Additional file 1. VISTAKID Questionnaire (English translation)
This is the English translation of the general practitioner (GP) questionnaire used in the VISTAKID study. The survey is anonymous; responses are aggregated. The sequence of sections and items is preserved from the Norwegian original.
Background and aim. The Department of Nephrology at Vestfold Hospital Trust (SiV) runs an ongoing project on the management and follow-up of patients with chronic kidney disease (CKD). As part of this project, we aim to examine referral routines from general practice with the goal of developing a systematic referral pathway clarifying which patients should be referred for evaluation of CKD etiology and follow-up in specialist care.
Anonymity and time. The questionnaire is anonymous, with regional differences assessed by county. Estimated time to complete: 5–10 minutes.
Survey items
1) In which area is your GP practice located?
☐ Vestfold
☐ Telemark
☐ Nordland
☐ Finnmark

Patient vignette
A 73-year-old man with hypertension and dyslipidaemia attends for routine follow-up. Home blood pressure recordings over the past months have been 130–140/80–90 mmHg.

Current medications:
• Amlodipine 5 mg once daily
• Hydrochlorothiazide 25 mg once daily
• Atorvastatin 20 mg once daily

Examination: Temperature 37 °C, pulse 82/min, blood pressure 136/86 mmHg, respiratory rate 10/min, weight 72.5 kg, height 178 cm.

Laboratory: Serum creatinine 123 µmol/L; eGFR 50 ml/min/1.73 m² (one year earlier: creatinine 115 µmol/L; eGFR 55 ml/min/1.73 m²); urea 14 mg/dL. Blood count and electrolytes normal.

He tolerates current treatment well with good adherence. No other complaints.

Indicate your level of agreement with the following statements (based on the vignette):
	Statement
	Strongly agree
	Agree
	Disagree
	Strongly disagree
	Don’t know

	Measurement of serum creatinine was useful to assess kidney function.
	☐
	☐
	☐
	☐
	☐

	Measurement of estimated glomerular filtration rate (eGFR) was useful to assess kidney function.
	☐
	☐
	☐
	☐
	☐

	A urinalysis (dipstick) is indicated.
	☐
	☐
	☐
	☐
	☐

	A quantitative urine test for albumin/protein (e.g., albumin–creatinine ratio, ACR) is indicated.
	☐
	☐
	☐
	☐
	☐

	The patient has chronic kidney disease (CKD).
	☐
	☐
	☐
	☐
	☐



Beliefs about ACE inhibitor/ARB treatment benefits
“I believe that treatment with an ACE inhibitor or an angiotensin II receptor blocker (ARB) improves outcomes in patients with …”
	Scenario
	Yes
	No
	Don’t know

	Stable eGFR ≥60 with normal albumin excretion <3 mg/mmol
	☐
	☐
	☐

	Stable eGFR ≥60 with moderate albuminuria 3–29 mg/mmol
	☐
	☐
	☐

	Stable eGFR ≥60 with significant albuminuria 30–299 mg/mmol
	☐
	☐
	☐

	Stable eGFR ≥60 with nephrotic-range proteinuria ≥300 mg/mmol
	☐
	☐
	☐

	—
	
	
	

	Stable eGFR <60 with normal albumin excretion <3 mg/mmol
	☐
	☐
	☐

	Stable eGFR <60 with moderate albuminuria 3–29 mg/mmol
	☐
	☐
	☐

	Stable eGFR <60 with significant albuminuria 30–299 mg/mmol
	☐
	☐
	☐

	Stable eGFR <60 with nephrotic-range proteinuria ≥300 mg/mmol
	☐
	☐
	☐



CKD definition for a patient >65 years (answer Yes/No/Don’t know)
	Scenario
	Yes
	No
	Don’t know

	Stable eGFR ≥60 with normal albumin excretion <3 mg/mmol
	☐
	☐
	☐

	Stable eGFR ≥60 with moderate albuminuria 3–29 mg/mmol
	☐
	☐
	☐

	Stable eGFR ≥60 with significant albuminuria 30–299 mg/mmol
	☐
	☐
	☐

	Stable eGFR ≥60 with nephrotic-range proteinuria ≥300 mg/mmol
	☐
	☐
	☐

	—
	
	
	

	Stable eGFR 45–59 with normal albumin excretion <3 mg/mmol
	☐
	☐
	☐

	Stable eGFR 45–59 with moderate albuminuria 3–29 mg/mmol
	☐
	☐
	☐

	Stable eGFR 45–59 with significant albuminuria 30–299 mg/mmol
	☐
	☐
	☐

	Stable eGFR 45–59 with nephrotic-range proteinuria ≥300 mg/mmol
	☐
	☐
	☐

	—
	
	
	

	Stable eGFR 30–44 with normal albumin excretion <3 mg/mmol
	☐
	☐
	☐

	Stable eGFR 30–44 with moderate albuminuria 3–29 mg/mmol
	☐
	☐
	☐

	Stable eGFR 30–44 with significant albuminuria 30–299 mg/mmol
	☐
	☐
	☐

	Stable eGFR 30–44 with nephrotic-range proteinuria ≥300 mg/mmol
	☐
	☐
	☐



Attitudes for a "65-year-old patient without diabetes" (agreement scale)
	Statement
	Strongly agree
	Agree
	Disagree
	Strongly disagree
	Don’t know

	Diagnosing CKD in those with eGFR 45–59 constitutes overdiagnosis.
	☐
	☐
	☐
	☐
	☐

	Diagnosing CKD in those with eGFR 30–44 constitutes overdiagnosis.
	☐
	☐
	☐
	☐
	☐



Testing frequency — non-diabetic patients with hypertension and eGFR >60
☐ Twice per year
☐ Once per year
☐ Once every 2–3 years
☐ Never/rarely
☐ Other (please specify): __________
In which situations do you not test for urine albumin or protein in non-diabetic patients with hypertension and eGFR >60? (Select one or more)
☐ Cost/burden to the patient
☐ I do not believe it will influence management
☐ Poor patient adherence
☐ Not recommended in existing guidelines
☐ Limited time/more pressing patient issues
☐ None of the above — I always check urine albumin/protein
☐ Other (please specify): __________

Testing frequency — non-diabetic patients with hypertension and eGFR <60
☐ Twice per year
☐ Once per year
☐ Once every 2–3 years
☐ Never/rarely
☐ Other (please specify): __________
In which situations do you not test for urine albumin or protein in non-diabetic patients with hypertension and eGFR <60? (Select one or more)
☐ Cost/burden to the patient
☐ I do not believe it will influence management
☐ Poor patient adherence
☐ Not recommended in existing guidelines
☐ Limited time/more pressing patient issues
☐ None of the above — I always check urine albumin/protein
☐ Other (please specify): __________

ACE inhibitor/ARB prescribing — patients without diabetes but with documented macroalbuminuria (A3)
In which situations do you not prescribe an ACE inhibitor or an ARB? (Select one or more)
☐ Cost/burden to the patient
☐ I do not believe it will influence management
☐ Poor patient adherence
☐ Not recommended in existing guidelines
☐ Limited time/more pressing patient issues
☐ None of the above — I always prescribe an ACE inhibitor/ARB to these patients
☐ Other (please specify): __________

Testing frequency — patients with diabetes
☐ Twice per year
☐ Once per year
☐ Once every 2–3 years
☐ Never/rarely
☐ Other (please specify): __________

Actions to identify CKD etiology and optimize management (eGFR <60 and/or microalbuminuria/proteinuria)
☐ I perform the work-up myself according to guidelines
☐ I seek advice from a colleague
☐ I seek advice from a hospital specialist
☐ I refer to a private specialist in internal medicine
☐ I refer to a hospital-based specialist
☐ None of the above
☐ Other (please specify): __________

Use of national guideline (Norwegian Directorate of Health, HDir) for CKD management
☐ No, I am not familiar with it
☐ No, I am familiar with it but it is not useful in my practice
☐ Other (please specify): __________

Note: This translation preserves content and order of the original Norwegian questionnaire; tables were added for clarity in data entry.
