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[bookmark: _GoBack]Why was the cohort set up?
Many mental health disorders in childhood and adolescence are already evident by the preschool years (1-3), but there is little empirical research concerning the prevalence and predictors of psychiatric disorders in young children. If left undetected, child problems may deteriorate and, with time, become more resistant to change (4). Identifying risk factors, co-occurrence of difficulties, developmental trajectories and potential causal mechanisms can aid researchers and clinicians in preventing, diagnosing, and treating mental health problems in children. A true community study using structured diagnostic tools, which are the preferred methods for diagnosis in all age groups and corresponds to medical decision making, had not been published when the Trondheim Early Secure Study (TESS) was established in 2007. Of note, other comprehensive longitudinal community studies of mental health problems in young children did exist at that time, such as the Dunedin study (5) and the Stony Brook Temperament Study (6); however, these studies did not apply diagnostic interviews to assess children’s psychopathology. Subsequently, other prospective studies using clinical interviews to assess a wide spectrum of psychiatric disorders, beginning in the preschool years, were launched, perhaps most notably the Factors of Vulnerability to Psychopathology (Barcelona; 2010) (7) and the Leipzig Developmental Study (Leipzig; 2010) (8, 9).
Furthermore, to identify disorders and their risk and protective factors, it is imperative that we understand what characterizes typically developing children. As described in ecological models (10), children’s development is affected by the interplay between a variety of influences at the (i) individual (e.g., temperament), (ii) interpersonal (e.g., parent-child interaction), and (iii) community (e.g., access to play areas) levels, but the breadth of potential predictors of development has not been thoroughly captured in former studies, and information has often been collected from only single sources. Because children may behave differently in different arenas (e.g., home versus school), there is only modest agreement among different informants (11); additionally, to reduce common method variance, data should be gathered from several sources. The TESS therefore aims to capture both the breadth of factors affecting children’s psychological and social development, as well as the depth, by applying diagnostic interviews, observations and tests, in addition to standardized questionnaires, gathering information from the child, the parent and the teacher, as well as from register information. Finally, because unhealthy eating, sedentariness and a lack of physical activity is of great concern in Western societies—nearly one in four American children are overweight (12), with corresponding numbers from Europe (13)—identifying predictors and mechanisms related to weight development, eating behaviour, sedentariness and physical activity was also included as an objective of TESS. In sum, the overall aims of TESS are therefore to (1) identify risk factors, co-morbidity, and developmental trajectories of mental health problems; (2) identify individual, interpersonal, and community factors affecting children’s psychosocial development; and (3) identify individual, interpersonal, and community factors affecting children’s weight and health-related behaviours. The study is also well positioned to examine mediators, moderators and mechanisms of development. TESS is established in Trondheim, the third-largest city in Norway (approximately 200,000 inhabitants), and has primarily been funded by the Research Council of Norway.
Who is in the cohort?
All children born in 2003 and 2004 with their parents living in the city of Trondheim, Norway, were invited to participate in the study. A letter of invitation along with the Strengths and Difficulties Questionnaire (SDQ) version 4-16 (14), a screening assessment for emotional and behavioural problems, was sent to the children’s homes. Parents brought the completed SDQ when they attended the well-child clinic for the routine health check for children aged 4. The health nurse informed the parent(s) about the study using procedures approved by the Regional Committee for Medical and Health Research Ethics and obtained written consent to participate. Parents with insufficient proficiency in Norwegian to fill out the SDQ screening were excluded (n=176). Of those who were asked to participate (n=3,016), 82.2% consented. To increase statistical power, children with emotional or behavioural problems were oversampled; participants were allocated to four strata according to their SDQ scores (cut-offs: 0-4, 5-8, 9-11, and 12-40), and a subsample (n=1,250) was drawn to participate. The drop-out rate after consent at the well-child clinic did not differ across SDQ score (p=.86) or gender (p=.31). The recruitment procedure and the participation rates are depicted in Figure 1.
Figure 1 here
 Table 1 displays baseline characteristics of the sample. 
Table 1 here
The sample is comparable to the Norwegian population with regard to the parents’ level of education (15), family situation (i.e., parents married, one-parent household, etc.) (16, 17) and children’s Body Mass Index (BMI) (18). Parent’s occupation were categorized according to the 6-level International Classification of Occupations (1 = leader to 6 = unskilled worker) (19), and information provided by Statistics Norway showed that differences in the rates of occupational categories between the parent sample and the parent population in the city were negligible, and did not exceeded 3.6%.
How often have they been followed up?
Data have been gathered biennially from the age of 4 to the age of 12, and the study is currently ongoing. The sixth wave of data collection will be conducted from August 2017 to June 2019 (age 14). For each measurement point, children and one attending parent have come to the University clinic (4-5 hours), information has been obtained from day-care personnel/teachers, and the non-attending parent completed a questionnaire from the second wave of assessment onwards. Families that have relocated to other parts of the country or abroad are reimbursed for their travel and accommodation expenses. As shown in Figure 1, the attrition rate is low; our analyses show very little selective attrition, as described in detail in several TESS papers (20-26). More specifically, factors such as gender, attachment, social skills, emotion regulation, behavioural functioning, effortful control, parental mental health and socioeconomic status did not affect the level of attrition (20-24, 26). However, some factors do predict attrition, such as word comprehension, teacher-rated social competence and children’s percentage of body fat, but this effect is only observed between certain time points (e.g., from T1 to T2, but not from T1 to T3 and T4), and the combined effect of these predictors of attrition have been shown to be modest (20, 27-29).
What has been measured?
As noted above, to cover a substantial range of factors at the individual, interpersonal and community levels, data have been gathered from the participating child and the attending parent via interviews, validated questionnaires, observations, and objective measures and testing. For example, to capture symptoms of psychiatric disorders the Preschool Age Psychiatric Assessment (PAPA) (30) and the Child and Adolescent Psychiatric Assessment (CAPA) (31) have been applied, which are semi-structured psychiatric interviews for parents of preschoolers and parent- and child interviews for school aged children, respectively. Interviews have also been applied to capture the perceived relationship to parents and friends (32), and a range of questionnaires have been used to measure psychosocial functioning (e.g., Self-esteem: Self Description Questionnaire (33)) and health behavior (e.g., eating: Children’s Eating Behavior Questionnaire (CEBQ) (34)). We have included objective measures such as actigraphy (Actigraph GT3X accelerometer) to assess physical activity and bioelectrical impedance (Tanita BC420MA) to assess body composition, as well as observational measures and tests to capture attachment (the MCAST) (35), executive functioning (e.g., A Developmental Neuropsychological Assessment (NEPSY) (36); CANTAB® neuropsychological test battery (37)), and emotion comprehension (the Test of Emotion Comprehension TEC) (38)). Genetic information was also gathered by collecting two millilitres of saliva using the Oragene DNA saliva kit (DNA Genotek, Ottawa, Ontario, United States of America). Genetic loci of interest were sent to Illumina for generation of a Custom Oligo Assay Pool (OPA) and genotyping was performed at the NTNU Genomics Core Facility with Illumina GoldenGate Genotyping Universal-32 assays, following the manufacturer's protocol. We also have access to register information on the child and parents (e.g., children: grades, scores on national and city-wide school tests, student absenteeism; parents: income, social security benefits, and convictions). A description of the primary measures applied at the six measurement points are displayed in Table 2.
Table 2 here
We have aimed to capture the same factors and to apply the same measures at all assessment points; however, when necessary, we have introduced developmentally appropriate adaptations to the assessments.
What has it found? Key findings and publications
The TESS research group has thus far published more than 40 papers. Some key findings from each of the three main areas of research (i.e., the aims of TESS) are presented here.
Psychiatric symptoms and disorders in childhood
Being the first study to assess psychopathology according to the DSM system (39) in a general population sample of young children outside the US, we found the prevalence rate of psychiatric disorders to be 7% (40), which is 2-4 times lower compared to US studies (3, 41). Children whose parents did not live together or who had low SES were at increased risk for emotional and behavioural disorders, and comorbidity was the norm: Children who had one psychiatric diagnosis were more likely than not to have an additional emotional or behavioural disorder. Built on these initial findings, several TESS papers have examined predictors of mental health problems from preschool to school age, and have shown that both the child’s temperamental negative affectivity and parental depression predicted increased depressive symptoms from ages 4 to 6, whereas social skills protected against symptoms of depression at age 6 (29), as did physical activity. The increase in depressive symptoms from age 6 to 10 was lower in TESS participants with previous higher levels of moderate to vigorous physical activity (MVPA) (42). In relation to childhood anxiety, social skills were found to be protective, whereas high scores on behavioural inhibition, attention-deficient/hyperactivity disorder, parental anxiety, and peer victimization predicted increases in symptoms of anxiety from preschool to first grade (43).
Childhood psychiatric symptoms evince both within-disorder (homotypic) and between-disorder (heterotypic) continuity (44). However, one may ask why this is the case – do prior symptoms cause later symptoms, or do the same causal factors simply operate at different ages? Using TESS data from ages 4, 6, 8 and 10, we found that symptoms of oppositional defiant disorder (ODD) increase the risk for emerging symptoms of conduct disorder (CD) (45). However, in a recent study where a novel data analytic approach (the dynamic panel model) (46, 47) was applied, we showed that most of the observed homotypic and heterotypic continuities in symptoms of psychiatric disorders in childhood are not due to the effect of earlier symptoms on later symptoms, but rather to the effect of unmeasured time-invariant factors (e.g., genetics and stable parenting practices) (27). However, symptoms of ODD/CD did affect later symptoms of such disorders and of ADHD, and ADHD was observed to increase the risk of later anxiety. These findings indicate that interventions which aim to reduce the risk of specific disorders may also protect against the development of other disorders, even if the interventions do not alter basic aetiological factors. 
Children’s psychosocial development
Children spend most of their waking hours in day-care or in school; therefore it is important to study how aspects of these environments can affect children’s development and functioning. In a series of papers, we have examined how organizational and relational characteristics of children’s day-care environment can impact their social and behavioural development. In one study, we revealed that time in childcare and the size of the peer group were unrelated to externalizing problems and social competence but were positively related to more caregiver–child conflict (48). Building on these findings, we found that children from open-group centres experienced less teacher–child closeness in preschool and more teacher–child conflict in first grade, and that high levels of preschool problem behaviour predicted high levels of future teacher–child conflict, but only for children from open-group centres (49). Extending these findings and using TESS data collected when children were 4, 6, and 8 years old, we showed that aggression and rule-breaking behaviour were important contributors to future conflicted teacher–student relationships (50). Thus, children’s development is affected by an interplay between the organizational aspects of the day-care facility, the quality of the teacher–child relationship and the characteristics of the child. Relationships to peers, or lack thereof, are also influential. We have documented that social exclusion in preschool amplifies aggressive behaviour among children who already behave aggressively (51), and this negatively impacts children’s development of self-regulation from preschool to first grade (52). 
Acknowledging the bidirectionality of children’s social interactions, we examined reciprocal relations in several of our studies. We demonstrated the existence of a reciprocal relation between child–teacher conflict and behavioural problems from preschool to first grade (22) and between social exclusion and self-regulation; lower levels of self-regulation forecast, but were also prospectively predicted, by social exclusion (52). In the same line of research, we have shown that ADHD symptoms at age 4 predict more peer rejection at age 6 and that peer rejection at age 4 predicts more symptoms of ADHD at age 6 (24). Moving beyond simply establishing prospective relations between potential predictors and their outcomes, the longitudinal design of TESS and the breadth of factors captured have enabled us to examine moderators, mediators and interaction effects. In several papers, we have tested the differential susceptibility model of child development, which states that putatively vulnerable children (e.g., genetic-wise) are also more susceptible to supportive or positive experiences  and are thus more developmentally plastic, ‘for better and for worse’ (53). In accordance with this theoretical framework, we have shown that increased attachment security (from ages 4 to 6) predicted improved emotion regulation (from age 6 to 8) and that this effect was most pronounced among children who were homozygous for the 5-HTTLPR-S allele (20). Additionally, val homozygotes (Catechol-Omethyltransferase Val158Met (COMT), a common, functional polymorphism that has been implicated in aggression (54)) are more susceptible to the effects of serious life events on aggression, and when parenting changed for the worse, so did the children’s relationships with teachers, whereas when parenting changed for the better, the teacher–child relationships improved accordingly, but only for children who were homozygous for the A allele of rs53576 (AA carriers) (a polymorphism related to the child’s oxytocin receptor gene (OXTR)) (55). Thus, genetic susceptibility is ‘for better and for worse’.
Eating behaviour, physical activity and weight
Aiming to identify potential predictors of overweight and unhealthy eating behaviours which can be addressed with preventive efforts, TESS has produced several interesting findings. Children whose eating is particularly triggered by the sight and smell of food (‘food responsiveness’) have a steeper increase in BMI SDS (Body Mass Index Standard Deviation Score) than those children whose eating is less externally driven (56). Unsurprisingly, children with a genetic risk for obesity gained weight and fat more rapidly compared to their peers with a lower genetic risk (57). Although eating behaviour is a candidate mechanism for explaining the link between the genetic risk for obesity and accelerated weight gain in childhood, eating behaviour did not mediate genetic associations with weight gain (57). Nevertheless, since unhealthy eating behavior is related to overweight and may be involved in the development of eating disorders (58-60), it is of great importance to identify factors which affect the development of such behavior. Because parents play a crucial role in shaping their children’s eating (61, 62), we examined how the parent’s feeding practices affected the development of children’s eating behavior in middle childhood. Our research revealed that parental use of food as a reward promotes food responsiveness (i.e., eating is triggered by the sight and smell of food) and emotional eating (63), two eating behaviours that have been shown to be associated with overweight and eating disturbances (58-60). Emotional eating is also predicted by emotional feeding (i.e., using food to soothe the child) (64). Our eating- and weight-related studies have also examined reciprocal relations, revealing a bidirectional relation between emotional feeding and emotional eating, i.e., children who emotionally overeat are more likely to do so over time if their parents use emotional feeding, and parents are more likely to emotionally feed their child if the child is prone to emotional eating) (64). We have also shown that eating behaviour not only predicts, but is also predicted by, children’s weight status (56). In summary, these and other TESS studies of children’s eating behaviour and weight-development (28, 65-67) have yielded new knowledge upon which to build future preventive interventions.
What are the main strengths and weaknesses?
The main strengths of TESS are 1) the combined use of objective measures, tests, interviews and questionnaires; 2) capturing factors at the individual, interpersonal and community levels; 3) the use of multiple informants and access to register information; and 4) the biennial data collections capturing the years from preschool to adolescence. Furthermore, the sample is fairly large and representative (e.g., SES, BMI), and the dropout rate is low (Figure 1) and, to a limited extent, selective by study variables. As in most cohort studies on children’s psychosocial development (5, 68, 69), parent informants are primarily mothers (84.4%) but their reports are to some extent corroborated by information from the second parental figure (if applicable). In addition, TESS utilized self- and teacher reports to further reduce the risk of relying on a single informant, avoiding the common methodological problems with which it is associated. The application of a semi-structured psychiatric interview (PAPA/CAPA) (30, 31) to capture mental health problems also strengthens the data, as the interviewer probes until he/she can be sure whether a symptom is present; it is not up to the parent to decide. In recent TESS papers (27, 70), we have used a Dynamic Panel Model/fixed effects approach that accounts for time-invariant unmeasured confounders, thus narrowing the gap between mere predictions and causality (46, 47). The application of advanced statistical methods that are rarely used in psychological research is an additional strength of our work.
In the majority of our studies on children’s psychopathology, we use symptom counts rather than disorders, which could be considered a limitation. Although there is no convincing evidence that psychopathology is categorical in nature (71), the use of symptom counts indicates that our findings cannot be generalized to diagnosed disorders. Generalization of the findings may also be limited by the fact that our study is carried out in Norway, which we have shown is a country with low rates of psychiatric disorders in childhood (40). Regarding TESS studies of children’s psychosocial development, only validated questionnaires are applied, but some of the measures do display moderate internal consistency in our sample (21, 66). In our studies of social exclusion, student–teacher relations, and feeding practices and eating behaviours, we have noted that observational measures would have been an advantage but are too time- and cost-consuming to be applied to large samples, such as the TESS cohort. A notable limitation in our studies that tested the differential susceptibility theory is that the applied measures do not always encompass both negative and positive aspects of the environment or the measured outcome (e.g., child aggression), which affords the best test of differential susceptibility theorizing.
Can I get hold of the data? Where can I find out more?
The TESS research group collaborates with a number of national and international researchers and welcomes potential collaborators to contact the principal investigator Lars Wichstrøm (lars.wichstrom@ntnu.no) or co-PI Silje Steinsbekk (silje.steinsbekk@ntnu.no). However, the data cannot be made available because the study is still ongoing and consent restrictions from the participants apply. More information regarding the study and the research group, along with a complete list of publications, can be found at https://tidligtrygg.no/Pages/Hjem.aspx.



Profile in a nutshell
· TESS is a study of individual, interpersonal and community factors affecting children’s mental health, psychosocial development and health behaviour from preschool to adolescence.
· All children born in 2003 and 2004 living in Trondheim, Norway and their parents were invited, and a subsample of 1250 was drawn to participate.
· The first wave of data was collected in 2007/2008 (n=997) when the children were 4 years of age. The fifth data collection was completed in October 2017, and the sixth wave of data (age 14) is being gathered from August 2017 to June 2019.
· The data set comprises information on a huge range of individual (e.g., temperament, genetics), interpersonal (e.g., parent-child interaction, parental mental health) and community factors (e.g., availability of play areas) affecting children’s mental health, psychosocial development and health behaviour.
· Information is gathered from participating children, their parents and teachers by means of interviews, tests, observations and questionnaires. TESS also has access to register information.
· Others cannot get hold of these data due to restrictions related to participant consent and because the study is still ongoing, but potential collaborators are welcome to contact the PI or the co-PI of the study.



17


17

References
1.	Luby JL, Si X, Belden AC, Tandon M, Spitznagel E. Preschool Depression Homotypic Continuity and Course Over 24 Months. Arch Gen Psychiatry. 2009;66(8):897-905.
2.	Speltz ML, McClellan J, DeKlyen M, Jones K. Preschool boys with oppositional defiant disorder: Clinical presentation and diagnostic change. J Am Acad Child Adolesc Psychiatry. 1999;38(7):838-45.
3.	Egger HL, Angold A. Common emotional and behavioral disorders in preschool children: presentation, nosology, and epidemiology. Journal of Child Psychology and Psychiatry. 2006;47(3-4):313-37.
4.	Bricker D, Davis MS, Squires J. Mental health screening in young children. Infants and Young Children. 2004;17(2):129-44.
5.	Poulton R, Moffitt TE, Silva PA. The Dunedin Multidisciplinary Health and Development Study: overview of the first 40 years, with an eye to the future. Soc Psychiatry Psychiatr Epidemiol. 2015;50(5):679-93.
6.	Klein DN, Finsaas MC. The Stony Brook Temperament Study: Early Antecedents and Pathways to Emotional Disorders. Child Development Perspectives. 2017;11(4):257-63.
7.	Ezpeleta L, de la Osa N, Domenech JM. Prevalence of DSM-IV disorders, comorbidity and impairment in 3-year-old Spanish preschoolers. Soc Psychiatry Psychiatr Epidemiol. 2014;49(1):145-55.
8.	Klein AM, Otto Y, Fuchs S, Reibiger I, von Klitzing K. A prospective study of behavioral and emotional symptoms in preschoolers. Eur Child Adolesc Psychiatry. 2015;24(3):291-9.
9.	Klein AM, Schlesier-Michel A, Otto Y, White LO, Andreas A, Sierau S, et al. Latent trajectories of internalizing symptoms from preschool to school age: A multi-informant study in a high-risk sample. Dev Psychopathol. 2018:1-25.
10.	Bronfenbrenner U. Ecology of the family as a context for human development - research perspectives Dev Psychol. 1986;22(6):723-42.
11.	De Los Reyes A, Augenstein TM, Wang M, Thomas SA, Drabick DAG, Burgers DE, et al. The Validity of the Multi-Informant Approach to Assessing Child and Adolescent Mental Health. Psychol Bull. 2015;141(4):858-900.
12.	Ogden CL, Carroll MD, Kit BK, Flegal KM. Prevalence of Childhood and Adult Obesity in the United States, 2011-2012. Jama-Journal of the American Medical Association. 2014;311(8):806-14.
13.	Wijnhoven TMA, van Raaij JMA, Spinelli A, Starc G, Hassapidou M, Spiroski I, et al. WHO European Childhood Obesity Surveillance Initiative: body mass index and level of overweight among 6-9-year-old children from school year 2007/2008 to school year 2009/2010. BMC Public Health. 2014;14.
14.	Crone MR, Vogels AGC, Hoekstra F, Treffers PDA, Reijneveld SA. A comparison of four scoring methods based on the parent-rated Strengths and Difficulties Questionnaire as used in the Dutch preventive child health care system. BMC Public Health. 2008;8.
15.	Statistics Norway. Population's level of education: Statistics Norway; 2012 [Available from: http://www.ssb.no/en/utdanning/statistikker/utniv/aar.
16.	Statistics Norway. Families and households 2017 [Available from: https://www.ssb.no/statistikkbanken/SelectVarVal/Define.asp?MainTable=BarnForeldre&KortNavnWeb=familie&PLanguage=1&checked=true.
17.	The Norwegian Directorate for Children YaFA. Barns familier 2017 [Available from: https://www.bufdir.no/Statistikk_og_analyse/Oppvekst/Familie_omsorg_og_relasjoner/Barns_familier/.
18.	Juliusson PB, Roelants M, Nordal E, Furevik L, Eide GE, Moster D, et al. Growth references for 0-19 year-old Norwegian children for length/height, weight, body mass index and head circumference. Ann Hum Biol. 2013;40(3):220-7.
19.	International Labour Office. ISCO-88 International Standard Classification of Occupation: Genève: International Labour Office; 1990.
20.	Viddal KR, Berg-Nielsen TS, Belsky J, Wichstrom L. Change in attachment predicts change in emotion regulation particularly among 5-HTTLPR short-allele homozygotes. Dev Psychol. 2017;53(7):1316-29.
21.	Viddal KR, Berg-Nielsen TS, Wan MW, Green J, Hygen BW, Wichstrom L. Secure attachment promotes the development of effortful control in boys. Attach Hum Dev. 2015;17(3):319-35.
22.	Skalicka V, Belsky J, Stenseng F, Wichstrom L. Reciprocal Relations Between Student-Teacher Relationship and Children's Behavioral Problems: Moderation by Child-Care Group Size. Child Dev. 2015;86(5):1557-70.
23.	Hygen BW, Belsky J, Stenseng F, Lydersen S, Guzey IC, Wichstrom L. Child Exposure to Serious Life Events, COMT, and Aggression: Testing Differential Susceptibility Theory. Dev Psychol. 2015;51(8):1098-104.
24.	Stenseng F, Belsky J, Skalicka V, Wichstrom L. Peer Rejection and Attention Deficit Hyperactivity Disorder Symptoms: Reciprocal Relations Through Ages 4, 6, and 8. Child Dev. 2016;87(2):365-73.
25.	Wichstrøm L, Belsky J, Jozefiak T, Sourander A, Berg-Nielsen TS. Predicting Service Use for Mental Health Problems Among Young Children. Pediatrics. 2014;133(6):1054-60.
26.	Wichstrom L, Belsky J, Berg-Nielsen TS. Preschool predictors of childhood anxiety disorders: a prospective community study. Journal of Child Psychology and Psychiatry. 2013;54(12):1327-36.
27.	Wichstrom L, Belsky J, Steinsbekk S. Homotypic and heterotypic continuity of symptoms of psychiatric disorders from age 4 to 10 years: a dynamic panel model. J Child Psychol Psychiatry. 2017.
28.	Steinsbekk S, Llewellyn CH, Fildes A, Wichstrom L. Body composition impacts appetite regulation in middle childhood. A prospective study of Norwegian community children. International Journal of Behavioral Nutrition and Physical Activity. 2017;Accepted.
29.	Reinfjell T, Karstad SB, Berg-Nielsen TS, Luby JL, Wichstrom L. Predictors of change in depressive symptoms from preschool to first grade. Dev Psychopathol. 2016;28(4):1517-30.
30.	Egger HL, Erkanli A, Keeler G, Potts E, Walter BK, Angold A. Test-retest reliability of the Preschool Age Psychiatric Assessment (PAPA). J Am Acad Child Adolesc Psychiatry. 2006;45(5):538-49.
31.	Angold A, Costello EJ. The Child and Adolescent Psychiatric Assessment (CAPA). J Am Acad Child Adolesc Psychiatry. 2000;39(1):39-48.
32.	Measelle JR, Ablow JC, Cowan PA, Cowan CP. Assessing young children's views of their academic, social, and emotional lives: An evaluation of the self-perception scales of the Berkeley puppet interview. Child Dev. 1998;69(6):1556-76.
33.	Marsh HW, Barnes J, Cairns L, Tidman M. Self-description questionnaire - age and sex effects in the structure and level of self-concept for preadolescent children J Educ Psychol. 1984;76(5):940-56.
34.	Wardle J, Guthrie CA, Sanderson S, Rapoport L. Development of the children's eating behaviour questionnaire. J Child Psychol Psychiatry. 2001;42(7):963-70.
35.	Green J, Stanley C, Smith V, Goldwyn R. A new method of evaluating attachment representations in young school-age children: the Manchester Child Attachment Story Task. Attach Hum Dev. 2000;2(1):48-70.
36.	Korkman M, Kirk U, Kemp S. NEPSY: a developmental neuropsychological assessment. San Antonio, TX: The Psychological Corp.; 1998.
37.	Cognition C. CANTAB® [Cognitive assessment software]. 2017. p. All rights reserved.
38.	Pons F, Harris PL. Longitudinal change and longitudinal stability of individual differences in children's emotion understanding. Cognition & Emotion. 2005;19(8):1158-74.
39.	American Psychiatric Association. Diagnostic and statistical manual of mental disorders: DSM-IV. 4th ed. Washington, DC: American Psychiatric Association; 1994. 886 p.
40.	Wichstrøm L, Berg-Nielsen TS, Angold A, Egger HL, Solheim E, Sveen TH. Prevalence of psychiatric disorders in preschoolers. Journal of Child Psychology and Psychiatry. 2012;53(6):695-705.
41.	Lavigne J, LeBailly SA, Hopkins J, Gouze KR, Binns HJ. The Prevalence of ADHD, ODD, Depression, and Anxiety in a Community Sample of 4-Year-Olds. Journal of Clinical Child and Adolescent Psychology. 2009;38(3):315-28.
42.	Zahl T, Steinsbekk S, Wichstrøm L. Physical Activity, Sedentary Behavior, and Symptoms of Major Depression in Middle Childhood. Pediatrics. 2017;139(2):9.
43.	Wichstrøm L, Belsky J, Berg-Nielsen TS. Preschool predictors of childhood anxiety disorders: a prospective community study. Journal of Child Psychology and Psychiatry. 2013.
44.	Costello EJ. Prevalence and development of psychiatric disorders in childhood and adolescence. Arch Gen Psychiatry. 2003;60(8):837-44.
45.	Husby SM, Wichstrøm L. Interrelationships and continuities in symptoms of oppositional defiant and conduct disorders from age 4 to 10 in the community. Journal of Child and Adolescent Psychiatry. 2016.
46.	Allison PD. Fixed effects regression models. Los Angeles: SAGE; 2009.
47.	Firebaugh G, Warner C, Massoglia M. Fixed Effects, RandomEffects, andHybrid Models for Causal Analysis. In: Morgan SL, editor. Handbook of Causal Analysis for Social Research. Dordrecht: Springer Science+Business Media; 2013. p. 113-32.
48.	Solheim E, Wichstrom L, Belsky J, Berg-Nielsen TS. Do Time in Child Care and Peer Group Exposure Predict Poor Socioemotional Adjustment in Norway? Child Dev. 2013;84(5):1701-15.
49.	Skalicka V, Belsky J, Stenseng F, Wichstrom L. Preschool-Age Problem Behavior and Teacher-Child Conflict in School: Direct and Moderation Effects by Preschool Organization. Child Dev. 2015;86(3):955-64.
50.	Skalicka V, Stenseng F, Wichstrom L. Reciprocal relations between student-teacher conflict, children's social skills and externalizing behavior: A three-wave longitudinal study from preschool to third grade. International Journal of Behavioral Development. 2015;39(5):413-25.
51.	Stenseng F, Belsky J, Skalicka V, Wichstrom L. Preschool Social Exclusion, Aggression, and Cooperation: A Longitudinal Evaluation of the Need-to-Belong and the Social-Reconnection Hypotheses. Personality and Social Psychology Bulletin. 2014;40(12):1637-47.
52.	Stenseng F, Belsky J, Skalicka V, Wichstrom L. Social Exclusion Predicts Impaired Self-Regulation: A 2-Year Longitudinal Panel Study Including the Transition from Preschool to School. J Pers. 2015;83(2):212-20.
53.	Belsky J, Pluess M. Beyond Diathesis Stress: Differential Susceptibility to Environmental Influences. Psychol Bull. 2009;135(6):885-908.
54.	Hygen BW, Guzey IC, Belsky J, Berg-Nielsen TS, Wichstrom L. Catechol-O-methyltransferase Val158Met genotype moderates the effect of disorganized attachment on social development in young children. Dev Psychopathol. 2014;26(4):947-61.
55.	Hygen BW, Belsky J, Li Z, Stenseng F, Guzey IC, Wichstrom L. Change in parenting, change in student-teacher relationships, and oxytocin receptor gene (OXTR): Testing a gene-x-environment (GxE) hypothesis in two samples. Dev Psychol. 2017;53(7):1300-15.
56.	Steinsbekk S, Wichstrom L. Predictors of Change in BMI From the Age of 4 to 8. J Pediatr Psychol. 2015.
57.	Steinsbekk S, Belsky D, Guzey IC, Wardle J, Wichstrom L. Polygenic Risk, Appetite Traits, and Weight Gain in Middle Childhood A Longitudinal Study. Jama Pediatrics. 2016;170(2).
58.	Croker H, Cooke L, Wardle J. Appetitive behaviours of children attending obesity treatment. Appetite. 2011;57(2):525-9.
59.	Braet C, Claus L, Goossens L, Moens E, Van Vlierberghe L, Soetens B. Differences in eating style between overweight and normal-weight youngsters. J Health Psychol. 2008;13(6):733-43.
60.	Pearson CM, Riley EN, Davis HA, Smith GT. Research Review: Two pathways toward impulsive action: an integrative risk model for bulimic behavior in youth. Journal of Child Psychology and Psychiatry. 2014;55(8):852-64.
61.	Vaughn AE, Ward DS, Fisher JO, Faith MS, Hughes SO, Kremers SPJ, et al. Fundamental constructs in food parenting practices: a content map to guide future research. Nutr Rev. 2016;74(2):98-117.
62.	Savage JS, Fisher JO, Birch LL. Parental influence on eating behavior: Conception to adolescence. Journal of Law Medicine & Ethics. 2007;35(1):22-34.
63.	Steinsbekk S, Belsky J, Wichstrom L. Parental Feeding and Child Eating: An Investigation of Reciprocal Effects. Child Dev. 2016.
64.	Steinsbekk S, Barker E, Llewellyn C, Fildes A, Wichstrøm L. Emotional Feeding and Emotional Eating: Reciprocal Processes and the Influence of Negative Affectivity. Child Dev. 2017.
65.	Steinsbekk S, Sveen TH, Fildes A, Llewellyn C, Wichstrom L. Screening for pickiness - a validation study. International Journal of Behavioral Nutrition and Physical Activity. 2017;14:4.
66.	Steinsbekk S, Bonneville-Roussy A, Fildes A, Llewellyn CH, Wichstrom L. Child and parent predictors of picky eating from preschool to school age. International Journal of Behavioral Nutrition and Physical Activity. 2017;14.
67.	Steinsbekk S, Klockner CA, Fildes A, Kristoffersen P, Rognsas SL, Wichstrom L. Body Size Estimation from Early to Middle Childhood: Stability of Underestimation, BMI, and Gender Effects. Front Psychol. 2017;8.
68.	Nilsen W, Kjeldsen A, Karevold EB, Skipstein A, Helland MS, Gustavson K, et al. Cohort profile: The Tracking Opportunities and Problems Study (TOPP) - A study of Norwegian children and their parents followed from infancy to adulthood. Int J Epidemiol. 2017.
69.	Boyd A, Golding J, Macleod J, Lawlor DA, Fraser A, Henderson J, et al. Cohort Profile: The 'Children of the 90s'-the index offspring of the Avon Longitudinal Study of Parents and Children. Int J Epidemiol. 2013;42(1):111-27.
70.	Wichstrom L, Penelo E, Rensvik Viddal K, de la Osa N, Ezpeleta L. Explaining the relationship between temperament and symptoms of psychiatric disorders from preschool to middle childhood: hybrid fixed and random effects models of Norwegian and Spanish children. J Child Psychol Psychiatry. 2017.
71.	Haslam N, Holland E, Kuppens P. Categories versus dimensions in personality and psychopathology: a quantitative review of taxometric research. Psychol Med. 2012;42(5):903-20.

