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Abstract

Purpose The main objective is to study the health-related quality of life (HRQoL) as a positive approach to health in adult
adoptees. We will also consider comparison with population norms, relation to chronic medical conditions, the role of soci-
odemographic variables, and gender differences among the variables in this study.

Methods This was a cross-sectional study of 179 adult domestic adoptees from Spain aged between 18 and 44. They were
recruited from a longitudinal study, which was on its third wave. They answered an interview and the self-report measure
Health Survey Short Form (SF-12). ANOVAs and ¢ test analyses to compare groups, and multiple regression to determine
predictors of HRQoL, were performed.

Results Adoptees are not different from the general population in terms of perceived physical health (PH) and mental health
(MH). Both PH and MH are related to different variables (e.g., current age is negatively associated with PH, as is the number
of chronic medical conditions with MH). Despite the absence of gender differences in MH perception, there were common
and different predictor variables for males and females. The number of chronic medical conditions predicts HRQoL regard-
less of gender. For women, employment is also a predictor, and for men, other variables are being in a romantic relationship,
having children, and low income.

Conclusions Adult adoptees are comparable to general population in terms of HRQoL, but there are associated variables
(chronic medical conditions and gender) that should be considered. Post-adoption services should promote health and sup-
port in life transitions for this group.
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Introduction

There is little evidence about health perception in adult
adoptees. Most of the research on adopted adults is about
psychological difficulties. Although the trend is to find
higher maladjustment in this group, results do not always
coincide [1]. Adopted people form a very heterogeneous
group. Longitudinal studies of adoptees show that adverse
childhood experiences (ACEs) increase the risk of psycho-
logical maladjustment in adulthood [2]. An explanation for
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the long-term effects is that early adversity might interfere
with the normal development of psychological functions
such as attachment or self-concept. Research with adults
showed that ACEs were significantly associated with lower
psychological and social well-being [3].

According to the World Health Organization [4], quality
of life is not only affected by physical health and psychologi-
cal status, but also by personal beliefs, social relationships,
and people’s relation with significant environmental char-
acteristics. The Health-Related Quality of Life (HRQoL)
concept includes health perceptions and their correlates
(such as certain risks, health conditions, and social support)
at an individual level, and resources and policies at a com-
munity level [5]. Wilson and Cleary’s [6] model is the most
widely used in HRQoL [7]. It is particularly useful in social
sciences and, more concretely, in the context of child wel-
fare, as it provides both biomedical and social perspectives.
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Despite the insistence of current HRQoL models on con-
sidering the individual within his or her context, most of
the research analyzes the relation of HRQoL through the
presence of chronic medical conditions in clinical popula-
tions [8—15]. The study of the HRQoL of people who were
adopted during childhood provides an innovative and closer
approach to their physical and mental health from a multi-
dimensional and broader perspective. Considering only the
psychopathological perspective for the analyses might bias
the perception of adjustment in adopted people.

Our work aims to provide empirical data about HRQoL
as a measure of quality of life in adopted people within their
contexts, considering their sociodemographic and health
variables. This study is different from other previous ones
that are exclusively focused on the presence of difficulties
in these people. This construct (HRQoL) has received less
attention from a psychosocial perspective in nonclinical
samples. Moreover, there are few investigations with vul-
nerable groups.

HRQol in adoptive population and other vulnerable
groups

People who experienced ACEs tend to show lower HRQoL
during adulthood [16-19]. That relation is even stronger
in young adulthood, from 19 to 39 years [17]. Adoption,
as a protection measure for children, allows some people
to switch from an adverse developmental environment to
a protective one. Research on HRQoL in adopted popula-
tion is scarce; one study analyzed the self-reported physical
and mental health statuses of 46 domestic Indian adoptees
(mostly female, from 20 to 32 years old) through the Health
Survey Short Forms (SF-36) [20]. Its findings reported that
most adoptees had a good health perception, both physical
and mental. However, some of them displayed problems in
their mental health perception that correlated with age at
adoption, current age, and age at adoption disclosure. Lower
scores on mental health perception are related to stress and
anxiety levels, rather than to depression [20]. The Health
Behaviour in School-aged Children (HBSC) study [21]
shows that Spanish adopted adolescents have similar levels
of quality of life to those of the non-adoptees. Moreover,
the quality-of-life perception decreases as a function of age.
Finally, according to the HBSC study, inter-country adop-
tees have a better health perception than domestic adoptees.
Nevertheless, the literature in this area is scarce, so there is
not sufficient previous research to take as starting-point in
our study.

However, more research on HRQoL has been performed
in other vulnerable groups, such as young people aging out
of care who were not adopted, but who lived in institutions.
There is evidence of a lower HRQoL during childhood and
adolescence among people who live in residential care [22,
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23]. Young people living in institutions of the welfare sys-
tem display a lower HRQoL than those who live in kinship
care or those who are adopted. The latter show the high-
est scores on HRQoL [21]. Good assistance conditions in
residential care are extremely important for the subsequent
development of quality of life, and to prepare these young
people for difficult situations when they reach adulthood and
age out of care [24].

HRQolL and other personal and sociodemographic
variables

Several studies have associated HRQoL with the presence
of chronic medical conditions [8, 9, 14, 15]. More medical
conditions had a negative effect both on physical and mental
functioning and quality of life. Specifically, the presence
of three or more physical conditions was associated with a
decrease in the Physical Component Score (PCS) and the
Mental Component Score (MCS) [14]. However, the impact
on HRQoL depends on the type of the condition reported:
health perception is lower in the presence of a cardiovascular
disease such as congestive heart failure and hypertension
[8], breathing illnesses such as chronic lung disease [8] and
chronic obstructive pulmonary disease [10, 15], and other
diseases such as diabetes [13], allergies [8], anxiety [11,
12], or chronic otitis [9]. Another study with older adults
found no associations between medical conditions and men-
tal HRQOL [10].

HRQoL has also been related to sociodemographic vari-
ables. Regarding educational level, whereas low education
is associated with lower physical HRQoL [10], other studies
found no relation between them [25]. In relation to income
level, previous research suggests that a low-income level
is associated with lower scores in mental [10, 14, 25, 26]
and physical HRQoL [10, 25]. Concerning employment
status, there is consensus in that people who are employed
have better physical and mental health perceptions [14, 26,
27]. De Fazio et al. [27] associated the perception of mental
health with a low number of previous job losses. On the
other hand, not living alone and being married are related
to better mental health perception [14, 26], and being a par-
ent is negatively related to at least one of the components
of HRQoL [28-30]. Despite the fact that previous research
tends to agree about the relation between physical and men-
tal health perceptions and other sociodemographic variables,
exceptionally, the findings of De Fazio et al. [27] showed
that variables such as marital status, living arrangement,
educational level, or length of unemployment do not pre-
dict physical or mental health perception. On the contrary,
these authors stated that age is the only sociodemographic
variable that influences both the perception of physical and
mental health statuses. Gender is another variable to con-
sider. Previous studies found that females scored lower in
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the physical and mental components of HRQoL [31-34], but
some works found no differences between females and males
in the perception of physical or mental health [20, 27, 35].

In conclusion, chronic medical conditions are associ-
ated with lower mental and physical HRQoL, considering
also the type and number of conditions. In addition, some
sociodemographic variables are negatively associated with
HRQoL (educational level, income level, and being a par-
ent), and others are positively associated (employment, liv-
ing alone, and being married). Finally, results about gender
are inconclusive.

The current research is guided by the following purposes:
(1) to evaluate the perception of physical and mental health
in adoptees in comparison with the norms; (2) to determine
the relation between health perception and chronic medi-
cal conditions; (3) to analyze the role of sociodemographic
characteristics in health perception; (4) to explore gender
differences; and (5) to determine the roles of sociodemo-
graphic variables and chronic medical conditions in health
perception.

It was hypothesized that (1) This group of adopted
young adults will show, on average, a more negative health
perception than the Spanish general population. (2) The
presence of chronic medical conditions will be related to
a lower HRQoL. (3) HRQoL will be related to some soci-
odemographic variables (e.g., lower health perception will
be related to lower educational and income levels). As there
is no consensus about gender differences on HRQoL, this
relation will be explored in our sample.

Methodology
Participants

Participants were 179 Spanish adult domestic adoptees (56%
women). This sample came from a longitudinal study with
adoptive families that adopted children between 1987 and
1994 in Andalusia (Spain). They were not international
adoptions. In this paper, we analyzed the results of partici-
pants who completed all the protocols of the three waves
and the cases with no missing data. The mean age was
27.62 years (SD =5.39, range 18—44 years). Regarding age
at adoption, 48.7% were adopted before their first birthday,
34.9% between ages 1 and 5, and 16.4% at age 6 or later
(M=2.23, SD=3.05). At the time of the research, 37.4%
were still studying. Concerning educational level, 10.1%
had finished primary education, 64.2% had completed high
school, and 25.7% had a college degree. Moreover, 49.2%
were working, 62.0% had a stable romantic relationship, and
24.6% were parents. Finally, 50.3% were still living with
their parents.

Measures
Adoption and life trajectories

A semistructured interview was designed to obtain informa-
tion from the adopted adults about different areas: academic
trajectory, career path, physical and mental health, romantic
and family situation, adoption, and personal resources. Data
about the number of chronic medical conditions, educational
level, income, work status, independent living, romantic sta-
tus, and having children were obtained from this interview.
Concerning the number of chronic medical conditions, par-
ticipants were asked about the presence or the absence of 35
illnesses (see Appendix). Regarding educational level, they
indicated the highest level they had accomplished (primary
education, high school, or college). Referring to net income,
we established three categories according to the family
monthly salary, considering the minimum established in
the country at that time: low (< 655.20 €), medium (655.21
€-1965.60 €), high (> 1965.61 €). Participants answered
“yes” or “no” to questions related to having a job, living
independently, having a stable romantic relationship, and
having children.

Health-related quality of life (HRQoL)

We used the Spanish short form of the Health Survey v.1
(SF-12) [36, 37], which includes questions about health
perception on two different subscales: Physical Component
Summary (PCS), which assesses physical health perception,
and Mental Component Summary (MCS), which evalu-
ates the perception of mental health. Scores are calculated
through a weighted mean, and components have a mean
score of 50 and a standard deviation of 10. Higher scores in
both subscales indicate better HRQoL. This measure showed
acceptable reliability in this study: a=.71 and aa=.74, for
PCS and MCS,, respectively.

Procedure

The current research has a cross-sectional design, although it
is part of a longitudinal study. Wave 1 (W1) was assessed in
1995 (n=394), when the children had been living with their
adoptive parents for an average of 6 years. Wave 2 (W2) took
place in 2001 (n=273), and Wave 3 in 20162018 (n=179).
Attrition across waves was not systematic regarding sociode-
mographics from W1 and W2: gender (X2(1)= 436, p>.05);
current age (#(208.97)=—.812, p>.05); age at adoption
(#(391)=.091, p>.05); sibling groups (=121, p> .05);
ethnicity (y*(1)=.324, p>.05); disability (y*(1)=.084,
p>.05); institutionalization (y*(2) =.648, p>.05); pre-
adoption maltreatment ((1)=.738, p>.05); parental
educational level (;(2(2) =1.027, p>.05); family structure
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(*(1)=1.384, p>.05); and satisfaction with adoption at
W1 (#(373)=—.74, p>.05). More information about these
measures can be found in [38].

With the consent of the Public Administration, the
authors’ university sent letters to every participant. If adop-
tees accepted being interviewed, an appointment was made
for this purpose. Face-to-face interviews took place in the
participants’ homes or other places they considered com-
fortable, and lasted around 1 h. All the interviewers were
Psychology graduates with experience in interviewing peo-
ple. They also received specific training to become part of
the project. Before the interview, every participant signed
informed consent. The data collection followed the prin-
ciples in the Real Decreto-Ley 5/2018, of July 27, of the
urgent measures to adapt the Spanish law to the European
Union regulation for data protection. In addition, the project
was approved by the Bioethics Committee of the University
of Cadiz.

Data analysis

Data were coded and analyzed using statistical software
SPSS v.21. First, the descriptive statistics (means, standard
deviation, proportions) of all the variables were explored.
Then, one-sample ¢ tests were used to determine whether
the PCS and MCS means of the adopted group were similar
to the means of general population in Spain. Correlations
were calculated for quantitative variables. In addition, for
qualitative variables, we compared groups of every variable
in terms of PCS and MCS, using two independent sample
t tests for cases of two categories and analysis of variance
(ANOVAs) for more than two categories. To compare vari-
ables according to gender, two independent sample ¢ tests
(quantitative variables) and Chi-square tests (qualitative
variables) were used. Finally, we performed stepwise mul-
tiple regression analysis to determine predictors of PCS and
MCS, and as a function of gender.

Results

The first analysis compared adoptees’ means in HRQoL with
the SF-12 Spanish norms developed by Vilagut et al. [39].
Adoptees’ means in every gender-age group were not sig-
nificantly different from the Spanish norms of their reference
group (Table 1).

Table 2 presents the correlations between SF-12 scores
both for the mental and physical components and the quan-
titative variables considered herein. Significant negative cor-
relations were found between the PCS and current age, and
also with age at adoption. The MCS correlated significantly
and negatively with the number of chronic medical condi-
tions. For qualitative variables, mean comparisons were
made between the groups determined by all those variables
(Table 3). Findings with PCS revealed no significant differ-
ences according to educational level, income, employment,
living independently, or having a stable romantic relation-
ship. Only people who had children showed a significantly
lower PCS than those who did not. In MCS, significant dif-
ferences were found as a function of educational level. There
were no significant differences in MCS concerning the other
variables. Bonferroni post hoc test showed that the MCS
scores of people who had achieved primary school were
significantly lower than those of people who had completed
high school or university studies.

We also established some categories for the variable num-
ber of chronic medical conditions to analyze possible sig-
nificant differences in the PCS and MCS means. The catego-
ries were: “no medical conditions” (19.0%), ““1 or 2 medical
conditions” (40.2%), and “3 or more medical conditions”
(40.8%). No significant differences were observed in the
PCS depending on the number of medical conditions. How-
ever, means were statistically significant in the case of MCS,
where the groups without medical conditions scored 53.25,
the group with one or two medical conditions scored 50.14,
and the group with three or more scored 43.04 (p <.001).
The post hoc tests (Bonferroni), 95% confidence interval

Table 1 Comparison of SF-12

scores with Spanish norms Females Males
Mean Norms p Mean Norms p
PCS
18-24 54.00 54.35 790 55.79 54.62 278
25-34 52.87 53.53 .610 53.97 54.51 519
35-44 47.84 52.08 157 53.90 53.22 .665
MCS
18-24 48.43 49.24 .623 49.85 51.60 479
25-34 46.94 49.77 .083 48.88 51.69 .050
35-44 49.38 49.50 967 39.60 51.79 .067

MCS mental component summary, PCS physical component summary
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;anlleZZ‘ Cor ‘relations with PCS MCS Age Age at adoption Nr. of chronic
-1£ scores medical condi-
tions

PCS

MCS —.040

Age —.177* —.045

Age at adoption —.209%%* —.012 438%*

Nr. of chronic medi- —.121 — 411%* .195%* 135

cal conditions
Mean 53.49 47.84 27.62 223 2.50
SD 7.46 11.10 5.39 3.05 2.26

MCS mental component summary, PCS physical component summary

*p < .05. %p < 01

Table 3 SF-12 Mean score comparisons by sociodemographic char-
acteristics

Table 4 Characteristics of respondents by gender

Females (97) Males (82) p

PCS )4 MCS p

Educational level

Primary (n=18) 53.39(791) 960 39.42(16.82) .003

Secondary (n=115) 53.39 (7.60) 48.78 (10.39)
University (n=46) 53.76 (7.07) 48.78 (8.68)
Income
Low (n=13) 53.32(9.35) 982 41.70 (16.74) .062
Medium (n=94) 53.42 (6.89) 47.47 (11.42)
High (n=72) 53.61 (7.46) 49.42 (9.00)
Employment
Yes (n=288) 53.18 (7.53) .582 49.45(9.16) .054
No (n=91) 53.79 (7.41) 46.27 (12.55)
Living alone
Yes (n=89) 5247 (8.63) .069 49.95(11.94) .292
No (n=90) 54.50 (5.96) 48.71 (10.20)
Romantic relationship
Yes (n=111) 52.74 (8.12) .068 48.95(10.81) .086
No (n=68) 54.70 (6.09) 46.02 (11.40)
Having children
Yes (n=44) 50.55(9.82) .016 44.68 (14.47) .079
No (n=135) 54.45 (6.26) 48.86 (9.60)

Standard deviations in brackets

MCS mental component summary, PCS physical component sum-
mary

(CI), revealed significant differences between people who
had 3 or more chronic medical conditions (lower scores),
and those who had 1 or 2 [p<.001, 95% CI (- 11.25,
—2.93)] or no chronic medical conditions [p <.001, 95% CI
(—15.41, -5.0D)].

Results of the gender comparison are shown in Table 4.
Before the analyses, we tested homogeneity of variances
among females and males. Levene’s test was nonsignificant

SF-12 (mean, SD)

PCS 52.77 (8.67) 54.34 (5.63) .145
MCS 47.73 (11.79) 47.96 (11.79) .894
Age (mean, SD) 27.02 (5.32) 28.33(5.43) .106
Age at adoption (mean, SD) 2.30 (2.93) 2.15 (3.20) 737
Nr. of chronic medical condi- 2.89 (2.32) 2.05 (2.12) .013
tions
Educational level (%) 916
Primary 10.3 9.8
Secondary 62.9 65.9
University 26.8 24.4
Income (%) .101
Low 6.2 8.5
Medium 59.8 46.4
High 31.7 47.4
Employment (%) 46.4 52.4 420
Living alone (%) 50.5 48.8 817
Romantic relationship (%) 67.0 56.1 134
Having children (%) 26.8 22.0 452

MCS mental component summary, PCS physical component sum-
mary

(.\411; p>.05), indicating homoscedasticity between the
groups. Gender comparison analyses were statistically
nonsignificant, except for the number of chronic medical
conditions. Females had significantly more than males.
Multiple regressions on the MCS were different for females
and males, as well as the percentage of explained variance
(R*= .23 females, R”=.33 males) (Table 5). The number of
chronic medical conditions was a predicting variable both
for females and males. The MCS decreased as the number of
chronic medical conditions increased. For women, another
predictor variable was being employed, increasing the
MCS. However, for men, predicting variables were having
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Table 5 Multiple linear

. § SE P Collinearity statistics
regression: MCS by gender
Tolerance VIF
Females
(n=97)
(R*=.23)
Nr. of chronic medical conditions -1.922 410 <.001 1.000 1.000
Employment 4.848 1.900 .012 1.000 1.000
Males
(n=82)
(R*=.33)
Nr. of chronic medical conditions —1.553 553 .006 877 1.140
Romantic relationship 6.984 2.345 .004 .863 1.159
Having children —8.747 2.836 .003 .878 1.139
Income (low) —11.201 4.124 .008 .896 1.117

a romantic relationship, having children, and low income.
Having a romantic relationship improved the MCS, but
having children or a low-income level reduced it. Multiple
regression was also performed with the PCS, but no signifi-
cant predictors emerged.

Multicollinearity was assessed through the tolerance
and VIF values. There was no multicollinearity among the
variables included in each regression, as their VIF values
were lower than 10 [40] (Table 5). In addition, the condition
indexes were lower than 5, indicating no multicollinearity
[41].

Discussion

The present study sought to provide empirical evidence of
the quality of life of adults who were adopted domestically
as infants. Results in this sample show that adoptees are not
different from the general Spanish population in terms of
perceived physical and mental health. Physical and mental
health are related to different variables, such as current age
or the number of chronic medical conditions. Despite the
absence of gender differences in mental health perception,
predictor variables were different as a function of gender. In
women, mental health perception was partially explained
by the number of chronic medical conditions and employ-
ment. However, for men, the main variables were number of
chronic medical conditions, having a romantic relationship,
having children, and low income.

Based on previous research where adoptees showed more
prevalence of difficulties and more long-term negative reper-
cussions of ACEs, we hypothesized that HRQoL would be
lower in this sample. However, our findings do not sup-
port this hypothesis. There were no significant differences

@ Springer

between adult adoptees and the general Spanish population.
Only the group of adopted males between 25 and 34 years
showed a nearly significant difference (p =.05) in the mental
component. Adopted people in this study displayed a com-
parable physical and mental health perceptions to the gen-
eral population, coinciding with previous findings [20]. This
study contributes to existing research on adoptees’ adjust-
ment over the life course and provides information not only
focused on adoptees’ difficulties, but also from a positive
health perspective. According to Wilson and Cleary’s [6]
model, many different variables affect quality of life and,
probably, a favorable context in adoptive families was a pro-
tective factor to make up for possible effects of ACEs dur-
ing adoptees’ first years. Oke et al. [20] also suggested that
resilience, which promotes adjustment in terms of HRQoL,
might be characteristic of this group.

Our findings partially confirm our second hypothesis. The
presence of chronic medical conditions is related to lower
HRQoL in its mental component, as in previous studies [8,
9, 14, 15]. However, contrary to our expectations and dif-
ferently from other works [9, 14], more chronic medical
conditions did not have a negative influence on the physical
perception. This result suggests that the impact on HRQoL
depends on the type and severity of the reported conditions.
Results from regression analyses support the idea that medi-
cal conditions contribute to perceived mental quality of life
in adopted people. Simultaneously, other social and personal
variables affect HRQoL, supporting the third hypothesis.

With the increasing age, the physical HRQoL showed a
downward trend, which was not the case for mental HRQoL.
These data provide partial support to the research performed
by De Fazio et al. [27], who found age to be the only soci-
odemographic variable that influenced the perceptions of
physical and mental health, as well as the results of Lim
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et al. [14] and Vives et al. [42]. Something similar was
observed with age at adoption. Our results show that people
who were adopted later had lower physical HRQoL, but not
lower mental HRQoL. These findings contrast with those of
Oke et al. [20], who found differences in the mental com-
ponent. Nevertheless, we agree with other authors that, at
higher age at adoption, the predicting variable might be the
type and duration of pre-adoption adversities [43], in addi-
tion to the periods spent in institutional care [44]. The higher
the age at adoption, the more the probability of exposure to a
greater accumulation of ACE:s in these children. This might
influence their HRQoL in adulthood, as shown in previous
studies [17-19, 45]. However, other variables might mediate
or moderate the relation between ACEs and physical health.
In that case, resilience seems to mitigate the effects of early
adversity [46].

Another important finding, which confirms the third
hypothesis, is the relation between educational level and
MCS scores. Participants who had reached a lower edu-
cational level had more negative MCS scores than those
who had finished high school or college. Most of the previ-
ous studies consider that education is positively related to
health [47]. A possible interpretation of these findings is that
people who reach a higher educational level have more life
opportunities and, consequently, better health perception.
However, people who have a lower educational attainment
tend to have less aspirations and resources to cope with life,
and this might affect their health perception.

Although the number of chronic diseases had a negative
impact on the mental HRQoL for both genders, other predic-
tors differed as a function of gender. Among women, con-
sistently with previous studies [14, 26, 27, 42], unemploy-
ment was related to a lower health perception. This suggests
that the change of role in women’s incorporation into the
labor market has promoted a good mental health percep-
tion. However, for men, the variable with a positive impact
on HRQoL is having a high level of income, as found in
previous researches [10, 14, 25]. This might be related to the
greater availability of material and psychosocial resources
among people with higher economic resources [Mirowsky
and Ross 25], which may promote improved health condi-
tions. For males in our sample, having a stable romantic
relationship and having children also improved HRQoL, as
were shown in previous findings [14, 28-30]. A possible
interpretation is related to the availability of a good sup-
port network, which can be essential for adult well-being, as
shown previously [48]. Supporting this idea, Su and Wang

[49] found a negative association between loneliness and
HRQoL.

This work has some limitations that should be considered.
The cross-sectional study includes a small and specific sam-
ple of adult adoptees. In previous literature, the construct of
HRQoL has not been widely studied in this type of popula-
tion. Although we have national norms as a reference of the
measures used, the findings might have been richer using
a comparison group of non-adopted people with similar
characteristics. The possibilities of accessing this sample
were low because of their wide geographic dispersion and
the lack of some contact information. Therefore, we could
not obtain a higher number of participants. Considering the
characteristics of the sample, it would be difficult to replicate
the study with a higher number of participants, although it
would be interesting to increase the validity of results. Other
studies with adult adopted populations used similar sam-
ple sizes (e.g., [20]). Lastly, we used self-report measures,
which might bias our results because it is difficult to contrast
the information provided by other sources.

In conclusion, the most important finding in this work is
that the HRQoL of adult adoptees is comparable to that of
non-adoptees, despite possible early adversity during their
first years of life. As a practical implication, considering
the analyzed variables that influence HRQoL, it would be
interesting to create post-adoption services oriented toward
the promotion of health, especially in groups of people with
fewer social and material resources. Post-adoption services
should take into account personal health situations of adult
adoptees, not only psychopathological symptoms. Medical
issues (maybe related to genetics) are a reason for people’s
demanding post-adoption support to seek their birth families
[50-52]. In addition, to consider their mental health percep-
tion might help professionals to provide a more personalized
service. Our contributions about gender differences suggest
the need to adopt a gender perspective to promote higher
HRQoL in adults. However, this is an innovative study in
adoptive population, so future research based on longitudinal
studies is required to validate these findings and to achieve a
clinical practice based on scientific evidence.
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Appendix: participant’s interview

1. Participant Identification Code
2. Province

3. Gender
a. Male
b. Female
4. Age

5. Age at adoption

6. Are you currently studying?
a. Yes
b. No

7. What is the highest educational level you have completed?

a. Primary education
b. High school
c. College

8. In which of the following intervals would you place the monthly net income of your

family unit?
a. Low (£655.20€)

b. Medium (655.21 € — 1965.60 €)

c. High (=1965.61 €)
9. Are you currently working?

a. Yes
b. No

10. Nowadays, do you live alone?
a. Yes

b. No. Who do you live with?
11. Are you in a stable relationship?

a. Yes
b. No
12. Do you have children?
a. Yes
b. No

13. Next, I am going to show you a list of chronic medical conditions. Please tell me
whether you suffered any of them (if it was reported by a health professional). If the
answer to the first question is negative, go on to the next line.

Chronic medical conditions

Have you ever
suffered this
condition?

Was this Have you Are you
condition suffered it receiving
reported by during the | treatment or
a health last 12 therapy
professional? months? because of

this
condition?
YES  NO | YES NO | YES NO

Diabetes mellitus/high blood
glucose/Urine sugar

Hypertension/high blood
pressure

High cholesterol

Cancer (malignant tumor,
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including leukemia, lymphoma)
Colitis/Chronic Bowel Diseases/
Inflammatory Bowel Diseases/
Crohn ’s Disease

Stomach Ulcer/ Duodenal Ulcer
Chronic constipation

Chronic lung disease/ Pulmonary
Emphysema/ Chronic Bronchitis
Asthma

Heart Diseases/ Heart Failure/
Congestive Heart Failure
Myocardial Infarction/ heart
attack

Angina Pectoris

Back Pain, neck pain, shoulder
pain, low back pain (neck and
low-back pain)

Fibromyalgia

Chronic skin disease/ Skin
Disease

Immune System
Diseases/Chronic allergies
(Rhinitis, eye inflammation or
endophthalmitis, food allergy,
etc.), allergic asthma excluded
Anemia, Blood Disease

Blood circulation

Varicose veins in lower
extremities

Hemorrhoids

Migraine Disorders/
Headaches/Chronic
headache/frequent headaches
Stroke/ Cerebral Hemorrhage
Depression/ anxiety

Other mental problems
Hypoacusis/hearing problems
Cataract s

Arthritis

Osteoporosis

Cirrhosis/liver disease/ Liver
dysfunction

Kidney disease

Urinary incontinence

Sterility

Sexually Transmitted Diseases
Eating disorders (bulimia,
anorexia...)

(Only Male s). Prostate disorders
Do you have any other medical condition not listed above? If  so, please specify them:
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