
Development of children adopted from Poland 

The role of early life risk factors, fetal alcohol spectrum

disorders and parenting

Sandra Knuiman



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This work was partly supported by funding from Stichting Kind en Toekomst (Foundation 

Child and Future), The Netherlands. 

 

ISBN:   978-90-393-6360-7 

Printed by:  Ridderprint BV, Ridderkerk, The Netherlands 

 

© Sandra Knuiman 

All rights reserved. No part of this dissertation may be reproduced or transmitted in any 

form or by any means, electronic or mechanical, including photocopying, recording, or any 

information storage or retrieval system, without prior written permission from the author.



 

 

 

 

 

 

Development of children adopted from Poland 

The role of early life risk factors, fetal alcohol spectrum  

disorders and parenting 

 

Ontwikkeling van kinderen geadopteerd uit Polen 

De rol van vroege levenservaringen, foetale alcohol spectrum 

stoornissen en opvoeding 

(met een samenvatting in het Nederlands) 

 

 

 

 

Proefschrift 

 

ter verkrijging van de graad van doctor aan de Universiteit Utrecht 

op gezag van de rector magnificus, prof. dr. G.J. van der Zwaan, 

ingevolge het besluit van het college voor promoties in het openbaar 

te verdedigen op woensdag 24 juni 2015 des middags te 12.45 uur 

 

door 

 

Sandra Knuiman 

geboren op 8 oktober 1981 

te Wageningen 



 

 

Promotor: 

Prof. dr. A.L. van Baar 

 

Copromotoren: 

Prof. dr. R.A.C. Hoksbergen 

Dr. C.H.A.M. Rijk 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Beoordelingscommissie: 

Prof. dr.  J.J.S. Dubas 

Prof. dr. W. Koops 

Prof. dr. H.W. Tiemeier 

Prof. dr. N. Vliegen 

Prof. dr. C. de Weerth 

 

 

 

 



 

 



 

 

Table of contents 

 

Chapter 1 General introduction 

 

Chapter 2  Children without parental care in Poland: Foster care, 

institutionalization and adoption 

 

Chapter 3 Pre-adoptive risk factors and behavioural problems in 

children adopted from Poland 

 

Chapter 4 Children adopted from Poland display a high risk of fetal 

alcohol spectrum disorders and some may go undiagnosed 

 

Chapter 5 Families raising adopted children with a high risk of FASD: 

Parenting stress, parenting satisfaction and parenting 

behaviour in relation to children’s behavioural problems 

 

Chapter 6  General discussion 

 

  References  

 

  Summary in Dutch (Samenvatting)  

 

  Acknowledgements (Dankwoord)  

 

  About the author 

 

  Publications and presentations 

 

 

    

  9 

 

 23 

 

 

 39 

 

 

 55 

 

 

 69 

 

  

 

 87 

 

103 

 

123 

 

133 

 

139 

 

143 





CHAPTER 1 

General introduction





General introduction 

11 

INTRODUCTION 

Adoption is the process in which the rights and responsibilities of parenting a child are 

transferred to the adoptive parents. In the Netherlands, adoption was formalised in 1956. 

Since then almost 60,000 children were adopted, some nationally, but most of them 

internationally (Hoksbergen, 2012). In intercountry adoption several trends have occurred 

worldwide. In 2004, the estimated number of children adopted internationally each year 

was at an alltime high of 45,298. However, since 2004 there has been a decline in the 

number of children adopted internationally. By 2012, this number was reduced by more 

than half (Selman, 2012, 2014). Another trend in the adoption field is the increase in the 

number of adopted children with special needs (Pinderhughes, Matthews, Deoudes, & 

Pertman, 2013; Selman, 2012). Although definitions vary, this usually concerns children who 

are older than three years of age, have physical, emotional or developmental problems, are 

members of a minority group, or form a sibling group of three or more (Barth & Berry, 1988; 

Schweiger & O’Brien, 2005). 

A group of children with multiple risk factors, including prenatal exposure to alcohol and 

a complicated background, are children adopted from Central and Eastern European (CEE) 

countries (Gunnar, Van Dulmen, & The International Adoption Project Team, 2007; Miller, 

Chan, Tirella, & Perrin, 2009). In the Netherlands, the largest group of CEE adoptees are 

those adopted from Poland, with 602 children adopted between 1973 and 2014 

(Hoksbergen, 2012; Ministry of Security and Justice, 2015). The adoption agency that places 

Polish adoptees in Dutch families, noted that elevated levels of behavioural problems 

seemed to be present in this group, and that many of the adoptive parents had indicated 

that they encountered severe difficulties in raising their children (B. Treur, personal 

communication, October 28, 2008). Therefore, the aim of our research was to study the 

development and behaviour of children adopted from Poland. The extent of the behavioural 

problems of the children needed to be clarified, as well as the occurrence of specific 

cognitive and behavioural problems. Because adoptive parents and professionals noticed 

that many adopted children from Poland were affected by exposure to alcohol during 

pregnancy, fetal alcohol spectrum disorders (FASD) was a key topic in the study. In addition, 

the adoptive parents’ parenting stress and parenting behaviour were examined in relation 

to the children’s behavioural development. 
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ADOPTION FROM POLAND 

Poland is a country in Central Europe, with approximately 38.5 million inhabitants. The 

history of Poland has been one of turmoil for many centuries. Positioned in central Europe 

between the East and the West, Poland has had to fight for its sovereignty for centuries, 

with its borders being shifted numerous times. The results of the Second Word War were 

disastrous and shattering. After the war, from 1948 until 1989, Poland was a Communist 

country and part of the Central Eastern Bloc. When the communist government was 

overthrown, Poland changed into a democracy. Since 2004, Poland is a member of the 

European Union.  

Children in Poland are eligible for intercountry adoption when no adoptive parents can 

be found in Poland (Act on Family Assistance and Alternative Care, 2011). Over the last 

decade, between 2004–2013, between 255 to 389 Polish children were placed annually, 

although this number is decreasing slightly (ISS/IRC Team, 2011, 2014; Selman, 2010). 

Although the background of the adoptees varies, two risk factors that appear to be of great 

importance in children adopted from Poland are the biological parents’ alcohol abuse and 

the caretaking situation prior to adoption. Children living in families with alcoholism were at 

increased risk of being exposed to traumatic events, such as excessive criticism and unjust 

treatment by the parents, witnessing or exposure to emotional and/or physical violence, 

and/or sexual abuse (Skrzypczyk, 2003). Related to the alcohol abuse in these families, these 

children are also at risk for prenatal exposure to alcohol, and its potential damaging effect 

on physical and neurobehavioural development (Riley & McGee, 2005). Another potential 

pre-adoptive risk factor is residence in institutional care: The majority of the children 

adopted from Poland (85%) had spent some time in institutional care (Selman, Moretti, & 

Brogi, 2009).  

DEVELOPMENT OF ADOPTEES 

Generally, the majority of intercountry adoptees are well-adjusted (Juffer & Van IJzendoorn, 

2005). Bearing in mind the adverse start in the life of many adoptees, it is not surprising that 

adoptees are at risk for more negative outcomes. Compared with non-adopted children, 

adoptees more often have behavioural problems and their adoptive parents need 

professional help in raising these children more often (Hawk & McCall, 2010; Hjern, 
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Lindblad, & Vinnerljung, 2002; Hoksbergen & Bakker-Van Zeil, 1983; Juffer & Van 

IJzendoorn, 2005; Verhulst, Althaus, & Versluis-Den Bieman, 1990). A wide range of 

psychosocial problems has been reported, especially externalizing problems (Hawk & 

McCall, 2010; Verhulst et al., 1990). Adopted children also had more internalizing problems, 

but compared with non-adopted controls the difference was small (Juffer & Van IJzendoorn, 

2005). In comparison with children adopted from other parts of the world, more 

behavioural problems were reported for children adopted from CEE countries (Gunnar et 

al., 2007). 

Theoretical framework 

Adoptees show great variability in cognitive and behavioural outcomes. This can be 

explained by the complex interplay between individual and context characteristics 

(Sameroff, 2010). The contexts prior to and after adoption both have a role in the 

development of the children. Genetic vulnerability, prenatal risk factors and the pre-

adoption caretaking context are specific characteristics in the background of adoptees that 

may increase their vulnerability. 

Genetic vulnerability 

Cognitive and behavioural outcomes in adoptees can be partly explained by their genetic 

makeup. Twin and adoption studies have shown the relative contributions of nature, genetic 

and neurobiological factors, versus nurture, environmental and social factors. One study, for 

example, indicated that regarding cognitive abilities, adolescent and adult adoptees 

resembled their biological parents, and not their adoptive parents. This resemblance was 

found in the same degree as in non-adopted controls (Plomin, Fulker, Corley, & DeFries, 

1997). The importance of genes was also found for other developmental outcomes, 

including temperament (Saudino, 2005), antisocial behaviour (Rhee & Waldman, 2002), 

alcohol dependence (Dick & Bierut, 2006), and depression (Levinson, 2006). It may be 

speculated that the biological parents’ inability to care for their later adopted children 

reflects an underlying vulnerability. However, there is limited evidence to support this 

reasoning. Moreover, reasons for adoption vary, and these may also be related to 

contextual factors and not to individual factors.  
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Prenatal risk factors 

The environment in the womb may alter the development of the fetus, and has been 

associated with later outcomes of the child (Sullivan et al., 2006). Prenatal risk factors 

include maternal stress (Loomans et al., 2013; Mulder et al., 2002), malnutrition (Morgane 

et al., 1993), and exposure to teratogens, i.e. toxic substances that can interfere with 

normal development and cause birth defects (Davies & Bledsoe, 2005). Lower birth weight, 

for example, has been associated with maternal stress during pregnancy (Rondo et al., 2003) 

and prenatal exposure to alcohol (Sood et al., 2001). Another example is the increased risk 

of altered stress responsiveness and emotion regulation in children whose mothers had 

more emotional complaints during pregnancy (De Bruijn et al., 2009). The fetal 

programming effects that have been theorised to explain associations between fetal 

environment and later outcomes, may be mechanisms explaining outcomes in adoptees as 

well. 

Children adopted from CEE countries often show prenatal risk, as indicated by a high 

prevalence of low birth weight, prematurity, and prenatal exposure to alcohol (Landgren et 

al., 2006; McGuinness, McGuinness, & Dyer, 2000). To our knowledge, no studies have been 

conducted on the lifestyles of adopted children’s biological mothers during pregnancy. 

Considering that the majority of the children in out-of-home care in Poland are placed there 

because of a child protective measure, it is conceivable that for some the pregnancy may 

have been unplanned and sometimes unwanted, and that an unhealthy lifestyle and 

maternal stress could have had a negative impact on the health of the child.  

Pre-adoption caretaking context 

In addition to the mentioned biological risk factors, the environment of the child prior to 

adoption can also be a risk factor. In the bioecological model, developmental outcomes are 

conceptualised to be the results of the interaction between individual characteristics of the 

children and their environment. The environment encompasses five interrelated systems 

ranging from the close context, such as the family at home, to more distant systems such as 

the historical and political context that affect all systems (Bronfenbrenner & Ceci, 1994). A 

poor caretaking environment, e.g. in which the child is understimulated, may negatively 

affect the development of an individual. Several mechanisms have been described to 

explain the relation between negative early life risk factors and later adverse outcomes. 
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Changes in early neural development may be due to a lack of experiences essential for 

development during a sensitive period (Greenough, Black, & Wallace, 1987; Nelson, Bos, 

Gunnar, & Sonuga-Barke, 2011). Altered stress and reactivity regulation, i.e. functional 

abnormalities of the hypothalamic-pituitary-adrenocortical (HPA) axis, have also been 

proposed as an explanation for the long-lasting effects of early adversity on development 

(Loman & Gunnar, 2010). 

Early life adversities, such as abuse and neglect, have been associated with later adverse 

outcomes in adoptees, for example psychiatric problems in adulthood (Van der Vegt, Van 

der Ende, Ferdinand, Verhulst, & Tiemeier, 2009). A large body of research on children 

adopted from Romanian orphanages has extensively demonstrated the effects of severe 

deprivation in institutional care on later outcomes. More specifically, developmental 

problems such as growth delay, disinhibited attachment, inattention/overactivity, quasi-

autism, and cognitive impairment are often observed in these adoptees (Rijk, 2008; Rutter 

et al., 2007). 

PRENATAL EXPOSURE TO ALCOHOL 

A specific early life risk factor that is prevalent in children adopted from CEE countries is 

exposure to alcohol in utero. In 33% of the adoption charts of children adopted from CEE 

countries, the biological mother’s alcoholism was specifically mentioned (Landgren, 

Svensson, Strömland, & Andersson Grönlund, 2010). Another study reported that 21% CEE 

adoptees had biological mothers who consumed alcohol during pregnancy, and that this 

was unknown for the remaining children. Because of this high prevalence, special attention 

is given to prenatal alcohol exposure and its potentially devastating effects on the 

development of the fetus. 

Alcohol passes the placenta during gestation and can have various effects on the 

developing fetus, including miscarriage, stillbirth, prematurity, growth retardation, specific 

facial features, and physical malformations (Lemoine, Harousseau, Borteyru, & Menuet, 

1968, 2003). It has been associated with neurobehavioural deficits, such as cognitive 

problems, inattention, and memory problems. Heavy prenatal exposure to alcohol has also 

been associated with structural abnormalities in the brain, both in size and shape. Especially 

the cerebellum, basal ganglia and corpus callosum were found to be affected (Riley & 
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McGee, 2005).  

Research has acknowledged different mechanisms through which alcohol acts on the 

fetus. Alcohol consumed by pregnant women, can influence processes in the fetus, such as 

proliferation, migration and differentiation of nerve cells, i.e. the formation of cells, its 

relocation and further development into specialised cells (Goodlett & Horn, 2001; Miller, 

1996; Oyedele & Kramer, 2013). A risk for excessive cell death and changes in 

neurotransmitters responsible for the communication in the central nervous system has 

been found as well (Goodlett & Horn, 2001; Smith, 1997). Indirect effects of alcohol have 

also been reported, such as alterations of the placenta, which may deteriorate the 

functioning of the placenta and thus prevent the fetus from receiving necessary nutrition 

(Burd, Roberts, Olson, & Odendaal, 2007; Goodlett & Horn, 2001). Precise mechanisms to 

explain the teratogenic effect of alcohol, however, remain to be further investigated. 

Multiple moderating factors have been identified that explain variation in outcomes of 

individuals exposed to alcohol during gestation (May & Gossage, 2011). These moderators 

are the genetic vulnerability of the unborn child (Goodlett & Horn, 2001) and factors related 

to the biological mother, for instance slower metabolism (for which her age, or functioning 

of the liver are important) and poor nutrition (Keen et al., 2010; May et al., 2008). Dose, 

frequency, and timing of the exposure to alcohol, are of importance as well. A dose-

response effect was found, showing that larger amounts and more frequent exposure to 

alcohol were related to more negative outcomes (Feldman et al., 2012; Sood et al., 2001). 

No safe threshold for the dose of alcohol has been acknowledged thus far (Feldman et al., 

2012; Health Council of the Netherlands, 2005).  

 

Fetal alcohol spectrum disorders and fetal alcohol syndrome 

The continuum of conditions that occur as a consequence of alcohol consumption by the 

mother during pregnancy, is described as fetal alcohol spectrum disorders (FASD), with fetal 

alcohol syndrome (FAS) at the severe end of the spectrum (Streissguth & O'Malley, 2000). 

Individuals with FAS are characterised by pre- and/or postnatal growth deficiency (height, 

weight), a set of facial anomalies (short palpebral fissures, smooth philtrum, thin upper lip), 

and central nervous system dysfunction (Astley & Clarren, 2000; Hoyme et al., 2005; Jones & 

Smith, 1973). Other diagnoses within the continuum of FASD are: partial fetal alcohol 
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syndrome (PFAS), alcohol-related neurodevelopmental disorders (ARND) and alcohol-

related birth defect (ARBD; Hoyme et al., 2005; Stratton, Howe, & Battaglia, 1996). 

A wide range of possible neuropsychological and behavioural problems in children with 

FASD has been identified (e.g., Kodituwakku, 2007; Mattson, Crocker, & Nguyen, 2011; Riley 

& McGee, 2005). Individuals with FASD often have a generally diminished intellectual 

capacity. The average IQ is around 70 for individuals with FAS and 80 for children exposed to 

heavy alcohol use, but without the characteristic facial features (Mattson, Riley, Gramling, 

Delis, & Jones, 1997; Streissguth et al., 1991).The intelligence quotient (IQ) varies from 20 to 

120 (Riley & McGee, 2005). Also, an increased risk for deficits in executive functioning has 

been reported for individuals with FASD (Mattson, Goodman, Caine, Delis, & Riley, 1999; 

Rasmussen, 2005), in particular: inhibition, working memory, and initiation of new activities 

(Rasmussen, McAuley, & Andrew, 2007). Children with or without facial features of FAS 

showed the same degree of deficits in executive functioning (Mattson et al., 1999; 

Rasmussen, 2005). Other common neurobehavioural impairments are deficits in learning, 

memory, language, visual-spatial ability, attention, social communication and adaptive 

behaviour (e.g., Kodituwakku, 2007; Mattson et al., 2011; Streissguth et al., 1991). 

When the key features of FASD are clearly present, there is general agreement on the 

diagnosis. Diagnosing FAS and related conditions, however, presents a challenge for 

clinicians when the phenotype is not clearly present (Astley & Clarren, 2000), or when it is 

unknown whether the child has been exposed to alcohol during pregnancy (Nash et al., 

2006). Clinicians tend to vary in their use of the diagnosis (Astley & Clarren, 2000). In 

addition, there are strong indications that many children and adults with FASD go 

unrecognised and untreated (Chasnoff, Wells, & King, 2015; Streissguth, Bookstein, Barr, 

Press, & Sampson, 1998). Because the symptoms are often similar to symptoms of other 

psychiatric conditions, for instance attention deficit hyperactivity disorder, individuals with 

FASD are often incorrectly diagnosed (Chasnoff et al., 2015; Nash et al., 2006). 

The prevalence rates of FAS in the USA were recently estimated at 6 to 9 per 1,000 

children, and of FASD at 24 to 48 per 1,000 children (May et al., 2014). Because of new 

insights and less strict inclusion criteria this was considerably higher than earlier estimates 

of 0.5–2.0 and 10 per 1,000 children for FAS and FASD respectively (May & Gossage, 2001). 

Two European prevalence studies, conducted in Italy and Croatia, estimated FAS at 3.7–7.4 

per 1,000 children and FASD at 20.3–40.8 per 1,000 children (May et al., 2006; Petković & 
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Barišić, 2010).  

 

FASD and adoption 

The prevalence of FASD in adoptees is unknown. However, literature and experiences from 

diagnostic clinics for individuals with (suspected) FASD indicate that a relatively high 

percentage of children with an FASD are adoptees; for instance 21.6% of the patients who 

received a diagnostic evaluation in an FASD diagnostic clinic in Washington were adopted 

(Astley, 2010). In particular, children who were adopted from Central and Eastern European 

(CEE) countries seem to be at high risk for FASD. A Swedish study by Landgren and 

colleagues (2010) reported that 52% of the children adopted from CEE countries have FASD. 

Another study concluded that, based on facial characteristics, 58% of the children adopted 

from Eastern Europe were at high/intermediate risk to be affected by alcohol in utero 

(Miller et al., 2009). 

 

PARENTING ADOPTED CHILDREN 

In addition to the biological factors and the early life experiences, the context in which 

children are being raised after adoption is important in explaining development 

(Bronfenbrenner & Ceci, 1994; Sameroff, 2010). With adoption, the pedagogical context of 

the children changes, and this new rearing environment may positively affect the 

development of the children, as indicated by the remarkable catch-up in physical and 

psychological functioning, and cognitive development after adoption (Rutter, 1998; Van 

IJzendoorn & Juffer, 2006).  

In raising their children, adoptive parents may also have to cope with multiple stressors. 

In addition to the common daily ‘hassles’ of parenting, they may be confronted with 

vulnerabilities that adoptive children bring to their families, such as behavioural problems, 

developmental delays, and possibly other specific needs. Externalizing behavioural problems 

were particularly associated with parenting stress in adoptive parents (McGlone, Santos, 

Kazama, Fong, & Mueller, 2002; Miller et al., 2009). Raising a child with FASD has been 

associated with more parenting stress as well (Jirikowic, Olson, & Astley, 2012). The 

transition to adoptive parenthood may also be challenging, as adoptive parents and children 

need to adapt to each other without the mutual experience of pregnancy and birth and 
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often without spending the early months or years of the child’s life together.  

While specific risk factors for increased parenting stress are present in adoptive parents 

of children adopted from CEE countries, characteristics that may potentially buffer against 

parenting stress can also be identified. Adoptive parents have often gone through a long 

and arduous process before they were allowed to adopt. In comparison to other parents, 

they are better prepared for parenthood and they have a stronger desire to become a 

parent. Other potential protective factors that have been found are higher SES, older 

average age when becoming a parent, higher income, and a lower divorce rate (Hellerstedt 

et al., 2008; Levy-Shiff, Goldshmidt, & Har-Even, 1991). Furthermore, adoptive parents were 

found to be satisfied with the child-rearing situation (McGlone et al., 2002; Rijk, 

Hoksbergen, Ter Laak, Van Dijkum, & Robbroeckx, 2006). 

 

RESEARCH QUESTIONS  

Despite a large body of research on children adopted from CEE countries, particularly 

Romania, hardly any information is available on children from Poland. Circumstances in 

Poland prior to adoption may have been different, and especially prenatal exposure to 

alcohol may be important. Taking this into consideration, the following research questions 

were addressed: 

1. What background and pre-adoptive risk factors are present in children adopted from 

Poland? 

2. Do children adopted from Poland show more behavioural problems after adoption 

than non-adopted children, or children adopted from other parts of the world? Are 

these behavioural problems related to pre-adoptive risk factors? 

3. To what extent does FASD occur in these children, and is the diagnosis or suspicion 

of FASD associated with the developmental outcomes of the children?  

4. Do adoptive parents experience parenting stress and parenting satisfaction in raising 

their adopted child? Is parenting stress associated with the concurrent 

developmental characteristics of the children, or with parenting behaviour two years 

later? 
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RESEARCH DESIGN AND SAMPLE 

To learn about the background of the children adopted from Poland, a literature review was 

conducted to describe the child welfare situation for children without parental care in 

Poland. An extensive search was done to collect available information on the child welfare 

system in Poland. As the availability of international literature on the Polish childcare 

situation was limited, the information was mainly acquired from Polish official reports and 

legal acts. The main source of information on child welfare statistics were annual reports 

prepared by the Central Statistical Office in Poland. The Ministry of Justice in Poland 

provided us with adoption statistics from 1972 to 2006. International comparative studies 

on foster care, institutional care and adoption were used to put the Polish statistics into an 

international perspective.  

To examine the development and parenting of Dutch children adopted from Poland, we 

conducted an empirical study across two time points. For this study, all Dutch adoptive 

parents of children adopted from Poland between January 1999 and December 2006 were 

invited to participate. From the 181 children who had been adopted in that period, adoptive 

parents of 133 children (73% response rate) agreed to participate. These children were 

adopted by 79 families, at an average age of 3.0 years old (SD = 1.6). The children’s age at 

the time of the first wave was 8.7 years (SD = 2.9) on average. The second wave of our study 

took place two years later. The adoptive parents were approached again, and 91% of them 

agreed to participate again, resulting in a sample size of 121 children (Mage = 10.9, SD = 2.7). 

Data were collected with questionnaires that were sent to the adoptive parents. In the 

first wave, adoptive parents were asked about the demographic characteristics of the 

children and their family and the background of the children. In addition, parents were 

asked to answer two standardised questionnaires: the Child Behaviour Checklist 

(Achenbach, 1991; Verhulst, Van der Ende, & Koot, 1996) and the Nijmegen Child-Rearing 

Situation Questionnaire [Nijmeegse Vragenlijst voor de Opvoedingssituatie] (NCRQ; Wels & 

Robbroeckx, 1996), to measure the behavioural problems of the children and parenting 

stress, respectively. In the second wave of data collection, the adoptive parents were asked 

questions regarding FASD diagnosis, growth, and scholastic attainment. Three standardised 

questionnaires were administered: the Behaviour Rating Inventory of Executive Function 

(Gioia, Isquith, Guy, & Kenworthy, 2000; Smidts & Huizinga, 2009), a short version (Irive, 
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Biglan, Smolowski, & Ary, 1999) of the Parenting Scale (Arnold, O’Leary, Wolff, & Acker, 

1993; Prinzie et al., 2004), and the Fetal Alcohol Syndrome Questionnaire (Scheffner, 2011)1. 

 

OUTLINE OF THIS DISSERTATION 

In the following chapters the findings from our studies are presented. Chapter 2 describes 

the situation of children without parental care in Poland. A historical description of the child 

welfare system for children without parental care is provided, and the current situation is 

described. In this overview we focus on institutional care, foster care, and adoption. In 

Chapter 3, the pre-adoptive background of the children is evaluated and the relationship 

between the pre-adoptive risk factors and behavioural problems after adoption is examined. 

Furthermore, the prevalence of children’s behavioural problems is compared with a Dutch 

norm group, and with three other international adoption samples: a mixed group of children 

adopted from various countries, a group adopted from Romania, and adoptees from the 

former Soviet Union. In Chapter 4, FASD is the main topic. Three groups are identified: 

children with an FASD diagnosis, children whose adoptive parents suspected FASD, and 

children whose adoptive parents did not suspect FASD. These groups are compared on 

growth, enrolment in special education and executive functioning. Chapter 5 concerns a 

study in which it was examined whether adoptive parents in the sample experienced more 

parenting stress than a Dutch norm group, and which child and family characteristics were 

associated with more parenting stress. Moreover, the relationship between parenting stress 

and parenting behaviour two years later, with FASD as a moderator, was studied. In Chapter 

6, the results from our studies are summarised, integrated and discussed. 

                                                 
1
 The outcomes on the Fetal Alcohol Syndrome Questionnaire were reported in a chapter published as:  

Knuiman, S., Rijk, C. H. A. M., & Hoksbergen, R. A. C. (2013). Fetal alcohol spectrum disorders in children adopted from 
Poland: Diagnosis and early detection. In R. Feldman, G. Michalowski & K. Lepke (Eds.), Perspektiven für Menschen mit 
Fetalen Alkoholspektrumstörungen (FASD). Einblicke-Ausblicke 14. Fachtagung in Erfurt 28.-29.09.2012 (pp. 35–40). Idstein: 
Schulz-Kirchner Verlag GmbH. 



 

 



CHAPTER 2 

Children without parental care in Poland: Foster 

care, institutionalization and adoption 

Sandra Knuiman 

Catharina H.A.M. Rijk 

René A.C. Hoksbergen 

Anneloes L. van Baar 

International Social Work (2015), 58, 142–152. 

doi:10.1177/0020872812473138



Chapter 2 

24 

ABSTRACT 

This article describes the historical background and current situation of the child welfare 

system for children without parental care in Poland. Nowadays in Poland, most children 

without parental care still have both parents, but are placed in out-of-home care as a 

protective measure. Multiple scenarios are possible for these children. Financial resources, 

however, are often not sufficient to provide the most desirable care. Despite reforms aimed 

at deinstitutionalization and a growing number of foster care placements in Poland, almost 

20,000 children remain in institutional care. For some children without parental care 

domestic or international adoption is decided. 
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INTRODUCTION 

In 2007, approximately 37.5 thousand children were adopted internationally. Most of these 

children were placed with families in the United States of America (USA). Receiving states in 

Europe accounted for just over 40 percent of intercountry adoption worldwide (Selman, 

2009). Within the European Union (EU) there are receiving as well as sending countries. In 

2010, most children (307) were adopted from Poland (ISS/IRC Team, 2011), a Central 

European country with 38 million inhabitants. Although within the EU, Polish children are 

the largest group of children adopted internationally, hardly any research has been 

conducted on the background and functioning of these children.  

Adoption agencies, placing these children, point out that behavioural and 

developmental problems occur frequently. These observations are in line with international 

studies, which find that children adopted from Russia and Eastern Europe are more at risk of 

developing behaviour problems than children from other countries (Gunnar, Van Dulmen, & 

The International Adoption Project Team, 2007; Miller, Chan, Tirella, & Perrin, 2009). The 

elevated risk for developmental and behavioural problems may be related to pre-adoption 

background characteristics. Extensive studies of Romanian adoptees, for example, have 

shown that early life deprivation is related to problems in multiple areas (Rijk, 2008; Rutter 

& Sonuga-Barke, 2010). This article illustrates the circumstances of adoptees from Poland 

before adoption, by answering the following questions: 

1. How is the child welfare system for children without parental care organised in 

Poland? A historical overview and the current situation of childcare, focusing on 

institutional care, foster care and adoption are presented. 

2. What is the process leading to domestic and intercountry adoption? Reasons for out-

of-home placement and adoption regulations are described.  

 

HISTORICAL OVERVIEW OF CHILDCARE IN POLAND 

In the 20th century, Poland experienced many political, economic and geographical 

transformations, which have influenced the welfare system for children without parental 

care. The interbellum (1918–1939) was an important period for the development of care for 

orphaned children. Changes in the child welfare system were introduced and the number of 

children without parental care declined (Kolankiewicz, 2006). In 1921, the right to social 
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assistance for children was acknowledged by the Polish Constitution: ‘children without the 

necessary care from their parents have the right to receive care and help from the 

government’ (Art. 103, 1921). In 1925, Helena Radlińska founded the first school of Social 

Work in Poland (Brainerd, 2001) and progressive visions about care for children arose during 

this period. The works of Korczak and Babicki, for example, remain influential today 

(Stelmaszuk, 2002).  

Developments in childcare were interrupted when the Second World War broke out in 

September 1939. Poland was occupied by Nazi Germany and the Soviet Union. After the 

war, Poland became part of the Eastern Bloc and was under the influence of the Soviet 

Union, as was much of the rest of Eastern Europe. During the Second World War, many 

children became orphaned. The urgent need for care of orphaned children led to the 

foundation of many religious and non-profit organizations in Poland (Sierankiewicz, 2007b). 

The number of foster families also increased (Łuczyński, 2007). As of the early 1950s, the 

Communist government nationalised children’s homes and childcare became centralised. 

Emphasis was placed on raising children without parental care in state-run institutions. 

Helping families in need or offering family-type care was not given priority (Nowak-

Fabrykowski, 2004). At that time, children in institutional care lived together with 70 to 200 

children in a large building, often isolated from the local community (Stelmaszuk, 2002). 

These state-run children’s homes have been criticised because of their size, their failure to 

provide adequate care and to compensate for developmental, physical and social delays, 

the lack of competence of the social workers, and the failure to work together with the 

family of the children (Sierankiewicz, 2007b).  

Since the 1970s, the Polish regime has become more liberal, and gradually new ideas 

appeared about the care for children without parental care. The perception of children’s 

homes as correctional institutions evolved to the view of children’s homes as a place where 

children should learn and develop. There was also a growing appreciation for the family as 

the proper place for children to be raised and some alternatives for care were offered, such 

as family-type institutional care and foster care (Stelmaszuk, 2002). In 1979, foster care was 

regulated in an Act (Dz.U. nr 4, 19) and in the following years foster care developed, both 

quantitatively and qualitatively (Łuczyński, 2007). 

In August 1989, the Communist regime collapsed and a transition from a repressive 

socialist regime to a democracy with a market-driven economy was set in motion. This 
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fundamental political change and the appearance of new perceptions on care for children 

resulted in a long process to reform residential care. Children’s individual needs were 

acknowledged and therapy for developmental delays became more widespread. More 

emphasis was placed on the child’s own family as the best place for the child to grow up. 

Instead of taking over parental responsibilities, the main idea became empowerment of the 

families in difficult times so fewer children would need to be separated from their families 

(Sierankiewicz, 2007b).  

In Poland, as in most Central and Eastern European countries, regulations were 

introduced to improve the situation of children without parental care (Gudbrandsson, 

2006). The Polish Act on Social Policy from 12 March 2004 stipulates that children (partly) 

without parental care can only be placed in a children’s home if it is not possible to keep 

them in their own family or to place them in foster care (Art. 80). Szczepaniak (2004) 

argued, that despite the reforms, resources are often not sufficient to help parents 

overcome their difficult life situations and to prevent family breakdown. Another major 

reform in care for children, which became effective in January 1999, was decentralization of 

health care. As responsibilities were transferred from the central government to local 

governments (Yoder, 2003), local authorities became responsible for institutional care, 

foster care, adoption and programmes to support the family. The central authority is 

responsible for the legal acts regulating the health care system, financing and monitoring of 

the standards in health care (Act on Social Policy, 2004). Recently, the Act on Family 

Assistance and Alternative Care (2011) was introduced, replacing former legal acts on foster 

care, institutional care and adoption. This new act further reforms the welfare system for 

children without parental care: Assisting biological families and placing children in family-

type care is emphasised even more. For residential institutions the maximum number of 

children per institution is further limited to 14, and children under 10 years old are allowed 

to be placed there only in exceptional circumstances. To facilitate the implementation of 

this new law, transition regulations have been drawn up.  

 

CURRENT SITUATION OF CHILDCARE IN POLAND 

Whereas after the Second World War children in institutional care were mainly orphaned 

children, nowadays most children in out-of-home care are ‘social orphans’, children 
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deprived of a family environment as a result of family breakdown, or because of seriously 

depriving circumstances which endanger development (Sierankiewicz, 2007b). In the 

following text, indirect and direct reasons contributing to the necessity of placing children in 

out-of-home care are discussed. This is followed by an overview of the current situation of 

childcare in Poland: foster care, institutional care and adoption are described and recent 

statistics are given. To place the Polish situation in an international context, the Polish 

statistics are compared to those of other European countries. 

 

Reasons for out-of-home placement 

Indirect reasons for social orphanhood are related to the overall situation in Poland and 

more specifically to the adverse effects of the social-economic situation. Between 1990 and 

2008, the average growth in the gross domestic product (GDP) in Poland was 5.5 percent 

per year (Kolodko, 2009). Despite this growth, not everybody could benefit and negative 

effects of the political and economic changes that started in 1989 were visible. With the 

liberalisation of the market and the withdrawal from the centrally planned economy, 

unemployment and prices for important consumption goods increased. In addition, state-

owned enterprises could no longer provide social benefits, such as housing and free medical 

care (Warzywoda-Kruszynska & Grotowska-Leder, 1993). Poverty, pauperization of parts of 

society and homelessness increased dramatically and inequality intensified. Especially 

women, large families and the unemployed were adversely affected (Bronson, Kunovich, & 

Frysztacki, 2005). The unemployment rate rose from 0.3 percent in 1990 to 14.4 percent in 

2007 (Modry, 2009). Unemployment and consequently a decline in living standards are 

currently major problems for a large number of Polish families (Szczepaniak, 2004). An 

effect of these developments is the increase in the number of children without parental care 

(Gudbrandsson, 2006). 

Direct reasons for out-of-home placement can be mentioned as well. For a minority of 

children, death of one or both of the parents is the main reason for out-of-home placement. 

In 2009, 2.7 percent of the children in residential care had lost both parents and 19.2 

percent had lost one parent (Central Statistical Office [CSO], 2010). In most cases out-of-

home placement is the result of a family court ruling to protect the child from a 

dysfunctional family situation (Kolankiewicz, 2006). The most common reason for this 
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decision is degradation in parental functioning, causing neglect of the children in important 

areas like safety, health and intellectual development. Alcohol abuse is one of the main 

reasons rendering parents unable to fulfil their parental tasks. Estimates are that as many as 

90 percent of the children in institutional care are children of alcoholics (State Agency for 

the Prevention of Alcohol-Related Problems [PARPA], 2008). Other factors contributing to 

out-of-home placement are: incomplete family structure, drug addiction, crime, violence, 

illness in the family, psychiatric disorders of the parent(s), disabled parent(s) or child, low 

level of education, bad housing conditions, helplessness in life, social isolation, neglect and 

child abuse (Kolankiewicz, 2006; Szczepaniak, 2004).  

 

Foster care 

In recent years, there has been a gradual increase in the number of children in foster care. 

By the end of 2009, there were 37,663 foster families in Poland, providing care for 54,344 

children (ratio of 7.5 per 1,000 children). Compared to 2005, that is an increase of 1,153 

foster families. From the 5.3 thousand children under 18 years old who left foster care in 

2009, most (34%) returned to their biological family, 22 percent of the children were placed 

in another foster family, 20 percent were transferred to institutional care and 17 percent of 

these children were adopted (CSO, 2010). 

The Act on Family Assistance and Alternative Care (2011), produced by the Ministry of 

Labour and Social Policy, describes a legal framework for foster care in Poland. Three types 

of foster care are distinguished. The most common type is ‘kinship foster care’ (82% of the 

foster families): foster parents have a familial relation with their foster child. Most often 

these are grandparents. Because of their age, health problems and financial situation they 

often experience difficulties in the new situation (Łuczyński, 2007). The second type is non-

vocational foster families which are ‘unrelated to the child’ (14% of the foster families). Four 

percent of the foster families constitute the third type of foster care: ‘professional foster 

care’, with a) families with children with special needs and b) emergency foster care where 

children can stay up to four months, or longer in specific cases (CSO, 2010). No more than 

three children can be placed in a non-related foster family. In case of a sibling placement, 

more children are allowed. In Poland, all foster parents receive economic compensation for 

the costs of taking care of their foster child(ren). For every child, they receive a minimal 
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monthly compensation of 44–67 percent of the minimum wage, and authorities can grant 

additional economic compensation in specific situations. Foster parents who take care of a 

child with special needs are entitled to additional allowances. Furthermore, professional 

foster parents receive a salary of at least 133 percent of the minimum wage. 

In practice there appear to be unfavourable differences between the legal regulations 

and the functioning of foster families. Leszek Dobrzański (as cited in Łuczyński, 2007) points 

at issues related to insufficient financial support for foster families, partly unregulated legal 

situations for many children and their foster families and a lack of specific professional help 

for children with developmental deficits. Another concern is that there are not enough 

foster care families available for all children without parental care (Sierankiewicz, 2007b). 

The Supreme Audit Office (2009) in Poland reports that there is a lack of interest in 

becoming a foster parent and that many prospective foster parents withdraw after receiving 

more information, possibly indicating that regulations are applied overly strict, financial 

assistance is insufficient or that expectations of candidate foster parents are too high. 

The use of foster care varies widely across Eastern Europe: for example in Latvia 77 

percent of the children in out-of-home care were placed in foster care, whereas in Bulgaria 

14 percent of the children were placed in foster care. By the end of 2005, the degree to 

which foster care is used as a measure of out-of-home care in Poland is about average 

compared to other Eastern European countries: 47 percent of the total number of children 

in out-of-home care were in foster care2 (UNICEF, 2008). Furthermore, Browne et al. (2005) 

point out that there is a great variation between the rates of children under three in foster 

care in 25 European countries. This variation, however, was not related to the different 

social and economic indicators or to the proportion of young children in institutional care.  

 

Institutional care 

In Poland, children without parental care can be placed in institutions for residential care, 

so-called ‘Care and Education Centres’. On 31 December 2009, there were 756 such 

institutions in Poland with 19,135 children between 0 and 18 years old, a ratio of 2.6 per 

1000 children. These numbers do not include children in residential care designated for 

                                                 
2 These statistics include disabled children, children in boarding schools and boarding homes and therefore differ from the 
statistics mentioned under ‘institutional care’. 
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children with disabilities or for children classified as ‘youth offenders’. In principle, there are 

separate residential facilities for children with and without disabilities. This segregation, 

however, is not strictly adhered to, as 9.1 percent of the children within the Care and 

Educational Centres are disabled and 9.3 percent are chronically ill (> 6 months) (CSO, 

2010). 

Table 2.1 displays the number of children in four different types of institutional care: 

socialization, intervention, family care and multifunctional. Most common is the 

‘socialization type’, often referred to as children’s homes. Almost half of the children (49%) 

reside in this type of institutional care, providing basic care to fulfil children’s educational 

and caregiving needs. Children are placed here if neither residence with the biological family 

nor placement in family-type care is available. A small number of children in institutional 

care (11%) stay in a ‘family-type institution’ with a maximum of eight children. ‘Intervention 

centres’ are intended for temporary placement of children in a crisis situation. Children 

receive care and education while prospects for the child are assessed. ‘Multifunctional 

institutions’ combine different types of care, such as ‘intervention’ and ‘socializing’ 

residential care and other activities to help child and family. In 2009, 8.5 thousand children 

under 18 years old left the institution they resided in: 33 percent returned to their biological 

family, 13 percent were adopted, 15 percent went to a foster family and 27 percent of the 

children were transferred to another institution (CSO, 2010). 

Adjusting to new regulations on caring for children without parental care, Care and 

Education Centres had to undertake a number of new tasks, such as looking at the individual 

needs of the child and therapy for developmental delays and behavioural disorders 

(Stelmaszuk, 2002). Recently established children’s homes are designed for small groups of  

 

Table 2.1 Care and Education Centres in Poland as of 31 December 2009 

Type Number of institutions Number of children 

(0-18 years old) 

Socialization 289 9,424 

Family 269 2,094 

Intervention 27 733 

Multifunctional 171 6,884 

Total 756 19,135 

Source: CSO (2010). 
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approximately 12 children. Existing institutions started to become reorganised: The function 

of the building was changed and large groups of children were divided into smaller care-

units. Whereas some have carried out many changes in accordance with the new 

regulations, others remain the same as before the reforms (Andrzejewski, 2006). 

In the Act on Family Assistance and Alternative Care (2011) legal regulations for 

institutional care in Poland are described. The act describes that Care and Education 

Centres: 1) provide care and meet the needs of the child; 2) realise an individual plan for 

every child in cooperation with the family assistant; 3) enable the contact of the child with 

family and other close persons; 4) take action to return the child to the biological family; 5) 

provide access to education suited for age and abilities; 6) provide a variety of therapies; 7) 

provide access to health services. 

Inspection by the Supreme Audit Office (2008) in Poland of 30 randomly selected Care 

and Education Centres indicated that the quality of services provided by these institutions is 

not in accordance with the legal requirements of 2005. Amongst others, it was found that 

the average number of children in one institution was 49, instead of the prescribed 

maximum of 30 children (83% had more than 30 children in care). In 20 percent of the 

institutions, the legal maximum of 10 children per caretaker (or 14 in case of a single-group 

institution) was exceeded on multiple occasions. Five (17%) of the investigated institutions 

did not comply with the required qualifications for employees. Although services were not 

according legal regulations, it was concluded that the basic needs of the children were 

provided for: children were taken care of, received medical care, education, school supplies, 

clothing, recreational activities, and contact with family or acquaintances was 

accommodated. Institutions were not able to comply with all regulations because of 

insufficient financial resources. Additionally, the Supreme Audit Office (2008) concluded 

that administrators of the provinces and cities did not comply with their obligation to 

supervise the functioning of the residential institutions.  

Considering the number of children less than three years old, by the end of 2003, Poland 

had less children in institutional care (9 per 10,000) than other former Eastern Bloc 

countries on average (25.2 per 10,000). Compared to the average of 31 European countries 

(11.2 per 10,000), the number of children under three years old in institutional care in 

Poland was slightly below average and lower than in some countries in Western Europe, for 

example Belgium, the Netherlands and France (Browne et al., 2005). 
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Adoption 

In Poland, a judge determines whether a child is eligible for adoption. Parents can give their 

consent for adoption no earlier than six weeks after birth (Family and Guardianship Code, 

1964). Figure 2.1, based on data from the Ministry of Justice in Poland (n.d.), illustrates the 

number of cases decided for adoption in Polish family courts between 1972 and 2005. These 

statistics do not indicate the precise number of adopted children, because one case might 

involve more children, for example siblings. The majority of the adopted children were 

placed in Polish families. Nine percent of the cases concerned intercountry adoption. After 

1990, there was a sharp decline in the total number of adoption cases in Poland. According 

to Sierankiewicz (2007a), a lower birth rate and the development of foster care contributed 

to this decrease.  

In 2006, the judge decided for adoption in 2,752 cases (87% of the total number of 

adoption cases in family court). The number of children adopted internationally in 2006 was 

344 (Ministry of Justice, n.d.). Most of these children were adopted by Italian families. Other 

receiving countries were: France, the Netherlands, USA, Sweden, Germany, Switzerland, 

Belgium and Canada (Ministry of Labour and Social Policy, 2012a).  
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In Poland, ‘Adoption Centres’ perform adoption procedures. These centres have a wide 

range of activities: for example, gathering information about the child, qualification and 

preparation of prospective adoption families. The Adoption Centres also screen children for 

adoption. Qualification requires determination of the legal situation of the child, evaluation 

of the extent to which the child will be able to attach to a new family, and assessment of the 

needs of the child in order to select an appropriate family. For children approved for 

adoption the following information of the child is gathered: 1) first name, surname; 2) 

residential address; 3) birthdates and birth place of the child and parents; 4) information of 

the legal situation and place of residence of siblings; 5) health status of the child and level of 

psychosocial development; 6) information about the health status or other important 

information about the parents that influence the health of the child (Act on Family 

Assistance and Alternative Care, 2011). 

Three adoption centres in Poland are assigned to handle intercountry adoption. A child 

is eligible for intercountry adoption when no Polish family is available to adopt the child (Act 

on Family Assistance and Alternative Care, 2011). These children are often over seven years 

of age, have special medical or developmental needs or they are siblings of three or more 

children (Ministry of Labour and Social Policy, 2012b). Prior to intercountry adoption, 85 

percent of the children stayed in institutional care and 15 percent of the children stayed 

with a foster family (Selman, Moretti, & Brogi, 2009). 

Similarly to Poland, most former Eastern Bloc countries can be characterised as sending 

countries (Table 2.2). In 2004, Portugal was the only sending country in Western Europe, 

with only a few children placed internationally. Looking at the absolute number of children, 

Poland is the EU country with the most children sent abroad for adoption. Looking at the 

adoption ratio per 1,000 live births reveals a different picture. The adoption ratio is highest 

for Bulgaria and relatively low for Poland, when compared to other sending countries in the 

EU. Also the proportion of intercountry adoption versus domestic adoption in Poland is low 

in comparison to other EU sending countries (Selman, Moretti, & Brogi, 2009).  

In contrast, countries in Western Europe adopt children from abroad, since the number 

of children available for domestic adoption is lower than the number of parents wishing to 

adopt. This difference in the adoption pattern might partly be explained by better economic 

circumstances in these countries, as indicated by Gross National Income per capita (Selman, 

Moretti, & Brogi, 2009). In general, countries with a high number of children under age 
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Table 2.2 International adoptions from sending countries in the EU in 2004 

Country of origin Number of children 

adopted internationally 

Adoptions per 1,000 live 

births 

Poland 408 1.1 

Bulgaria 393 6.3 

Romania 289 1.2 

Latvia 127 6.0 

Lithuania 103 3.3 

Slovakia 75 1.5 

Hungary 69 0.7 

Czech Republic 34 0.4 

Estonia 18 1.4 

Portugal 9 0.1 

Source: Selman, Moretti, & Brogi (2009). 

 

three in institutions have a high proportion of children leaving for intercountry adoption 

(Chou & Browne, 2008). However, some receiving countries (e.g., France and the 

Netherlands) have more children under three in institutional care than Poland. Parental 

rights over these children remain and therefore these children are not available for 

adoption (Browne et al., 2005). 

 

DISCUSSION 

In the 20th century, many changes in the organization of the child welfare system in Poland 

took place. In the last decades a transformation took place from state-run institutional care 

for children without parental care to a policy aimed at preventing family disruption and 

placing children in family-type care whenever possible. This process of change is slow and 

many children still remain in institutional care, partly because there are insufficient places in 

family-type care. Most of the children in institutional care still have their biological parents, 

but are placed in out-of-home care as a protective measure. Financial resources are often 

insufficient to prevent families from disintegrating and to offer childcare in the most 

favourable environment. Legal acts provide a framework for how the child welfare situation 

in Poland functions. In practice the functioning of residential institutions deviates from the 

legal requirement. Basic needs for the children, however, are provided. For residential 

institutions to be able to comply with the latest legal requirements, more financial resources 
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are necessary. 

Some children in out-of-home care are able to return to their biological family, whereas 

others need a permanent care option, such as adoption. The process leading to domestic 

and intercountry adoption is embedded in the Polish child welfare system. Adoption is 

possible after approbation by a judge. Adoption Centres perform adoptions and screen 

children for adoption. Exact criteria for qualifying a child for adoption and the process 

leading to adoption remain unclear. Most of the Polish adoptees come from dysfunctional 

families, in which parental rights were terminated to protect the child. Before adoption 

children might have experienced neglect or traumatic events, and usually children have 

spent a considerable amount of time in institutional care. These factors contribute to an 

increased risk of developmental delays and behavioural problems. For children qualified for 

intercountry adoption, the risk is even higher, since the younger and healthier children are 

adopted by Polish families. 

In recent years, improvements have been made in the Polish welfare system for children 

without parental care. Many childcare institutions are functioning on a smaller scale, while 

the number of foster families has increased. For the future further deinstitutionalization and 

offering more family-type care remain important issues for the wellbeing of children 

without parental care. More (non-related) foster families are needed to enable children, 

who need out-of-home care, to grow up in a family environment. Another essential issue is 

preventing placement of a child in out-of-home care and the return of children to their 

biological family. With additional social assistance for families with difficulties, more 

children will be able to grow up in their biological family. With the new Act on Family 

Assistance and Alternative Care from 2011, an important step has been made to further 

improve the situation for children without parental care in Poland. The future will show how 

these new guidelines will affect practice. 

Some limitations of this review should be mentioned. Childcare in Poland is 

decentralised and regional differences exist. A limitation concerning international statistics 

on the child welfare situation is the difficulty to compare different countries. Variation exists 

in the definitions of certain types of out-of-home placement. Therefore comparative data 

might be somewhat distorted. Moreover, not only the number of children in care needs to 

be considered, but also the quality of care. To gain more insight into the actual situation in 

residential institutions in Poland and the quality of care within these institutions, further 
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research is needed. 

Every year many Polish children are adopted within Poland as well as internationally. 

Considering the background of these children, multiple risk factors are present for 

developing behavioural problems. Additional research is needed to identify more precisely 

what the risk factors are to which the children adopted from Poland have been exposed. 

The implications of these risk factors for the development of these children after adoption 

deserve further empirical research as well. Considering the high percentage of children in 

institutional care coming from alcoholic families, it is probable that many children adopted 

from Poland have been exposed to alcohol prior to birth. Therefore, future research needs 

to focus on the consequences of prenatal alcohol exposure, including fetal alcohol 

syndrome (FAS). 





CHAPTER 3 

Pre-adoptive risk factors and behavioural 

problems in children adopted from Poland 

Sandra Knuiman 

Catharina H.A.M. Rijk 

René A.C. Hoksbergen 

Anneloes L. van Baar

European Journal of Developmental 

Psychology (2014), 11, 701–715. 

doi:10.1080/17405629.2014.930684 



Chapter 3 

40 

ABSTRACT 

Behavioural problems in adoptees have been related to adverse circumstances prior to 

adoption. We examined pre-adoptive risk factors and post-adoptive behavioural problems 

in children adopted from Poland. Dutch adoptive parents of 133 Polish adoptees (Mage = 8.7 

years, range 2.8–15.2; Mageadoption = 3.0 years, range .4–6.9) answered the Child Behaviour 

Checklist and questions regarding pre-adoptive risk factors, such as institutionalization, 

neglect and abuse. Polish adoptees in our sample were four times more likely to have 

clinical behavioural problems than non-adopted children. Compared with a group of 

children adopted from various countries, predominantly from Asia, Polish adoptees had 

higher levels of behavioural problems as well. Multiple pre-adoptive risk factors were 

present. Only a history of abuse was found to be associated with behavioural problems after 

adoption. Special attention and support after adoption are needed for these children and 

their adoptive parents, especially when a pre-adoptive history of abuse is known. 
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INTRODUCTION 

Over the last decade, 2004–2013, on average 355 Polish children per year had been placed 

for international adoption (ISS/IRC Team, 2011, 2014; Selman, 2010). After Russia and 

Ukraine, this was the highest number of international adoptions within Europe for countries 

sending children for adoption. Research about children adopted from European countries 

mainly focused on adoptees from Romania (e.g., Rijk, Hoksbergen, & Ter Laak, 2010; Rutter 

et al., 2007; Zeanah et al., 2009), and the former Soviet Union (FSU; e.g., McGuinness & 

Pallansch, 2000; Merz & McCall, 2010; Miller, Chan, Tirella, & Perrin, 2009). Although 

children adopted from Poland constitute a substantial group of international adoptees, no 

studies focused specifically on this group of adoptees. This study aimed to examine the 

prevalence of pre-adoptive risk factors and post-adoptive behavioural problems, and the 

associations between these factors in children adopted from Poland. Results were 

compared with information about children adopted from other countries. 

 

Behavioural problems in adopted children 

Studies comparing adopted with non-adopted children showed that international adoptees 

are over-represented in clinical populations, and that they are at higher risk for behavioural 

problems (Hawk & McCall, 2010; Hjern, Lindblad, & Vinnerljung, 2002; Juffer & Van 

IJzendoorn, 2005; Verhulst, Althaus, & Versluis-Den Bieman, 1990). Across 12 studies using 

the Child Behaviour Checklist (CBCL), internationally adopted children appeared to have 

more externalizing problems than non-adopted children. More internalizing problems were 

found for children who were younger (2–3 years old) at assessment (Hawk & McCall, 2010).  

Children adopted from Central and Eastern European (CEE) countries run a high risk for 

developmental and behavioural problems (e.g., Landgren, Svensson, Strömland, & 

Andersson Grönlund, 2010; Miller et al., 2009; Rijk et al., 2010; Rutter et al., 2007; Zeanah et 

al., 2009). In comparison to children adopted from other parts of the world, these children 

had a greater risk for developing externalizing, anxious/depressed, attention, thought and 

social problems (Gunnar, Van Dulmen, & The International Adoption Project Team, 2007). 

Landgren et al. (2010) reported behavioural disorders, cognitive impairment, and/or 

neurological deficits in 90% of the CEE adoptees, five years after adoption. In a group of 

children adopted from Romania after severe deprivation in institutional care, 38% of the 
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children scored in the clinical range of the CBCL/4-18 (Rijk et al., 2010). For children adopted 

from the FSU, predominantly Russia, the proportion of children scoring in the borderline or 

clinical range on the total behavioural problems scale of the CBCL/6-18 was 16%, compared 

with 14% in the norm sample (Merz, personal communication, November 6, 2011). Within 

this group, elevated levels of behavioural problems were reported for children adopted 

after 18 months of age (Merz & McCall, 2010). 

 

Pre-adoptive risk factors  

Behavioural problems after adoption have been related to a negative pre-adoptive history, 

including the prenatal history and the child’s experiences from birth to placement (Groza & 

Ryan, 2002). Behavioural problems have also been linked to psychopathology and mental 

disorder of biological parents. Possible mechanisms behind this relationship might be: 

genetic transmission; adverse conditions during prenatal development related to maternal 

psychopathology; exposure to parents’ maladaptive affect, behaviour and cognition; and 

contextual stressors related to parents’ psychopathology (Connell & Goodman, 2002). For 

children adopted from CEE countries multiple pre-adoptive risk factors associated with 

behavioural problems have been identified: adverse conditions during prenatal 

development, institutionalization, and negative early life experiences such as neglect and 

abuse (e.g., Landgren et al., 2006; Miller et al., 2009). 

Early experiences in prenatal life potentially have a long-lasting impact on mental health 

(Sullivan et al., 2006). Perinatal complications, including low birth weight, preterm birth and 

lack of prenatal care, were prevalent among children adopted from CEE countries (Miller et 

al., 2009). Children adopted from CEE countries were also found to be at risk for prenatal 

exposure to alcohol (Landgren et al., 2006; Lange, Shield, Rehm, & Popova, 2013), 

potentially inducing neurodevelopmental problems, including behavioural problems (Riley & 

McGee, 2005). Alcoholism of the biological mothers was specifically mentioned in one-third 

of the adoption charts (Landgren et al., 2006).  

Most adoptees from CEE countries had a history of institutionalization: 85% had spent at 

least four months in an institutional setting (Gunnar et al., 2007). On average they had 

stayed for 26 months in institutional care (Landgren et al., 2006). Early institutionalization 

has been associated with behavioural problems in children after adoption (e.g., Gunnar et 
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al., 2007; Johnson, Browne, & Hamilton-Giachritsis, 2006; Rutter et al., 2007). Other risk 

factors associated with higher rates of behavioural problems were trauma, abuse and 

neglect, which many children experienced prior to adoption (Groza & Ryan, 2002). Following 

abuse and neglect prior to adoption, the level of psychiatric problems in adulthood was 

substantially increased, especially in the case of severe maltreatment (Van der Vegt, Van der 

Ende, Ferdinand, Verhulst, & Tiemeier, 2009).  

Older age at adoption has been related to behavioural problems after adoption as well 

(e.g., Hawk & McCall, 2011; Kreppner et al., 2007). However, not all studies found this 

association (Groza, Ryan, & Cash, 2003; Juffer & Van IJzendoorn, 2005; Miller et al., 2009). 

Romanian adoptees adopted after severe deprivation in institutional care beyond six 

months of age, had significantly more behavioural problems than children adopted before 

the age of six months (Kreppner et al., 2007). For children adopted from psychosocially 

depriving institutions in the FSU more behavioural problems were reported for children 

adopted at 18 months or older, than for children adopted before the age of 18 months 

(Hawk & McCall, 2011; Merz & McCall, 2010). 

Much of the research on early adverse circumstances of adopted children from CEE 

countries has focused on the development of children after deprivation in institutional care. 

Children adopted from Poland come from backgrounds that are more diverse than just 

institutional care: Some children had lived with their biological parents or in foster care, 

before a judge decided that they were available for adoption. In addition, there were strong 

indications that alcohol abuse is common in parents of children who were placed in out-of-

home care (Knuiman, Rijk, Hoksbergen, & Van Baar, 2013). Examining the functioning of 

these children after adoption and the role of potential pre-adoptive risk factors, may 

improve our understanding of the effects of early adverse circumstances on behavioural 

development, and is needed to improve assistance for adoptive parents. 

 

Current study 

First, we investigated the degree to which potential pre-adoptive risk factors were present 

in children adopted from Poland into Dutch families. A broad range of pre-adoptive risk 

factors related to the biological parents and early life experiences were included. Second, 

we examined whether children adopted from Poland more often had clinical behavioural 
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problems than a Dutch norm group. Third, associations between pre-adoptive risk factors 

and behavioural problems after adoption were studied. Finally, the percentage of children 

adopted from Poland with clinical behavioural problems was compared with that in three 

other adoption groups studied in previous research: a group of children adopted from 

various countries, a group of severely deprived Romanian adoptees, and a group of 

adoptees adopted from psychosocially depriving institutions in the FSU. 

 

METHOD 

Participants 

The eligible population consisted of all 181 children adopted from Poland to the 

Netherlands between January 1999 and December 2006. Parental refusal to participate was 

12%. Another 15% of the adoptive parents did not respond to our request to participate, 

resulting in a response rate of 73% and a sample of 133 children, adopted by 79 Dutch 

couples. Questionnaires were completed predominantly (61%) by the adoptive mothers; 

32% of the couples filled out the questionnaires together. Descriptive statistics of the 

current sample are displayed in Table 3.1.  

To compare the proportion of clinical behavioural problems in Polish adoptees with 

other adoption groups, we used results of three other studies. The first study included a 

large group of children adopted internationally between 1972 and 1975 (N = 2,148; 65% 

response rate). These children, aged 10–15 years, were adopted from Korea (32%), 

Colombia (15%), India (10%), Indonesia (8%), Bangladesh (7%), Lebanon (5%), Austria (5%), 

other European countries (4%), and other non-European countries (15%). Age at adoption 

ranged between a few days and 10 years (Verhulst et al., 1990). The second study examined 

children adopted from Romania, between 1991 and 1997, after a period of severe 

deprivation in institutional care (N = 72; 75% response rate). Average age at assessment was 

7 years and 11 months. At adoption, these children were on average 2 years and 9 months 

old (Rijk et al., 2010). The third study included children adopted from psychosocially 

depriving institutions in the FSU (N = 342; 51% response rate). At assessment, these children 

were 6–18 years old. Average age at adoption was 16 months. Most children (85%) were 

adopted from Russia. The other children (15%) were adopted from other countries in the 

FSU (Merz & McCall, 2010). 
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Table 3.1 Descriptive statistics for Polish adoptees and their adoptive parents 

Variable N % / Mean (SD) 

Gender (boys) 133 52% 

Age of the children (years) 133 M = 8.7, SD = 2.9, range 2.8–15.2 

Age at adoption (years) 133 M = 3.0, SD = 1.6, range 0.4–6.9 

Time in the Netherlands (years) 133 M = 5.7, SD = 2.6, range 1.3–9.9 

Marital status 

Married 

Divorced 

79  

96% 

4% 

Age of adoptive fathers (years) 77 M = 44.8, SD = 4.7, range 36–55 

Age of adoptive mothers (years) 78 M = 42.9, SD = 5.1, range 32–55 

Number of children per family 79 M = 2.1, SD = .8, range 1–4 

Gross family income 

< €30,000 

€30,000-40,000 

> €40,000 

72  

11% 

29% 

60% 

Educational level *  

Low / average 

High 

70 / 71 Adoptive fathers 

59% 

41% 

Adoptive mothers 

69% 

31% 

Note. * Low / average (primary school, secondary school and lower/intermediate  

vocational schooling); High (higher vocational schooling and university). 

 

Measures 

Demographics and background 

For the purpose of this study a parent-report questionnaire was developed to measure 

demographic variables and background information of the child. Child demographics 

included gender, date of birth and date of adoption. Parental demographics included date of 

birth, marital status, income and educational level. Background information about the 

adoptive child concerned questions regarding reason for adoption and places of residence 

prior to adoption.  

 

Pre-adoptive risk factors 

In the questionnaire, adoptive parents additionally reported whether a specific pre-adoptive 

risk factor was present or not, or whether this was unknown. Risk factors related to the 

biological parents included mental retardation, mental disability, alcohol and drug abuse. 

Questions regarding negative early life experiences concerned institutionalization, multiple 
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placements (three or more), history of abuse, and history of neglect. Low birth weight (< 

2500 g) and older age at adoption were included as risk factors as well. Adoption at 18 

months of age was used as a cut-off, as research showed that children adopted from 

psychosocially depriving institutions after this age had more behavioural problems than 

children adopted before 18 months (Hawk & McCall, 2011).  

 

Behavioural problems 

The CBCL (Achenbach, 1991; Verhulst, Van der Ende, & Koot, 1996) for children aged 4–18 

years (CBCL/4-18) was used to measure behavioural and emotional problems. The CBCL is a 

standardised measure, which is widely used in clinical and research settings. Parents were 

asked to rate 118 specific behavioural and emotional problems. Eight syndrome scales can 

be distinguished: withdrawn/depressed, somatic problems, anxious/depressed, social 

problems, thought problems, attention problems, rule-breaking behaviour, and aggressive 

behaviour. The first three scales together constitute the internalizing problems scale, and 

the externalizing problems scale comprises the last two problem scales. The total problems 

score is based on all eight syndrome scales. Higher scores indicate more problems.  

In this study, internal consistency of the CBCL was good. Cronbach’s alphas for the 

syndrome scales ranged from .70 to .92. For the internalizing, externalizing and total 

problems scale, Cronbach’s alphas were .86, .92 and .95, respectively. Standardised T scores 

were used for analyses. T scores above 63 on the three problem scales represent clinical 

scores. For the eight syndrome scales, T scores above 70 represent the clinical range 

(Achenbach, 1991; Verhulst et al., 1996). A Dutch norm group of 2,227 healthy 4–18-year-

old children was used for comparison (Verhulst et al., 1996). The CBCL/4-18 version used in 

this study highly correlated with the revised CBCL/6-18 version. Children’s percentile and T 

scores were expected to be nearly identical, regardless of the version used (Achenbach & 

Rescorla, 2001). 

 

Procedure 

Dutch adoptive parents of all children adopted from Poland from January 1999 to December 

2006 received a letter, inviting them to participate in the study. Mindful of the protection of 

personal information, letters were sent to the parents by the adoption agency concerned. 
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Non-responders could therefore not be contacted. Parents, who did not respond to our 

request within two months, received a reminder letter. After agreeing to participate and 

providing contact information, parents were requested to fill out the questionnaires.  

 

Statistical analyses 

Statistical analyses were conducted with the Statistical Package for the Social Sciences 

(version 20) and Mplus (version 7). Eight cases were excluded for the analyses of 

behavioural problems: For seven of these cases, the age of the child fell below the range of 

the CBCL and another case was excluded because more than 10% of the data on the CBCL 

were missing. For 28 cases, missing data on the CBCL were imputed from the average of the 

relevant subscale. To test whether the proportion of children adopted from Poland with 

clinical behavioural problems was higher than in the general Dutch population chi-square 

goodness-of-fit analyses were used. Because of multiple comparisons, the Benjamini–

Hochberg false discovery rate procedure (Benjamini & Hochberg, 1995) was applied to 

correct for capitalization of chance. For effect size estimates, Cohen’s w was used with .10 

indicating a small effect size, .30 a medium effect size, and .50 and above a large effect size 

(Cohen, 1992).  

Univariate regression analyses were conducted to assess the relationship between pre-

adoptive risk factors and total behavioural problems. Risk factors included in these analyses 

had information available for more than 40% of the cases, and had more than 10 cases per 

subgroup (yes/no). To take into account the dependence of observations (children nested 

within families) and to calculate corrected standard errors, regression analyses were 

conducted in Mplus using type=complex. The average cluster size was 1.7 children per 

family. The intraclass correlation coefficient was .364, indicating that about 36% of the 

variability in total behavioural problems was associated with differences between families. 

The Benjamini–Hochberg false discovery rate procedure (Benjamini & Hochberg, 1995) was 

applied to correct for capitalization of chance. 

Chi-square goodness-of-fit analyses were used to test whether the proportion of 

children adopted from Poland with clinical behavioural problems was higher than that of a 

group of children adopted from various countries (Verhulst et al., 1990) and a group of 

Romanian adoptees (Rijk et al., 2010). For comparison of the Polish group with children 
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adopted from countries in the FSU, the proportion of children scoring in the borderline or 

clinical range was used (T ≥ 61), as was done in the FSU group (Merz & McCall, 2010). 

 

RESULTS 

Pre-adoptive risk factors 

According to adoptive parents, termination of parental rights of the biological parents by a 

court order was the reason for adoption in more than half of the cases (55%). Voluntary 

relinquishment was reported for 18% of the children. In the other cases, adoptive parents 

indicated that the biological parents were not able to take care of their child, but did not 

specify whether termination was voluntary or not. Death of the biological parent(s) was not 

mentioned as reason for adoption.  

Type of placement prior to adoption was mainly (83%) institutional care; duration of 

their stay there was 23.6 months on average (SD = 11.0, range 3–51). About half of the 

children (52%) had stayed with their biological parents. On average, they resided with them 

for 18.3 months (SD = 15.8, range 1–56). Many children (41%) stayed for more than two 

weeks in a hospital before adoption, where they had stayed for three months on average 

(SD = 3.2, range 1–14). One fifth of the Polish adoptees had resided with foster parents (M = 

17.3 months, SD = 7.5, range 9–34) and only a small group of children (6%) had stayed with 

their extended family or with acquaintances (M = 17.6 months, SD = 15.0, range 4–40).  

The occurrence of pre-adoptive risk factors in children adopted from Poland is displayed 

in Table 3.2. The five most prevalent risk factors were institutionalization, older age at 

adoption, history of neglect, and alcohol abuse of the biological mother and father. The 

majority of the adoptees (83%) had lived in institutional care, and were 18 months or older 

at adoption (81%). Nearly two-thirds of the Polish adoptees were known to have a history of 

neglect. Adoptive parents reported alcohol abuse of the biological mother in 58% of the 

cases; 16% reported no alcohol abuse of the mother. For the remaining 26% of the children,  

this was unknown. Concerning the alcohol abuse of the biological father, adoptive parents 

had less information. Alcohol abuse of the biological father was reported for 46% of the 

children, and no alcohol abuse for 6%. For a majority of the children some information 

about the pre-adoptive history was unknown, especially concerning risk factors related to 

the biological parents. 
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Table 3.2 Prevalence of pre-adoptive risk factors in children adopted from Poland 

 N Yes (%) No (%) Unknown (%) 

Age at adoption (≥ 18 months) 133 81 19 0 

Low birth weight (< 2500 g)  129 44 51 5 

Institutionalization 133 83 17 0 

Multiple placements (three or more) 133 19 81 0 

History of neglect 129 65 21 14 

History of abuse 128 14 33 53 

Mental retardation biological mother  128 28 25 47 

Mental retardation biological father 126 6 15 79 

Mental disorder biological mother 127 32 11 57 

Mental disorder biological father 128 15 2 83 

Alcohol abuse biological mother 129 58 16 26 

Alcohol abuse biological father 128 46 6 48 

Drug abuse biological mother 128 2 24 74 

Drug abuse biological father 127 2 10 88 

 

Behavioural problems 

An independent-samples t-test indicated no significant difference between boys (M = 58.8, 

SD = 11.9) and girls (M = 59.4, SD = 14.6) for CBCL total behavioural problems, t (123) = –.26, 

p = .796. Age at assessment and total behavioural problems were unrelated as well, r = .04, 

p = .649. Average levels of total behavioural problems reported by mothers, fathers or 

couples did not differ significantly either, F (2, 117) = .31, p = .734. 

The percentage of Polish adoptees with clinical scores on the CBCL total, internalizing, 

externalizing problems scale, and the eight syndrome scales is displayed in Table 3.3. 

Compared with the norm group, the percentage of Polish adoptees scoring in the clinical 

range for total, internalizing and externalizing problems was significantly higher: 40%, 27% 

and 30%, respectively, compared with 10% in the norm group. On all syndrome scales, 

Polish adoptees scored in the clinical range more often than the norm group. The highest 

proportion of problem scores was reported for the syndrome scale attention problems: 

Over one-fourth of the Polish adoptees (26%) displayed clinical scores, compared with 2% in 

the norm group.  
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Table 3.3 Percentages of clinical scores for behavioural problems on the CBCL scales, Polish 

adoptees (N = 125) compared to the Dutch norm group (Verhulst et al., 1996) 

 Clinical scores    

 Norm group (%) Polish adoptees (%) χ
2
 p Cohen’s w 

Total problems 10 40 125.00 .001 ** 1.00 

Internalizing problems 10 27 41.09 .001 ** .57 

Externalizing problems 10 30 57.80 .001 ** .68 

Withdrawn/Depressed  2 6 8.27 .004 ** .26 

Somatic problems 2 5 5.00 .025 * .20 

Anxious/Depressed 2 7 17.25 .001 ** .37 

Social problems 2 18 171.51 .001 ** > 1 

Thought problems 2 18 139.69 .001 ** > 1 

Attention problems 2 26 379.69 .001 ** > 1 

Rule-breaking behaviour 2 10 45.00 .001 ** .60 

Aggressive behaviour 2 14 98.06 .001 ** .78 

* p < 0.05, ** p < 0.01. Reported p values were corrected for multiple testing using Benjamini-Hochberg false  

discovery rate procedure (Benjamini & Hochberg, 1995). 

 

Relation between pre-adoptive risk factors and behavioural problems 

Table 3.4 shows which pre-adoptive risk factors are associated with CBCL total behavioural 

problem T scores in children adopted from Poland. Only ‘history of abuse’ predicted 

behavioural problems after adoption, B = 8.94, t (54) = 2.98, p = .001. 

 

Comparison of Polish adoptees to those from other countries 

Table 3.5 displays the percentages of clinical behavioural problems of four adoption groups: 

our sample of Polish adoptees, a group of children adopted from various countries, 

predominantly from Asia (Verhulst et al., 1990), Romanian adoptees (Rijk et al., 2010) and 

children adopted from countries in the FSU (Merz & McCall, 2010). For internalizing 

problems, children adopted from Poland more often had scores in the clinical range than 

the mixed group of adoptees, Romanian adoptees, and children adopted from the FSU. 

Cohen’s w values were .38, .27 and .73, respectively. For externalizing problems, Polish 

adoptees fell within the clinical range more often than the mixed group of adoptees and the 

FSU group; effect sizes were medium. The proportion of Polish and Romanian adoptees 

scoring in the clinical range for externalizing problems did not differ significantly. 
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Table 3.4 Overview of univariate regression analyses between pre-adoptive risk factors and 

CBCL total behavioural problems T scores 

 Total behavioural problems 

 N B SE B β R
2
 

Age at adoption (months) 125 .15 .06 .21 .045 

Low birth weight (< 2500 grams)  115 –2.22 2.85 –.09 .007 

Time in institutional care (months) 100 .31 .14 .25 .064 

Number of placements prior to adoption 111 .248 2.67 .01 .000 

History of neglect 104 5.70 3.22 .19 .036 

History of abuse 56 8.94 3.01 .31 ** .094 

Mental retardation biological mother 64 6.28 3.20 .26 .066 

Mental disorder biological mother 53 3.08 3.99 .12 .014 

Alcohol abuse biological mother 88 .83 3.20 .03 .001 

Note. * p < 0.05, ** p < 0.01; p values were corrected for multiple testing using Benjamini-Hochberg false  

discovery rate procedure (Benjamini & Hochberg, 1995). 

 

Table 3.5 Percentages of clinical scores for behavioural problems measured by the CBCL in 

four groups of adoptees 

 

Poland 
a
 

(N = 125) 

Mixed 
a
 

(N = 2,148) 

Romania 
a
 

(N = 72) 

FSU 
b
 

(N = 342) 

Comparisons with Polish group (χ
2
) 

Mixed Romania FSU 

Internalizing problems  27% 14% 17% 13% 18.09 ** 9.22 ** 66.88 ** 

Externalizing problems 30% 17% 33% 20% 15.91 ** .38 24.20 ** 

Note. FSU = Former Soviet Union. * p < 0.05, ** p < 0.01; p values were corrected for multiple testing using Benjamini-

Hochberg false discovery rate procedure (Benjamini & Hochberg, 1995).
 

a
 Percentage represents children in the clinical range (T > 63; highest 10% in the norm group). 

b
 Percentage represents children in the borderline and clinical range (T ≥ 61; highest 14% in the norm group). 

 

Because children in the FSU sample were younger at adoption than Polish adoptees, 

analyses were also done including only children adopted after 18 months. For internalizing 

problems, the subgroup of Polish adoptees more often scored in the borderline or clinical 

range than the subgroup of children in the FSU group, χ2(1, n = 103) = 7.32, p = .007. For 

externalizing problems, the difference was not significant, χ2(1, n = 103) = 3.03, p = .082. 
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DISCUSSION 

Multiple pre-adoptive risk factors were found to be present in Dutch children adopted from 

Poland. The majority (81%) of these children were adopted at older ages (18 months or 

older), which has been related to more behavioural problems in children adopted from 

social-emotionally depriving institutions (Hawk & McCall, 2011). Prior to adoption, Polish 

adoptees had primarily lived in institutions, where they had stayed for two years on 

average. Exposure to negative early life experiences prior to adoption was prevalent: A 

majority of the children was neglected, and one-fourth of the children for whom 

information was available were abused. Another frequently mentioned pre-adoptive risk 

factor was alcohol abuse of the biological parents, which is a potential risk factor for a 

dysfunctional family situation, and may directly affect the development of the child when 

the child is exposed to alcohol in utero (Riley & McGee, 2005).  

High rates of pre-adoptive risk in Polish adoptees could have been related to the reason 

for adoption. Most of the children were adopted from Poland after an involuntary 

termination of parental rights. Furthermore, Polish children placed for international 

adoption were children for whom no adoptive parents could be found in Poland. Often 

these children were older at adoption, had special medical or developmental needs, or they 

were siblings of three or more children (Knuiman et al., 2013). Adoptive parents often 

indicated that information about the pre-adoptive history of the children was incomplete, 

especially concerning risk factors related to the biological parents. 

Forty percent of the children adopted from Poland had behavioural problems at a 

clinical level, four times more than in non-adopted children in a Dutch norm group. 

Especially high levels of attention problems were observed, as has been reported for other 

groups of post-institutionalised adoptees as well (e.g., Gunnar et al., 2007). These attention 

problems might be associated with deprivation in institutional care (Rutter et al., 2007), or 

with prolonged adverse care early in life more generally (Gunnar et al., 2007).  

An increased risk for behavioural problems was present for children with a history of 

abuse. This finding is in line with earlier research (Groza & Ryan, 2002). No other pre-

adoptive risk factors were found to be significantly related to behavioural problems. 

Possibly the presence of many pre-adoptive risk factors simultaneously obscured the 

individual contribution of each factor. An explanation for the lack of an association between 
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behavioural problems and age at adoption might be the limited variability in our sample, as 

the majority (81%) of the children were adopted after the age of 18 months. 

In comparison to a group of adoptees adopted from various countries, predominantly 

from Asia (Verhulst et al., 1990), Polish adoptees had more internalizing and externalizing 

problems at clinical levels. Internalizing problems were also more prevalent in children 

adopted from Poland than in two other adoption groups from CEE countries (Merz & 

McCall, 2010; Rijk et al., 2010). The proportion of externalizing problems in the Polish group 

adopted at three years on average was comparable to that in Romanian children adopted at 

almost three years of age (Rijk et al., 2010). Compared with children adopted from the FSU 

at 16 months of age on average (Merz & McCall, 2010), Polish adoptees more often had 

externalizing problems. This difference was not present when age differences were taken 

into consideration. In summary, although sample characteristics may have influenced these 

results, compared with other groups of adoptees, high levels of behavioural problems, 

especially internalizing problems, were observed in children adopted from Poland.  

 

Strengths, limitations and future directions 

No information was available as yet on children adopted from Poland. It was important to 

study which pre-adoptive risk factors had been present in this specific group of children and 

whether these risk factors were related to later development. Statistical analyses used in 

this study were chosen to include as much data as possible, and multilevel modelling was 

used to account for the nested data structure. Results found in our study apply to Dutch 

children adopted from Poland between 1999 and 2006. Pre-adoptive risk factors for this 

population were difficult to disentangle, as most children experienced multiple risks, and 

the cross-sectional data collection precluded conclusions regarding causal relationships. As 

in most adoption studies, we were unable to verify the risk factors the adoptive children had 

been exposed to prior to adoption. Parts of the pre-adoptive history were unknown to 

adoptive parents and in some cases information may have been unreliable, possibly 

explaining why only history of abuse was significantly associated with behavioural problems. 

For some risk factors small-to-medium effect sizes were observed as well. Because of small 

sample size, partly due to missing data, only strong effect sizes were found to be significant. 

Investigating the Polish group adopted at older ages longitudinally in adolescence and 
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adulthood could demonstrate how the behavioural problems will develop over time, 

indicating if the problems are of a more permanent nature, or decrease when the children 

have spent more time with their adoptive family. As alcohol abuse of the biological mother 

was prevalent, further study is needed on the possible effects of prenatal alcohol exposure 

in Polish adoptees.  

 

Conclusion 

Polish adoptees in the Netherlands were more likely to have clinically significant behavioural 

problems than children in the Dutch norm group. Prior to adoption these children were 

exposed to multiple pre-adoptive risk factors, and a history of abuse was found to be 

associated with the increased level of behavioural problems among Polish adoptees. Results 

illustrate that specialised assistance is needed for adopting families, especially when a prior 

history of abuse is known, to realise optimal care and development for children adopted 

from Poland. 
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ABSTRACT 

Children adopted from Central and Eastern Europe often have negative early experiences, 

including prenatal exposure to alcohol. We examined a group of Polish children, adopted by 

Dutch parents, to see how many were diagnosed with fetal alcohol spectrum disorders 

(FASD) and to what extent features of FASD were present. The 121 children, aged between 

six and 17 years, were adopted from Poland at a mean age of three years (SD = 1.6 years). 

Their parents answered a questionnaire regarding FASD diagnosis, growth, educational 

attainment and the Behaviour Rating Inventory of Executive Function. Three groups were 

identified: children with an FASD diagnosis (31%), children whose adoptive parents 

suspected FASD (21%) and children whose adoptive parents did not suspect FASD (49%). 

Growth deficiency, enrolment in special education and difficulties with executive 

functioning were most frequently observed in children diagnosed with FASD. However, 

features of FASD were also observed in the other two groups. Thus, children adopted from 

Poland showed a high risk of FASD and some children may go undiagnosed. Adoptive 

parents and professionals need to be aware of the potential consequences of prenatal 

exposure to alcohol.  
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INTRODUCTION 

Research about adopted children has provided us with ample knowledge on the effects of 

early life risk factors, such as deprivation in institutional care (Rijk, 2008; Rutter & Sonuga-

Barke, 2010). A risk factor that has received relatively little attention is prenatal alcohol 

exposure, which may affect physical development, neurological development and behaviour 

(Riley & McGee, 2005). This study examined prenatal alcohol exposure, and its potential 

consequences, in Polish children adopted by Dutch parents.  

 

Fetal alcohol spectrum disorders 

The range of potential consequences of prenatal exposure to alcohol fall under the 

nondiagnostic umbrella term fetal alcohol spectrum disorders (FASD), with fetal alcohol 

syndrome (FAS) at the most severe end of the spectrum. The main features of FAS are 

prenatal and, or, postnatal growth deficiency (height, weight), a set of facial anomalies 

(short palpebral fissures, smooth philtrum, thin upper lip) and central nervous system 

dysfunction (Astley & Clarren, 2000; Hoyme et al., 2005). Prevalence rates in the USA are 

estimated to be .5–2 per 1,000 live births for FAS and 10 per 1,000 live births for FASD (May 

& Gossage, 2001). Two European studies estimated FAS at 3.7–7.4 per 1,000 children and 

FASD at 20.3–40.8 per 1,000 children (May et al., 2006; Petković & Barišić, 2010). 

Individuals with FASD face a range of possible neuropsychological and behavioural 

problems, including impairments in intellectual functioning, learning, memory, language, 

visual-spatial ability, attention and adaptive behaviour (Mattson, Crocker, & Nguyen, 2011; 

Riley & McGee, 2005). In comparison to a normal control group, individuals with FASD 

showed more deficits in executive functioning (Rasmussen, 2005): a collection of related 

abilities that provide intentional, goal-directed, problem-solving action, such as the ability to 

initiate and stop actions and plan future behaviour (Gioia & Isquith, 2004). Deficits in 

executive functioning in children with FASD occurred to the same degree as for children 

with or without facial features of FAS (Rasmussen, 2005). 

 

FASD in adopted children 

An increased risk of prenatal exposure to alcohol and FASD has been reported in children 
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adopted from Central and Eastern European (CEE) countries. Landgren, Svensson, 

Strömland, and Andersson Grönlund (2010) reported that the prevalence of FASD was 52% 

among children adopted in Sweden from CEE countries, including Russia, Poland, Romania, 

Estonia and Latvia. Based on phenotypic characteristics, 58% of the children adopted from 

Eastern Europe and the former Soviet Union were said to have a high/intermediate risk for 

prenatal alcohol exposure (Miller, Chan, Tirella, & Perrin, 2009). Information about prenatal 

exposure to alcohol is unavailable for many adoptees (Landgren et al., 2010; Robert et al., 

2009). Maternal alcoholism has been specifically mentioned in the adoption charts of 33% 

adoptees from CEE countries (Landgren et al., 2006). In another sample of children adopted 

from CEE countries, 21% were prenatally exposed to alcohol and exposure in the remaining 

children was unknown (Robert et al., 2009).  

 

Current study  

Despite the growing number of studies on prenatal alcohol exposure and FASD, few have 

focussed on adoptees with FASD. Between 2004 and 2013, 3,548 Polish children were 

placed for international adoption (ISS/IRC Team, 2011, 2014; Selman, 2010). These children 

predominantly came from dysfunctional families, and parental alcohol abuse was a common 

risk factor (Knuiman, Rijk, Hoksbergen, & Van Baar, 2014). Considering the potential risk for 

FASD in this group of adoptees, we examined what percentage of children adopted from 

Poland were diagnosed with FASD after adoption and what percentage of the adoptive 

parents suspected their child had FASD. Secondly, we studied to what extent FASD features 

were present in children adopted from Poland and whether an FASD diagnosis or suspicion 

of FASD by the adoptive parents was associated with growth deficiency, special education 

attendance and executive functioning difficulties in the children. 

 

METHOD 

Participants 

In a previous study, the Dutch adoptive parents of all 181 children adopted from Poland 

between January 1999 and December 2006, were invited to participate in a study on the 

development of Polish adoptees after adoption. The response rate was 73% (Knuiman et al., 
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2014). For this study, conducted two years later, we approached the parents who 

participated in the first study and the adoptive parents of 121 children (91%) agreed to 

participate again.  

The mean age of the 121 children (52% boys) was 10.9 years, with a standard deviation 

(SD) of 2.7 years and a range of 5.5–17.2. The mean age at adoption was 3.0 years (SD = 1.6, 

range .8–6.9). In most cases, the children were placed for adoption because the parental 

rights of the biological parents had been terminated by a judge. Some of the children were 

abandoned or their biological parents voluntarily gave them up for adoption. The children 

were adopted by 71 Dutch couples, who had an average of 2.1 children (SD = .8, range 1–4). 

The average age at assessment of the adoptive mothers was 46.0 years (SD = 5.4, range 

34.7–57.6), and for the adoptive fathers, it was 47.5 years (SD = 4.6, range 40.3–58.1). The 

questionnaires were completed by adoptive mothers (73%), adoptive fathers (8%) or both 

(19%).  

 

Measures 

Demographics and pre-adoptive risk factors 

 A questionnaire was developed for the current study to assess the demographic variables of 

the adoptive parents and their children and the background variables of the children prior 

to adoption. The adoptive parents were asked whether prenatal alcohol exposure, history of 

neglect and history of abuse had occurred or not or whether this was unknown. Adoptive 

parents mainly based their knowledge about the pre-adoptive risk factors on information 

from the adoption file and information obtained during the adoption process, which 

involved spending approximately six weeks in Poland. The validity of the information on pre-

adoptive risk factors could, therefore, not be confirmed.  

 

FASD diagnosis and suspicion 

We used a questionnaire to ask adoptive parents whether their child had been diagnosed 

with FASD. If the parents confirmed this, they were asked to report when and by whom 

their child had been diagnosed. Adoptive parents, whose child did not have an FASD 

diagnosis, were asked whether they suspected the presence of FAS or a related condition 

within the FASD spectrum.  
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Growth  

The child’s current height and weight were reported by the adoptive parents. The percentile 

scores were calculated based on a reference group of Polish children, aged 6–19 years 

(Kułaga et al., 2011). Height and weight scores at or below the tenth percentile were used to 

indicate mild to severe growth deficiency. An overall category for growth deficiency was 

also computed. Children who scored at or below the tenth percentile of height and, or, 

weight, were categorised as having mild to severe growth deficiency (Astley, 2004). 

 

Educational attainment 

Adoptive parents indicated the type of education the children were enrolled in, 

distinguishing between schools for regular and special education. This last group included 

children with learning difficulties, behavioural problems, physical or sensory disabilities or 

protracted illness. 

 

Executive functioning 

To measure executive functioning, the Dutch version (Smidts & Huizinga, 2009) of the 

Behaviour Rating Inventory of Executive Function (BRIEF) was used (Gioia, Isquith, Guy, & 

Kenworthy, 2000). This questionnaire consists of 75 items constituting eight clinical scales: 

inhibit, shift, emotional control, initiate, working memory, plan/organise, organisation of 

materials, and monitor. Adoptive parents were asked to rate if their child displayed certain 

behaviour never, sometimes or often. A total score, the global executive composite, was 

computed by summing the clinical scales. The raw BRIEF scores were transformed into T 

scores (M = 50, SD = 10) and T scores above 65 (> 1.5 SD) were considered to be clinically 

significant (Smidts & Huizinga, 2009). Huizinga and Smidts (2010) reported good internal 

consistency of the BRIEF, with Cronbach’s alphas from .78 to .96. In this study, the reliability 

of the eight clinical scales was good (α = .86–.93). Cronbach’s alpha for the global executive 

composite was .97. 

 

Statistical analyses 

Three groups were identified: FASD diagnosis, consisting of children diagnosed with a 

disorder in the FASD spectrum; Suspected FASD, with children whose adoptive parents 
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suspected FASD; and No FASD, with children whose adoptive parents did not suspect FASD. 

Differences between these three subgroups on growth, educational attainment and 

executive functioning were analysed with chi-square tests of independence. Post-hoc 

analyses were performed for significant differences. Bonferroni correction was applied to 

correct for multiple comparisons (adjusted α = .017). For effect size, we used Cramér’s V 

(φc) with the following interpretation: < .19 very low; .20–.39 low; .40–.69 modest; .70–.89 

high; .90–1.00 very high (Bryman & Cramer, 1997). 

A one-way between-groups multivariate analysis of variance (MANOVA) was used to 

compare average T scores of the three FASD groups on the eight clinical subscales of the 

BRIEF. Post-hoc univariate analyses (ANOVA) were carried out with Bonferroni adjusted 

alpha level (α = .017). Missing BRIEF data were imputed from the average of the relevant 

subscale. Two cases were deleted, because of inconsistent scores on the BRIEF. Eta squared 

(η2) was used as an effect size measure, with .01–.05 indicating a small, .06–.13 a medium 

and > .14 a large effect size, respectively (Cohen, 1988). 

 

RESULTS 

FASD: diagnosis and suspicion 

The study included 37 children (31%) who were diagnosed with a disorder in the FASD 

spectrum (FASD diagnosis). There were 25 children (21%), who had not been professionally 

diagnosed with FASD, but their parents suspected they had FASD (Suspected FASD). Finally, 

there were 59 children (49%) who had not been diagnosed with FASD and their parents did 

not suspect they had FASD (No FASD).  

Children in the FASD group were diagnosed with FAS (n = 26), partial FAS (n = 5), alcohol-

related birth defects (n = 1) and alcohol-related neurodevelopmental disorder (n = 1). The 

adoptive parents of four children did not specify the diagnosis. Four of the children in the 

FASD group (11%) had already been diagnosed in Poland and the other children were 

diagnosed in the Netherlands, on average 4.8 years after adoption (SD = 2.7, range .0–9.9). 

The average age at diagnosis was 8.2 years (SD = 3.1, range 1.0–14.2). Most children had 

received their diagnosis in one of the Dutch FAS outpatient clinics, by a paediatrician and 

psychologist. Other diagnoses were given by paediatricians (n = 5), clinical geneticists (n = 4) 

and a psychiatrist (n = 1). 
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Demographic characteristics and pre-adoptive risk factors of the three subgroups are 

displayed in Table 4.1. The three groups differed significantly by age at adoption, the 

proportion of children prenatally exposed to alcohol and the proportion of children with a 

history of neglect. Post-hoc analyses showed that, in comparison to the children with No 

FASD, the FASD group and the Suspected FASD group were more frequently exposed to 

alcohol during gestation, χ2 (1, n = 69) = 21.66, p < .001, φc = .56; χ2 (1, n = 57) = 11.07, p = 

.001, φc = .44. They were more frequently neglected as well, χ2 (1, n = 83) = 8.53, p = .003, 

φc = .32; χ2 (1, n = 69) = 7.17, p = .007, φc = .32. The FASD group and the Suspected FASD 

group did not differ significantly with regard to either variable. For age at adoption, post-hoc 

comparisons between the three subgroups were not significant. 

 

Features of FASD  

Growth 

The percentages of Polish adoptees with growth deficiency are displayed in Table 4.2. The 

proportion of children scoring below or at the tenth percentile for height and weight were 

both significantly different for the three groups, χ2 (2, n = 99) = 10.96, p = .004, φc = .33; χ2 

(2, n = 96) = 11.50, p = .003, φc = .35. Post-hoc analyses showed that, in comparison to 

children in the No FASD group, significantly more children in the FASD group scored below 

the tenth percentile on height, χ2 (1, n = 78) = 10.99, p = .001, φc = .38. For weight, children 

in the FASD group scored more frequently below the tenth percentile than children in both 

the Suspected FASD group and the No FASD group, χ2 (1, n = 51) = 8.06, p = .005, φc = .40; χ2 

(1, n = 75) = 7.69, p = .006, φc = .32. The remaining differences between groups were not 

significant for either height or weight. 

 

Educational attainment 

Of the children with an FASD diagnosis, 49% were attending special education. Of the 

children whose parents suspected FASD, 56% attended special education. For children with 

no suspicion of FASD, the proportion of children enrolled in special education was 22%. The 

difference between the three groups was significant, χ2 (2, n = 121) = 11.67, p = .003, φc = 

.31. Post-hoc analyses indicated that, in comparison to children in the No FASD group, the 

proportion of children in special education was higher for children in the FASD group, χ2 (1,
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Table 4.2 Growth deficiency for Polish adoptees with FASD diagnosis, Suspected FASD, and 

No FASD 

 FASD diagnosis 

(n = 30–31) 

Suspected FASD 

(n = 21) 

No FASD 

(n = 45–47) 

  

χ
2
 

 

p 

 

φc 

Height (≤ 10
th

 percentile) 58% 38% 21%  10.96 .004 .33 

Weight (≤ 10
th

 percentile) 53% 14% 22%  11.50 .003 .35 

Growth deficiency
#
 63% 38% 31%  7.87 .020 .29 

#
 Height and/or weight at or below the tenth percentile, indicating mild to severe growth deficiency (Astley, 2004). 

Note. A group of Polish school-aged children and adolescents was used as a reference group (Kułaga et al., 2011). N varied 

from the total sample, because eight children fell below the age range of the reference group and were excluded. In other 

cases, adoptive parents failed to report height and/or weight. 

 

n = 96) = 7.37, p = .007, φc = .28, and the Suspected FASD group, χ2 (1, n = 84) = 9.29, p = 

.002, φc = .33. The difference between the FASD group and the Suspected FASD group was 

not significant. 

 

Executive functioning 

The percentage of children scoring in the clinical range of the global executive composite in 

the FASD group, the suspected group and the No FASD group were 46%, 24%, and 12% 

respectively. These proportions were significantly different for the three groups, χ2 (2, n = 

121) = 14.18, p = .001, φc = .34. Post-hoc analyses showed a significant difference between 

the FASD group and the No FASD group χ2 (1, n = 96) = 14.09, p < .001, φc = .38. The 

Suspected FASD group did not differ significantly from either of the two other groups. 

Results for the clinical scales of the BRIEF are displayed in Table 4.3. Multivariate analysis 

of variance indicated a significant difference between the scores of children on the eight 

combined clinical scales of the BRIEF, F (16, 222) = 2.24, p = .005, Wilks’ Lambda = .74; η2 = 

.26. The univariate analyses of the individual scales yielded a significant difference between 

the three groups for the clinical scales inhibit, emotional control, and organisation of 

materials. Post-hoc comparisons showed that the mean scores on these scales were 

significantly higher for children in the FASD group than for children in the No FASD group. 

Mean scores of the Suspected FASD group were between the scores of the other two 

groups, but differences were not significant for any of the three scales. 
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DISCUSSION 

Children adopted from Poland were found to have a high risk of FASD. After an average of 

eight years with their adoptive parents, 31% of the children had been diagnosed with FASD 

at some point. Yet a further 21% of the adoptive parents suspected FASD. In addition, some 

potential features of FASD were observed in the group of children without suspicion of 

FASD. These results are in line with available research indicating that 52% of the adoptees 

from CEE countries have FASD (Landgren et al., 2010). Children with an FASD diagnosis were 

more likely to display growth deficiency, be enrolled in special education and have more 

problems with executive functioning than children whose parents did not suspect FASD. On 

executive functioning, parents of children diagnosed with FASD reported more problems 

with inhibition, emotional control and organisation of materials than parents of children 

without suspected FASD. Children with suspected FASD typically scored between children 

diagnosed with FASD and children without a suspicion of FASD, indicating that the suspicion 

could have been correct in some cases. 

Polish children whose adoptive parents did not suspect FASD had fewer features of 

FASD. However, features of FASD were also present in this group. Some of these children 

may have had FASD, but had not been diagnosed. Many children and adults with FASD go 

unrecognised (Hoyme et al., 2005, Landgren et al., 2006) and this is possibly the case for 

some children in the current sample as well. Adoptive parents had no information on 

prenatal alcohol exposure for 28% of the children in our sample, making a diagnosis of FASD 

more difficult, especially when the FAS facial characteristics were not present (Astley & 

Clarren, 2000). 

An alternative explanation might be that many of the Polish adoptees had been exposed 

to other early life risk factors, such as institutional care and neglect or that prenatal 

exposure to alcohol occurred alongside these other early life risk factors. The behavioural 

problems and developmental delays in Polish adoptees cannot, therefore, solely be 

attributed to prenatal alcohol exposure. Behavioural manifestations of damage to the 

central nervous system after prenatal exposure to alcohol might resemble behaviour that is 

often seen in children who have been institutionalised, such as inattention/overactivity, 

quasi-autism, cognitive impairment and disinhibited attachment (Kumsta et al., 2010). As 

multiple risk factors often occur together, and pre-adoptive history is partly unknown, it is 
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difficult to disentangle behavioural problems resulting from prenatal exposure to alcohol 

from behavioural problems related to other risk factors.  

 

Strengths, limitations and future directions 

This study provides insights into the development of children adopted from Poland. To date, 

no information has been available on the presence of features of FASD in this group of 

adoptees. A limitation of the study is that we relied on passive surveillance. The number of 

children with an FASD diagnosis might, therefore, be an underestimation of the actual 

number of children with FASD. In addition, different clinicians, possibly using different 

diagnostic criteria, diagnosed the children in our sample.  

Parental ratings of behaviour were used to measure executive functioning. Previously 

reported correlations between the BRIEF and experimental tasks on executive functioning 

were low (Huizinga & Smidts, 2010). For future research, we therefore recommend 

including laboratory tests of executive functioning, as well as parental ratings. Further 

research is needed to examine whether adoptive parents of children with FASD experience 

increased levels of stress, as an association between parental stress and behavioural 

problems in adoptees was found in earlier studies (Mainemer, Gilman, & Ames, 1998; Rijk, 

2008).  

 

Practical implications 

The high prevalence of FASD in children adopted from Poland points to the need for 

systematic attention that focuses on the potential consequences of prenatal alcohol 

exposure. Early diagnosis of FASD has been associated with more positive long-term 

outcomes and is important in the prevention of secondary disabilities, such as mental health 

problems or later trouble with the law (Streissguth, 1997). To enable children with FASD to 

be identified at an early stage, it is recommended that all children adopted from Poland are 

screened for FASD and subsequently diagnosed if indications for FASD are present. Prior to 

adoption, prospective adoptive parents of children adopted from Poland and other CEE 

countries need to be informed about FASD and other possible medical, behavioural 

problems and developmental delays. Specialised professional assistance with expertise on 

FASD and adoption related issues is also highly recommended. However, the number of 
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effective interventions for children with FASD is still limited (Peadon, Rhys-Jones, Bower, & 

Elliott, 2009) and may be unavailable for families. Therefore, a strong need exists to develop 

more effective interventions for children with FASD and make these available for adoptive 

parents and their children in the near future.  

 

Conclusion 

The prevalence of FASD in children adopted from Poland is high, with strong indications that 

some children with FASD still go undiagnosed. Adoptive parents and professionals working 

with adoptees need to be aware of the possible consequences of prenatal exposure to 

alcohol. Early intervention and a stable family environment may contribute to the 

prevention of secondary disabilities in these children. 
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ABSTRACT 

The aim of this study was to longitudinally examine parenting stress, parenting satisfaction 

and parenting behaviour in relation to behavioural problems in adoptive children from 

Poland, who display a high risk of fetal alcohol spectrum disorders (FASD). Participants were 

79 Dutch adoptive families. Questionnaires were used to assess parenting and children’s 

behaviour. Children were 8.6 years (SD = 2.9) old at Time 1, and 10.9 years (SD = 2.7) at 

Time 2. Adoptive parents reported significantly more parenting stress and higher parenting 

satisfaction compared with Dutch norms. Parenting stress was most strongly associated 

with children’s externalizing problems. Parents of children with FASD or suspicion of FASD, 

experienced more parenting stress. Overreactive parenting two years later was predicted by 

parenting stress, but only in adoptive parents of children without FASD. In conclusion, 

parents who adopted from Poland showed a mixed profile with more parenting stress, as 

well as higher satisfaction with the child-rearing situation. 
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INTRODUCTION 

Adopting a child is one of the possible ways of becoming a parent, and it poses specific 

challenges to the adoptive parents. Most adoption studies concern the development of 

adoptees. Relatively few studies have focused on parenting stress in adoptive families 

(Palacios & Sánchez-Sandoval, 2006). None of these studies included fetal alcohol spectrum 

disorders (FASD) as an additional risk factor, nor was the association between parenting 

stress and parenting behaviour studied. To address this, we studied levels of parenting 

stress and parenting satisfaction in adoptive families of children adopted from Poland, a 

group with a high prevalence of FASD (Knuiman, Rijk, Hoksbergen, & Van Baar, 2015). We 

also examined parenting stress and its association with family and child characteristics, as 

well as parenting behaviour two years later. 

 

Parenting stress in adoptive families 

The level of stress experienced in a family is determined by the balance between stressors 

and strengths (Patterson, 2002). Parenting stress is defined as “the aversive psychological 

reaction to the demands of being a parent” (Deater-Deckard, 1998, p. 315). Three levels of 

potential stressors can be identified: extra-familial factors (e.g., unemployment, low 

socioeconomic status), interpersonal factors (e.g., marital distress), or child factors (e.g., 

behavioural problems) (Webster-Stratton, 1990). Parenting stress has been associated with 

certain parenting behaviours, for example overreactive and lax parenting (Prinzie, Onghena, 

& Hellinckx, 2007).  

Within adoptive families, multiple sources of potential stressors can be identified. In 

addition to common stressors that all families have to cope with, such as changes in family 

roles, time management, and financial obligations, they have to deal with adoption-specific 

tasks. At adoption, the adoptive parents and child are united as a family, which implies 

forming a new family system and integrating each other’s individual life experiences 

(Brodzinsky & Pinderhughes, 2002). In this process, adoptive families learn to accept the 

child with their own strengths, weaknesses and pre-adoption history (Groza & Ryan, 2002). 

Moreover, there may be specific stressors, such as behavioural problems, which are more 

often observed in adoptees (Hjern, Lindblad, & Vinnerljung, 2002; Juffer & Van IJzendoorn, 

2005). When there is an imbalance between stressors and resources and too much stress is 
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present in a family, there is a risk for a crisis situation (Boss, 2002), possibly resulting in 

adoption disruption (McGlone, Santos, Kazama, Fong, & Mueller, 2002).  

Studies on parenting stress in adoptive families have shown mixed results. Adoptive 

parents of Spanish children adopted through national adoption programs, predominantly as 

babies, did not experience more parenting stress than non-adoptive parents. Parenting 

stress was even lower on stress related to characteristics of the parents (Palacios & Sánchez-

Sandoval, 2006). American adoptive parents of adoptees from Romania also did not report 

more parenting stress, measured six months after adoption. These children were adopted 

after a period of severe deprivation in institutional care (Judge, 2003). 

Higher levels of parenting stress, on the other hand, were found in adoptive parents of 

children adopted from Romania studied at 4 to 25 months after adoption, compared with 

parents in the norm group (Mainemer, Gilman, & Ames, 1998). Adoptive parents of 

Romanian children in the Netherlands, reported higher levels of parenting stress about five 

years after adoption as well (Rijk, Hoksbergen, Ter Laak, Van Dijkum, & Robbroeckx, 2006). 

Variations in outcomes of severely deprived Romanian adoptees were not associated with 

variation in the quality of parenting of the adoptive parents. This suggests that there are no 

indications that the adoptive family environment was the cause of behavioural problems 

(Castle, Beckett, Rutter, & Sonuga‐Barke, 2010). 

Adoptive parents of children with special needs reported higher levels of parenting 

stress as well (McGlone et al., 2002). Adoptive children are generally considered to have 

special needs when they are three years or older at adoption, have physical, emotional of 

developmental problems, are members of a minority group, or are part of a sibling group of 

three or more (Barth & Berry, 1988). Families adopting these children may require more 

resources, time, energy, and more support than families who adopted a child without 

special needs (Keagy & Rall, 2007; Ruggiero & Johnson, 2009).  

Parenting stress in adoptive parents was mostly related to child characteristics 

(Mainemer et al., 1998; Miller, Chan, Tirella, & Perrin, 2009). The most important predictor 

of parenting stress was children’s behavioural problems. More behavioural problems, 

especially externalizing problems (McGlone et al., 2002; Miller et al., 2009), were associated 

with increased child-related parenting stress (Judge, 2003; Mainemer et al., 1998). Family 

demographics, the number of developmental problems, and time in institutional care, were 

unrelated to parenting stress in one study (Judge, 2003). In another study, parenting stress 
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was associated with time in institutional care, and it was related to a younger age of the 

adoptive mother, more adopted children in the family, and lower family income (Mainemer 

et al., 1998). 

 

Parenting satisfaction in adoptive families 

Adoptive parents are a group of parents with specific characteristics that differentiate them 

from other parents, e.g., high SES; on average older age when becoming a parent; higher 

income; better prepared for parenthood; strong desire to become a parent; and low divorce 

rate (Hellerstedt et al., 2008; Levy-Shiff, Goldshmidt, & Har-Even, 1991). These 

characteristics may counterbalance potential stressors and thus prevent or buffer against 

higher levels of parenting stress.  

Another characteristic that may act as a buffer is that most adoptive parents are 

satisfied with the child-rearing situation in their family (Levy-Shiff et al., 1991; Rijk et al., 

2006). Families with children adopted from Romania were generally stable, and adoptive 

parents reported to be close to their children. Satisfaction with the child-rearing situation 

was associated with less parenting stress (Rijk et al., 2006). Less satisfaction with the parent-

child relationship was related to children’s behavioural problems (Ryan & Groza, 2004). 

Additionally, adoptive parents of special needs adoptees were predominantly positive about 

their children (McGlone et al., 2002), and the impact of the adoption on the family 

(Rosenthal, Groze, & Aguilar, 1991).  

 

Adoptees from Central and Eastern Europe 

In families with a child adopted from Central and Eastern European (CEE) countries, more 

potential stressors are present, e.g., a higher risk of behavioural problems compared with 

children adopted from other parts of the world (Gunnar, Van Dulmen, & The International 

Adoption Project Team, 2007; Knuiman, Rijk, Hoksbergen, & Van Baar, 2014). A high 

prevalence of FASD, resulting from prenatal exposure to alcohol, in these children was 

found to be present as well (Knuiman et al., 2015; Landgren et al., 2010). Neurobehavioural 

problems in children with FASD include learning difficulties, problems with executive 

functioning, social problems, inattention, inhibition problems and poor cause and effect 

reasoning (Mattson, Crocker, & Nguyen, 2011; Riley & McGee, 2005). When FASD and the 
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accompanying neurobehavioural problems are present in a child, the adoptive parents could 

be at increased risk for parenting stress.  

 

Current study 

In this study, levels of parenting stress and parenting satisfaction of Dutch adoptive parents 

of children adopted with Poland with a high risk of FASD were evaluated in comparison with 

Dutch norms, while taking the child’s gender into account, as well as FASD diagnosis. We 

also examined which other child and family characteristics were associated with parenting 

stress and parenting satisfaction. Furthermore, we analysed whether parenting stress 

predicted inadequate parenting two years later. We explored whether this relationship was 

different for parents of children with an FASD diagnosis, suspected FASD or without FASD. 

We hypothesised that parents of children adopted from Poland would experience higher 

levels of parenting stress compared with Dutch norms, and that parenting stress would be 

positively related with children’s behavioural problems. Considering the behavioural 

problems associated with FASD, adoptive parents of children with FASD were expected to 

report more parenting stress than parents of children without this diagnosis. Furthermore, 

we hypothesised that parenting stress at Time 1 was associated with more inadequate 

parenting two years later.  

 

METHOD 

Participants and procedure 

Participants were Dutch adoptive parents of children adopted from Poland, between 

January 1999 and December 2006. The adoptive parents were invited to participate by 

letter, sent by the adoption agency that placed these children. Because of the protection of 

personal information, non-responders could not be contacted directly. The adoptive parents 

who agreed to participate received questionnaires to complete. Adoptive parents who did 

not respond within two months received a reminder letter. Data collection occurred in two 

waves, about two years apart. At Time 1, 73% of all families participated (N = 79). Adoptive 

parents who had participated in the first wave were asked to answer a second set of 

questionnaires. At Time 2, 90% of the adoptive families that completed the questionnaires 
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in the first wave, participated again (N = 71). 

At Time 1, participants were 79 Dutch adoptive families with 133 children, aged 3.6 to 

13.4 years (M = 8.7, SD = 2.9), adopted from Poland. For families who adopted more than 

one child within the eight-year time frame of the study, one child was selected at random to 

avoid dependence of data. Two children in families with multiple adopted children were 

excluded because they were living in out-of-home care at the time of the study. 

Demographic characteristics of the adoptive families are displayed in Table 5.1. 

Questionnaires were filled out by the adoptive mothers (57%), adoptive fathers (5%) or both 

(38%).  

 

Table 5.1 Descriptive statistics for Polish adoptees and their adoptive parents at Time 1 

Variable N % / Mean (SD) 

Children’s gender (boys) 79 53% 

Age of the children (years) 79 8.7 (2.9), 3.6–13.4 

Age at adoption (years) 79 2.9 (1.4), 0.4–6.4 

Time in the Netherlands (years) 79 5.8 (2.7), 1.3–9.9 

FASD 

Diagnosed 

Suspected by parents 

Not suspected by parents 

79 

 

 

22% 

25% 

53% 

Marital status 

Married 

Divorced 

79 

 

 

96% 

4% 

Age of adoptive fathers (years) 77 44.8 (4.7), 36–55 

Age of adoptive mothers (years) 78 42.9 (5.1), 32–55 

Number of children per family 79  2.1 (.8), 1–4 

Gross family income 

≤ €40,000 

> €40,000 

72 

 

 

40% 

60% 

Educational level *  

Low-average 

High 

70 / 71 Adoptive fathers 

59% 

41% 

Adoptive mothers 

69% 

31% 

Note. * Low-average (primary school, secondary school and lower/intermediate  

vocational schooling); High (higher vocational schooling and university). 
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At Time 2, the children (N = 71) were on average 10.9 years old (SD = 2.7, range 6.2–

15.6). One-fourth of these children were diagnosed with an FASD, in 20% of the children the 

parents suspected FASD, and in 55% they did not suspect FASD. Children participating  

at Time 2, did not differ from those who did not participate, in terms of gender, χ2 (1) = .32, 

p = .574, scores on internalizing problems, F (1, 73) = .00, p = .984, and scores on 

externalizing problems, F (1, 73) = .74, p = .393, at the start of the study. 

 

Measures  

Demographic and background information  

Information on adoptees and the adoptive parents was collected by questionnaire. 

Questions included adoptive parents’ date of birth, marital status, number of children, 

income and educational level. Children’s gender, date of birth and date of adoption were 

included as well.  

 

Fetal Alcohol Spectrum Disorders  

At both measurement points, adoptive parents were asked whether a professional had 

diagnosed their child with FAS or another disorder within the FASD spectrum. If adoptive 

parents answered no, they were asked whether they suspected their child had an FASD. We 

distinguished three categories: FASD diagnosis, children diagnosed with a disorder in the 

FASD spectrum; Suspected FASD, children whose adoptive parents suspected FASD; and No 

FASD, children not diagnosed with FASD and whose adoptive parents did not suspect FASD 

either. 

 

Children’s behavioural problems  

The Child Behaviour Checklist (Achenbach, 1991; Verhulst, Van der Ende, & Koot, 1996) was 

used to measure behavioural and emotional problems. Parents were asked to rate 118 

specific behavioural and emotional problems at Time 1. Two higher-order factors were 

distinguished. The internalizing problems scale encompassed three syndrome scales: 

withdrawn/depressed, somatic problems, and anxious/depressed. The externalizing 

problems scale contained two syndrome scales: rule-breaking behaviour, and aggressive 

behaviour. Standardised T scores were used for analyses (M = 50, SD = 10), with higher 
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scores indicating more behavioural problems. Cronbach’s alphas for the internalizing and 

externalizing problems scales were good: .83 and .91 respectively.  

 

Parenting stress and parenting satisfaction  

The Nijmegen Child-Rearing Situation Questionnaire [Nijmeegse Vragenlijst voor de 

Opvoedingssituatie] (NCRQ; Wels & Robbroeckx, 1996) is a Dutch self-report questionnaire 

to measure the parental appraisal of the child-rearing situation. At Time 1, two scales were 

administered: parenting stress and parenting satisfaction. Parenting stress consisted of four 

subscales: acceptance (4 items; e.g., ‘it is difficult to accept when you have a child like…’), 

coping (8 items; e.g., raising … requires a lot of my strength’), experiencing problems (7 

items; e.g., ‘I worry about how to continue raising …’), child as a burden (7 items; e.g., ‘… is 

not an easy child to raise’). Parenting satisfaction consisted of 6 items (e.g., ‘Are you 

satisfied with the way you raise your child’). All items were measured on a five-point Likert 

scale, with higher scores indicating more parenting stress, and more parenting satisfaction. 

The internal consistency of these scales was good, with Cronbach’s alphas ranging from .72 

to .88. The norm sample consists of 234 parents of healthy children. The NCRQ provides 

separate norms for fathers and mothers (Wels & Robbroeckx, 1996). We used the mother 

norms, because the majority of the questionnaires were filled out by the adoptive mothers. 

 

Parenting behaviour  

A Dutch translation of the Parenting Scale (Arnold, O’Leary, Wolff, & Acker, 1993; Prinzie et 

al., 2004) was administered to measure parenting behaviour at Time 2. We used a short 

version (Irive, Biglan, Smolowski, & Ary, 1999) in which two factors were distinguished: lax 

parenting and overreactive parenting. Lax parenting consisted of six items related to 

permissive and inconsistent discipline, e.g. parents give in and do not enforce children to 

comply with rules. Overreactive parenting, consisted of six items, measuring parents’ 

tendency to respond impatiently and aversively to the children’s problematic behaviour 

(Arnold et al., 1993; Irvine et al., 1999). Internal consistency and test-retest reliability 

correlations are adequate (Arnold et al., 1993; Irvine et al., 1999). In this study, Cronbach’s 

alphas were good: .83 for lax parenting and .80 for overreactive parenting. 
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Statistical analyses 

Statistical analyses were conducted with the Statistical Package for the Social Sciences 

(version 20). As the parents formed the unit of analysis, one child per family was selected 

randomly. A one-sample t-test was carried out to compare average scores on the subscales 

of the NCRQ of the adoptive parents with the means of the norm group. Cohen’s d was used 

as effect size measure, with .20–.49 indicating a small effect size, .50–.79 a medium effect 

size, and .80 and above a large effect size (Cohen, 1992). One-way analysis of variance 

(ANOVA) was conducted to compare adoptive parents of boys and girls, and to compare the 

average scores on the NCRQ of the FASD categories. The effect size measure used was eta 

squared (η2) with .01–.05 indicating a small, .06–.13 a medium, and > .14 a large effect size 

(Cohen, 1988). 

To examine associations between child and family characteristics, and parenting stress, 

and satisfaction, we used ANOVAs and correlation coefficients (Pearson r). Effect size r .10–

.29 is qualified as small, .30–.49 as medium, and .50 and above as large (Cohen, 1992). To 

examine whether parenting stress predicted parenting behaviour two years later and 

whether FASD category moderated this relationship, we used General Linear Models (GLM). 

Parenting stress was the independent variable, parenting behaviour the dependent variable, 

and FASD category was included as a moderator. Two separate analysis were conducted, 

one with overreactive parenting and one with lax parenting as an outcome variable. We 

checked for assumptions of normality, linearity, multicollinearity and homoscedasticity, and 

they were not violated. 

 

RESULTS 

Levels of parenting stress and satisfaction 

A one-way ANOVA showed no significant difference in parenting stress for mothers, fathers, 

or couples who filled out the questionnaires together, F (2, 71) = .94, p = .396. The average 

level of parenting stress experienced by adoptive parents of girls (M = 2.30, SD = .63) was 

significantly higher compared with that of boys (M = 1.95, SD = .50), F (1, 78) = 7.62, p = 

.007, with a medium effect size, η2 = .09. In further analyses, gender was included as a 

control variable. 
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Compared with Dutch norms, adoptive parents experienced more parenting stress, t 

(78) = 5.33, p < .001, with a medium effect size, Cohen’s d = .58. Parenting satisfaction 

reported by the adoptive parents was significantly higher than in the norm group, t (77) = 

3.85, p = .001. Cohen’s d was .41, indicating a small effect size. Table 5.2 displays the 

average scores on the subscales of parenting stress and parenting satisfaction for adoptive 

parents of Polish adoptees and for the Dutch norm group.  

Furthermore, parenting stress differed significantly between the three FASD categories 

(FASD diagnosis, Suspected FASD, No FASD), F (2, 76) = 4.32, p = .017, with a medium effect 

size, η2 = .10. Post-hoc analyses indicated that parenting stress in parents of children with 

Suspected FASD (M = 2.32, SD = .54) was significantly higher than in parents in the No FASD 

category (M = 1.94, SD = .54), p = .048. Furthermore, there was a statistically insignificant 

trend (p = .078) toward more parenting stress in parents of children diagnosed with FASD 

(M = 2.31, SD = .64) compared with parents in the No FASD category. The average level of 

parenting stress of parents of children with an FASD diagnosis or Suspected FASD did not 

differ, p = 1.00. 

 

Predictors of parenting stress and satisfaction 

Table 5.3 displays the associations between child- and family characteristics, and parenting 

stress. Children’s behavioural problems, both internalizing and externalizing, were positively 

related to parenting stress. To examine the relative contribution of internalizing and 

externalizing problems to parenting stress, a multiple regression analysis was conducted 

predicting the level of parenting stress after controlling for the child’s gender. The model 

accounted for a significant variance in parenting stress, F (2, 72) = 27.25, p < .001 (R2 = .45, 

adjusted R2 = .43). Children’s externalizing problems significantly predicted parenting stress 

(β = .63, t (74) = 5.03, p < .001), whereas internalizing problems did not (β = –.01, t (74) =  

–.11, p = .991). More parenting stress was also reported by older fathers, r = –.27, p = .018. 

For parenting satisfaction, a significant association was found with the children’s 

externalizing problems only: More behavioural problems were related to lower parenting 

satisfaction, r = .24, p = .038.  
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Table 5.3 Associations between child- and family characteristics, and parenting stress and 

satisfaction (Pearson’s correlation and ANOVA) 

 N Parenting stress  Parenting satisfaction 

  Pearson’s r  F-value η
2
  Pearson’s r F-value η

2
 

Child characteristics         

 

Age at assessment 79 .21    –.14   

Age at adoption 79 .19    –.10   

Internalizing problems 75 .42 ***    –.13   

Externalizing problems 75 .66 ***    –.27 *   

Family characteristics         

 

Age adoptive fathers  77 .24 *    –.17   

Age adoptive mothers 78 –.03    –.10   

Number of children 79  2.91 .04   1.89 .02 

Education adoptive fathers  69  1.33 .02   .08 .00 

Education adoptive mothers  70  2.03 .03   1.92 .03 

Gross family income  72  .26 .00   .67 .01 

* p < .05, ** p < .01, *** p < .001. 

 

Parenting stress, parenting behaviour and the moderating role of FASD 

We also examined whether parenting stress predicted overreactive parenting two years 

later. FASD category (FASD diagnosis, Suspected FASD, No FASD) was included in these 

analyses to assess differences between the three categories. Results of two moderated 

regression analyses, with overreactive parenting and lax parenting as predictor variables, 

and FASD category as a moderator, are presented in Table 5.4. Analyses were run with and 

without child gender as a covariate. Because gender did not contribute significantly (p = .973 

for overactive parenting, and p = .722 for lax parenting), it was not included in the final 

models.  

Parenting stress was significantly related to overreactive parenting two years later, F (1, 

65) = 6.56, p = .013, R2 = .251. There was no main effect of FASD category, F (2, 65) = 1.88, p 

= .162. The association between parenting stress and overreactive parenting was 

moderated by FASD category, F (2, 65) = 4.42, p = .016. The difference in slopes between the 

parents of children diagnosed with FASD and No FASD was significant (p = .004), suggesting 

that these two groups responded differently to parenting stress. Parenting stress predicted 

overreactive parenting in parents of children without FASD (B = .69, p < .001), whereas this 

relation was not present for parents of children diagnosed with FASD (B = –.12, p = .595).  
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Table 5.4 Results of linear GLM with parenting stress predicting parenting behaviour, 

moderated by FASD category (N = 71) 

 Parenting behaviour 

Overreactive parenting  Lax parenting 

 Sum of 

Squares 

df Mean 

Square 

F-value
 

p  Sum of 

Squares 

df Mean 

Square 

F-value p 

 Parenting stress 5.30 1 5.30 6.56 .013  .61 1 .61 .60 .271 

 FASD category 3.03 2 1.51 1.88 .162  2.70 2 1.35 1.33 .441 

 PS*FASD category 7.13 2 3.56 4.42 .016  .51 2 .26 .25 .777 

  B SE t-value p   B SE t-value  p 

 Parenting stress  .69 .16 4.23 <.001 *   .00 .18 .01 .996 * 

 PS*Suspected FASD  –.27 .32 –.85 .399 
# 

  –.26 .36 –.71 .481 
# 

 PS*FASD diagnosis  –.81 .27 –2.97 .004 
# 

  –.08 .31 –.28 .783 
# 

 PS*No FASD   0 . . .   0 . . . 

Note. PS = parenting stress. 

* p-value indicating whether β of the No FASD category is significantly different from 0.  

#
 p-value indicating whether the slope is different in comparison to the slope of the No FASD category. 

 

For parents in the Suspected FASD category, parenting stress did not predict overreactive 

parenting either (B = .42, p = .136). The slope, however, did not differ significantly from the 

slope of the No FASD category. For lax parenting, none of the main effects were significant, 

nor was the interaction term (see Table 5.4).  

 

DISCUSSION 

The aim of this study was to longitudinally examine parenting stress, parenting satisfaction 

and parenting behaviour in relation to behavioural problems in adoptive children from 

Poland, who display a high risk of fetal alcohol spectrum disorders (FASD). As expected, 

Dutch adoptive parents of Polish adoptees experienced more parenting stress than parents 

in the Dutch norm group. This finding is in accordance with other studies on parenting stress 

in adoptive families of children adopted after early life deprivation (Mainemer et al., 1998; 

Rijk et al., 2006) and children with special needs (McGlone et al., 2002). 

Seemingly contradictory, the adoptive parents of children adopted from Poland also 

experienced more parenting satisfaction compared with Dutch norms. It might be expected 

that parents who experience more parenting stress, would experience less parenting 
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satisfaction as well (Hassall, Rose, & McDonald, 2005). However, in a group of adoptive 

parents who adopted a child from Romania, similar findings were found. In comparison to a 

norm group with similar care demands, parenting satisfaction in the adoptive parents was 

higher (Rijk et al., 2006). This could possibly be explained by the characteristics of the 

adoptive parents, such as being better prepared for parenthood, a strong desire to become 

a parent, older average age when becoming a parent and therefore more life experience, 

and a low divorce rate (Hellerstedt et al., 2008; Levy-Shiff et al., 1991). 

Several gender differences emerged. Adoptive parents of girls reported more parenting 

stress than parents of boys. This difference was especially large for parenting acceptance, 

indicating that adoptive parents were better able to accept the characteristics and 

behaviour of boys than those of girls. Perhaps this can be explained by the different 

expectations adoptive parents may have with regard to externalizing problems of boys and 

girls: Adoptive parents might label behavioural problems in girls to be more deviant than in 

boys. Adoptive parents also experienced more problems in the upbringing of girls compared 

with boys, and more difficulties coping. The level of experiencing their child as a burden and 

parenting satisfaction was similar for parents of boys and girls.  

Adoptive parents of children diagnosed with FASD, or who suspected FASD, reported 

more parenting stress than parents of children without (suspected) FASD, in particular with 

regard to experiencing their child as a burden. The increased presence of behavioural and 

developmental problems in children with FASD (Riley & McGee, 2005; Knuiman et al., 2015), 

might explain this finding. Differences, however, were not large. This may be explained by 

the presence of behavioural and developmental problems related to other pre-adoptive risk 

factors, such as early life deprivation, for the sample of children adopted from Poland as a 

whole. Adoptive parents of children diagnosed with FASD, or who suspected FASD 

experienced the same level of parenting satisfaction. 

More parenting stress was mainly attributable to the child’s externalizing behavioural 

problems, similar to findings of other studies (McGlone et al., 2002; Miller et al., 2009). 

Children’s externalizing problems were also associated with less parenting satisfaction. It 

could be argued that these behavioural problems cause more parenting stress and less 

satisfaction in the adoptive parents. However, parenting stress may affect children’s 

outcomes as well. Based on this study, inferences with regard to causality cannot be made. 

Moreover, behavioural problems and parenting stress most likely affect each other 
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bidirectionally. Previous research found that outcomes of adoptees exposed to early life 

deprivation were not associated with variation in the quality of rearing of the adoptive 

parents (Castle et al., 2010). Therefore, it seems plausible that the children’s behavioural 

problems contribute to parenting stress. 

Adoptive parents who experienced more parenting stress showed more overreactive 

parenting two years later, indicating a negative effect of parenting stress on parenting 

behaviour. This finding was in accordance with another study examining the relation 

between parenting stress and overreactive parenting (Prinzie et al., 2007). The relationship 

between parenting stress and overreactive parenting, however, was different for parents of 

children diagnosed with FASD, who suspected FASD, or who did not suspect FASD. Parenting 

stress was only associated with overreactive parenting for parents of children without FASD. 

For parents whose child was diagnosed with FASD, or whose parents suspected FASD, 

parenting stress was not associated with more overreactive parenting two years later. 

Although adoptive parents of children diagnosed with FASD perceived more parenting stress 

than Dutch norms, they did not respond to it with more overreactive parenting. This result 

may be an indication that a clear diagnosis, and thus knowing that the behavioural and 

developmental problems are the consequence of underlying neurological deficits, may help 

adoptive parents to have a better understanding of their child’s FASD-related challenges. 

This in turn might enable them to better adjust their parenting behaviour and not respond 

with overreactive parenting.  

Parenting stress was not related to lax parenting. Adoptive parents did not display more 

or less lax parenting when they experienced different levels of parenting stress. This was in 

contrast with an earlier finding in the general population (Prinzie, Onghena, & Hellinckx, 

2007). This result may further underline the specific strengths of adoptive parents, and 

points to the dedication adoptive parents have in raising their children.  

 

Strengths, limitations and future directions 

To our knowledge, this was the first study to examine associations between parenting 

stress, parenting satisfaction and parenting behaviour in a sample of adoptive families. As a 

high percentage of children adopted from CEE countries are at risk for having FASD, we took 

this into consideration. Adoptive parents of children adopted from Poland are a specific and 
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difficult to reach sample. Although the response rate was good, sample size was relatively 

small, limiting the number of possible statistical analyses. Furthermore, some adoptive 

parents had more than one child. In this study, adoptive parents reported parenting stress 

for the child that was randomly selected. However, it is difficult to disentangle the precise 

influences on parenting stress when multiple children are present in the family. Presumably, 

the parenting stress of raising the other child(ren) also contributed to the reported level of 

parenting stress. Another limitation may be that the adoptive parents chose who would fill 

out the questionnaires. Although the current study showed no indications that parenting 

stress differed for fathers, mothers, and couples, it would be preferable to study perceived 

parenting stress for both mothers and fathers, separately. 

In the current study, family demographic characteristics, other than fathers’ age, were 

not associated with parenting stress. However, it still remains unclear which adoptive 

parents are specifically at risk for increased parenting stress. In future studies, it would be 

interesting to examine characteristics of the adoptive parents, e.g. regarding parental 

cognitions or personality traits, to be able to get a better perspective on why the variability 

in parenting stress is present. Furthermore, it is recommended that future studies use 

multiple sources of data, such as observations of behaviour of the adoptive children and 

their parents, or teachers’ reports concerning children’s behavioural problems in addition to 

questionnaires. 

 

Practical implications 

Most adoptive parents of Polish adoptees do not experience significant parenting stress, 

and are able to cope with the parenting tasks presented to them. Considering the high levels 

of behavioural problems and their relation with parenting stress, it is important to support 

parents in coping with these behavioural problems. One way is to prepare adoptive parents 

well before they adopt their child. If adoptive parents would be better informed about what 

they might expect and how they can understand and handle these problems, they could 

possibly experience less parenting stress. This, in turn, may also positively affect the 

children’s outcomes. Monitoring these families after adoption, and if necessary, providing 

parenting guidance and interventions at an early stage is also recommended. This may 

prevent aggravation of potential problems, and it may prevent inadequate parenting. It is 
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also important that the children are given appropriate FASD diagnoses, when applicable. 

Knowing how the behavioural problems can be classified and/or understanding why specific 

difficulties are present, will allow more adequate parenting, and appropriate professional 

assistance if needed. 

 

Conclusion 

Parenting stress in the parents of children adopted from Poland was high compared to 

Dutch norms, and it was positively associated with externalizing behavioural problems. 

Despite this parenting stress and the high prevalence of behavioural problems and FASD in 

our sample, the adoptive parents were also generally satisfied with the child-rearing 

situation, which indicates strong resilience of these adoptive parents. 
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GENERAL DISCUSSION 

The aims of this dissertation were (1) to examine what background and pre-adoptive risk 

factors are present in children adopted from Poland; (2) to investigate the level of 

behavioural problems, and how these are related to pre-adoptive risk factors; (3) to 

examine to what extent fetal alcohol spectrum disorders (FASD) occurred in these children 

and how the diagnosis or suspicion of FASD was associated with developmental outcomes of 

the children; (4) to investigate to what extent adoptive parents experienced parenting stress 

as well as satisfaction in raising their adopted child, and the relation with concurrent 

developmental characteristics of the children, and parenting behaviour two years later. This 

concluding chapter provides a summary and a discussion of the main findings. Furthermore, 

strengths, limitations, suggestions for future research, and practical implications of our 

study are discussed. 

 

Background and pre-adoptive risk factors 

In Chapter 2, the situation for children without parental care in Poland was described based 

on a literature review, and as such the societal and political background regarding out-of-

home placement and adoption. Children in Poland are predominantly placed in out-of-home 

care when the biological parents are found to be unable to fulfil their parental tasks. An 

important factor contributing to out-of-home placement is parental alcohol abuse (State 

Agency for the Prevention of Alcohol-Related Problems [PARPA], 2008). Although family-

type care is preferred over institutional care, many of the out-of-home placed children still 

remain in institutional care (Central Statistical Office [CSO], 2010). The basic needs of the 

children, such as food, education, clothing and medical care, are provided for. However, the 

level of attention and care is often not in accordance with Polish legal requirements 

(Supreme Audit Office, 2008). For some children in out-of-home care in Poland, the judge 

decides to give legal permission for adoption. Children, who are available for intercountry 

adoption, are those who could not be placed with adoptive parents in Poland. Often these 

children were older at adoption, had specific medical needs, emotional or behavioural 

problems, or sibling group of three or more children (Ministry of Labour and Social Policy, 

2015).  

In Chapter 3, the background and pre-adoptive risk factors of the sample of Dutch 
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children adopted from Poland between January 1999 and 2006 were described. At adoption 

these children were on average three years old. Reasons for adoption, most often indicated 

by the adoptive parents, were alcohol abuse of the biological parent, neglect, abuse or 

inability to take care of their child. None of the children were put up for adoption due to the 

death of the biological parent(s). Prior to adoption, most of these children were exposed to 

multiple risk factors, which increased their chances for negative outcomes later in life. As 

described in the introduction, pre-adoptive risk factors can generally be divided into three 

categories: genetic risk, prenatal risk, and the caretaking context prior to adoption.  

Although genetic risk factors in the adoptees’ biological families could not be studied 

specifically, indications were found that genetic vulnerability was present for a considerable 

number of children. Mental retardation or mental disorder was reported for more than half 

of the biological mothers about whom information was available. There also appeared to be 

some risk in biological fathers: However, too little was known about them to draw a 

conclusion in this regard. Furthermore, approximately half of the biological parents were 

known to abuse alcohol, which has a genetic risk component as well (Kendler, Prescott, 

Myers, & Neale, 2003).  

Several prenatal risk factors could be identified for the adopted children. Prenatal 

exposure to alcohol was reported for more than half of the Polish adoptees, while for 

almost one third of the sample this was unknown. Little information was available on drug 

abuse, but no indications were found that this played a major role. Regarding stress during 

pregnancy, nutritional intake, and prenatal care, no information was available. However, 

looking at the multi-problem background of many of these families, it can be speculated 

that prenatal care has not been optimal in many cases. Low birth weight, which occurred in 

almost half of the Polish adoptees, may be an indication that this was indeed the case (De 

Bernabé et al., 2004). 

Various risk factors in the caretaking context prior to adoption were identified for 

children adopted from Poland. First, in the family context: For the majority of the children, 

the rights of the biological parent(s) were terminated because of alcohol abuse, neglect, 

abuse or inability to take care of their child. Since about half of the children had spent some 

time (1.5 years on average) with their biological parents, it is likely that inadequate 

parenting was provided to many of these children. Another risk factor was that the majority 

of the Polish adoptees had lived in an institution for an average of two years prior to 
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adoption. Additionally, the majority of the children had a history of neglect. Information on 

abuse was available for half of the children: A history of abuse was reported in one third of 

these children. Although the adoptive parents reported that neglect and abuse had often 

occurred in the homes with their biological families, neglect or abuse in institutional care 

cannot be excluded. 

 

Behavioural problems and their association with pre-adoptive risk factors 

Behavioural problems in children adopted from Poland and their association with pre-

adoptive risk factors were investigated in Chapter 3 as well. The adoptive parents reported 

clinical levels of children’s behavioural problems four times more often than parents in a 

Dutch norm group. Internalizing as well as externalizing problems were present, and in 

particular, the presence of attention problems, social problems, thought problems, and 

aggressive behaviour was noticeable. In comparison to a sample of children adopted from 

various countries (Verhulst, Althaus, & Versluis-Den Bieman, 1990), Polish adoptees more 

often had behavioural problems, which might be explained by the high prevalence of 

adverse early life experiences of these Polish adoptees. In other studies on adoptees, e.g. 

Romanian children adopted after severe deprivation (Rijk, Hoksbergen, & Ter Laak, 2010), it 

was primarily externalizing problems that stood out. In the current study, externalizing 

problems as well as internalizing problems were reported, which could be explained by the 

diversity concerning the early life risk factors, such as prenatal exposure to alcohol, neglect 

by the biological parents and residence in institutional care.  

It was expected that negative early life experiences would be associated with negative 

outcomes in the development of the children. However, many of the expected relations 

between early life risk factors and developmental outcome were not confirmed, such as 

time in institutional care in relation to behavioural problems, or the relation between 

prenatal exposure to alcohol and later behavioural problems. Only a history of abuse was 

found to be associated to later behavioural problems in the children. Although other early 

life risk factors in our study were not associated with more negative outcomes, this does not 

imply that these were unimportant as potential risk factors. The large variation in risk 

factors found in our relatively small sample resulted in different combinations of risk. 

Moreover, the sample size only allowed strong effects to be confirmed and precluded 
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confirmation of all potential relationships. 

 Furthermore, specific risk factors may have varied within our sample. One example is 

the amount of time that children were in the care of their biological parents: Should this be 

considered as a risk or protective factor? In the homes of their biological parents many 

children were exposed to harmful circumstances. However, being cared for by your 

biological parents may, for some, still be preferable to living in institutional care 

(Dobrova‐Krol, Van IJzendoorn, Bakermans‐Kranenburg, & Juffer, 2010). Another difficulty 

of this study was that it was impossible to establish precisely and reliably to which risk 

factors the children were exposed and to what extent. Moreover, parts of the pre-adoption 

information of the children were unknown to the adoptive parents, especially concerning 

the biological parents. Nevertheless, our study has shown that there are multiple risk factors 

present that may explain later behavioural problems and that Polish children are at risk of 

behavioural problems after adoption. 

 

Fetal alcohol spectrum disorders in children adopted from Poland 

In Chapter 4, the prevalence of fetal alcohol spectrum disorders (FASD) was studied in 

association with growth, enrolment in special education and executive functioning of the 

children. Among children adopted from Poland, the prevalence of FASD was high: After an 

average of eight years post-adoption, about one third (31%) were diagnosed with an FASD. 

In addition, one fifth of the children (21%) had not been professionally diagnosed, but their 

adoptive parents suspected FASD. For the remaining children (49%) the adoptive parents did 

not suspect FASD, nor was it diagnosed by a professional. This finding was in line with a 

study on the prevalence of FASD in children adopted from CEE countries (Landgren, 

Svensson, Strömland, & Andersson Grönlund, 2010). The Polish adoptees diagnosed with an 

FASD were more likely to display growth deficiency, be enrolled in special education, and 

they had more problems with executive functioning than children without such a diagnosis. 

The children who were suspected to have FASD scored between the other two groups, 

indicating that the suspicion might have been correct in some cases. 

In the group of children whose parents did not suspect FASD, some children also showed 

growth deficiency, deficits in executive functioning, and some were enrolled in special 

education. In combination with the high prevalence of prenatal alcohol exposure, these 
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developmental problems might be an indication that prenatal exposure to alcohol also 

played a role in this group and it may point to the underdiagnosis of FASD. Alternatively, 

however, these developmental problems could also be related to other risk factors such as 

genetic vulnerability or other early life risk factors, like inadequate prenatal care, multiple 

placements, separation from caretakers, and neglect. 

Because children adopted from Poland have often been exposed to many pre-adoptive 

risk factors simultaneously, it is difficult to disentangle what caused their behavioural 

problems. Are they related to prenatal alcohol exposure, other early life risk factors, or 

both? Additionally, many of the behavioural problems observed in children with FASD are 

also seen in children with other disorders, such as a pervasive developmental disorder, 

attention deficit hyperactivity disorder, or attachment problems (Chasnoff et al., 2015; Nash 

et al., 2006), complicating diagnosis. It is therefore important to consider prenatal alcohol 

exposure as well as other risk factors in the diagnostic process. However, despite possible 

confounders that need to be taken into consideration, it is evident that FASD plays an 

important role in children adopted from Poland, and that it is associated with more negative 

outcomes. 

 

Parenting children adopted from Poland 

In Chapter 5, parenting stress was studied in relation to concurrent family and child 

characteristics, and parenting behaviour two years later. The adoptive parents were found 

to experience more parenting stress in raising their children adopted from Poland than 

parents in a Dutch norm group. Adoptive parents of girls experienced more parenting stress 

than adoptive parents of boys. This finding could be related to possible differences in the 

expectations adoptive parents have regarding girls and boys.   

Parents of children diagnosed with FASD, or parents who suspected FASD, experienced 

somewhat more parenting stress than parents of children without such a diagnosis or 

suspicion. However, externalizing problems appeared to be more important than a FASD 

diagnosis or suspicion in itself, as shown by the strong association between parenting stress 

and children’s externalizing behavioural problems. This association was found in previous 

adoption studies as well (McGlone, Santos, Kazama, Fong, & Mueller, 2002; Miller, Chan, 

Tirella, & Perrin, 2009). Parenting stress in parents raising a child without (suspicion of) 
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FASD was related to more overreactive parenting two years later. This association, however, 

was not found in parents of children diagnosed with FASD. A clear diagnosis may result in 

parents better understanding their child’s FASD-related problem behaviour, which enables 

them to adjust their parenting behaviour accordingly. Other factors studied, like parenting 

behaviour characterised by laxness or adopting more than one child, were not found to be 

associated with any of the risk factors or other outcome variables. 

Although high levels of behavioural problems and parenting stress were found in the 

families studied, the adoptive parents also experienced more parenting satisfaction than the 

Dutch norm group. This parenting satisfaction may act as a buffer against parenting stress. 

However, high parenting satisfaction might also mask possible problems with which the 

adoptive parents could use some help or advice. To conclude, attention should be given to 

help adoptive parents to reduce stressors, and increasing support and coping strategies to 

reduce their high levels of parenting stress.  

 

STRENGTHS AND LIMITATIONS 

The presented studies have several strengths. To our knowledge, no previous studies have 

been conducted specifically on the development of children adopted from Poland. All Dutch 

adoptive parents who adopted one or more children from Poland between January 1999 

and December 2006 were approached to participate. The response rate was good, even 

though this is a very specific group that could only be approached indirectly. Moreover, 

based on information provided by adoptive parents who did not participate, the sample 

appeared to be representative. 

Another strength is that a wide range of information was collected, providing us with a 

broad understanding of the pre-adoptive situation, development and parenting of Polish 

adoptees. The societal and historical contexts in Poland were taken into account. 

Furthermore, FASD was included as a central topic throughout these studies. In recent 

years, the effects of prenatal alcohol exposure have been given increased attention. 

However, there are still only a few studies that examined FASD in adopted children. 

Parenting stress in adoptive parents was examined previously (e.g., Palacios & Sánchez-

Sandoval, 2006; Rijk, Hoksbergen, Ter Laak, Van Dijkum, & Robbroeckx, 2006). However, the 

role of FASD and its relationship with parenting behaviour has not been studied before. 
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Summarizing, the current study enhances our knowledge about a group of adoptees and 

their parents for which limited information was available. The studies also provide 

suggestions for future research and practical implications.  

Besides these strengths, several limitations need to be discussed. The sample size of this 

study consisted of 133 children adopted from Poland and their adoptive parents. This was a 

sufficient sample size to answer the main questions of our studies. However, for more 

complex analysis, e.g. testing SEM models, the sample size was still small. This is especially 

true regarding the large variation in risk factors that was present. In addition, information 

was missing for several pre-adoptive risk factors, further reducing our sample size. 

Furthermore, as some families had multiple children adopted from Poland dependent data 

were present, and therefore the parents’ sample size was smaller than that of the children. 

We corrected for the dependence in the data when pre-adoptive risk factors were examined 

in association with behavioural problems. In the parenting study, families were the unit of 

measurement and one child per family was selected randomly.  

Limitations concerning the measurement of variables need to be considered as well. 

Questionnaires were used to measure the pre-adoptive risk factors, children’s development 

after adoption, and parenting stress and behaviour. These questionnaires were filled out by 

adoptive parents. Information regarding the development of the children and parenting 

might have therefore been biased. However, an advantage of this method is that children’s 

behaviour and the adoptive parents’ experiences were rated, based on information over a 

longer period of time and across various settings. Furthermore, questionnaires provided 

insight in the perception of the adoptive parents. However, future studies should also 

include multiple informants or additional methods, such as neurocognitive testing and 

observation. Based on these studies, inferences cannot be made with regard to causality. 

Although the data were collected across two time points, and information about the 

situation prior to adoption was included, we cannot conclude that a preceding variable led 

to specific behavioural problems or parenting because third-variable effects cannot be 

entirely ruled out.  

It is also important to note that the results from the studies in this dissertation should 

not be generalised to Polish children adopted within another timeframe, as the 

circumstances of adoption in Poland might have changed. One should be careful when 

generalizing the results to Polish children adopted by couples in other countries as well. 
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However, as of yet there are no indications that these groups would differ. Furthermore, 

results should not be generalised to all other children adopted from CEE countries either, as 

the social-cultural background and the pre-adoptive risk factors in these children may differ 

between countries. To some extent, however, the pre-adoptive background of the CEE 

adoptees overlap, for instance regarding out-of-home placement as a child protective 

measure, institutionalization, and prenatal exposure to alcohol. Thus, results for this study 

may also be of importance to families of children adopted from other CEE countries, and 

professionals working with them. 

 

FUTURE DIRECTIONS 

In the studies in this dissertation, the behavioural outcomes of children adopted from 

Poland as well as some parenting characteristics were addressed. However, some important 

questions remain to be answered. First, longitudinal follow-up studies might give more 

insight into potential changes in behavioural problems over time and to what extent these 

problems would be enduring and pervasive, for example in adolescence or young 

adulthood. Future research could focus on long-term outcomes of the children in our 

sample, such as psychosocial adjustment, living arrangement, education, occupation, and 

social status. Furthermore, children or young adults who were not diagnosed with FASD 

could be assessed to acquire a better understanding of this group of children and their 

parents. Also, associations across time are important to study, to identify early predictors of 

later dysfunctional behaviour, possibly allowing earlier and more attuned interventions.  

Another issue that needs more attention is how parenting stress and behaviour of the 

adoptive parents develop over time. This would enhance our knowledge about parenting 

children adopted after adverse early life experiences, including prenatal exposure to 

alcohol, and about the adoptive parents’ needs for support. These could focus on 

pedagogical interventions that may benefit adoptive families, or adoptive parents of 

children with FASD in particular. Earlier studies indicated that caretakers of children with 

FASD need more support, especially as children grow older (Mukherjee, Wray, Commers, 

Hollins, & Curfs, 2013). Some adoptive parents gave indications though personal 

communication that this might be the case for them as well. A few of these parents 

disclosed that their child was placed in residential care after our study.  
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Further research is also needed to enable more accurate diagnosis of FASD. Although 

there are various diagnostic systems to pursue this, in practice it still appears to be difficult 

to distinguish between neurobehavioural problems related to prenatal alcohol exposure and 

other neurobehavioural problems, such as those associated with early adversity (Astley & 

Clarren, 2000). Many adopted children have been exposed to multiple risk factors, making it 

more difficult to differentiate, especially when alcohol exposure is unknown, or when 

physical features are not clear. Although the manifestation of consequences from prenatal 

exposure may vary from person to person, a common pattern has been recognised. Efforts 

have been made to identify a neuropsychological profile that differentiates between 

children with FASD and other disorders (e.g., Mattson et al., 2010). Still, more work in this 

regard is needed. 

 

PRACTICAL IMPLICATIONS 

The results of the studies in this dissertation indicate that children adopted from Poland 

were at an increased risk for behavioural problems, learning disabilities, and deficits in 

executive functioning. Although on average adoptive parents indicated a high parenting 

satisfaction level, the average level of parenting stress was also found to be high. These 

findings may have several implications, both for Dutch society, as well as more specifically 

for (prospective) adoptive parents.  

 

Preparation before adoption 

Adequate pre-adoption preparation and the availability of correct information about the 

children and their pre-adoption histories are important aspects of enhancing better 

outcomes for adoptees and their adoptive families (Ruggiero & Johnson, 2009). The 

prospective adoptive parents need to be well informed about medical and behavioural 

problems, and about developmental delays often observed in adoptive children. When 

parents adopt from CEE countries they also need to be informed about FASD in particular. 

With adequate preparation and information, the adoptive parents can make an informed 

decision about the adoption, and they might form more realistic expectations related to 

their child and their developmental potential. Such adequate expectations were found to be 

associated with more positive adoption outcomes (Reilly & Platz, 2003). Our study indicated 
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that complete information about the child’s background is often lacking for adoptive 

parents. The adoption agencies, both in the countries of origin and the receiving countries, 

should attempt to provide an extensive and complete report about the pre-adoption 

history. 

 

Post-adoption services 

Families who adopted a child from Poland often need professional assistance in the 

upbringing of their child. The lack of appropriate post-adoption services and support has 

been associated with unsuccessful adoptee and adoptive family functioning (Ruggiero & 

Johnson, 2009). Prospective adoptive parents in the Netherlands are extensively screened 

and prepared prior for adoption. After adoption, however, no structural professional 

support is available, and post-adoption services were found to be insufficient (Dutch 

Inspectorate for Youth Care, 2013). Considering the high prevalence of behavioural 

problems and FASD in children adopted from Poland, follow-up after adoption and 

professional assistance with expertise about FASD and adoption-related issues are especially 

recommended for these families. To improve post-adoption services, the Ministry of Health, 

Welfare and Sport (2014) in the Netherlands recently prepared a guide to adoption. This 

guide offers basic information to improve health care professionals’ knowledge about 

adoption-specific issues, to promote early recognition of medical and psychosocial 

problems, and to improve appropriate help. These measures bring about extra costs for the 

health care system, but such an early intervention might also prevent or mitigate more 

severe outcomes later in life, and therefore reduce the associated costs. 

 

Implications for professionals, adoptive families and adoptees 

For professionals working with these families, it is important to clarify both the 

developmental problems of the children, as well as the children’s strengths. The children 

adopted from Poland are differentially affected, and therefore the parenting approach or 

possible interventions need to be individualised to the needs of the families and their 

children. Some of the behavioural and cognitive problems may be related to underlying 

neurobehavioural deficits, for example those induced by prenatal alcohol exposure or 

severe neglect (Nelson, Bos, Gunnar, & Sonuga‐Barke, 2011; Riley & McGee, 2005). These 
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deficits may be life-long. In other cases, with the right guidance, behavioural problems can 

be reduced or may disappear.  

Interventions to reduce these problems can focus directly on the child or on the 

pedagogical context. Interventions aimed at the child may focus on improving specific skills, 

for example training executive functions to reduce externalizing problems and improve 

behavioural and emotion regulation (Nash et al., 2015). A more indirect approach would be 

to teach children how to cope with potential difficulties, such as behavioural and cognitive 

problems. Furthermore, it is important to pay attention to the emotional development of 

the children as well. For example, children with negative cognitions about themselves may 

be taught how to accept potential deficits or deal with negative experiences from the past.  

Furthermore, interventions could be directed at the caretaking context of the child. This 

may involve teaching adoptive parents how to deal with their child’s behavioural problems. 

It is important to establish what the needs of the child are and how the environment may be 

adjusted accordingly. For example, for children with attention problems, the daily 

caretaking environment may require a lot of structure (Rijk, Hoksbergen, & Ter Laak, 2008). 

In addition to interventions aimed at reducing the behavioural problems in adopted 

children, adoptive parents should also be given attention. Considering the increased risk of 

parenting stress, strategies that may reduce their stress are recommended. Since parenting 

stress was associated with externalizing problems, it may be speculated that if the children’s 

behavioural problems decrease, the parenting stress will decrease as well. Thus, reducing 

behavioural problems will optimise the development of the children, and may also reduce 

stress in the adoptive parents.  

 

FASD diagnosis 

Considering the high prevalence of FASD in children adopted from Poland, and in general 

from CEE countries (Landgren et al., 2010; Robert et al., 2009), special attention should be 

given to the diagnosis of FASD and treatment of FASD-related disabilities. To prevent 

secondary disabilities in children with FASD, early diagnosis is important (Benz, Rasmussen, 

& Andrew, 2009; Streissguth, 1997). Early diagnosis may allow better treatment of the 

disabilities, and may help individuals with FASD, their parents and others in their 

environment to better understand and accept behavioural and cognitive problems. This also 
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provides opportunities to seek contact with others with similar experiences and challenges.  

A first step toward identifying children with FASD may be screening with a questionnaire 

measuring FASD-related behaviour. Different studies have shown that these may be very 

valuable in detecting children with FASD (Nash et al., 2006, 2009; Scheffner, 2011; 

Streissguth et al., 1998). The proportion of adoptive children with FASD that were detected, 

however, was lower than previously reported (Nash et al., 2009; Scheffner, 2011): 8% with 

the Neurobehavioural Screening Tool, and 36% with the Fetal Alcohol Syndrome 

Questionnaire (Knuiman, Rijk, & Hoksbergen, 2013). Therefore, including biological 

measures, e.g. growth and head circumference, in addition to using a behavioural screening 

tool in high-risk samples, such as CEE adoptees, is recommended. 

Although there are indications that FASD is underdiagnosed, caution should also be 

taken to prevent overdiagnosis, as different developmental problems and mental health 

diagnoses are associated with features seen in children with FASD (Abdelmalik et al., 2013). 

Incorrect diagnosis might bring about stigmatization and unjust blaming of the biological 

mother. Therefore including neuropsychological testing in diagnostic assessment, especially 

when the clinical features of FASD and prenatal alcohol exposure are somewhat uncertain, 

is recommended. In addition, conducting genetic tests to exclude other genetic disorders 

that may show similar clinical features is also recommended (Hoyme et al., 2005). In 

addition to acquiring the appropriate diagnosis, it is important to pay attention to the 

strengths and weaknesses of the children and their caregiving context, indicating in which 

ways they can be best supported. 

 

FASD interventions 

For families who adopted a child with FASD, interventions and support of the families may 

need to be long-term, as the neurological deficits of the children remain (Day, Helsel, Sonon, 

& Goldschmidt, 2013; Streissguth et al., 1991). Professional assistance for families with a 

child with FASD is often required in multiple areas, such as medical, motor functioning, 

language, learning and behaviour. However, the number of pedagogical interventions for 

children with FASD is limited (Peadon, Rhys-Jones, Bower, & Elliott, 2009). For professional 

assistance in the Netherlands, individuals with FASD and their families predominantly rely 

on the regular health care system. To our knowledge, there are no specific intervention 
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programmes available as yet, aimed at FASD children and their families. Moreover, parents 

with whom we had personal contact, indicated that health care professionals frequently do 

not know what FASD is. They also experienced lack of support and isolation. This is in 

accordance with findings reported in a previous study among caretakers of children with 

FASD in the United Kingdom (Mukherjee et al., 2013). Therefore, health care professionals 

should be educated about FASD. Furthermore, there is a need to develop effective 

interventions for children with FASD, and to make these available to adoptive parents. 

Based on existing evidence-based interventions, empirical studies and global experiences, a 

framework could be developed as a guideline for (professionals working with) families of 

children with FASD.  

Raising children with an FASD is related to specific challenges for the adoptive parents. 

In personal contact with the adoptive parents, parenting advice that often was considered 

useful consisted of the following: provide a structured environment with limited 

distractions, be very patient and repeat instructions frequently, use short and clear 

information when conveying an important message, try to accept the child as they are, and 

to employ realistic expectations for the future. Another suggestion could be to try to 

understand why a child is behaving in a certain way. For example, children may ignore a 

message when they are not able to understand its contents. For adoptive parents and 

others it might therefore be beneficial in the environment to relabel the child from ‘is not 

willing to…’ to ‘is not able to…’ (Malbin, 2002). It seems valuable to develop a more in-depth 

and systematic approach to support parents of (adopted) children with an FASD. 

 

GENERAL CONCLUSION  

After adoption to the Netherlands, many children adopted from Poland were found to show 

behavioural problems, both internalizing and externalizing, as well as cognitive problems. 

Prior to adoption, the children were exposed to a multitude of early life risk factors. In 

particular, children who were known to have a history of abuse were at risk for behavioural 

problems after adoption. Two other important risk factors that were prevalent in children 

adopted from Poland were neglect and prenatal exposure to alcohol. A specific concern 

among Polish adoptees is the high prevalence of FASD, because of associated 

developmental difficulties and expected related long-term adaptation problems. 
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Nevertheless, we need to be aware of potential stigmatization of children adopted from 

Poland, as there are also children who develop well after adoption, despite initial adversity.  

Another important finding was that the adoptive parents of Polish adoptees were at 

increased risk for parenting stress. In particular children’s externalizing behavioural 

problems were associated with more parenting stress. High parenting satisfaction, on the 

other hand, was present as well, possibly buffering parenting stress. All in all, results 

indicate a need for more extensive support and follow-up after adoption. This would allow 

early diagnosis and referral to appropriate interventions, which might reduce later 

problems, both for the children themselves and for their families, as well as for the Dutch 

society as a whole. 



References



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



References 
 

105 
 

Abdelmalik, N., Van Haelst, M., Mancini, G., Schrander-Stumpel, C., Marcus-Soekarman, D., 

Hennekam, R., & Cobben, J. M. (2013). Diagnostic outcomes of 27 children referred by 

pediatricians to a genetics clinic in the Netherlands with suspicion of fetal alcohol 

spectrum disorders. American Journal of Medical Genetics Part A, 161A, 254–260. 

doi:10.1002/ajmg.a.35672 

Achenbach, T. M. (1991). Manual for the Child Behavior Checklist/4-18 and 1991 profiles. 

Burlington, VT: University of Vermont Department of Psychiatry. 

Achenbach, T. M., & Rescorla, L. A. (2001). Manual for the ASEBA school-age forms and 

profiles. Burlington, VT: University of Vermont, Research Center for Children, Youth, & 

Families. 

Act from 25 February 1964. Family and Guardianship Code [Ustawa z dnia 25 lutego 1964 r. 

Kodeks rodzinny i opiekuńczy] (Dz.U. nr 9, 59). 

Act from 12 March 2004 on Social Policy [Ustawa z dnia 12 marca 2004 r. o pomocy 

społecznej] (Dz.U. nr 64, 593). 

Act from 9 June 2011 on Family Assistance and Alternative Care [Ustawa z dnia 9 czerwca 

2011 r. o wspieraniu rodziny i systemie pieczy zastępczej] (Dz.U. nr 149, 887). 

Andrzejewski, M. (2006). Dziecko w placówce opiekuńczo-wychowawczej [Children in 

institutional care]. Dziecko krzywdzone. Teoria. Badania. Praktyka, 5(4), 72–86. 

Retrieved from http://dzieckokrzywdzone.fdn.pl 

Arnold, D. S., O’Leary, S. G., Wolff, L. S., & Acker, M. M. (1993). The Parenting Scale: A 

measure of dysfunctional parenting in discipline situations. Psychological Assessment, 5, 

137–144. doi:10.1037/1040-3590.5.2.137 

Astley, S. J. (2004). Diagnostic guide for fetal alcohol spectrum disorders: The 4-digit 

diagnostic code (3rd ed.). Seattle, WA: University of Washington. 

Astley, S. J. (2010). Profile of the first 1,400 patients receiving diagnostic evaluations for 

fetal alcohol spectrum disorder at the Washington State Fetal Alcohol Syndrome 

Diagnostic & Prevention Network. Journal of Population Therapeutics and Clinical 

Pharmacology, 17, e132–e164. Retrieved from http://www.jptcp.com/ 

Astley, S. J., & Clarren, S. K. (2000). Diagnosing the full spectrum of fetal alcohol-exposed 

individuals: Introducing the 4-digit diagnostic code. Alcohol and Alcoholism, 35, 400–410. 

doi:10.1093/alcalc/35.4.400 



References 
 

106 
 

Barth, R. P., & Berry, M. (1988). Adoption and disruption: Rates, risks, and responses. New 

York, NY: Aldine de Gruyter. 

Benjamini, Y., & Hochberg, Y. (1995). Controlling the false discovery rate: A practical and 

powerful approach to multiple testing. Journal of the Royal Statistical Society, Series B, 

57, 289–300. doi:10.2307/2346101 

Benz, J., Rasmussen, C., & Andrew, G. (2009). Diagnosing fetal alcohol spectrum disorder: 

History, challenges and future directions. Paediatrics & Child Health, 14, 231–237. 

Retrieved from http://www.cps.ca/en/pch 

Boss, P. (2002). Family stress management: A contextual approach. Newbury Park, CA: Sage 

Publications. 

Brainerd, M. D. (2001). Helena Radlińska: Expanding conceptualizations of social work 

practice from Poland’s past. International Social Work, 44, 19–30. 

doi:10.1177/002087280104400103 

Brodzinsky, D. M., & Pinderhughes, E. (2002). Parenting and child development in adoptive 

families. In M. H. Bornstein (Ed.), Handbook of parenting – Volume I: Children and 

Parenting (pp. 279–311). Mahwah, NJ: Lawrence Erlbaum Associates, Inc. 

Bronfenbrenner, U., & Ceci, S. J. (1994). Nature-nuture reconceptualized in developmental 

perspective: A bioecological model. Psychological Review, 101, 568–586. 

doi:10.1037/0033-295X.101.4.568 

Bronson, D. E., Kunovich S., & Frysztacki, K. (2005). The impact of the economic transition in 

Poland on vulnerable populations. Journal of Family and Economic Issues, 26, 225–238. 

doi:10.1007/s10834-005-3523-y 

Browne, K., Hamilton-Giachritsis, C., Johnson, R., Chou S., Ostergren M., Leth I., … 

Zeytinoglu, S. (2005). A European survey of the number and characteristics of children 

less than three years old in residential care at risk of harm. Adoption and Fostering, 

29(4), 23–33. doi:10.1177/030857590502900405 

Bryman, A., & Cramer, D. (1997). Quantitative data analysis with SPSS for Windows: A guide 

for social scientists. London, United Kingdom: Routledge.   

Burd, L., Roberts, D., Olson, M., & Odendaal, H. (2007). Ethanol and the placenta: A review. 

Journal of Maternal-Fetal and Neonatal Medicine, 20, 361–375. 

doi:10.1080/14767050701298365 

 



References 
 

107 
 

Castle, J., Beckett, C., Rutter, M., & Sonuga‐Barke, E. J. (2010). VIII. Postadoption 

environmental features. Monographs of the Society for Research in Child Development, 

75(1), 167–186. doi:10.1111/j.1540-5834.2010.00555.x 

Central Statistical Office. (2010). Pomoc społeczna – infrastruktura, beneficjenci, świadczenia 

w 2009 roku [Social assistance – infrastructure, beneficiaries, benefits in 2009]. Warsaw, 

Poland: Social Surveys Division. 

Chasnoff, I. J., Wells, A. M., & King, L. (2015). Misdiagnosis and missed diagnoses in foster 

and adopted children with prenatal alcohol exposure. Pediatrics, 135, 264–270. 

doi:10.1542/peds.2014–2171 

Chou, S., & Browne, K. (2008). The relationship between institutional care and the 

international adoption of children in Europe. Adoption and Fostering, 32(1), 40–48. 

doi:10.1177/030857590803200106 

Cohen, J. (1988). Statistical Power Analysis for the Behavioral Sciences (2nd ed.). Hillsdale, NJ: 

Erlbaum. 

Cohen, J. (1992). A power primer. Psychological Bulletin, 112, 155–159. doi:10.1037/0033-

2909.112.1.155 

Connell, A. M., & Goodman, S. H. (2002). The association between psychopathology in 

fathers versus mothers and children’s internalizing and externalizing behavior problems: 

A meta-analysis. Psychological Bulletin, 128, 746–773. doi:10.1037/0033-2909.128.5.746 

Davies, J. K., & Bledsoe, J. M. (2005). Prenatal alcohol and drug exposures in adoption. 

Pediatric Clinics of North America, 52, 1369–1393. doi:10.1016/j.pcl.2005.06.015 

Day, N. L., Helsel, A., Sonon, K., & Goldschmidt, L. (2013). The association between prenatal 

alcohol exposure and behavior at 22 years of age. Alcoholism: Clinical and Experimental 

Research, 37, 1171–1178. doi:10.1111/acer.12073 

De Bernabé,  .  ., Soriano, T., Albaladejo, R.,  uarranz, M., Calle, M. E., Mar  nez, D., & 

Dom  nguez-Rojas, V. (2004). Risk factors for low birth weight: A review. European 

Journal of Obstetrics & and Reproductive Biology, 116, 3–15. 

doi:10.1016/j.ejogrb.2004.03.007 

De Bruijn, A. T., Van Bakel, H. J., Wijnen, H., Pop, V. J., & Van Baar, A. L. (2009). Prenatal 

maternal emotional complaints are associated with cortisol responses in toddler and 

preschool aged girls. Developmental Psychobiology, 51, 553–563. 

doi:10.1002/dev.20393 



References 
 

108 
 

Dick, D. M., & Bierut, L. J. (2006). The genetics of alcohol dependence. Current Psychiatry 

Reports, 8, 151–157. doi:10.1007/s11920-006-0015-1 

Dobrova‐Krol, N. A., Van IJzendoorn, M. H., Bakermans‐Kranenburg, M. J., & Juffer, F. 

(2010). Effects of perinatal HIV infection and early institutional rearing on physical and 

cognitive development of children in Ukraine. Child Development, 81, 237–251. 

doi:10.1111/j.1467-8624.2009.01392.x 

Dutch Inspectorate for Youth Care [Inspectie Jeugdzorg]. (2013). Casusonderzoek 

interlandelijke adoptie: Onderzoek naar aanleiding van een mislukte adoptie [Case study 

intercountry adoption: Study in response to a disrupted adoption]. Utrecht, The 

Netherlands: Inspectie Jeugdzorg. Retrieved from http://www.inspectiejeugdzorg.nl 

Feldman, H. S., Lyons Jones, K., Lindsay, S., Slymen, D., Klonoff‐Cohen, H., Kao, K., … 

Chambers, C. (2012). Prenatal alcohol exposure patterns and alcohol‐related birth 

defects and growth deficiencies: A prospective study. Alcoholism: Clinical and 

Experimental Research, 36, 670–676. doi:10.1111/j.1530-0277.2011.01664.x 

Gioia, G. A., & Isquith, P. K. (2004). Ecological assessment of executive function in traumatic 

brain injury. Developmental Neuropsychology, 25, 135–158. 

doi:10.1080/87565641.2004.9651925 

Gioia, G. A., Isquith, P. K., Guy, S. C., & Kenworthy, L. (2000). Behavior Rating Inventory of 

Executive Function. Odessa, FL: Psychological Assessment Resources. 

Goodlett, C. R., & Horn, K. H. (2001). Mechanisms of alcohol-induced damage to the 

developing nervous system. Alcohol Research & Health, 25, 175–184. Retrieved from 

http://pubs.niaaa.nih.gov 

Greenough, W. T., Black, J. E., & Wallace, C. S. (1987). Experience and brain development. 

Child Development, 58, 539–559. doi:10.2307/1130197 

Groza, V., & Ryan, S. D. (2002). Pre-adoption stress and its association with child behavior in 

domestic special needs and international adoptions. Psychoneuroendocrinology, 27, 

181–197. doi:10.1016/S0306-4530(01)00044-0 

Groza, V., Ryan, S. D., & Cash, S. J. (2003). Institutionalization, behavior and international 

adoption: Predictors of behavior problems. Journal of Immigrant Health, 5, 5–17. 

doi:10.1023/A:1021096028003 

Gudbrandsson, B. (2006). Dzieci w instytucjach opiekuńczych: zapobieganie 

instytucjonalizacji i alternatywne formy opieki w krajach europejskich [Children in care 



References 
 

109 
 

institutions: Prevention of institutionalization and alternative forms of care in European 

countries]. Dziecko krzywdzone. Teoria. Badania. Praktyka, 5(4), 36–67. Retrieved from 

http://dzieckokrzywdzone.fdn.pl 

Gunnar, M. R., Van Dulmen, M. H. M., & The International Adoption Project Team. (2007). 

Behavior problems in postinstitutionalized internationally adopted children. 

Development and Psychopathology, 19, 129–148. doi:10.1017/S0954579407070071 

Hassall, R., Rose, J., & McDonald, J. (2005). Parenting stress in mothers of children with an 

intellectual disability: The effects of parental cognitions in relation to child 

characteristics and family support. Journal of Intellectual Disability Research, 49, 405–

418. doi:10.1111/j.1365-2788.2005.00673.x 

Hawk, B. N., & McCall, R. B. (2010). CBCL behavior problems of post-institutionalized 

international adoptees. Clinical Child and Family Psychology Review, 13, 199–211. 

doi:10.1007/s10567-010-0068-x  

Hawk, B. N., & McCall, R. B. (2011). Specific extreme behaviors of postinstitutionalized 

Russian adoptees. Developmental Psychology, 47, 732–738. doi:10.1037/a0021108 

Health Council of the Netherlands. (2005). Risico’s van alcoholgebruik bij conceptie, 

zwangerschap en borstvoeding [Risk of alcohol abuse during conception, pregnancy and 

breastfeeding]. The Hague, The Netherlands: Health Council of the Netherlands. 

Publication no. 2004/22. Retrieved from http://www.gezondheidsraad.nl 

Hellerstedt, W. L., Madsen, N. J., Gunnar, M. R., Grotevant, H. D., Lee, R. M., & Johnson, D. 

E. (2008). The international adoption project: Population-based surveillance of 

Minnesota parents who adopted children internationally. Maternal and Child Health 

Journal, 12, 162–171. doi:10.1007/s10995-007-0237-9 

Hjern, A., Lindblad, F., & Vinnerljung, B. (2002). Suicide, psychiatric illness, and social 

maladjustment in intercountry adoptees in Sweden: A cohort study. The Lancet, 360, 

443–448. doi:10.1016/S0140-6736(02)09674-5 

Hoksbergen, R. A. C. (2012). Kinderen die niet konden blijven: Zestig jaar adoptie in beeld 

[Children who could not stay: Sixty years of adoption in focus] (2nd ed.). Soesterberg, The 

Netherlands: Aspekt. 

Hoksbergen, R. A. C., & Bakker-Van Zeil, G. C. M. (1983). Adoptiefkinderen bij Medisch 

Opvoedkundige Bureaus (MOB) en Jeugd Psychiatrische diensten (JPD) [Adoptive 

children at medical child-rearing centres and youth psychiatric services]. In R. A. C. 



References 
 

110 
 

Hoksbergen & H. Walenkamp (Eds.), Adoptie uit de kinderschoenen: Theorie en praktijk 

in adoptieland (pp. 223–241). Deventer, The Netherlands: Van Loghum Slaterus. 

Hoyme, H. E., May, P. A., Kalberg, W. O., Kodituwakku, P., Gossage, J. P., Trujillo, P. M., … 

Robinson, L. K. (2005). A practical clinical approach to diagnosis of fetal alcohol spectrum 

disorders: Clarification of the 1996 Institute of Medicine criteria. Pediatrics, 115, 39–47. 

doi:10.1542/peds.2004-0259 

Huizinga, M., & Smidts, D. P. (2010). Age-related changes in executive function: A normative 

study with the Dutch version of the Behavior Rating Inventory of Executive Function 

(BRIEF). Child Neuropsychology, 17, 51–66. doi:10.1080/09297049.2010.509715 

Irvine, A. B., Biglan, A., Smolkowski, K., & Ary, D. V. (1999). The value of the Parenting Scale 

for measuring the discipline practices of parents of middle school children. Behaviour 

Research and Therapy, 37, 127–142. doi:10.1016/S0005-7967(98)00114-4 

ISS/IRC Team. (2011). Statistics for 2010: A slight decrease in intercountry adoptions. ISS/IRC 

Monthly Review, 156(9), 3–6. Retrieved from http://www.iss-ssi.org 

ISS/IRC Team. (2014). 2013 statistics: Limited changes. ISS/IRC Monthly Review, 186(9), 1–3. 

Retrieved from http://www.iss-ssi.org 

Jirikowic, T., Olson, H. C., & Astley, S. (2012). Parenting stress and sensory processing: 

Children with fetal alcohol spectrum disorders. OTJR: Occupation, Participation and 

Health, 32, 160–168. doi:10.3928/15394492-20120203-01 

Johnson, R., Browne, K., & Hamilton-Giachritsis, C. (2006). Young children in institutional 

care at risk of harm. Trauma, Violence, & Abuse, 7, 34–60. 

doi:10.1177/1524838005283696 

Jones, K., & Smith, D. (1973). Recognition of the fetal alcohol syndrome in early infancy. The 

Lancet, 302, 999–1001. doi:10.1016/S0140-6736(73)91092-1 

Judge, S. L. (2003). Determinants of parental stress in families adopting children from 

Eastern Europe. Family Relations, 52, 241–248. doi:10.1111/j.1741-3729.2003.00241.x 

Juffer, F., & Van IJzendoorn, M. H. (2005). Behavior problems and mental health referrals of 

international adoptees: A meta-analysis. Journal of the American Medical Association, 

293, 2501–2515. doi:10.1001/jama.293.20.2501 

Keagy, E. J., & Rall, B. A. (2007). The special needs of special-needs adoptees and their 

families. In R. A. Javier, A. L. Baden, F. A. Biafora, & A. Camacho-Gingerich (Eds.), 

Handbook of adoption: Implications for researchers, practitioners, and families (pp. 217–



References 
 

111 
 

227). Thousand Oaks, CA: Sage Publications. 

Keen, C. L., Uriu-Adams,  . Y., Skalny, A., Grabeklis, A., Grabeklis, S., Green, K., … Chambers, 

C. D. (2010). The plausibility of maternal nutritional status being a contributing factor to 

the risk for fetal alcohol spectrum disorders: The potential influence of zinc status as an 

example. BioFactors, 36, 125–135. doi:10.1002/biof.89 

Kendler, K. S., Prescott, C. A., Myers, J., & Neale, M. C. (2003). The structure of genetic and 

environmental risk factors for common psychiatric and substance use disorders in men 

and women. Archives of General Psychiatry, 60, 929–937. doi:10.1001/archpsyc.60.9.929 

Knuiman, S., Rijk, C. H. A. M., Hoksbergen, R. A. C., & Van Baar, A. L. (2015). Children without 

parental care in Poland: Foster care, institutionalization and adoption. International 

Social Work, 58, 142–152. doi:10.1177/0020872812473138 

Knuiman, S., Rijk, C. H. A. M., & Hoksbergen, R. A. C. (2013). Fetal alcohol spectrum 

disorders in children adopted from Poland: Diagnosis and early detection. In R. Feldman, 

G. Michalowski & K. Lepke (Eds.), Perspektiven für Menschen mit Fetalen 

Alkoholspektrumstörungen (FASD). Einblicke-Ausblicke 14. Fachtagung in Erfurt 28.-

29.09.2012 (pp. 35–40). Idstein: Schulz-Kirchner Verlag GmbH. 

Knuiman, S., Rijk, C. H. A. M., Hoksbergen, R. A. C., & Van Baar, A. L. (2014). Pre-adoptive 

risk factors and behavioural problems in children adopted from Poland. European 

Journal of Developmental Psychology, 11, 701–715. doi:10.1080/17405629.2014.930684 

Knuiman, S., Rijk, C. H. A. M., Hoksbergen, R. A. C., & Van Baar, A. L. (2015). Children 

adopted from Poland display a high risk of foetal alcohol spectrum disorders and some 

may go undiagnosed. Acta Paediatrica, 104, 206–211. doi:10.1111/apa.12822 

Kolankiewicz, M. (2006). Zapiski o instytucjonalnej opiece nad dziećmi [Notes on 

institutional care for children]. Dziecko krzywdzone. Teoria. Badania. Praktyka, 5(4), 6–

35. Retrieved from http://dzieckokrzywdzone.fdn.pl 

Kolodko, G. W. (2009). A two-thirds of success. Poland’s post-communist transformation 

1989-2009. Communist and Post-Communist Studies, 42, 325–351. 

doi:10.1016/j.postcomstud.2009.07.005 

Kreppner, J. M., Rutter, M., Beckett, C., Castle, J., Colvert, E., Groothues, C., … Sonuga-Barke, 

E. J. (2007). Normality and impairment following profound early institutional 

deprivation: A longitudinal follow-up into early adolescence. Developmental 

Psychology, 43, 931–946. doi:10.1037/0012-1649.43.4.931 



References 
 

112 
 

Kułaga, Z., Litwin, M., Tkaczyk, M., Palczewska, I., Zajączkowska, M., Zwolińska, D., … Pan, H. 

(2011). Polish 2010 growth references for school-aged children and adolescents. 

European Journal of Pediatrics, 170, 599–609. doi:10.1007/s00431-010-1329-x 

Kumsta, R., Kreppner, J., Rutter, M., Beckett, C., Castle, J., Stevens, S., & Sonuga-Barke, E. J. 

(2010). III. Deprivation-specific psychological patterns. Monographs of the Society for 

Research in Child Development, 75, 48–78. doi:10.1111/j.1540-5834.2010.00550.x 

Landgren, M., Andersson Grönlund, M., Elfstrand, P., Simonsson, J., Svensson, L., & 

Strömland, K. (2006). Health before and after adoption from Eastern Europe. Acta 

Paediatrica, 95, 720–725. doi:10.1111/j.1651-2227.2006.tb02321.x 

Landgren, M., Svensson, L., Strömland, K., & Andersson Grönlund, M. (2010). Prenatal 

alcohol exposure and neurodevelopmental disorders in children adopted from Eastern 

Europe. Pediatrics, 125, 1178–1185. doi:10.1542/peds.2009-0712 

Lange, S., Shield, K., Rehm, J., & Popova, S. (2013). Prevalence of fetal alcohol spectrum 

disorders in child care settings: A meta-analysis. Pediatrics, 132, e980–e995. 

doi:10.1542/peds.2013-0066 

Lemoine, P., Harousseau, H., Borteyru, J. P., & Menuet, J. C. (1968). Les enfants des parents 

alcooliques: Anomalies observées à propos de 127 cas [Children of alcoholic parents: 

Observed anomalies, discussion of 127 cases]. Ouest Médical, 25, 476–482. 

Lemoine, P., Harousseau, H., Borteyru, J. P., & Menuet, J. C. (2003). Children of alcoholic 

parents - observed anomalies: Discussion of 127 cases. Therapeutic Drug Monitoring, 25, 

132–136. doi:10.1097/00007691-200304000-00002 

Levinson, D. F. (2006). The genetics of depression: A review. Biological Psychiatry, 60, 84–92. 

doi:10.1016/j.biopsych.2005.08.024 

Levy-Shiff, R., Goldshmidt, I., & Har-Even, D. (1991). Transition to parenthood in adoptive 

families. Developmental Psychology, 27, 131–140. doi:10.1037/0012-1649.27.1.131 

Loman, M. M., & Gunnar, M. R. (2010). Early experience and the development of stress 

reactivity and regulation in children. Neuroscience & Biobehavioral Reviews, 34, 867–

876. doi:10.1016/j.neubiorev.2009.05.007 

Loomans, E. M., Van Dijk, A. E., Vrijkotte, T. G., Van Eijsden, M., Stronks, K., Gemke, R. J., & 

Van den Bergh, B. R. (2013). Psychosocial stress during pregnancy is related to adverse 

birth outcomes: Results from a large multi-ethnic community-based birth cohort. The 

European Journal of Public Health, 23, 485–491. doi:10.1093/eurpub/cks097 



References 
 

113 
 

Łuczyński, A. (2007). Rodziny zastępcze – ich rola i zadania w systemie opieki całkowitej 

[Foster families – their role and tasks in the care system]. In  . Kuźma (ed.), Opieka i 

wychowanie dzieci sierocych w Polsce (pp. 67–97). Cracow, Poland: Krakowskie 

Towarzystwo Edukacyjne.  

Mainemer, H., Gilman, L. C., & Ames, E. W. (1998). Parenting stress in families adopting 

children from Romanian orphanages. Journal of Family Issues, 19, 164–180. 

doi:10.1177/019251398019002003 

Malbin, D. (2002). Trying differently rather than harder: Fetal Alcohol Spectrum Disorders 

(2nd ed.). Portland, Oregon: FASCETS, Inc. 

Mattson, S. N., Crocker, N., & Nguyen, T. T. (2011). Fetal alcohol spectrum disorders: 

Neuropsychological and behavioral features. Neuropsychology Review, 21, 81–101. 

doi:10.1007/s11065-011-9167-9 

Mattson, S. N., Goodman, A. M., Caine, C., Delis, D. C., & Riley, E. P. (1999). Executive 

functioning in children with heavy prenatal alcohol exposure. Alcoholism: Clinical and 

Experimental Research, 23, 1808–1815. doi:10.1111/j.1530-0277.1999.tb04077.x 

Mattson, S. N., Riley, E. P., Gramling, L., Delis, D. C., & Jones, K. L. (1997). Heavy prenatal 

alcohol exposure with or without physical features of fetal alcohol syndrome leads to IQ 

deficits. The Journal of Pediatrics, 131, 718–721. doi:10.1016/s0022-3476(97)70099-4 

Mattson, S. N., Roesch, S. C., Fagerlund, Å., Autti‐Rämö, I.,  ones, K. L., May, P. A., … Riley, E. 

P. (2010). Toward a neurobehavioral profile of fetal alcohol spectrum disorders. 

Alcoholism: Clinical and Experimental Research, 34, 1640–1650. doi:10.1111/j.1530-

0277.2010.01250.x 

May, P. A., Baete, A., Russo, J., Elliott, A. J., Blankenship, J., Kalberg, W. O., … Hoyme, H. E. 

(2014). Prevalence and characteristics of fetal alcohol spectrum disorders. Pediatrics, 

134, 855–866. doi:10.1542/peds.2013-3319 

May, P. A., Fiorentino, D., Gossage, J. P., Kalberg, W. O., Hoyme, H. E., Robinson, L. K., … 

Ceccanti, M. (2006). Epidemiology of FASD in a province in Italy: Prevalence and 

characteristics of children in a random sample of schools. Alcoholism: Clinical and 

Experimental Research, 30, 1562–1575. doi:10.1111/j.1530-0277.2006.00188.x 

May, P. A., & Gossage, J. P. (2001). Estimating the prevalence of fetal alcohol syndrome. A 

Summary. Alcohol Research and Health, 25, 159–167. Retrieved from 

http://www.niaaa.nih.gov 



References 
 

114 
 

May, P. A., & Gossage, J. P. (2011). Maternal risk factors for fetal alcohol spectrum 

disorders: Not as simple as it might seem. Alcohol Research & Health, 34, 15–26. 

Retrieved from http://www.ncbi.nlm.nih.gov 

May, P. A., Gossage, J. P., Marais, A., Hendricks, L. S., Snell, C. L., Tabachnick, B. G., …  iljoen, 

D. L. (2008). Maternal risk factors for fetal alcohol syndrome and partial fetal alcohol 

syndrome in South Africa: A third study. Alcoholism: Clinical and Experimental Research, 

32, 738–753. doi:10.1111/j.1530-0277.2008.00634.x 

McGlone, K., Santos, L., Kazama, L., Fong, R., & Mueller, C. (2002). Psychological stress in 

adoptive parents of special-needs children. Child Welfare, 81, 151–171. Retrieved from 

http://www.cwla.org/child-welfare-journal 

McGuinness, T. M., McGuinness, J. P., & Dyer, J. G. (2000). Risk and protective factors in 

children adopted from the former Soviet Union. Journal of Pediatric Health Care, 14, 

109–116. doi:10.1016/S0891-5245(00)70021-6 

McGuinness, T., & Pallansch, L. (2000). Competence of children adopted from the former 

Soviet Union. Family Relations, 49, 457–464. doi:10.1111/j.1741-3729.2000.00457.x 

Merz, E. C., & McCall, R. B. (2010). Behavior problems in children adopted from 

psychosocially depriving institutions. Journal of Abnormal Child Psychology, 38, 459–470. 

doi:10.1007/s10802-009-9383-4  

Miller, L., Chan, W., Tirella, L., & Perrin, E. (2009). Outcomes of children adopted from 

Eastern Europe. International Journal of Behavioural Development, 33, 289–298. 

doi:10.1177/0165025408098026 

Miller, M. W. (1996). Limited ethanol exposure selectively alters the proliferation of 

precursor cells in the cerebral cortex. Alcoholism: Clinical and Experimental Research, 20, 

139–143. doi:10.1111/j.1530-0277.1996.tb01056.x 

Ministry of Health, Welfare and Sport. (2014). Alert op adoptie (kinderen): 

Adoptiehandreiking voor leerkrachten, huisartsen, jeugdartsen, jeugdhulpverleners en 

andere professionals. Retrieved from http://www.dsp-

groep.nl/getFile.cfm?file=/15pdadoptie_handreiking_adoptiezorg.pdf&dir=rapport 

Ministry of Security and Justice. (2015). Adoptie: Trends en analyse. Statistisch overzicht 

interlandelijke adoptie over de jaren 2010 tot en met 2014 [Adoption: Trends and 

analysis. Statistical overview intercountry adoption of the years 2010 to 2014]. 

Ministry of Justice. (n.d.). Record of adoption cases in Polish family courts in 1972-2006. 



References 
 

115 
 

Ministry of Labour and Social Policy. (2012b). Brief information on Polish requirements – 

intercountry adoptions. Retrieved from http://www.mpips.gov.pl/en/intercountry-

adoption/information 

Ministry of Labour and Social Policy. (2012a). Informacja o liczbie przysposobionych dzieci od 

roku 2003 [Information about the number of adopted children since 2003]. Retrieved 

from http://www.mpips.gov.pl/wsparcie-dla-rodzin-z-

dziecmi/adopcja/informacje/informacja-o-liczbie-przysposobionych-dzieci-od-roku-2003 

Ministry of Labour and Social Policy. (2015). Brief information on polish requirements – 

intercountry adoptions. Retrieved from http://www.mpips.gov.pl/en/intercountry-

adoption/information 

Modry, C. (2009). Spatial factors of differentiation of unemployment in Poland during 1990-

2007. Geography and Natural Resources, 30, 86–91. doi:10.1016/j.gnr.2009.03.016 

Morgane, P. J., Austin-LaFrance, R., Bronzino, J., Tonkiss, J., Diaz-Cintra, S., Cintra, L., … 

Galler, J. R. (1993). Prenatal malnutrition and development of the brain. Neuroscience & 

Biobehavioral Reviews, 17, 91–128. doi:10.1016/S0149-7634(05)80234-9 

Mukherjee, R., Wray, E., Commers, M., Hollins, S., & Curfs, L. (2013). The impact of raising a 

child with FASD upon carers: findings from a mixed methodology study in the UK. 

Adoption & Fostering, 37, 43–56. doi:10.1177/0308575913477331 

Mulder, E. J. H., Robles de Medina, P. G., Huizink, A. C., Van den Bergh, B. R. H., Buitelaar, J. 

K., & Visser, G. H. A. (2002). Prenatal maternal stress: Effects on pregnancy and the 

(unborn) child. Early Human Development, 70, 3–14. doi:10.1016/S0378-3782(02)00075-

0 

Nash, K., Koren, G., & Rovet, J. (2009). Neurobehavioural Screening Tool (NST): Guidelines 

and scoring. Toronto: The Hospital for Sick Children. 

Nash, K., Rovet, J., Greenbaum, R., Fantus, E., Nulman, I., & Koren, G. (2006). Identifying the 

behavioural phenotype in fetal alcohol spectrum disorder: Sensitivity, specificity and 

screening potential. Archives of Women's Mental Health, 9, 181–186. 

doi:10.1007/s00737-006-0130-3 

Nash, K., Stevens, S., Greenbaum, R., Weiner, J., Koren, G., & Rovet, J. (2015). Improving 

executive functioning in children with fetal alcohol spectrum disorders. Child 

Neuropsychology, 21, 191–209. doi:10.1080/09297049.2014.889110 

Nelson, C. A., Bos, K., Gunnar, M. R., & Sonuga‐Barke, E. J. (2011). V. The neurobiological toll 



References 
 

116 
 

of early human deprivation. Monographs of the Society for Research in Child 

Development, 76(4), 127–146. doi:10.1111/j.1540-5834.2011.00630.x 

Nowak-Fabrykowski, K. (2004). The care and education of orphaned Polish children: A 

success story. Childhood Education, 80, 300–304. doi:10.1080/00094056.2004.10521275 

Oyedele, O. O., & Kramer, B. (2013). Nuanced but significant: How ethanol perturbs avian 

cranial neural crest cell actin cytoskeleton, migration and proliferation. Alcohol, 47, 417–

426. doi:10.1016/j.alcohol.2013.04.001 

Palacios, J., & Sánchez-Sandoval, Y. (2006). Stress in parents of adopted children. 

International Journal of Behavioral Development, 30, 481–487. 

doi:10.1177/0165025406071492 

Patterson, J. M. (2002). Integrating family resilience and family stress theory. Journal of 

Marriage & Family, 64, 349–360. doi:10.1111/j.1741-3737.2002.00349.x 

Peadon, E., Rhys-Jones, B., Bower, C., & Elliott, E. J. (2009). Systematic review of 

interventions for children with Fetal Alcohol Spectrum Disorders. BMC Pediatrics, 9, 35. 

doi:10.1186/1471-2431-9-35 

Petković, G., & Barišić I. (2010). FAS prevalence in a sample of urban schoolchildren in 

Croatia. Reproductive Toxicology, 29, 237–241. doi:0.1016/j.reprotox.2009.11.006 

Pinderhughes, E., Matthews, J., Deoudes, G., & Pertman, A. (2013). A changing world: 

Shaping best practices through understanding of the new realities of intercountry 

adoption. Report of the Donaldson Adoption Institute. Retrieved from 

http://adoptioninstitute.org 

Plomin, R., Fulker, D. W., Corley, R., & DeFries, J. C. (1997). Nature, nurture, and cognitive 

development from 1 to 16 years: A parent-offspring adoption study. Psychological 

Science, 8, 442–447. Retrieved from http://pss.sagepub.com 

Polish Constitution. Act from 17 March 1921 [Konstytucja Rzeczypospolitej Polskiej. Ustawa 

z dnia 17 marca 1921 roku] (Dz.U. nr 44, 267). 

Prinzie, P., Onghena, P., & Hellinckx, W. (2007). Reexamining the parenting scale. European 

Journal of Psychological Assessment, 23, 24–31. doi:10.1027/1015-5759.23.1.24 

Prinzie, P., Onghena, P., Hellinckx, W., Grietens, H., Ghesquière, P., & Colpin, H. (2004). 

Parent and child personality characteristics as predictors of negative discipline and 

externalizing problem behaviour in children. European Journal of Personality, 18, 73–

102. doi:10.1002/per.501 



References 
 

117 
 

Rasmussen, C. (2005). Executive functioning and working memory in fetal alcohol spectrum 

disorder. Alcoholism: Clinical and Experimental Research, 29, 1359–1367. 

doi:10.1097/01.alc.0000175040.91007.d0 

Rasmussen, C., McAuley, R., & Andrew, G. (2007). Parental ratings of children with fetal 

alcohol spectrum disorder on the behavior rating inventory of executive function 

(BRIEF). Journal of FAS International, 5, e2. Retrieved from 

http://www.motherisk.org/FAR 

Reilly, T., & Platz, L. (2003). Characteristics and challenges of families who adopt children 

with special needs: An empirical study. Children and Youth Services Review, 25, 781–803. 

doi:10.1016/S0190-7409(03)00079-3 

Rhee, S. H., & Waldman, I. D. (2002). Genetic and environmental influences on antisocial 

behavior: A meta-analysis of twin and adoption studies. Psychological Bulletin, 128, 490–

529. doi:10.1037/0033-2909.128.3.490 

Rijk, C. H. A. M. (2008). Coping with the effects of deprivation. Development and upbringing 

of Romanian adoptees in the Netherlands (Doctoral dissertation). Enschede, The 

Netherlands: Print Partners Ipskamp BV. 

Rijk, C. H. A. M., Hoksbergen, R. A. C., & Ter Laak, J. (2008). Education after early-life 

deprivation: Teachers’ experiences with a clinical group of deprived Romanian adopted 

children. Adoption Quarterly, 11(4), 255–277. doi:10.1080/10926750802569806 

Rijk, C. H. A. M., Hoksbergen, R. A. C., & Ter Laak, J. (2010). Development of behavioural 

problems in children adopted from Romania to the Netherlands, after a period of 

deprivation. European Journal of Developmental Psychology, 7, 233–248. 

doi:10.1080/17405620802063339 

Rijk, C. H. A. M., Hoksbergen, R. A. C., Ter Laak, J. J. F., Van Dijkum, C., & Robbroeckx, L. H. 

M. (2006). Parents who adopt deprived children have a difficult task. Adoption 

Quarterly, 9(2/3), 37–61. doi:10.1300/J145v09n02_03 

Riley, E. P., & McGee, C. L. (2005). Fetal alcohol spectrum disorders: An overview with 

emphasis on changes in brain and behavior. Experimental Biology and Medicine, 230, 

357–365. Retrieved from http://ebm.sagepub.com 

Robert, M., Carceller, A., Domken, V., Ramos, F., Dobrescu, O., Simard, M. N., & Gosselin, J. 

(2009). Physical and neurodevelopmental evaluation of children adopted from Eastern 

Europe. Journal of Population Therapeutics and Clinical Pharmacology, 16, e432–e440. 



References 
 

118 
 

Retrieved from http://www.jptcp.com 

Rondo, P. H. C., Ferreira, R. F., Nogueira, F., Ribeiro, M. C. N., Lobert, H., & Artes, R. (2003). 

Maternal psychological stress and distress as predictors of low birth weight, prematurity 

and intrauterine growth retardation. European Journal of Clinical Nutrition, 57, 266–272. 

doi:10.1038/sj.ejcn.1601526 

Rosenthal, J. A., Groze, V., & Aguilar, G. D. (1991). Adoption outcomes for children with 

handicaps. Child Welfare, 70, 623–636. Retrieved from http://www.cwla.org/child-

welfare-journal 

Ruggiero, J. A., & Johnson, K. (2009). Implications of recent research on Eastern European 

adoptees for social work practice. Child & Adolescent Social Work Journal, 26, 485–504. 

doi:10.1007/s10560-009-0181-1 

Rutter, M. (1998). Developmental catch-up, and deficit, following adoption after severe 

global early privation. Journal of Child Psychology and Psychiatry, 39, 465–476. Retrieved 

from http://journals.cambridge.org/action/displayJournal?jid=CPP 

Rutter, M., Beckett, C., Castle, J., Colvert, E., Kreppner, J., Mehta, M., … Sonuga-Barke, E. 

(2007). Effects of profound early institutional deprivation: An overview of findings from 

a UK longitudinal study of Romanian adoptees. European Journal of Developmental 

Psychology, 4, 332–350. doi:10.1080/17405620701401846 

Rutter, M., & Sonuga-Barke, E. J. (2010). X. Conclusions: Overview of findings from the era 

study, inferences, and research implications. Monographs of the Society for Research in 

Child Development, 75, 212–229. doi:10.1111/j.1540-5834.2010.00557.x 

Ryan, S. D., & Groza, V. (2004). Romanian adoptees: A cross-national comparison. 

International Social Work, 47, 53–79. doi:10.1177/0020872804039371 

Sameroff, A. (2010). A unified theory of development: A dialectic integration of nature and 

nurture. Child Development, 81, 6–22. doi:10.1111/j.1467-8624.2009.01378.x 

Saudino, K. J. (2005). Behavioral genetics and child temperament. Journal of Developmental 

and Behavioral Pediatrics, 26, 214–223. Retrieved from http://journals.lww.com/jrnldbp 

Scheffner, H. (2011). Evaluierung der „Checkliste zur Diagnose von FAS“. Eine explorative 

Datenanalyse der teststatistischen Güte [Evaluation of the “Checklist for the diagnosis of 

FAS”. An exploratory data analysis of the psychometric qualities of the test] (Doctoral 

dissertation). Münster, Germany: Universität Münster. 

Schweiger, W. K., & O'Brien, M. (2005). Special needs adoption: An ecological systems 



References 
 

119 
 

approach. Family Relations, 54, 512–522. doi:10.1111/j.1741-3729.2005.00337.x 

Selman, P. (2009). The rise and fall of intercountry adoption in the 21st century. 

International Social Work, 52, 575–594. doi:10.1177/0020872809337681 

Selman, P. (2010). Intercountry adoption in Europe 1998–2008: Patterns, trends and issues. 

Adoption & Fostering, 34(1), 4–19. doi:10.1177/030857591003400102 

Selman, P. (2012). The global decline of intercountry adoption: What lies ahead? Social 

Policy and Society, 11, 381–397. doi:10.1017/S1474746412000085 

Selman, P. (2014). Global statistics for intercountry adoption: Receiving states and states of 

origin 2003–2013. Unpublished document. 

Selman, P., Moretti, E., & Brogi, F. (2009). Statistical profile of intercountry adoption in the 

European Union. In ChildONEurope (Ed.). International adoption in the European Union 

(pp. 7–44). Report requested by The European Parliament's committee on Civil Liberties, 

Justice and Home Affairs. Brussels, Belgium: European Parliament. 

Sierankiewicz, E. (2007a). Adopcja jako optymalna forma kopensowania sieroctwa 

społecznego [Adoption as an optimal form of compensation for social orphanhood]. In J. 

Kuźma (ed.), Opieka i wychowanie dzieci sierocych w Polsce (pp. 99–119). Cracow, 

Poland: Krakowskie Towarzystwo Edukacyjne. 

Sierankiewicz, E. (2007b). Dom dziecka jako powszechna forma instytucjonalnej opieki 

całkowitej [Children’s homes as a widespread form of institutional care]. In  . Kuźma 

(ed.), Opieka i wychowanie dzieci sierocych w Polsce (pp. 45–65). Cracow, Poland: 

Krakowskie Towarzystwo Edukacyjne. 

Skrzypczyk, W. (2003). Przemoc emocjonalna wobec dzieci w rodzinach z problemem 

alkoholowym [Emotional maltreatment of children in families with alcohol problems]. 

Dziecko krzywdzone. Teoria. Badania. Praktyka, 4(4), 93–102. Retrieved from 

http://dzieckokrzywdzone.fdn.pl 

Smidts, D., & Huizinga, M. (2009). BRIEF - Executieve Functies Gedragsvragenlijst [Behavior 

Rating Inventory of Executive Function]. Amsterdam: Hogrefe Uitgevers. 

Smith, S. M. (1997). Alcohol-induced cell death in the embryo. Alcohol Health & Research 

World, 21, 287–294. Retrieved from http://pubs.niaaa.nih.gov 

Sood, B., Delaney-Black, V., Covington, C., Nordstrom-Klee, B., Ager,  ., Templin, T., … Sokol, 

R. J. (2001). Prenatal alcohol exposure and childhood behavior at age 6 to 7 years: I. 

dose-response effect. Pediatrics, 108, e34. doi:10.1542/peds.108.2.e34 



References 
 

120 
 

State Agency for the Prevention of Alcohol-Related Problems [PARPA]. (2008). Dzieci 

alkoholików [Children of alcoholics]. Retrieved from 

http://www.parpa.pl/index.php/rodzina-dzieci/dzieci-alkoholikow 

Stelmaszuk, Z. W. (2002). Residential care in Poland: Past, present and future. International 

Journal of Child and Family Welfare, 5, 102–111. Retrieved from http://www.cyc-

net.org/Journals/ijcfw/index.html 

Stratton, K. R., Howe, C. J., & Battaglia, F. C. (1996). Fetal alcohol syndrome diagnosis, 

epidemiology, prevention, and treatment. Washington, DC: Institute of Medicine 

(Division of Biobehavioral Sciences and Mental Disorders, Committee to Study Fetal 

Alcohol Syndrome and National Institute on Alcohol Abuse and Alcoholism), National 

Academy Press. 

Streissguth A. P. (1997). Fetal alcohol syndrome: A guide for families and communities. 

Baltimore, MD: Paul H. Brookes Publishing Co. 

Streissguth, A. P., Aase, J. M., Clarren, S. K., Randels, S. P., LaDue, R. A., & Smith, D. F. (1991). 

Fetal alcohol syndrome in adolescents and adults. JAMA: The Journal of the American 

Medical Association, 265, 1961–1967. doi:10.1001/jama.1991.03460150065025 

Streissguth, A. P., Bookstein, F. L., Barr, H. M., Press, S., & Sampson, P. D. (1998). A fetal 

alcohol behavior scale. Alcoholism: Clinical and Experimental Research, 22, 325–333. 

doi:10.1111/j.1530-0277.1998.tb03656.x 

Streissguth, A. P., & O'Malley, K. (2000). Neuropsychiatric implications and long-term 

consequences of fetal alcohol spectrum disorders. Seminars in Clinical Neuropsychiatry, 

5, 177–190. doi:10.1053/scnp.2000.6729 

Sullivan, R., Wilson, D. A., Feldon, J., Yee, B. K., Meyer, U., Richter-Levin, G., … Braun, K. 

(2006). The international society for developmental psychobiology annual meeting 

symposium: Impact of early life experiences on brain and behavioral development. 

Developmental Psychobiology, 48, 583–602. doi:10.1002/dev.20170 

Supreme Audit Office. (2008). Informacja o wynikach kontroli funkcjonowania wybranych 

placówek opiekuńczo-wychowawczych [Information about the results of inspection of 

the functioning of selected Care and Education Centres]. Retrieved from 

http://www.nik.gov.pl 

Supreme Audit Office. (2009). Informacja o wynikach kontroli realizacji niektórych zadań w 

zakresie pomocy społecznej na rzecz dzieci przez wybrane jednostki administracji 



References 
 

121 
 

samorządowej powiatów [Information about the results of inspection of some tasks in 

the field of social assistance for children of selected local authorities] Retrieved from 

http://www.nik.gov.pl 

Szczepaniak,  . (2004). Problem zwalczania i kompensacji sieroctwa społecznego w Polsce 

[Combating and compensating the problem of social orphanhood in Poland]. 

Nierówności Społeczne a Wzrost Gospodarczy, 4, 425–436. Retrieved from 

http://www.ur.edu.pl/nauka/czasopisma-uniwersytetu-rzeszowskiego-punktowane-

przez-ministerstwo/nierownosci-spoleczne-a-wzrost-gospodarczy 

UNICEF. (2008). Transmonee 2007 features. Data and analysis on the lives of children in 

CEE/CIS and Baltic States. Florence, Italy: Innocenti Research Centre. 

Van der Vegt, E. J. M., Van der Ende, J., Ferdinand, R. F., Verhulst, F. C., & Tiemeier, H. 

(2009). Early childhood adversities and trajectories of psychiatric problems in adoptees: 

Evidence for long lasting effects. Journal of Abnormal Child Psychology, 37, 239–249. 

doi:10.1007/s10802-008-9272-2 

Van IJzendoorn, M. H., & Juffer, F. (2006). The Emanuel Miller Memorial Lecture 2006: 

Adoption as intervention. Meta‐analytic evidence for massive catch‐up and plasticity in 

physical, socio‐emotional, and cognitive development. Journal of Child Psychology and 

Psychiatry, 47, 1228–1245. doi:10.1111/j.1469-7610.2006.01675.x 

Verhulst, F. C., Althaus, M., & Versluis-Den Bieman, H. J. M. (1990). Problem behavior in 

international adoptees: I. An epidemiological study. Journal of the American Academy of 

Child & Adolescent Psychiatry, 29, 94–103. doi:10.1097/00004583-199001000-00015 

Verhulst, F. C., Van der Ende, J., & Koot, H. M. (1996). Handleiding voor de CBCL/4-18. 

[Manual for the CBCL/4-18]. Rotterdam, The Netherlands: Sophia Children's Hospital, 

Department Child and Youth Psychiatry. 

Warzywoda-Kruszynska, W., & Grotowska-Leder, J. (1993). Poverty and social conditions in 

Poland during the transformation to a market economy. International Journal of Social 

Welfare, 2, 115–127. doi:10.1111/j.1468-2397.1993.tb00028.x 

Webster-Stratton, C. (1990). Stress: A potential disruptor of parent perceptions and family 

interactions. Journal of Clinical Child Psychology, 19, 302–312. 

doi:10.1207/s15374424jccp1904_2 

Wels, P. M. A., & Robbroeckx, L. M. H. (1996). NVOS: Nijmeegse Vragenlijst voor de 

Opvoedingssituatie [NCRQ: Nijmegen Child-Rearing Situation Questionnaire]. Lisse, The 



References 
 

122 
 

Netherlands: Swets & Zeitlinger. 

Yoder, J. A. (2003). Decentralisation and regionalisation after communism: Administrative 

and territorial reform in Poland and the Czech Republic. Europe-Asia Studies, 55, 263–

286. doi:10.1080/0966813032000055877 

Zeanah, C. H., Egger, H. L., Smyke, A. T., Nelson, C. A., Fox, N. A., Marshall, P. J., & Guthrie, D. 

(2009). Institutional rearing and psychiatric disorders in Romanian preschool children. 

American Journal of Psychiatry, 166, 777–785. doi:10.1176/appi.ajp.2009.08091438



Summary in Dutch 

(Samenvatting)  





Summary in Dutch 

125 

SAMENVATTING IN HET NEDERLANDS 

Adoptie is het proces waarbij de rechten en verantwoordelijkheden voor het opvoeden van 

een kind worden overgedragen aan de adoptieouders. Sinds 1956 zijn er in Nederland bijna 

60.000 kinderen geadopteerd, waarvan de meesten via interlandelijke adoptie (Hoksbergen, 

2012). Kinderen geadopteerd uit Midden- en Oost-Europese landen zijn vaak blootgesteld 

aan verschillende risicofactoren vóór hun adoptie, zoals verwaarlozing en prenatale 

blootstelling aan alcohol (Gunnar, Van Dulmen, & The International Adoption Project Team, 

2007; Miller, Chan, Tirella, & Perrin, 2009). In vergelijking met kinderen geadopteerd uit 

andere delen van de wereld vertonen deze kinderen meer gedragsproblemen (Gunnar et al., 

2007). In Nederland komt de grootste groep Europese geadopteerden uit Polen; tussen 

1973 en 2014 zijn in Nederland 602 Poolse kinderen geadopteerd (Hoksbergen, 2012; 

Ministerie van Veiligheid en Justitie, 2015).  

De organisatie die Poolse kinderen plaatst in Nederlandse gezinnen merkte op dat meer 

gedragsproblemen aanwezig leken te zijn bij deze groep kinderen en dat hun adoptieouders 

regelmatig aangaven dat zij ernstige problemen met de opvoeding ondervonden. Derhalve 

was het doel van ons onderzoek om de ontwikkeling en het gedrag van de kinderen die uit 

Polen zijn geadopteerd in kaart te brengen. Vanwege indicaties dat veel van de uit Polen 

geadopteerde kinderen waren beïnvloed door blootstelling aan alcohol tijdens de 

zwangerschap, waren foetale alcohol spectrum stoornissen (FASD [fetal alcohol spectrum 

disorders]) een belangrijk onderwerp in deze studie.  

De volgende onderzoeksvragen stonden centraal: (1) Wat is de achtergrond van 

kinderen geadopteerd uit Polen en aan welke pre-adoptie risicofactoren zijn zij 

blootgesteld?; (2) Vertonen Poolse adoptiekinderen meer gedragsproblemen dan niet- 

geadopteerde kinderen, of kinderen geadopteerd uit andere delen van de wereld? En zijn 

deze gedragsproblemen gerelateerd aan pre-adoptie risicofactoren?; (3) In hoeverre komt 

FASD voor bij deze kinderen? Is een diagnose of vermoeden van FASD gerelateerd aan 

ontwikkelingsuitkomsten van de kinderen?; (4) In welke mate ervaren adoptieouders 

ouderlijke stress en tevredenheid over de opvoedingssituatie? Is ouderlijke stress 

gerelateerd aan gedragsproblemen van de kinderen, en hangt dit samen met de manier van 

opvoeden twee jaar later? 
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Om de ontwikkeling en opvoeding van kinderen geadopteerd uit Polen te onderzoeken, 

is een empirische studie over twee tijdstippen uitgevoerd, gemiddeld zes en acht jaar na 

adoptie. Voor dit onderzoek zijn alle Nederlandse adoptieouders die één of meer kinderen 

uit Polen adopteerden in de periode van januari 1999 tot en met december 2006, 

uitgenodigd om deel te nemen. Adoptieouders van 133 adoptiekinderen (73% respons) 

hebben deelgenomen aan deze studie. Deze kinderen werden door 79 gezinnen 

geadopteerd, op gemiddeld driejarige leeftijd. De leeftijd van de kinderen op het eerste 

onderzoeksmoment was gemiddeld 8,7 jaar (SD = 2,9). Twee jaar later werden de 

adoptieouders opnieuw benaderd. De meeste adoptieouders (91%) besloten weer deel te 

nemen; dit resulteerde in een steekproef van 121 kinderen. De onderzoeksgegevens werden 

verzameld met vragenlijsten.  

Achtergrond en pre-adoptie risicofactoren van adoptiekinderen uit Polen 

Om inzicht te krijgen in de achtergrond van kinderen geadopteerd uit Polen, werd allereerst 

een literatuurstudie uitgevoerd naar de zorg in Polen voor kinderen die niet bij hun ouders 

kunnen opgroeien (Hoofdstuk 2). Uit deze literatuurstudie bleek dat kinderen in Polen met 

name uit huis geplaatst worden als beschermende maatregel. Een van de factoren die 

hierbij een belangrijke rol speelt is ouderlijk alcoholmisbruik (State Agency for the 

Prevention of Alcohol-Related Problems [PARPA], 2008). Bij uithuisplaatsing gaat de 

voorkeur uit naar plaatsing in familiale typen van opvang (Act on Family Assistance and 

Alternative Care, 2011). Ondanks dat het aantal pleeggezinnen in Polen stijgt, verblijven nog 

steeds veel kinderen in kindertehuizen (Central Statistical Office [CSO], 2010), waar de 

omstandigheden niet altijd voldoen aan wettelijke voorschriften (Supreme Audit Office, 

2008). Voor sommige kinderen bepaalt de rechter dat zij beschikbaar zijn voor adoptie. 

Ongeveer negen procent van deze kinderen kon niet bij adoptieouders in Polen geplaatst 

worden en kwam in aanmerking voor interlandelijke adoptie. Vaak waren dit kinderen die al 

wat ouder waren bij adoptie, of die specifieke medische behoeften hadden, emotionele of 

gedragsproblemen kenden, ofwel ging het om broers en zussen die met drie of meer tegelijk 

waren (Ministry of Labour and Social Policy, 2015). Tussen 2004 en 2013 werden jaarlijks 

tussen de 255 en 389 Poolse kinderen internationaal geplaatst, met een licht dalende trend 

(ISS/IRC Team, 2011, 2014; Selman, 2010). 
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In Hoofdstuk 3 zijn de resultaten beschreven over de achtergrond en de pre-adoptie 

risicofactoren van Nederlandse kinderen die tussen 1999 en 2006 uit Polen geadopteerd 

zijn. Bij adoptie waren zij gemiddeld drie jaar oud. Vóór hun adoptie verbleven de meeste 

kinderen (83%) in Polen enige tijd in een kindertehuis. Ongeveer de helft van de kinderen 

heeft bij hun biologische ouder(s) geleefd. Daarnaast heeft een kleine minderheid bij 

pleegouders, familie of kennissen gewoond. Verblijf in het ziekenhuis voor minstens twee 

weken werd ook veelvuldig gerapporteerd. De meeste kinderen zijn vóór hun adoptie 

blootgesteld aan risicofactoren die de kans op gedragsproblemen op latere leeftijd 

verhogen, waarbij verblijf in een kindertehuis, een hogere leeftijd bij adoptie (≥ 18 

maanden), verwaarlozing en alcohol misbruik van de biologische ouders de meest 

voorkomende risicofactoren waren.  

 

Gedragsproblemen en de associatie met pre-adoptie risicofactoren 

De prevalentie van gedragsproblemen na adoptie in relatie tot pre-adoptie risicofactoren 

werden beschreven in Hoofdstuk 3. In vergelijking met een Nederlandse normgroep 

vertoonden kinderen geadopteerd uit Polen, gemiddeld zes jaar na adoptie, vier keer vaker 

klinische gedragsproblemen, zowel externaliserend als internaliserend. Met name 

aandachtsproblemen, sociale problemen, denkproblemen en agressief gedrag kwamen 

vaker voor. Ook in vergelijking met een grote groep Nederlandse kinderen geadopteerd uit 

verschillende landen (Verhulst, Althaus, & Versluis-Den Bieman, 1990), vertoonden de 

Poolse adoptiekinderen vaker gedragsproblemen op klinisch niveau. In vergelijking met een 

studie over Roemeense adoptiekinderen die ernstig verwaarloosd waren vóór hun adoptie 

(Rijk, Hoksbergen, & Ter Laak, 2010), werden in ons onderzoek dezelfde mate van 

externaliserende problemen gevonden en meer internaliserende problemen. 

Onze verwachting was dat de pre-adoptie risicofactoren waaraan de kinderen 

blootgesteld waren, gepaard zouden gaan met meer gedragsproblemen na adoptie. De 

meeste van de verwachte associaties zijn echter niet bevestigd. Alleen mishandeling bleek 

geassocieerd met latere gedragsproblemen; kinderen die waren blootgesteld aan 

mishandeling vóór adoptie hadden meer gedragsproblemen na adoptie. Dat andere pre-

adoptie risicofactoren, zoals de doorgebrachte tijd in een kindertehuis of prenatale 

blootstelling aan alcohol, in onze studie niet geassocieerd waren met meer negatieve 
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uitkomsten betekent echter niet dat deze niet belangrijk zijn als potentiële risicofactoren. 

Binnen de relatief kleine steekproef bestond immers een grote variatie aan risicofactoren, 

die vaak ook tegelijkertijd voorkwamen. Ook was voor sommige kinderen informatie over 

hun achtergrond onbekend en was het onmogelijk om de betrouwbaarheid van de pre-

adoptie risicofactoren vast te stellen. 

 

Foetale alcohol spectrum stoornissen bij kinderen geadopteerd uit Polen 

Foetale alcohol spectrum stoornissen (FASD) staan centraal in Hoofdstuk 4. FASD wordt 

omschreven als een continuüm van aandoeningen ontstaan als gevolg van alcoholgebruik 

van de moeder tijdens de zwangerschap. De meest ernstige vorm van FASD is foetaal 

alcohol syndroom (FAS; Streissguth & O'Malley, 2000). Personen met FAS worden 

gekenmerkt door pre- en/of postnatale groei deficiëntie (lengte, gewicht), een set van 

gezicht anomalieën (smalle ooglidspleten, afgeplat neusgootje, dunne bovenlip), en 

beschadigingen van het centrale zenuwstelsel (Astley & Clarren, 2000; Hoyme et al., 2005).  

Uit de huidige studie blijkt dat voor kinderen geadopteerd uit Polen de prevalentie van 

FASD hoog is. Gemiddeld acht jaar na adoptie was ongeveer een derde van de kinderen 

gediagnosticeerd met FASD. Daarnaast hadden adoptieouders voor ongeveer één op de vijf 

kinderen het vermoeden dat hun kind FASD had; alhoewel dit niet is onderzocht door een 

professional. Voor de overige kinderen hadden de adoptieouders geen vermoeden van 

FASD, noch waren deze kinderen gediagnosticeerd met FASD door een professional.  

Deze drie groepen zijn vergeleken op groei, type onderwijs en executief functioneren 

(meer complexe cognitieve processen die nodig zijn voor bewuste, doel- en 

oplossingsgerichte acties). Geadopteerden gediagnosticeerd met FASD hadden vaker een 

groeiachterstand, volgden vaker speciaal onderwijs, en hadden meer problemen met 

executieve functies dan kinderen zonder een dergelijke diagnose. De kinderen waarbij FASD 

werd vermoed, scoorden tussen de andere twee groepen in, wat mogelijk aangeeft dat dit 

vermoeden in sommige gevallen juist is. Ook in de groep kinderen van wie de ouders geen 

FASD vermoedden, bleek dat sommige kinderen een groeiachterstand hadden, speciaal 

onderwijs volgden en dat zij tekorten lieten zien in de executieve functies. Gezien de hoge 

prevalentie van prenatale blootstelling aan alcohol, ook in deze groep, is dit mogelijk een 

indicatie voor onderdiagnosticering van FASD. Niet uit te sluiten is dat deze 
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ontwikkelingsproblemen gerelateerd zijn aan andere risicofactoren zoals genetische 

kwetsbaarheid of andere negatieve vroege levenservaringen, bijvoorbeeld verwaarlozing. 

 

Opvoeding van kinderen geadopteerd uit Polen 

Hoofdstuk 5 betreft een studie waarin de mate van ouderlijke stress en tevredenheid werd 

onderzocht in relatie tot gedragsproblemen, en opvoedingsgedrag twee jaar later. In 

vergelijking met ouders van een Nederlandse normgroep, ervoeren de adoptieouders van 

kinderen geadopteerd uit Polen meer ouderlijke stress, vooral ouders van meisjes. Mogelijk 

was dit gerelateerd aan verschillende verwachtingen die adoptieouders hadden ten aanzien 

van het gedrag en de opvoeding van meisjes en jongens. Vooral externaliserende 

gedragsproblemen van de kinderen bleken voorspellend voor ouderlijke stress. Naast een 

hogere mate van ouderlijke stress rapporteerden de adoptieouders ook een hogere mate 

van tevredenheid met de opvoedingssituatie dan ouders van een Nederlandse normgroep. 

Adoptieouders van kinderen gediagnosticeerd met FASD en ouders die FASD 

vermoedden, ervoeren meer ouderlijke stress dan ouders van kinderen zonder een 

dergelijke diagnose of het vermoeden hiervan. Deze verschillen waren echter klein. De 

ouderlijke stress van ouders van een kind zonder (vermoeden van) FASD was gerelateerd 

aan meer overreageren in de opvoeding twee jaar later. De associatie tussen ouderlijke 

stress en overreageren werd echter niet gevonden bij ouders van kinderen met (een 

vermoeden van) FASD. Mogelijk helpt een duidelijke diagnose ouders om probleemgedrag 

van hun kind beter te begrijpen, wat hen vervolgens in staat stelt om hun manier van 

opvoeden aan te passen. Tussen ouderlijke stress en laksheid in de opvoeding door 

adoptieouders werd geen relatie gevonden. 
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CONCLUSIE EN AANBEVELINGEN  

De resultaten van de studies in dit proefschrift wijzen erop dat kinderen geadopteerd uit 

Polen een verhoogd risico hebben op gedrags-, cognitieve- en ontwikkelingsproblemen. 

Voorafgaand aan de adoptie zijn zij vaak blootgesteld aan diverse negatieve  

levenservaringen, zoals verwaarlozing en prenatale blootstelling aan alcohol. Een specifiek 

aandachtspunt voor adoptiekinderen uit Polen is foetale alcohol spectrum stoornissen 

(FASD), gezien de hoge prevalentie van FASD en de hieraan gerelateerde 

ontwikkelingsproblemen, zowel op korte als lange termijn. De ouders die kinderen uit Polen 

adopteerden ervoeren meer stress bij het opvoeden, evenals een hogere mate van 

tevredenheid, dan ouders in een Nederlandse normgroep.  

Deze bevindingen leveren, zowel voor de Nederlandse samenleving als, meer specifiek, 

voor (aspirant) adoptieouders een aantal aanbevelingen op, die in Hoofdstuk 6 zijn 

beschreven. De belangrijkste worden hieronder samengevat. 

 

Voorbereiding voor adoptie 

Voor aspirant adoptieouders die willen adopteren uit landen in Midden- en Oost-Europa is 

het van belang dat zij goed worden voorgelicht over mogelijke ontwikkelingsproblemen en 

in het bijzonder over FASD. Uit literatuur is gebleken dat een adequate voorbereiding op 

adoptie alsmede het ontvangen van de juiste informatie over het te adopteren kind 

belangrijke condities zijn voor meer realistische verwachtingen over het ontwikkelings-

potentieel van het kind en, daaraan gerelateerd, meer positieve uitkomsten voor 

geadopteerden en hun adoptiegezin (Reilly & Platz, 2003; Ruggiero & Johnson, 2009).  

 

Beschikbaarheid van adequate nazorg  

Gezien de hoge prevalentie van gedragsproblemen en FASD bij kinderen geadopteerd uit 

Polen worden follow-up na adoptie en professionele ondersteuning, met kennis over FASD 

en adoptie-gerelateerde kwesties, aanbevolen. Deze vroege interventie kan eventuele 

problemen voorkomen of verminderen. Een stap in deze richting is de recentelijk 

uitgebrachte ‘Adoptiehandreiking voor leerkrachten, huisartsen, jeugdartsen, jeugd-

hulpverleners en andere professionals’ door het Ministerie van  olksgezondheid, Welzijn en 
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Sport (2014), waarin basisinformatie wordt gegeven om kennis over adoptiespecifieke 

kwesties te verbeteren, vroegtijdige herkenning van de medische- en psychosociale 

problemen te bevorderen en adequate hulpverlening te stimuleren.  

 

Implicaties voor professionals, adoptiegezinnen en geadopteerden 

Voor professionals die werken met gezinnen die een kind uit Polen adopteerden, is het 

raadzaam om zowel de ontwikkelingsproblemen als de sterke punten van de kinderen in 

kaart te brengen. Gezien de grote variatie in ontwikkelingsproblemen die deze kinderen 

laten zien en de verschillende mogelijke verklaringen hiervoor, is het belangrijk  de 

opvoedingsaanpak of eventuele interventies af te stemmen op de behoeften van de 

gezinnen en hun kinderen. 

Pedagogische interventies kunnen zich richten op het verminderen van gedrags- of 

andere ontwikkelingsproblemen, bijvoorbeeld door het trainen van executieve functies van 

het kind of de jongere, of middels een oudertraining waarin ouders meer opvoedings-

vaardigheden aanleren. Een andere mogelijke benadering is om kinderen en jongeren te 

leren om gaan met hun gedrags- en cognitieve problemen. Daarnaast is het van belang om 

aandacht te besteden aan de emotionele ontwikkeling van de kinderen. Zo kunnen kinderen 

met een negatief zelfbeeld worden geleerd hoe ze mogelijke tekortkomingen kunnen 

accepteren of hoe ze om kunnen gaan met negatieve ervaringen uit het verleden. Ook dient 

er aandacht te zijn voor de adoptieouders. Vanwege de verhoogde kans op ouderlijke stress 

worden strategieën die stress kunnen verminderen aanbevolen. Aangezien het huidige 

onderzoek laat zien dat ouderlijke stress is geassocieerd met gedragsproblemen van Poolse 

adoptiekinderen, kan verwacht worden dat wanneer de ouderlijke stress afneemt, ook de 

gedragsproblemen zullen verminderen, en andersom.  

 

Herkenning en diagnostiek van FASD 

Het huidige onderzoek laat zien dat FASD mogelijk ondergediagnosticeerd wordt. Dit is in 

overeenstemming is met de literatuur (o.a., Chasnoff, Wells, & King, 2015). Gezien de hoge 

prevalentie van FASD bij kinderen geadopteerd uit Polen, en breder genomen uit Midden- 

en Oost-Europa (Landgren et al., 2010; Robert et al., 2009), wordt geadviseerd meer 

aandacht te besteden aan de herkenning en diagnostiek van FASD. Een vroege diagnose van 
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FASD is belangrijk om secundaire problemen te voorkomen (Benz, Rasmussen, & Andrew, 

2009; Streissguth, 1997) en kan bijdragen aan een betere behandeling van eventuele 

problemen. Het kan personen met FASD en hun omgeving ook helpen om de FASD-

gerelateerde gedrags- en cognitieve problemen te accepteren, beter te begrijpen en er 

adequater mee om te gaan.  

Een eerste stap in de richting van het identificeren van kinderen met FASD is screening 

van risicogroepen. Dit kan bijvoorbeeld door middel van een vragenlijst die FASD-

gerelateerd gedrag meet. Het wordt aanbevolen om daarbij ook biologische maten mee te 

nemen, zoals groei en hoofdomtrek. Omdat de uitingen van verschillende 

ontwikkelingsstoornissen overeenkomen of lijken op kenmerken van FASD (Chasnoff et al., 

2015; Nash et al., 2006) is het tevens belangrijk ervoor te waken dat FASD te snel 

gediagnosticeerd wordt. Het wordt daarom aanbevolen om neuropsychologische toetsing 

mee te nemen in het diagnostische onderzoek, vooral wanneer de klinische kenmerken van 

FASD en prenatale blootstelling aan alcohol onzeker zijn. Bovendien wordt geadviseerd om 

andere genetische aandoeningen met overeenkomstige klinische kenmerken uit te sluiten. 

 

Verbetering van de behandelmogelijkheden FASD 

Voor adoptiegezinnen met een kind met FASD is professionele hulp gewenst en mogelijk 

langdurig nodig, aangezien de neurologische tekorten van de kinderen veelal blijvend zijn 

(Day, Helsel, Sonon, & Goldschmidt, 2013). Gezinnen met een kind met FASD hebben vaak 

een brede behoefte aan hulp, zowel op medisch gebied, als bij de ontwikkeling van 

motoriek, taal, gedrag en leren. Het aantal adequaat bevonden pedagogische interventies 

voor kinderen met FASD is echter beperkt (Peadon, Rhys-Jones, Bower, & Elliott, 2009). 

Voor professionele hulp in Nederland zijn individuen met FASD en hun families voornamelijk 

aangewezen op de reguliere gezondheidszorg, waar de noodzakelijke kennis over FASD niet 

altijd als vanzelfsprekend aanwezig is. Concluderend kunnen we stellen dat het belangrijk is 

om: 1) Professionals in de gezondheidszorg voor te lichten over FASD; 2) Effectieve 

interventies voor kinderen met FASD te ontwikkelen en deze beschikbaar te stellen voor 

individuen met FASD en hun verzorgers; 3) Een kader te ontwikkelen dat als leidraad kan 

dienen voor professionals die werken met gezinnen van kinderen met FASD. 
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