 77% of
all adoptions in 1992 to 44% in 2001, balanced by increases in adoptions from foster care
(39% in 2001, up from 18% in 1992), and international adoptions (5% in 1992,
increasing to 15% in 2001) (21).

The demographics of children and parents involved in these adoption types are
different, as are the typical experiences of children prior to the adoption. A recent study

found that the vast majority of parents adopting internationally were Caucasian (98%),
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with high incomes (73%), and college degrees (84%). In contrast, 46% of those adopting
children from foster care were Caucasian, 14% had high income, and 28% had completed
college (22). Further, while domestic private adoptions almost always involve infants,
fewer than half of international adoptions (23), and only 2% of foster care adoptions
involve infants (24).

The 2003 National Survey of Children’s Health did not collect information on
how the child was adopted, but home environments and health and well-being outcomes
may vary dramatically among these subgroups of adopted children. The 2003 NSCH also
did not collect information on age at adoption and did not verify whether adopted
children were legally adopted. The next NSCH, to be conducted in 2007, will provide
more detail about adopted children.

As a sample survey, the NSCH is subject to non-random error, including coverage
bias and nonresponse bias. These findings are based on parents’ experiences and
perceptions. Information provided about health status and health care utilization was not
verified with health care professionals.

CONCLUSION

While adopted children do suffer poorer outcomes on some measures of health
and well-being, their families are more likely to make sure that they get preventive
medical and dental visits, are consistently insured, and get needed mental health care.
Pediatricians should expect to encounter more health problems among adopted children,
but should also expect adoptive parents to be motivated to ensure the good health and

well-being of their children.

12



References

1. Committee on Early Childhood Adoption and Dependent Care. Initial medical
evaluation of an adopted child. Pediatrics. 1991;88:642-644.

2. Borchers, D and Committee on Early Childhood, Adoption and Dependent Care.
Families and adoption: the pediatrician’s role in supporting communication. Pediatrics.
2003;112:1437-1441.

3. AAP Directory — Pediatricians with a Special Interest in Adoption and Foster Care
Medicine. Accessed online December 28, 2005 at
http://www.aap.org/sections/adoption/adopt-states/adoption-map.html.

4. Juffer F, van 1Jzendoorn, MH. Behavior Problems and Mental Health Referrals of
International Adoptees. JAMA 2005;293:20:2501-2515.

5. Miller BC, Fan X, Christensen M, Grotevant HD and van Dulmen M. Comparisons of
adopted and nonadopted adolescents in a large, nationally representative sample. Child
Dev. 2000;71:1478-1473.

6. Kreider, RM. Adopted Children and Stepchildren: 2000. Washington, DC: U.S.
Census Bureau; 2003.

7. Nickman SL, Rosenfeld AA, Fine P, Macintyre JC, Pilowsky DJ, Howe R, Derdeyn A,
Gonzales MB, Forsythe L, and Sveda S. Children in adoptive families: overview and
update. J Am Acad Child Adolesc Psychiatry. 2005;44:987-995.

8. Brodzinsky DM. Long-term outcomes in adoption. The Future of Children.
1993;3(1):153-166.

9. Juffer F, van lJzendoorn, MH. Behavior Problems and Mental Health Referrals of
International Adoptees. JAMA 2005;293:20:2501-2515.

10. Warren SB. Lower threshold for referral for psychiatric treatment for adopted
adolescents. J Am Acad Child Adolesc Psychiatry. 1992:31:512-517.

11. Ingersoll, BD. Psychiatric disorders among adopted children: a review and
commentary. Adoption Quarterly 1997;1:57-73.

12. Wierzbicki, M. Psychological adjustment of adoptees: a meta-analysis. Journal of
Clinical Child Psychology, 1993:22:447-454.

13. Sharma AR, McGue MK and Benson PL. The emotional and behavioral adjustment

of United States adopted adolescents: Part I. An Overview. Children and Youth
Services Review. 1996:18:83-100.

13



14. National Center for Health Statistics, Hyattsville MD. National Survey of Children’s
Health, 2003. Dataset available online at:
http://www.cdc.gov/nchs/about/major/slaits/nsch.htm

15. Kogan MD, Newacheck PW. Introduction to the volume on papers from the National
Survey of Children’s Health. Pediatrics, in press, 2006.

16. Blumberg SJ, Olson L, Frankel M, et al. Design and operation of the national survey
of children’s health, 2003. National Center for Health Statistics. Vital and Health
Statistics Series 1, Number 43, 2005.

17. The Health and Well-Being of Children: A Portrait of States and the Nation, 2005.
U.S. Department of Health and Human Services, Health Resources and Services
Administration, Maternal and Child Health Bureau. The National Survey of Children's
Health 2003. Rockville, Maryland: U.S. Department of Health and Human Services,
2005.

18. Research Triangle Institute. SUDAAN Language Manual, Release 9.0. Research
Triangle Park, NC: Research Triangle Institute, 2004.

19. Dalberth B, Gibbs D and Berkman N. Understanding Adoption Subsidies: An
Analysis of AFCARS Data. Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and Evaluation, 2005.

20. Rosenbach M, Lewis K and Quinn B. Health Conditions, Utilization and
Expenditures of Children in Foster Care. Washington, DC: U.S. Department of Health
and Human Services, Office of the Assistant Secretary for Planning and Evaluation,
2000.

21. Flango VE and Caskey MM. Adoptions 2000-2001. Adoption Quarterly. 2005;8(4):
23-43.

22. Howard JE, Smith SL and Ryan SD. A comparative study of child welfare adoptions
with other types of adopted children and birth children. Adoption Quarterly. 2004,
7(3):1-31.

23. International Adoption Facts, published by the Evan B. Donaldson Adoption Institute,
2002. Awvailable online at
http://www.adoptioninstitute.org/FactOverview/international.html. Accessed February 1,
2006.

24. U.S. Department of Health and Human Services, Administration for Children and
Families, Administration on Children, Youth and Families, Children's Bureau. The
AFCARS Report (10), April 2005. Available online at
http://www.acf.dhhs.gov/programs/cb/stats_research/afcars/tar/report10.htm. Accessed
February 1, 2006.

14


http://www.cdc.gov/nchs/about/major/slaits/nsch.htm
http://www.adoptioninstitute.org/FactOverview/international.html
http://www.acf.dhhs.gov/programs/cb/stats_research/afcars/tar/report10.htm

Table 1: Demographic Characteristics of Adopted and Biological Children in the United

States
Percent (standard error)
Adopted” Biological’
Demographic Characteristic All Children Children Children
Household (HH)
Federal Poverty Level (FPL)?
0-<50% FPL 6.2 (0.18) 3.1(0.72)* 6.0 (0.18)*
50-<100% FPL 11.6 (0.22) 6.0 (0.96)* 11.5 (0.22)*
100-<200% FPL 22.8 (0.26) 16.8 (1.50)* 22.7 (0.26)*
200-<400% FPL 32.6 (0.26) 30.0 (1.71) 32.9 (0.27)
400% FPL+ 26.7 (0.24) 44.1 (1.89)* 26.9 (0.25)*
Highest Education in HH
<High School 7.9 (0.19) 2.8 (0.59)* 7.7 (0.19)*
High School 26.5 (0.26) 17.2 (1.45)* 26.1 (0.26)*
>High School 65.7 (0.28) 80.0 (1.52)* 66.2 (0.29)*
Metropolitan Statistical Area
(MSA) Status
In MSA, central city 31.7 (0.26) 28.7 (1.63) 31.6 (0.27)
In MSA, not central city 48.5 (0.27) 48.9 (1.83) 48.8 (0.28)
Not in MSA 19.9 (0.18) 22.4 (1.43) 19.6 (0.18)
Primary language spoken in HH
English 87.3(0.22) 98.1 (0.68)* 87.0 (0.24)*
Not English 12.7 (0.22) 1.9 (0.68)* 13.0 (0.24)*
Mean # adults in HH 2.1 (0.00) 2.1 (0.03) 2.1(0.01)
Mean # children in HH 2.4 (0.01) 2.3 (0.07)* 2.4 (0.01)*
Mean # parents in HH 1.7 (0.00) 1.66 (0.02)* 1.73 (0.00)*
Child
Mean Age (years) 8.6 (0.03) 9.3 (0.17)* 8.5 (0.03)*
Gender
Male 51.1 (0.28) 48.8 (1.83) 51.3(0.29)
Female 48.9 (0.28) 51.3 (1.83) 48.7 (0.29)
Race/ethnicity
Hispanic 17.6 (0.23) 11.1 (1.15)* 17.8 (0.24)*
Non-Hispanic White 60.7 (0.28) 52.1 (1.85)* 61.6 (0.29)*
Non-Hispanic Black 14.4 (0.21) 16.4 (1.42)* 13.5 (0.21)*
Non-Hispanic Other 7.3 (0.18) 20.4 (1.66)* 7.1 (0.19)*
Birth location
In United States 95.2 (0.15) 77.3 (1.64)* 95.4 (0.15)*
Out of United States 4.8 (0.15) 22.7 (1.64)* 4.6 (0.15)*

! Adopted children have at least 1 adoptive and 0 biological parents in the household

2 Biological children have at least 1 biological and 0 adoptive parents in the household

® FPL derived from income-to-household size ratio and DHHS Federal Poverty Guidelines (16)
* Estimates for adopted and biological children significantly differ at 0.05 level

Source: NSCH 2003
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Table 2: Unadjusted and Adjusted Health and Health Care Indicators, Adopted and Biological Children in the U.S.

Unadjusted Estimate

(standard error)

Estimate adjusted for
Demographics

Estimate adjusted for
Demographics, Special
Health Care Needs

Adopted? Biological® | Adopted Biological | Adopted  Biological
Child Health Status or Health Care Indicator (%) All Children Children Children Children  Children | Children Children
Child’s overall health is excellent/very good 84.1 (0.22) 85.3(1.34) 84.5 (0.23) 80.3* 85.4* -4 -4
Child has current health problems that are moderate/severe 7.9 (0.15) 19.9 (1.52)* 7.4(0.15)* 21.2* 7.6* -4 -4
Child is affected by asthma 8.1 (0.15) 125 (1.22)* 7.8(0.15)* 12.3* 8.0* -4 -4
Impact of asthma on family is great/medium 16.3(0.74) | 10.1 (2.52)* 16.4 (0.76)* 11.2 16.2 -4 -4
Child had injury requiring medical attention last year (ages 0-5) 9.4 (0.27) 10.2 (1.94) 9.5 (0.28) 7.4 9.8 -4 -4
Child missed 11+ school days last year (ages 6-17) 5.2 (0.14) 6.4 (1.20) 5.1 (0.15) 6.8 5.2 -4 -4
Parents concerned w/learning/development/ behavior (ages 0-5) 36.7(0.47) | 45.5(3.63)* 36.1(0.48)* 43.6 36.3 -4 -4
Child has moderate/severe difficulty w/emotions/ 9.2 (0.18) 24.3(1.67)* 85(0.18)* 26.4* 8.6* -4 -4
concentration/behavior/getting along (ages 3-17)
Parents ever told child has learning disability 9.7 (0.18) 20.3(1.52)* 9.2(0.18)* 22.5% 9.3* -4 -4
Parents ever told child has developmental delay/ physical 3.4 (0.10) 16.1 (1.46)* 3.1 (0.09)* 17.1* 3.2 . -4
impairment
Child has special health care needs 17.6 (0.21) | 36.9 (1.83)* 16.9(0.21)* 36.8* 17.5* -4 -4
Child is currently insured 91.2(0.17) | 95.4(0.90)* 91.3(0.18)* 94.3* 91.9* 93.9 91.9
Child lacks consistent insurance coverage 15.0 (0.21) 9.1(1.14)* 14.9(0.22)* 10.5* 14.2* 10.6* 14.2*
Child had preventive medical visit last year 77.8(0.24) | 83.9(1.21)* 77.7 (0.25)* 84.2* 78.0* 82.4* 78.0*
Child had preventive medical & dental visits last year 58.8 (0.28) | 69.2 (1.64)* 58.5(0.29)* 68.4* 59.1* 66.5* 59.2*
Child (w/current emotional/developmental/ behavioral 58.7 (1.14) | 70.4 (3.65)* 56.7 (1.26)* 70.7* 56.6* 70.2* 56.7*
problems) received mental health care last year (ages 1-17)
Child’s care meets Medical Home definition 46.1(0.28) | 52.6(1.83)* 46.3(0.28)* 52.4* 46.8* 52.8* 46.8*

'Estimates adjusted for demographics control for all significant differences between adopted and biological children found in Table 1.

Adopted children have at least 1 adoptive and 0 biological parents in the household.
® Biological children have at least 1 biological and 0 adoptive parents in the household.
*Estimates of health status were not adjusted for special health care needs status.
* Estimates for adopted and biological children significantly differ at 0.05 level

Source: NSCH 2003
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Table 3: Unadjusted and Adjusted Family, School and Neighborhood Indicators, Adopted and Biological Children in the U.S.

Unadjusted Estimate
(standard error)

Estimate adjusted for
Demographics

Estimate adjusted for
Demographics, Special
Health Care Needs

Adopted? Biological® | Adopted  Biological | Adopted Biological
Family, School or Neighborhood Indicator (%) All Children Children Children Children  Children | Children Children
Parent’s relationship w/child is very close (ages 6-17) 85.7 (0.24) 81.0 (1.73)* 86.0 (0.25)* 81.1* 86.0* 81.9* 86.0*
Parent never feels child is much harder to care for than most 69.7 (0.26) 58.9 (1.83)* 70.2 (0.27)* 58.0* 70.4* 62.2* 70.3*
children
Parent never feels he/she is giving up more than expected to 59.3 (0.28) 57.1 (1.79) 59.8 (0.29) 54.9* 60.1* 56.6 60.1
meet the child’s needs
Parent had to make different child care arrangements in past 33.2 (0.45) 34.9 (3.44) 33.1(0.47) 37.0 34.2 35.7 34.2
month and/or job change in past year (ages 0-5)
Child is read to daily (ages 0-5) 47.8 (0.48) 63.6 (3.40)*  47.7 (0.50)* 60.1* 48.0* 59.2* 48.0*
Child lives in household where someone smokes 29.5 (0.26) 21.2 (1.57)* 29.5 (0.27)* 23.7* 29.7* 23.0* 29.7*
Child attends religious service weekly 55.7 (0.28) 63.7 (1.76)*  55.4 (0.29)* 64.8* 55.3* 65.1* 55.3*
Mother’s physical and emotional health both excellent/very 58.9 (0.29) 64.2 (1.82)* 58.9 (0.29)* 59.3 59.6 61.4 59.5
good
Child has been home alone last week (ages 6-11) 16.0 (0.35) 16.6 (2.67) 16.1 (0.36) 14.1 16.5 13.8 16.5
Child attends nursery/preschool/kindergarten (ages 3-5) 60.7 (0.68) 76.4 (3.54)*  60.4 (0.70)* 68.7 61.1 67.9 61.1
Child participates in activities out of school (ages 6-17) 81.0 (0.29) 85.3 (1.60)* 81.4 (0.30)* 81.9 82.1 82.6 82.1
Child has repeated at least 1 grade (ages 6-17) 11.3(0.23) 17.3 (1.90)* 10.7 (0.23)* 19.3* 10.6* 17.2* 10.6*
Neighborhood is supportive 81.4 (0.23) 85.4 (1.42)*  81.4(0.24)* 84.7* 81.6* 85.4* 81.6*
Neighborhood usually/always is safe 83.8 (0.23) 88.2 (1.51)*  83.8 (0.24)* 85.9 84.4 86.4 84.4

'Estimates adjusted for demographics control for all significant differences between adopted and biological children found in Table 1
Adopted children have at least 1 adoptive and 0 biological parents in the household

® Biological children have at least 1 biological and 0 adoptive parents in the household
* Estimates for adopted and biological children significantly differ at 0.05 level

Source: NSCH 2003
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