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Abstract
Background: Mental disorders are highly prevalent, and they significantly impact individuals and society. Patients experi-
encing long-term, severe mental disorders with functional impairment and reduced quality of life often have a history of
adolescent onset anxiety and depressive disorders. Despite the long-term costs to both patients and society, studies examining
treatment effects over time and across diagnoses are scarce.
Objective: The Norwegian Adult Mental Health Registry (NAMHR) aims to systematically reuse health data to monitor
and improve treatment outcomes, patient safety, health service quality, and research. The registry addresses the need for
comprehensive data on the effects and utility of mental health services, interventions, and therapy variants in specialized
mental health care.
Methods: The NAMHR is a nationwide naturalistic registry, including all Norwegian adults eligible for treatment in
specialized mental health care services who have not opted out. Patients are automatically enrolled when treated in these
services. The population includes patients treated in public specialized services and those treated in private services having
a contract with public health services. The registry is based on secondary data from the Norwegian Patient Registry (NPR),
patient-reported outcome measures (PROMs), patient-reported experience measures (PREMs), the Norwegian Registry for
Primary Health Care (KPR), and several other sources, including electronic health records (EHRs). Data linkage uses unique
national identity numbers, ensuring high-quality data. The registry collects information on diagnoses, treatments, medication,
and patient-reported outcomes, providing a holistic approach to mental health care. Statistical analyses will be defined in each
project.
Results: As of December 2025, the NAMHR is approved and is being constructed. The registry anticipates enrolling up to
170,000 participants, with a new incidence rate of around 10,000 patients per year. Key predictors and outcomes include
PROMs and PREMs, and automatically reported measures involving a wide range of data, including EHR data from inpatient

JMIR RESEARCH PROTOCOLS Tjora et al

https://www.researchprotocols.org/2026/1/e82696 JMIR Res Protoc 2026 | vol. 15 | e82696 | p. 1
(page number not for citation purposes)

https://www.researchprotocols.org/2026/1/e82696


and outpatient treatments, data from primary health care, data on job and education status, and data on cause of death.
Enrollment is planned to start in 2026, initially by adding journal data and patient-reported data. Other sources will be
included. The NAMHR has no planned end date. Results will be made available for internal quality improvement purposes,
and data for research are expected to be available around mid-2026 for approved projects.
Conclusions: The NAMHR will promote quality improvement initiatives and research, including registry-based randomized
clinical trials. It will also be possible to link the NAMHR to a similar registry for children and adolescents, making it possible
to follow patients from birth to death and supporting the monitoring of diagnostic drift. The NAMHR will inform health
policy decisions at local, regional, national, and international levels, contributing to the evaluation and development of clinical
guidelines and enhancing personalized treatment approaches.
Trial Registration: ClinicalTrials.gov NCT06115200; https://clinicaltrials.gov/study/NCT06115200
International Registered Report Identifier (IRRID): PRR1-10.2196/82696
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Introduction
Although mental disorders are highly prevalent and impact
the lives of affected individuals and their next of kin,
transdiagnostic nationwide quality-improvement programs are
scarce. Two-thirds of mental disorders occur before the age of
25 years [1,2]. In both high-risk populations and the general
population, mental disorders that develop in adolescence
persist into adulthood, cause functional impairment, and
reduce quality of life [3,4]. Mental disorders now account for
at least 45% of the overall disease burden in those aged 10‐24
years [5,6] and represent a substantial burden at the societal
level [7]. Early onset is associated with a longer duration of
illness and additional comorbid disorders [8]. In particular,
anxiety and depressive disorders rank high with regard to
nonfatal health issues [9].

A quality registry is a systematic collection of data used
to monitor and improve treatment outcomes, patient safety,
and health service quality. In Norwegian national quality
registers, the term “quality” especially refers to data accuracy,
reliability, and relevance. To ensure a high level of data
quality, the data must be complete, consistent, and up to date.
A registry with good data, relevant measures, and relevant
and accessible reports offers opportunities for policy makers,
service managers, and researchers. Good quality also entails
the active use of registries in health service improvement
and innovation. The Norwegian Adult Mental Health Registry
(NAMHR) will merge nationwide data sources, including
patient-reported data, and is expected to provide new and
unique data for both quality improvement and research. The
data from the registry will contribute to the identification of
variations in practice and the assessment of whether health
services meet established quality criteria.

Established quality criteria include high effectiveness
and safety, user involvement, resource coordination and
utilization, high accessibility, and fair distribution. The
NAMHR will provide clinicians and leaders with upda-
ted and accessible information on the effects and utility
of health services, including specific interventions, therapy
variants, and compulsory treatment use. This is important as

specialized mental health care faces several challenges, and
mental disorders are already the most expensive category of
disorders in Norway [10,11].

The extent to which evidence-based clinical guidelines
are implemented in daily clinical practice for specialized
mental health care is unknown, and thus, it is difficult to
monitor unwarranted variation [12]. Currently available data
in Norway report on patient rates, admission rates, bed
days, number of consultations, variation in staff speciali-
ties, rejected referrals, and waiting times. There is little
information on patients’ perspectives. Although the volume,
expertise, and availability of treatment are increasing, little
is known about the effects of these increases on patients’
outcomes in the short and long term. There is a national
need to follow patients’ pathways and progress; demon-
strate and document treatment outcomes and effectiveness;
perform quality control evaluations of treatment outcomes
and effectiveness; and determine how treatments lead to
changes in patients’ symptoms, functioning, and quality of
life [13]. Furthermore, there is a need to uncover unwarran-
ted variance across units, hospitals, and health regions. For
example, a report from 2023 on attention-deficit/hyperactiv-
ity disorder (ADHD) diagnosis revealed large between-clinic
variation in the incidence rate of ADHD [14].

Further adding to the importance of quality control is the
evidence of increasing rates of mental disorders, includ-
ing anxiety, depressive symptoms, psychological distress,
self-harm, and suicide, among young people since early 2010
[15-21]. A recent Australian study of mental health and
well-being (2020‐2022) revealed a 50% increase in mental
disorders at the diagnosis level among people aged 16‐24
years since 2007, with an annual prevalence rate of 39% from
2020 to 2022 [16]. Similar but weaker tendencies are found in
Norway, as reported in the SHOT Study (Students’ Health
and Wellbeing Study) [22] and HUNT Study (Trøndelag
Health Study) [23]. The presence of mental disorders among
young people is a largely ignored risk factor for age-rela-
ted medical illnesses [24]. The lifetime risk in a population
that meets the criteria for a diagnosable mental disorder is
estimated to be 50% [25]. If these disorders are not treated,
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they can become major causes of reduced quality of life,
high costs to the family, and high disability-adjusted life
years [26]. Suicide remains the fourth most common cause
of death among people aged 15‐29 years globally [5], and
mental disorders are some of the most frequent reasons for
visits to general practitioners. Patients with mental disorders
have 5‐15 life-years lost (LYL) [27], and patients with serious
mental illnesses, such as schizophrenia, have 9‐12 LYL [28].
The most common causes of death overall are natural causes,
such as cardiovascular diseases and cancer, many of which
are preventable and treatable [29].

In real-life clinical psychiatric settings, it is relatively
common for diagnoses to change over time. An individual
receiving an anxiety diagnosis in early adolescence might
be assessed as having depression in late adolescence before
being diagnosed with schizophrenia in their mid-20s. Adding
to this, the diagnostic criteria themselves have changed,
including the Diagnostic and Statistical Manual of Mental
Disorders (DSM) [30] and the International Statistical

Classification of Diseases and Related Health Problems
(ICD) [31]. The individual diagnostic “drift” and criteria
“drift” highlight the importance of transdiagnostic quality
registers. Diagnostic drift also highlights the importance
of incorporating new models or frameworks in specialized
mental health quality control, and a suitable model is
clinical staging. The clinical staging model [32-36] (Figure
1) presents a new and important longitudinal perspective.
Clinical staging is congruent and synergistic with many
developmental and related conceptual frameworks and allows
for exploring mechanisms underpinning the onset and course
of mental disorders. The clinical staging model places people
along a multidimensional continuum from health to illness in
order to capture elements of risk, onset, course, and prog-
nosis. This transdiagnostic model [32,36-38] recognizes the
fluid nature of mental disorders and distinguishes between
early clinical stages (with low rates of progression to more
severe disorders) and later stages (with higher rates of
persistence and impairment).

Figure 1. Heuristic clinical staging model for mental disorders (reproduced with permission from McGorry and Mei [36]).

The model illustrates clusters of early symptoms (microphe-
notypes) and their potential progression into clear and often
comorbid syndromes (macrophenotypes). This progression
across stages is characterized by increasing symptom severity,
specificity, and disability (represented by the sphere size; the
spheres and colors represent phenotypes).

The clinical staging model is suitable as an overarching
framework for the NAMHR to guide the ongoing selec-
tion of unwarranted variations to monitor. Currently, even
established diagnostic-specific Norwegian care pathways [39]
lack implementation studies. These care pathways specify
time frames for assessment, treatment, and clinical evalua-
tion and are based on previous findings that show positive
prognostic effects of early diagnosis and treatment [40]. In
line with clinical staging, the purpose of care pathways is
to improve services across functions, activities, and units, as
well as the wider health and welfare service system. The

care pathway packages follow the same principles as those
previously implemented for cancer [41]. Collecting data on
care pathways enables the NAMHR to observe continuous
chains of treatment and follow-up across service providers
and to provide data on unnecessary delays in assessment,
treatment, care, and follow-up in order to contribute to equal
quality of care across geographical regions. Findings from
several care pathways may provide data for a more over-
arching model like the clinical staging model. For example,
poor coordination of medical health care has been associ-
ated with early mortality and a lack of physical health
checks, prescriptions, and medical procedures [42-44]. More
importantly, it is unknown whether and to what extent care
pathways improve mental, medical, and functional outcomes.
Additionally, there are no current national quality indicators
that measure patients’ mental health treatment outcomes, and
such indicators are not linked to the degree of compliance
with care pathways.
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Patient-reported measures are important in health care
in general, but patients’ own experiences are especially
important in mental health care as mental disorders manifest
as challenges and disturbances in the experience of oneself
and the world. In research settings, standardized and validated
self-report measures often define outcomes. In mental health
care, other outcomes, such as diagnoses and waiting times,
are more frequent. The systematic collection of patient-repor-
ted outcome measures (PROMs) [45] and patient-reported
experience measures (PREMs) [46,47] is increasing. The
PROMs subgroup of routine outcome monitoring (ROM)
involves clinical data primarily intended as part of a medical
journal for individual documentation and treatment. Great
Britain’s public health services have used such ROM data
to document treatment effects [48,49] at the individual level.
However, aggregated ROM data may be used as process
measures in quality registries to detect unwarranted varia-
tions. Overall, the patient perspective is emphasized as an
important aspect of quality in health services. To enhance
the patient perspective, the National Mental Health Service
Organization (Mental Helse Norge [50]) participated in the
development of the NAMHR and has 2 members on the
advisory board. The patient perspective includes the patient’s
satisfaction with treatment and provides subjective measures
of effect and change. In mental health care, several PROMs
are at a level of precision to be accepted as outcome variables
in a quality registry [48], but are not sufficiently used at
the system level. In Norway, this need is highlighted in
the government’s (Stortinget’s) report on quality and patient
safety [51].

The NAMHR’s purpose is to provide a platform for
transdiagnostic, nationwide quality improvement. One such
issue is increased knowledge of “personalized treatment”
in adults (eg, what works, when, where, in what way,
and for whom). This is primarily fulfilled by facilitating
the statutory duty for quality improvement that specialist
health care providers have, and secondarily by delivering
data for research. Specialized mental health care services
in Norway are divided into child and adolescent services
and adult services, resulting in 2 separate registers. Given
the abovementioned importance of early interventions and
longitudinal perspectives, this is suboptimal. However, as
both registers have a common system architecture, ethically
approved research studies may use merged data, following
individuals from birth to death.

Methods
Study Design
The sample will include individuals who have been refer-
red to specialized mental health care services and have not
opted out. As individuals may be included at any time and
included individuals may file reservations (opt out) at any
time, both the population size and sample size will vary.
The total population was approximately 170,000 participants
as of 2023 [52]. The population includes patients treated at
public specialized mental health care services and similar
private services having a contract with public health services

(contract specialists). Mental health services funded outside
public health services (eg, privately or through insurance)
are not considered. According to the South-Eastern Norway
Regional Health Authority (the largest of the Norwegian
health authorities), only 1% of licensed health personnel were
working in private specialized health services in 2025 [53],
which indicates that the vast majority of specialized health
care services are funded publicly in Norway. According to
the Norwegian Patient Registry (NPR) [54], the yearly treated
incidence rate is estimated at approximately 10,000 patients.
The start of data collection has been planned for autumn
2025. Patients treated prior to the start will be considered as
new cases, resulting in an initial overestimation of incidence
rates. The degree of registry coverage is defined as the
number of nonreserved participants divided by the number
of eligible participants. The coverage is currently unknown
as neither data collection nor reservation has started. The
NAMHR anticipates similar coverage as that of the reserva-
tion-based Norwegian Diabetes Register for Adults, which
reported a nationwide coverage of 88% in 2023 [55].

The NAMHR was approved in late 2023 and is designed
as a national naturalistic follow-along study based on all
Norwegian adults eligible for treatment in specialized mental
health care services, who have not opted out of participa-
tion (detailed inclusion and exclusion criteria are provided
below). This protocol is compliant with the standards outlined
in the SPIRIT (Standard Protocol Items: Recommendations
for Interventional Trials) 2013 Statement [56]. The SPIRIT
checklist is provided in Checklist 1. The trial is registered at
ClinicalTrials.gov (NCT06115200) [57,58].
Patient and Public Involvement
The NAMHR is run by Stavanger University Hospital and
managed by an advisory board. The advisory board con-
sists of clinicians and researchers from all 4 regional health
trust organizations in Norway, representatives from work
organizations (psychiatrists, psychologists, and nurses), and
representatives from large Norwegian organizations for users
and their relatives. The user (patient) representatives have
been actively involved from the start and have contributed to
many areas, especially quality topic selection and prioriti-
zation. The interests of the public are maintained through
representatives from the 4 regional health trusts.
Population

Inclusion Criteria
All individuals referred for treatment to specialized mental
health care services, who have not already opted out, will be
included. Patients will be informed about the registry as part
of the general information received by all patients with the
right to undergo treatment at specialized mental health care
services. To allow patients time to opt out, data from new
eligible patients will not be used for the first 30 days after
inclusion. If new eligible patients do not opt out within 30
days, their data, including data from the first 30 days, will be
included in the registry.
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Exclusion Criteria
Patient Reservation
Patients who opt out (reserve themselves) will be excluded.
Patients may remove or reserve themselves at any time,
including prior to any contact with specialized mental health
services and possible registry inclusion. Patients may remove
their reservation at any time. Patients who remove their
reservation will be included in the registry again; however,
data from the reservation period will not be regenerated.

Patients Already Included in Other Registries
Patients between 18 and 21 years of age who are already
included in the KVABUP registry (Child and Adolescent
Mental Health Registry) will be excluded. Moreover, patients
older than 65 years who are included in the KVALAP registry
(Quality Register for Old Age Psychiatry Patients) will be
excluded.
Recruitment and Follow-Up Procedures
As the registry is based on the secondary use of data,
participants will be recruited and followed up as part of
their treatment. Treatment will not be affected in any way
by inclusion or exclusion in the registry, and the registry will
not initiate contact or follow-up, with 2 exceptions. First, if
the registry discovers data that are clearly incorrect (eg, a
height of more than 3 meters), the registry will contact the
data owner for correction. Second, the registry will follow up
with patients who contact the registry directly. The registry
has established procedures to handle requests for correcting,
deleting, and viewing data of individual participants and has
introduced procedures for patients to remove themselves or
other patients under their care from inclusion.
Data Sources
The NAMHR uses previously collected data (secondary use)
from mental health care services and combines data from
other sources, such as government records and registries

(Figure 2). The main information source for the NAMHR is
the NPR [54]. The NPR contains comprehensive information
about individuals referred to or treated by specialized health
care providers like hospitals, outpatient clinics, and contract
specialists. The NPR includes personal details (eg, age, sex,
and address), claim data (eg, provider information, episodes
of care, patient rights, time of death, and registry con-
sent), medical information (eg, medical specialty, diagnoses,
procedures, timestamps on episodes of care, compulsory
treatment, and substance use), and social information (eg,
housing conditions and care situations). The data in the NPR
stem from mandatory monthly reports from all the public
health trusts, private and nonprofit organizations under the
public health trusts (contract), and private contract special-
ists [59]. The reports are automatically generated from the
electronic health records (EHRs) and reflect the interdisci-
plinary collaboration among medical doctors, psychologists,
nurses, and individuals from other disciplines entering data in
the EHRs.

The NAMHR will enrich the NPR data by merging
multiple other sources. To enhance patient perspectives and
experiences, PROMs and PREMs are included. PROMs and
PREMs are currently collected for individual treatments. The
NAMHR plans to integrate all platforms of PROMs and
PREMs used in Norway.

The NAMHR will also merge data from hospital EHRs
and data from the Norwegian Registry for Primary Health
Care (KPR) [60]. The latter provides information on the direct
and indirect contact of general practitioners with patients.
Further, the NAMHR has been authorized to merge other
sources (details are provided in Figure 2).

As the NAMHR is primarily a tool for quality improve-
ment in specialized mental health care in Norway, both
exposure and outcome variables may change as the need for
quality indicators changes over time. The list of exposure and
outcome variables should be considered tentative.
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Figure 2. Norwegian Adult Mental Health Registry data flow diagram. PREMs: patient-reported experience measures; PROMs: patient-reported
outcome measures.

Outcomes: Quality Indicators
The purpose of the national quality indicator system [61]
is to ensure equal access to good-quality health services
for the population based on the framework of the Health
Care Quality and Outcomes program of the Organisation
for Economic Co-operation and Development [62-64]. The
national quality indicators serve several purposes: (1) they
provide central health authorities with a basis for monitoring,
prioritization, and management; (2) they provide managers at
all levels with a basis for quality improvement; and (3) they
contribute to public transparency on quality and variation in
services.

The NAMHR’s quality indicators are dynamic, as they aim
to reflect quality challenges in mental health care for adults

at any given time. The register’s proposed quality indicators
(Table 1) are based on and comply with recommendations in
national guidelines. As of 2025, in Norway, there are five
national guidelines in the field of mental health (adults):
(1) National professional guidelines for ADHD/hyperkinetic
disorder [65]; (2) National professional guidelines for the
prevention of suicide in mental health care [66]; (3) National
professional guidelines for the early detection, assessment,
and treatment of eating disorders [67]; (4) National professio-
nal guidelines on the use of electroconvulsive therapy [68];
and (5) Guidelines on psychotic disorders and medications
[69].
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Table 1. Initial Norwegian Adult Mental Health Registry quality indicators.
Overarching theme and quality indicator (measure) Type Expected level for the measure
Examination and diagnostics
  Proportion of incident (new) patients diagnosed with structured diagnostic

instruments (eg, SCID-CVa and MINIb 7.0.2)
Process ≥90%

Somatic health and cardiovascular risk
  Proportion of incident (new) patients whose BMI is measured Process ≥90%
  Proportion of incident (new) patients whose lipid and HbA1c levels are measured Process and results ≥90%
  Proportion of incident (new) patients whose blood pressure is measured Process and results ≥90%
Outcome/results
  Proportion of patients who use the mental health feedback tool for adults Process and results ≥90%
  Similar results for comparable groups (CORE-OMc) [70] Results Group difference in improvement >5

points
  Improved quality of life (WHODASd) [71] Results Share of participants who report

improved quality of life
aSCID-CV: Structured Clinical Interview for DSM-5, Clinician Version.
bMINI: Mini International Neuropsychiatric Interview.
cCORE-OM: Clinical Outcomes in Routine Evaluation – Outcome Measure.
dWHODAS: World Health Organization Disability Assessment Schedule.

Measures

Individual and Structural Variables (Predictors/
Covariates)
Individual variables reported at baseline include age, gender,
tentative diagnosis, and reason for referral. Structural
variables consist of system-level variables such as the name
of the institution, health region, and county. System-level
variables collected from hospital record systems include staff
size, personnel turnover, tenure, the percentage of doctors
who are psychiatrists, the percentage of psychologists with
relevant specializations, and the number of available hospital
rooms. The list of variables is tentative, may vary by health
region, and may change over time.

Process Variables (Mediators/Moderators)
Data on processes will be collected at the individual and
system levels. Individual-level data include the type and
length of treatment, and structured data from EHRs, including
BMI, blood pressure, and the type and dosage of medica-
tion. Additionally, PREMs and PROMs will be collected.
Examples are detailed in Textbox 1. The process varia-
bles also include time-variant variables at the system level.
For example, case-load indicators may be defined as the
number of consultations registered divided by the number of
employees.

Textbox 1. Example structural, process, and outcome variables in the Norwegian Adult Mental Health Registry.
Predictor variables (independent); individual and structural levels

• Symptoms and function at baseline; patient-reported outcome measures (PROMs) (Clinical Outcomes in Routine
Evaluation–Outcome Measure [CORE-OM], Alcohol Use Disorders Identification Test [AUDIT] [72], and Drug Use
Disorders Identification Test [DUDIT] [73])

• Age (Norwegian Patient Registry [NPR]) and gender (NPR)
• Referral date (NPR)
• Assessment date (NPR)
• Start date, both outpatient and inpatient (NPR)
• Unit name and description (NPR)
• Prior referral/treatment (NPR)
• Prior episode of compulsory mental health care (NPR)
• Suicide assessment (NPR)
• System-level variables, such as turnover, tenure, percentage of doctors who are psychiatrists, percentage of psycholo-

gists with relevant specializations, and number of available hospital rooms
Process variables; individual level

• Symptoms and function at multiple times during treatment; PROMs (CORE-OM, AUDIT, and DUDIT)
• Hours spent on outpatient treatment
• End date (NPR)
• Duration of treatment (NPR)
• Use of structured symptom and function assessment instruments (NPR)
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• Structured codes for diagnoses and procedures from the national patient registry (NPR)
• Quality of life assessment (World Health Organization Disability Assessment Schedule [WHODAS])
• Ongoing compulsory mental health care (NPR)
• Suicide assessment
• Type of given treatment, standardized procedure codes (NPR)
• Somatic: blood pressure, height, weight, and other relevant tests (electronic health record [EHR])
• Medication: type, administration, dosage (Norwegian Prescribed Drug Registry [NorPD])
• System-level variables, such as turnover, tenure, percentage of doctors who are psychiatrists, percentage of psycholo-

gists with relevant specializations, and number of available hospital rooms
Result variables (outcome); individual and structural levels

• Symptoms and function at discharge; PROMs (CORE-OM, AUDIT, and DUDIT)
• PROMs, quality of life change (WHODAS)
• Patient-reported experience measures; overall satisfaction with mental health care (Pasient Opplevelser - patients’

satisfaction with treatment [PASopp])
• Mortality rate and cause of death (Norwegian Cause of Death Registry [NCDR])
• Outcome measures regarding primary care follow-up, such as individual treatment plan, general practitioner assess-

ment, municipality coordinator, type of work, and ongoing education (Norwegian Registry for Primary Health Care
[KPR])

• Compulsory mental care as part of aftercare (NPR)
• Suicide assessment
• Medication type, administration, and dosage in epicrisis on discharge (EHR and NorPD)

Outcome Variables
PROMs are registered at baseline, multiple times during
the intervention, at postintervention, at discharge, and 6
months after discharge. The PROM battery may vary across
health regions, and a reliable change index score [74] may
be used for comparison. Outcome variables at discharge
include discharge diagnosis, treatment type, treatment length,
treatment frequency, region ID, and facility ID. The list of
outcome variables is tentative, may vary from one health
region to another, and may change over time. However, the
abovementioned variables are expected to be stable over time
and place.
Statistical Analysis
Statistical analyses will vary from project to project, and
for both internal quality improvement projects and published
research papers, a wide range of statistical approaches may
be used. “Statistical process control” [75] may be used,
as it allows close monitoring of longitudinal changes in
complex systems. Classic approaches, ranging from descrip-
tive cross-sectional studies (case-control and cohort studies)
to randomized controlled trials (RCTs) based on registry
data may also be performed. Further, the vast amount of
data, especially many predictors from different sources, may
suggest a more multilevel approach. For example, explora-
tory factor analysis may be used to explore factor structures,
which, in combination with structural equation modeling,
may be used to explore relationships between observed and
unobserved (latent) variables. Latent class models and latent
growth models [76] may be used to explore the difference
in developmental trajectories. Exploratory studies and quality
improvement projects may use forecast models based on
time-series data from the registry, both to describe ongoing
trends and plan the future of health care. The registry may
also form the basis for machine learning approaches, such as

neural networks, to both model very complex, longitudinal
data in an understandable way and establish models for more
precise prediction of mental disorders.
Future Registry Expansion
The registry has been approved for the inclusion of data from
other national health-related registries, such as the Norwe-
gian Prescribed Drug Registry (NorPD) [77], the Norwegian
Cause of Death Registry (NCDR) [78], and the KPR [60].
The NorPD includes data on drugs prescribed by doctors in
primary health care and drugs prescribed and administered
as part of treatment in specialized health care. The NAMHR
has also been approved for the inclusion of data from other
national general registries, such as income, tax, and social
benefits.
Data Linkage and Storage
The data will come from multiple sources (detailed above)
and will be linked using the unique national identity number.
Each patient will be given a random number for internal use.
The data will be stored within the same infrastructure as
most of the data sources that are included, owned, and run
by Connecting Norwegian Health Services (Norsk helsenett)
[79].

Risk and vulnerability assessments and data protection
impact assessments [80] have been performed to ensure
compliance with the General Data Protection Regulation
(GDPR) [81] and will be revised in accordance with
procedures in Helse Vest Health Care Trust.
Trial Duration
The registry has no planned end date.

JMIR RESEARCH PROTOCOLS Tjora et al

https://www.researchprotocols.org/2026/1/e82696 JMIR Res Protoc 2026 | vol. 15 | e82696 | p. 8
(page number not for citation purposes)

https://www.researchprotocols.org/2026/1/e82696


Ethical Considerations
In Norway, legislation and regulation regarding quality
improvement and research are handled separately. The
registry is primarily part of the ongoing quality improvement
program imposed by the Norwegian law on specialized health
care, section 3.4a [82]. All national medical quality regis-
tries are appointed by the Norwegian Directorate of Health.
The registry will be run by a board, as detailed earlier in
the Methods section. Data collection and usage for quality
improvement are regulated by the abovementioned laws and
according to GDPR regulations and standards [83].

The participants will not receive compensation for any
inconvenience or time spent. The NAMHR will reuse health
data, and the participants do not have to take any additional
effort. The participants have the right to opt out (reserve
themselves), correct their data, and delete their data. The
NAMHR will follow the European Union’s data privacy law
(GDPR), which will ensure privacy and confidentiality.

The data will be made available for use in research. In
Norway, “all medical and health research projects must be
preapproved by the Regional Committees for Medical and
Health Research Ethics” [84]. Ethical approval must be
obtained before the beginning of the project and data delivery
from the NAMHR. The full study protocol and relevant
statistical code may be provided on request.

The results of the research projects will be published
in peer-reviewed journals and at research conferences.
Authorship will follow the “Vancouver Recommendations.”
Open-access journals will be preferred. Important protocol
modifications will be reported at ClinicalTrials.gov [57].

Results
The NAMHR was approved as a mandatory quality instru-
ment in late 2023. As of December 2025, the NAMHR is
approved and is being constructed. The study anticipates
enrolling up to 170,000 participants, with a new incidence
rate of around 10,000 patients per year. Key predictors and
outcomes include both PROMs and PREMs, as well as
automatically reported measures on a wide range of data,
including EHR data from inpatient and outpatient treatments,
data from primary health care, data on job and education
status, and data on cause of death. The NAMHR has no
planned end date. Data for both quality improvement and
research projects are planned to be available from mid-2026.

Discussion
Overview
This paper outlines our study protocol for the NAMHR. The
primary goal of the NAMHR is to monitor and develop
future mental health care, and it will provide important
knowledge that benefits all patients and the general pop-
ulation. The NAMHR provides a unique opportunity by
gathering large-scale, high-quality, and representative data.
As Norwegians have free access to public health insurance,

the vast majority of Norwegians use public health care,
resulting in highly representative data. Further, public-deliv-
ered or commissioned services require public and private
providers to deliver standardized claim data to the NPR.

Hypothesized Main Findings
The registry may be used to investigate the effects of
various treatments and as a nationwide control for RCTs. The
NAMHR combines data from all major EHRs in Norway,
ranging from data on medication and medication administra-
tion from general practitioners to high-temporal-resolution
drug monitoring systems for inpatient treatment. Hence, the
NAMHR will be one of the first nationwide data sources
for monitoring longitudinal medication usage for individual
patients and combining in- and outpatient prescriptions and
psychological treatments provided. This may be done in
combination with service provision variables and PROMs or
PREMs, hence providing a unique opportunity for quality
improvement. In addition, it will provide the opportunity
to perform large-scale research on the long-term effects of
psychological and drug treatments. The NAMHR will also
be a platform for registry-based randomized clinical trials,
which are prospective randomized trials that use a clinical
registry for one or several major functions to conduct trials
and report outcomes. The advisory board has already decided
that involuntary treatment in mental health services is one of
the first quality indicators that will be targeted for quality
improvement and research.

Comparison to Prior Work
In contrast to the other Nordic mental health registries,
the NAMHR is organized as a transdiagnostic mental
health registry, which makes the NAMHR more suitable
for investigating the fluid nature of diagnostics across
the lifespan [38]. Further, it provides an opportunity to
detect and end mental health interventions with low returns
on investment [85]. The combination of a transdiagnostic
approach and a large sample size provides a possibility
of monitoring compliance with a wide range of clinical
guidelines. The registry also represents an opportunity to
inform new clinical guidelines, including guidelines involving
more than one diagnostic category, a possibility few mental
health registries possess. When unwarranted variation is
revealed, the advisory board and each hospital trust may use
this information to develop new quality indicators. These
indicators and the assessment of their effects on unwarran-
ted variation may result in new clinical guidelines based
on large-scale empirical data. This is not new; however,
automated data collection and merging may result in a
much cheaper and faster process. When new guidelines are
introduced, the system for monitoring guideline implementa-
tion and compliance is already up and running. Traditionally,
discharged patients who were not seen again were assumed
to have had a good course of treatment. However, the use of
more objective data, such as sick leave and taxes paid, which
are included in the NAMHR, can provide more accurate
information.
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Hence, data delivered from the NAMHR will be highly
relevant for health policy decision-making at the local,
regional, national, and international levels. For example, care
pathway packages are implemented with limited evidence of
their efficacy or effectiveness in mental health. Thus, it is
relevant for policymakers to evaluate the effects on treatment
delivery and outcomes. The wide variation in health service
delivery is a cause for concern among policymakers at all
levels [14], but traditional RCTs fall short of defining the best
practices. Some important questions are as follows: Can high
rates of involuntary treatment be justified by reduced suicide
and violence rates, or does this reflect the unnecessary use
of coercive measures? Do early intervention policies produce
improved outcomes for all patients in the system or only for
those selected for early intervention at the expense of other
patients [86]? Can patient-generated data with personalized
psychometrics enhance treatment processes, shared decision-
making, and outcomes?
Strengths and Limitations
The NAMHR provides a relatively high temporal resolution
with a longitudinal perspective and may be used to describe
various trajectories or typical pathways through health
services. In addition, the registry may be used to calculate
which of the abovementioned trajectories are associated with
preferable outcomes, ranging from subjective outcomes, such
as PREMs and PROMs, to more objective outcomes, such as
work status and taxes paid. The registry will be linked to the
upcoming national quality registry for child and adolescent
specialized mental health services for research purposes after
the development of trajectories. As mentioned, the NAMHR
is organized as a transdiagnostic mental health registry, which
is also considered a strength.

The reuse of data is one of the greatest strengths of the
NAMHR, but it can also be considered a major limitation. As
the registry only reuses data collected for other purposes, the
registry has no direct influence on what is collected. Another
possible limitation is the unknown degree of reservation. If
the percentage of patients who chose to reserve themselves
(opt out) from the registry is large and/or associated with
key predictors or outcomes, it will affect to what degree the
findings are generalizable to other populations.
Dissemination Plan
Findings from the registry will have 2 main outlets. First,
quality improvements will be monitored and reported through
a dashboard available for health services and reports. Second,
as mentioned above, data will be made available for projects
with ethical approval from the Regional Committees for
Medical and Health Research Ethics (REC) [84]. The
NAMHR does not decide the publication channel of ethically
approved research projects. However, a proper plan for
dissemination is necessary for each project to obtain ethical
approval from the REC. The NAMHR will strongly suggest
using open-access journals. The NAMHR will publish new
papers on ClinicalTrials.gov [57].
Conclusion
The NAMHR, in addition to other Nordic mental health
registries and similar registries in other countries, may play
an important role in psychiatric health care worldwide.
The registry will deliver data for both quality improvement
and research with real-world outcomes, including patient
symptoms, functioning, and quality of life.
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