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Abstract
Objectives—To conduct the first population-based surveillance in the United States of parents who
adopted children from countries outside of the United States.

Methods—A 556-item survey was mailed to 2,977 parents who finalized an international adoption
in Minnesota between January 1990 and December 1998; 1,834 (62%) parents returned a survey.

Results—Eighty-eight percent of the parents reported transracial adoptions (97% of the parents
were white); 57% of the adopted children were Asian; 60% were female; and on average, the children
were 18 months-old at the time of placement. Only 15% of the parents reported household annual
incomes less than $50,000 and 71% reported they had college educations. Sixty-one percent traveled
to their child’s country of birth prior to the adoption. Almost three-quarters involved their children
in experiences related to their birth countries and 98% would recommend international adoption.
Three-quarters of the parents believe that parental leave was an issue for them as they adopted.

Conclusions—This is the first population-based survey of U.S. parents who have adopted
internationally. The adoptive parents were socioeconomically different than birth parents in
Minnesota and their families are most likely to be transracial. Because international adoption has
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become more prevalent, it is important to understand the strengths and needs of families that are
created through this unique form of migration.
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According to the 1995 National Survey of Family Growth, 5% of women in the U.S. have ever
sought to adopt [1]. Two percent of all the children in the U.S., or about 1.5 million children,
are adopted [2]. Of those, about 20% are internationally adopted from over 100 countries (about
90% of the international adoptees in the U.S. come from 20 countries) [2]. From 1971 to 2001,
more than 265,000 children were adopted internationally by Americans; the number of
adoptions has tripled since 1990 and the number may continue to increase [3–5]. In 2003, there
were about 21,000 international adoptions in the U.S. [3]. Despite this growing population of
young immigrants to the U.S., surprisingly little is known about the familial, social, and health
characteristics of internationally adopted children and their families.

The diversity of cultural backgrounds and ages of adopted children, combined with generally
inadequate or poor records of pre-adoption histories, makes it difficult to know about the early
life experiences of adopted children. Children adopted outside of the U.S. are often abandoned
because of political, social, and/or economic upheaval in their countries of origin [6]. At the
individual level, adoptions can be viewed as an alternative method of building a family for
those who are unable to, or choose not to, have any (or more) biological children. It is believed
that the popularity of international adoption is due in part to rising infertility associated with
delayed childbearing [1,7] more confidence that birth parents of international adoptees will not
try to reclaim their children, the greater availability of white infants for adoption internationally
than in the U.S. [3,8], fear of adopting a special needs child domestically, U.S. domestic
adoption policies that make it difficult for people to adopt children from another race (i.e.,
transracial adoptions), and the increasing social acceptability of non-traditional families (e.g.,
single-parent, same-sex parents) for whom international adoption may be more accessible than
domestic adoption. At the population level, international and domestic adoptions can be seen
as interventions to promote child health and well-being in situations where family and social
supports are unavailable.

Compared with other countries, the number of children adopted in the U.S. is 4–16 times
greater. However, the highest rates of adoption (per livebirths) are in Europe, especially in
Scandinavian countries [9]. Several Scandinavian countries have national health registries or
child cohort studies of adoptees that have provided evidence that international adoptees may
be predisposed to several health conditions, including mental health problems in adolescence
and young adulthood [10] and precocious puberty [11–13]. Observations of select children,
adopted in the U.S., Great Britain, and Europe, who were institutionalized prior to adoption
suggest that they may experience severe physical, behavioral, and cognitive delays [14,15].
The health of international adoptees may be influenced by experiences in both their birth and
their adoptive countries. Comparisons of international adoptions by adoptive countries are
difficult to find [9]. It appears that several birth regions (e.g., China, Russia/Eastern Europe,
Korea) predominate in most adopting countries and the majority of international adoptees are
of a different race than their adoptive parents. Thus an important cultural exposure in the
adoptive country is the acceptance of transracial families, as it is possible that the magnitude
of an internationally adopted child’s health problems and health-care access are affected by
the social and cultural exposures in the adoptive country.

The International Adoption Project (IAP) was designed to survey all Minnesota parents who
adopted children born outside of the U.S. between 1990 and 1998 [16]. The survey was
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informed by European adoption studies about the health needs of international adoptees, with
a focus on aspects of life in the U.S. (Minnesota specifically) that could be associated with
health and health-care access (e.g., insurance, exposure to educational institutions, pre- and
post-adoption health care utilization). The survey was designed by a multidisciplinary team of
researchers and adoptive parents in order to further understanding of the health, social, and
educational needs of multicultural families created through international adoption and of their
adopted children who often spent their first months in institutions. To our knowledge, this is
the first surveillance study conducted in a defined geographic region of the U.S. to examine
the pre-adoption and post-adoption experiences of internationally adopted children. The
purpose of this article is to describe the survey protocol and the characteristics of the parent
respondents (e.g., demographics, pre-adoption experiences, post-adoption parental leave
experiences) and their adopted children (e.g., birth country, age at adoption, residence prior to
adoption, exposures to cultural experiences related to their birth country since their adoption).

Methods
Study design and sample

A multidisciplinary team of researchers in child development, pediatrics, family social science,
epidemiology, and psychology and an advisory committee of adoptive parents developed the
International Adoption Project. The development of the project and of the survey was consistent
with community-based research in that adoptive parents were seen as the primary constituents
of the data and thus were enlisted as team members formally (through the advisory board) and
informally through community meetings. The University of Minnesota’s Institutional Review
Board approved the study protocol.

The sampling frame was 3,268 sets of parents who adopted a total of 4,134 children
internationally between 1990 and 1998 and whose adoptions were finalized through the State
of Minnesota’s Department of Human Services (DHS). Of those 3,268 sets of parents, there
were 2,977 (91% of the sampling frame) for whom there was a known address. In January
2001, the 2,977 sets of parents were sent a survey for every child they adopted internationally
between 1990 and 1998. The survey was 14 pages long and for the primary parent, defined as
the parent who took care of the child’s needs “most” of the time. The first mailing also included
a letter of support from DHS that explained the purpose of the project and confidentiality
procedures. A reminder postcard was sent 2 weeks after the first mailing and four additional
reminders, one including a replacement survey, were sent over the following 9-month period.
With each mailing, parents were supplied with a toll-free number to opt out of the survey or
ask questions; the parents of 361 children in 291 families opted out. Of the 2,977 sets of parents
who were sent surveys, 1,834 primary parents returned surveys for 2,291 internationally
adopted children, resulting in a return rate of 62%.

Of the 1,834 responses from parents, 1,426 returned a survey for one child and 408 returned
surveys for between two and seven internationally adopted children. Because one of the aims
of this analysis was to characterize adoptive parents and their households, data for only one
child per parent were analyzed to avoid double-counting parents who adopted more than one
child. Where surveys were returned for two or more children, the survey for the oldest child
was selected, resulting in 1,834 surveys for analysis. An examination of the child, parent, and
family variables used in this report for the sample with and without the excluded children from
multiple-adoption families showed no statistically significant (two-tailed p ≤ .05) differences.

To examine potential bias associated with both the inability to locate all adoptive parents and
the non-response from those who could be located, chi-square analyses were conducted with
the few variables available from DHS. Compared with the parents who were located, those
who could not be located were more likely to have adopted their children prior to 1995 (70 vs.
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56%, p ≤ .001), thus we were less likely to locate parents with children who were older than
10 years-old at the time of the survey. There were no differences in sex of the adopted child,
family income at the time of adoption (controlling for year of adoption), parent education, or
birth country of the adopted child.

Regarding non-response, surveys were more likely to be returned from parents of children
adopted most recently: 66% of those who adopted between 1995 and 1998 returned surveys
compared with 57% of those who adopted prior to 1995 (p ≤ .001). Thus, IAP was more likely
(p ≤ .001) to receive surveys for children younger than 10 years-old (63%) than for those 10
years-old or older (56%). Parents in households in which at least one parent had a college
degree were more likely to return surveys than those where neither parent had a college
education (63 vs. 49%, p ≤ .001). The return rate was highest from parents who adopted from
China (75%), Guatemala (75%), and Russia/Eastern Europe (67%) compared with those who
adopted from South America and Central America combined (61%) or Asia, excluding China
(59%).

Survey measures
The survey was 14 pages long with 556 items. Questions were developed based on the research
and clinical interests of the multidisciplinary study team, the interests of the study’s parent
advisory board, and the results of several pilot tests. Questions were also developed through
investigator meetings with adoptive parents who were involved in culture camps or other
activities related to international adoption. Questions were refined through several phases of
survey pilot-testing with adoptive parents. Because the intent of the survey was to provide data
to families, social service and public health professionals, researchers, educators, and health-
care providers, the survey questions covered a broad range of areas including the child’s pre-
adoption history (e.g., residence type and length in residence; perceptions of pre-adoption
medical problems, quality of caregiving, and caregivers), post-placement mental and physical
health (e.g., child’s health status at adoption, weight, length, head circumference, infectious
disease status, transition problems, hearing/visual problems, emotional attachment), health at
the time of the survey (e.g., height, weight, diagnosed conditions, physical development, social
development, learning abilities, Child Behavior Checklist), educational experiences (e.g.,
school experiences and achievement, parental satisfaction with education), social experiences
(e.g., involvement in extracurricular activities, comfort in social settings), and exposure to
cultural experiences related to their birth countries. Regarding the parents, data were collected
about family demographics, pre-adoption experiences (e.g., finances, travel to the birth
country), post-adoption experiences (e.g., parental leave, support from family members for
adoption), and attitudes and perceptions about racism. Almost all of the questions were close-
ended and there were few cases of item-specific missing data.

Region of birth was defined as either a country or part of a continent. Regions were defined
according to percentage of children who came from them. Because Colombia and Guatemala
represent two major countries for U.S. adoption [3], data for Colombia are reported separately
from the rest of South America and data from Guatemala are reported separately from the rest
of Central America.

Analysis
Chi-square and t-test analyses were used to describe differences in distributions or means
[17]. Statistical significance was defined as p ≤ .05 in two-tailed analyses.
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Results
Characteristics of the internationally adopted children

Data were obtained for children who were adopted from 47 countries between 1990 and 1998.
Twelve percent of the children were from China and 34% were from Korea; 60% of the children
were female, with variation by birth region (Table 1). There were no differences, by sex, in
mean age at adoption or age at the time of the survey. At adoption (i.e., 1990–1998), 64% of
the children were younger than 12 months-old; 17% were 12–23 months-old; 11% were 24–
59 months-old; and 8% were 60 months-old or older. At the time of the survey (i.e., January
2001), the mean age of the children was 8.2 (3.5 SD) years-old. Given that the sample included
only parents with children whose adoptions were finalized between 1990 and 1998 and that
the survey was administered in early 2001, only 1% of the children was younger than 3 years-
old; 30% was 3–5.9 years-old; 27% was 6–8.9 years-old; 30% was 9–11.9 years-old; 8% was
12–14.9 years-old; 3% was 15–17.9 years-old; and 2% was 18 years-old. The number of pre-
adoption living arrangements in the birth country (i.e., with birth family, in foster care, or in a
hospital/baby home) did not vary by sex. Fifty-two percent of children lived in one site: 2%
lived with family only, 19% lived in foster care only, and 34% lived in a hospital/baby home
only. Of the children who lived in more than one site, 4% lived in all three sites, 5% lived in
foster care and with family, 12% lived with family and in a hospital/baby home, and 20% lived
in foster care and in a hospital/baby home. Data were missing for 3% of the sample. There
were differences (p ≤ .0001) in the distribution of pre-adoption living arrangements by region
of birth. For example, some time spent with family of birth was highest for children from
Central America (excluding Guatemala) (43%), Guatemala (32%), Eastern Europe (excluding
Russia) (29%), and South America (excluding Colombia) (27%).

Two temporal trends were identified. First, there was an increase in the number of children
from institutional settings over time, with fewer than 60% in 1990 compared with more than
80% in 1998. Second, there was a decrease in the number of transracial adoptions (i.e.,
adoptions by parents who are a different race from their child), from 94% in 1990 to 79% in
1998 (data not shown).

Characteristics of the adoptive parents
Eighty-six percent of the parent respondents were female, 97% identified themselves as of
white race and 88% percent of their families were transracial as a consequence of the adoption.
The respondent parents were, on average, 38 years-old at the time of placement, with an age
range of 23–65 years-old (Table 2). At the time of the survey, the age range for all of the parents
was 28–75 years-old. The average difference in age for partnered parents was 1.1 year (SD =
3.9 years), with a range of 0–21 years. Eighty-six percent of the parents were married at the
time of the survey; 15% had household incomes of less than $50,001/year; 2% of them lived
in single- or two-parent households with parents who were unemployed; and 71% of the
mothers and 70% of the fathers had at least a college degree, with 30% of all parents holding
a post-Baccalaureate degree. Two percent of the parents were not born in the U.S.; 3% of the
respondents and 2% of their partners were adopted; and 36% of all parents had extended family
experience with adoption.

The proportion of unmarried parents varied by region of child’s birth (p ≤ .0001), ranging from
22% each for China and for Central America (excluding Guatemala), 10% for Southeast Asia,
and fewer than 1% of those who adopted from either Colombia or Korea. On average, there
were 2.0 (SD = 0.5) adults in the home, 0.5 (SD = 0.8) birth children, and 1.7 (SD = 0.9) adopted
children. Eighty-three percent of the parents reported that they had sufficient health insurance
to cover all of the medical costs for the adopted child; 14% reported they did not have sufficient
health insurance and 3% did not respond to the question.
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Pre-adoption and early post-adoption experiences
On average, the number of months between referral for adoption and placement of the child
with the adoptive parents in the U.S. was 4.5 months, with a range of 0–62 months (Table 3).
The mean number of months varied by region of birth, ranging from 2 to 10.7 months. The
longest period between referral and placement was for children from India, with an average
wait of 10.7 months (SD = 10.3). The shortest average periods were for children from Colombia
(2.1 months, SD = 2.6), China (2.6 months, SD = 2.3) and Korea (3.5 months, SD = 2.4). Fifty-
eight percent of the parents had their child’s medical status reviewed by a physician prior to
adoption. Medical review was most common for adoptions from Korea (80%), Russia (70%)
and China (57%), while only 29% of the children adopted from Central America (excluding
Guatemala), were medically reviewed prior to adoption.

Sixty-one percent of the parents traveled to their child’s country of birth, with variation among
regions of birth (p ≤ .0001). Over 90% of the parents who adopted from Russia, China,
Colombia, and South America (excluding Colombia), traveled to the birth country. Between
75 and 89% of those who adopted from Eastern Europe (excluding Russia), Guatemala and
Southeast Asia traveled, while fewer than 25% of those who adopted from India or Korea
traveled to the birth country. When asked about common recommendations to facilitate the
child’s entry to their adoptive home, parents stated the most helpful advice was to get
information about the child’s country of birth, keep the child’s daily patterns similar to their
pre-adoption patterns and reduce unnecessary stimuli during the transition.

Seventy-nine percent reported that the actual adoption costs were less, or within, 10% of the
estimate they were given and only 6% said the expenses were more than 50% higher than the
estimate. Thirty-eight percent of the parents borrowed money for adoption-related expenses,
with the proportion who borrowed money highest among those whose actual costs exceeded
the estimate by more than 10% (p = .008).

Ninety-two percent of the parents reported that at least one parent stayed at home for some
period of time after the adoption, with variation by sex of the parent (p ≤ .0001) (Table 4).
Seventy-five percent of the parents endorsed a statement that parental leave is an issue for
international adoption in general. In response to specific questions about their experience with
parental leave, 20% stated that they experienced some difficulty in receiving leave or flextime
and 13% stated that they believed they were treated differently from birth parents.

Post-adoption experiences and attitudes about adoption
In response to seven questions about specific cultural experiences specific to their country of
origin that their children may have participated in, 28% of the parents reported that their
children had participated in one or two experiences; 30% reported participation in three or four
experiences; and 25% reported participation in 5–7 experiences. Overall, the parents reported
that 71% of the children had some exposure to experiences involving other children from their
birth countries and 67% had exposure to experiences involving cultural traditions (e.g., food,
language, customs). Only 18% of the parents reported that their children had no exposure to
any cultural experiences related to their country of origin. Exposure to such experiences varied
by age of the child at the time of the survey, with children aged 5–10 years-old the most likely
to have participated (Table 5).

Forty-five percent of the parents reported they were involved in groups for parents who have
adopted internationally. When asked if they would “recommend international adoption as a
way to build a family,” 75% of the parents reported they would do so with no reservations,
23% would recommend with reservations, and 2% reported that they would not recommend
international adoption. The willingness to recommend international adoption varied by the
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amount of time the child had spent in an institution prior to adoption (p ≤ .0001). Eighty percent
of parents whose children spent no time or less than 12 months institutionalized would
recommend international adoption without any reservations compared to 60% of parents whose
children spent more than 12 months in an institution.

Discussion
We believe the IAP survey is the first population-based assessment of the characteristics of
internationally adopted children and their parents conducted in the United States. Even though
the U.S. has the highest number of international adoptions of any country in the world [4], and
the number of such adoptions has tripled in the past decade, surveillance is limited to U.S.
immigration data that describe internationally adoptees by sex, age at adoption, and region of
birth [3].

The IAP survey respondents were overwhelmingly white, college-educated, and financially
secure. In addition to being less racially diverse and of generally higher socioeconomic status
than the average Minnesota parents of newborns in 2002, the adoptive mothers were more than
a decade older at the time of their adopted infant’s placement (i.e., 38 years-old) compared
with new mothers of infants in Minnesota, of whom only 3% are older than 40 years-old
[18]. Seventy percent of the IAP mothers had at least a college degree, while 36% of
Minnesota’s recent mothers have more than 3 years of college completed [18]. Further, 26%
of Minnesota’s recent mothers were not married, compared with 14% of IAP respondents
[18]. While the IAP survey had a 62% response rate, a better response rate may not have resulted
in a significantly different socioeconomic profile of the sample. Other studies of domestic
adoption parents in the U.S. show that they are disproportionately more likely than the general
population of parents to have higher educations [1,7,19,20], have middle-aged maternal age at
placement [1,7], be married [7], and have middle- to upper-class incomes [19]. IAP findings
suggest that people who adopt internationally are even more likely to be of higher
socioeconomic status than those who adopt domestically [1,7]. The representation of higher
income individuals among parents of internationally adopted children may reflect the cost of
such adoptions and the lack of public resources to subsidize them. The pre-requisites for
international adoption, set by both the agency and the country from which parents adopt, may
also favor specific social groups.

Internationally adopted children usually do not share the cultural heritage of their adoptive
families: 88% of the IAP adoptions resulted in transracial families. In societies where racial
and ethnic discrimination are persistent, this possibility of “otherness” even in one’s own home
could translate into specific social, health and developmental concerns [21]. Most of the U.S.
studies about adopted children have focused on U.S.-born children and studies of transracial
adoptive families have generally been limited to families with white and African-American
family members. Some European studies have reported that internationally adopted adults,
adolescents, and children may be at higher risk than non-adopted individuals for psychiatric
problems, substance abuse, adjustment problems and social difficulties [10,22–24], although
such results are not consistently found [25–28]. Families that are formed through international
adoption thus may face specific challenges associated with the apparently opposite goals of
acculturation and maintenance of cultural identity that could influence later psychological,
physical, and social health. Internationally adopted children may also experience teasing or
racial discrimination, both from others outside of their racial/ethnic group and from those who
share their racial/ethnic background but were born in the U.S. [29,30]. Data from 1997 survey
of Americans’ attitudes about adoption indicate that Americans may believe that internationally
adopted children may be more likely than domestically adopted children to have behavioral
problems and less likely to be physically healthy [31]. Our recent examination of the views of
IAP parents about racism in their environments suggests that some adoptive parents may not
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be aware of the potential threat that racist attitudes, or a racist environment, may have to the
health and well-being of their adopted children [32].

IAP parents of children who spent more than 1 year in an institution prior to adoption were
less likely than others to say they would recommend international adoption. This finding is
consistent with studies that have documented the association of pre-adoption adversity and
child behavior problems [14,15,28,33,34] and point to the importance of encouraging families
to address and understand that adverse early experiences could contribute to health, behavior,
and development problems for their adoptive children.

The IAP data can be compared with U.S. data on international adoptions, with the caveat that
the IAP data may not be representative of Minnesota’s adopted children because of its 62%
response rate. Nonetheless, the IAP data are consistent with overall U.S. data in that roughly
two-thirds of the adoptees were female and about 90% were younger than 5 years-old at
placement [3]. In addition to some similarities with U.S. statistics, the IAP data suggest that
international adoption in Minnesota has some important distinctions. In the U.S., about one-
quarter of internationally adopted children in 2001 were from China and about one-fifth were
from Russia [3,4]. In the IAP sample, representing the period of 1990–1998, 12% of the
respondents adopted from China and 8% from Russia. This difference between IAP data and
U.S. statistics may reflect IAP’s non-response bias, the specific adoption climate in Minnesota,
or the change in countries of origin that have historically occurred in international adoption.
The countries which allow foreigners to adopt and the economic conditions in these countries
are constantly changing. This instability not only affects the countries from which people adopt
but also the costs of adoption, pre-adoption conditions, and the type of children that are
available for adoption (e.g., China’s one-child policy dramatically increased the number of
girls adopted). There are also likely state and regional differences in the connection between
adoption agencies and adopting countries. For example, 29% of the IAP survey respondents
adopted children from Korea, which is more than twice the U.S. rate of adoption from Korea
[3]. This difference could be related to the long and well-established program that Minnesota’s
largest adoption agency has with the Korean government. Similarly, Minnesota adoption
agencies also have a longstanding relationship in Colombia, which may explain why the rate
of adoption from Colombia is also twice that of the U.S. rate [3]. Country of adoption could
be important to child health and well-being because the pre-adoption quality of care for children
varies dramatically by country of birth [21].

Some data suggest that family leave is important to child development and parent functioning
in families with birth children [35]. Of those who identified themselves as primary parents, 6%
of the female and 24% of the male IAP parents were not able to stay home when they received
their child. The mean length of the leave reported by female parents was 4 months. Compared
with data from a nationally representative survey of U.S. workers in 2000, the usual length of
a leave related to the birth of a child for a woman was 2 weeks and did not exceed 12 weeks
[36]. While not completely comparable with IAP data, the national data suggest that IAP
parents were more likely than U.S. birth parents to take family leaves, which is consistent with
the national survey findings that parents with higher socioeconomic positions were most likely
to take a leave from employment [36].

A limitation of the IAP survey is that non-response and failure to locate were higher among
parents whose children were 10 years-old or older and who had adopted their children earlier
in the survey time frame. The logistical explanation for the failure to locate is that DHS records
for “older” adoptions are not kept current and DHS has little need for locator data for finalized
adoptions. We had few data with which to characterize the non-respondents and those who
could not be located. Given that the survey may best represent younger adoptees and those
adopted in 1995–1998, we stratified some analyses by age of child at the survey. This is a
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solution, although imperfect, to address the possible biases introduced by non-response and
failure to locate parents. We also noted two important differences between adoptions prior to
1995 and after 1995: there was a decrease over time in the percentage of transracial adoptions
and an increase in adoptions of children who had been institutionalized in their birth countries.
These temporal differences also suggest that it would be optimal to stratify future analyses
about health outcomes by period of adoption.

This cross-sectional survey queried parents about events that occurred up to 11 years earlier.
Many of these events may be recalled with accuracy (e.g., whether the parent traveled to the
birth country or took parental leave), but recall bias should always be considered in a
retrospective survey. Another limitation is that the survey contains few questions about the
psychological and social benefits and burdens of international adoption, parental adjustment
or family processes that were affected by adoption, or why parents pursued international
adoption. The IAP data are also limited in that they only reflect families who successfully
adopted internationally. There are no data, to our knowledge, about families who do not
complete the adoption process.

In every country of the world, there is a lack of demographic or health surveillance specifically
focused on internationally adopted children, despite the fact approximately 40,000 children,
from more than 100 countries, will migrate every year through formal adoption [9]. In 2001,
Selman noted that it was difficult to find consistently reliable and universally comparable data,
even from developed countries with the highest rates of adoption [9]. With the IAP survey, we
demonstrated the feasibility of conducting in-depth population-based surveillance of an
important and understudied group of parents whose children and families may have special
health and social needs. While a national registry of internationally adopted children should
be supported, regional surveillance such as that of IAP may be optimal because the
concentration and source of internationally adopted children may vary geographically in the
U.S. and because child health and education resources are often funded and organized locally.
Further, states vary in legislation about international adoption records, making national
research on the topic problematic. The IAP sample also has the potential to provide a sample
frame from which cohort studies about specific health topics may be conducted, because a
lifespan approach is important to assess the health of adoptees and their families [23]. Since
1996, the percentage of all adoptions in the U.S. that were international rose above 25% [4].
It is therefore important to understand the composition, the concerns, and the strengths of these
often transracial families that are created through a very unique form of migration.
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Table 2
Characteristics of respondent parents who adopted 1,834 children internationally in Minnesota, 1990–1998.
International Adoption Project

Characteristics of respondent parent

Mean (SD) respondent age, years
 Age at survey 44.5 (5.6)
 Age at placement 37.7 (5.1)
 Born in the U.S., % 98.2
Marital status, %
 Married 86.2
 Living with a partner 2.2
 Separated, divorced or widowed 4.2
 Never married 7.4
Prior adoption experience, %
 Any prior adoption
  Respondent was adopted 2.7
  Extended family adopted 35.7
 Of those with a partner/spouse (n = 1,621)
  Partner/spouse was adopted 2.0
Annual household income, %
 < $50,000 15.4
 $51,000–$100,000 44.5
 $101,000–$150,000 19.7
 $151,000–$200,000 7.5
 ≥$201,000 8.0
 Missing 4.9
Education, %
 Two-parent family: both college degrees 49.5
 Two-parent family: one college degree 24.4
 Two-parent family: neither college degree 14.6
 Single-parent family: college degree 9.4
 Single-parent family: no college degree 2.0
 Missing 0.1
Employment, %
 Two-parent family: both full-time employed 30.0
 Two-parent family: both part-time employed 1.2
 Two-parent family: one full-time, one part-time 29.9
 Two-parent family: one full-time employed 25.7
 Two-parent family: both not employed 1.0
 Single-parent family: full- or part-time employed 10.4
 Single-parent family: not employed 0.9
 Missing 0.9

Note: 86% of the respondent parents were female
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Table 3
Adoption-related experiences of 1,834 respondent parents who adopted internationally in Minnesota, 1990–1998. International
Adoption Project

Adoption-related experiences

Mean (SD) months from referral to placement 4.5 (5.0)
Adoption agencies used, %
 MN Adoption agency 90.3
 County 0.4
 Independent 1.3
 Other 3.9
 Multiple agency types 4.1
Medical review of referral, %
 International adoption medical specialist 14.4
 Other health professional 28.5
 Both international adoption specialist & other 9.6
 Not reviewed 41.7
 Missing 5.8
Pre-adoption travel to country of origin, % 60.6
Of those who traveled pre-adoption (n = 1,111), % who:
 Took health precautions 58.8
 Got sick during travel 23.9
 Saw child’s living conditions 59.9
 Did none of the above 10.4
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Table 4
Adoption-related resources for 1,834 parents who adopted internationally in Minnesota, 1990–1998, by sex of
respondent. International Adoption Project

Female (n = 1,599) Male (n = 214)

Stayed at home for some period after placement, %
 Stay-at-home parent 30.5 16.8
 Yes, able to stay home 61.9 57.0
 No, not able to stay home 5.8 23.8
Believe that parental leave is an issue in international adoption, %
 Yes 75.4 71.5
 No 6.6 9.8
 Unsure 15.3 16.4
Among those who did not stay at home (n = 1111 mother and 178 father respondents):
Parental leave benefits available, %
 Yes 66.5 58.4
 No 27.9 32.0
 Not applicable, self-employed 4.4 8.4
Perceived difficulty receiving leave or flex-time similar to that of birth parents, %
 Difficult, treated different than birth parents 14.3 11.2
 Difficult, treated the same as birth parents 5.0 6.7
 Not difficult, treated different than birth parents 15.9 7.3
 Not difficult 40.7 40.5
 No response 24.0 34.3
Among those who stayed at home (n = 973 mother and n = 118 father respondents):
Length of time stayed home after child arrived
 Mean (SD) number of months, (SD) 4.1 (7.2) 3.3 (4.5)
 Minimum number of months 1 1
 Maximum number of months 101 36

Note: Data missing about sex for 21 respondents (1.6%) and data missing for specific questions for 36–64 additional respondents, varying with question,
thus percentages do not equal 100%
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Table 5
Exposure to cultural experiences related to their country of origin since adoption placement for 1,834 internationally adopted
children in Minnesota, 1990–1998, by child age at the time of the survey. International Adoption Project

Cultural experiences related to country of origin Child age at time of survey

< 5 years (n =
391)

5–10 years (n =
860)

> 10 years (n =
583)

Total (n = 1,834)

Eaten/prepared meal from country of origin, % 47.3 57.3 52.3 53.6
Attended a cultural camp, % 6.1 28.0 27.3 23.1
Associated with group from country of origin, % 63.4 65.1 47.9 59.3
Played or spent time with children from country of
origin, %

69.1 68.8 53.7 64.1

Learned the language of country of origin, % 27.1 40.0 32.6 34.9
Celebrated a traditional holiday/celebration
specific ethnicity, %

37.3 36.9 25.7 33.4

Other country of origin cultural activity, not
specified, %

14.1 20.0 13.6 16.7

Not exposed to any of the above cultural activities/
experiences, %

15.9 12.7 21.8 16.3
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