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Abstract

Objectives: Checklists that aim to support clinicians’
diagnostic reasoning processes are often recommended to
prevent diagnostic errors. Evidence on checklist effective-
ness is mixed and seems to depend on checklist type, case
difficulty, and participants’ expertise. Existing studies
primarily use abnormal cases, leaving it unclear how the
diagnosis of normal cases is affected by checklist use. We
investigated how content-specific and debiasing checklists
impacted performance for normal and abnormal cases in
electrocardiogram (ECG) diagnosis.
Methods: In this randomized experiment, 42 first year
general practice residents interpreted normal, simple
abnormal, and complex abnormal ECGs without a
checklist. One week later, they were randomly assigned
to diagnose the ECGs again with either a debiasing
or content-specific checklist. We measured residents’
diagnostic accuracy, confidence, patient management,
and time taken to diagnose. Additionally, confidence-
accuracy calibration was assessed.
Results: Accuracy, confidence, and patient management
were not significantly affected by checklist use. Time to
diagnose decreased with a checklist (M=147s (77))

compared to without a checklist (M=189s (80), Z=−3.10,
p=0.002). Additionally, residents’ calibration improved
when using a checklist (phase 1: R2=0.14, phase 2:
R2=0.40).
Conclusions: In both normal and abnormal cases, check-
list use improved confidence-accuracy calibration, though
accuracy and confidence were not significantly affected.
Time to diagnose was reduced. Future research should
evaluate this effect in more experienced GPs. Checklists
appear promising for reducing overconfidence without
negatively impacting normal or simple ECGs. Reducing
overconfidence has the potential to improve diagnostic
performance in the long term.

Keywords: checklist; clinical reasoning; diagnostic error;
ECG diagnosis; general practice.

Introduction

In recent years, checklists have received increasing
attention as a promising tool to reduce medical errors
[1–3]. This started with the successful implementation
of checklists in reducing hospital-acquired infections
[4] and preventing errors during surgeries [5]. These
checklists aimed to reduce clinician’s cognitive load
and reliance on memory [6] by documenting the steps
of a specific task (e.g., a surgical procedure). Following
these successes, the use of checklists has also been
advocated as a tool to reduce diagnostic errors [7–11], a
long understudied type of medical errors [12] that occur
when diagnoses are wrong, missed, or delayed [13].
Diagnostic errors are a large burden on patient safety
and it is estimated that a majority of people will experi-
ence a diagnostic error during their lifetime [13, 14].
Therefore, developing successful interventions to reduce
diagnostic errors is crucial [15].

Flaws in the cognitive processes underlying reasoning
are seen as a primary cause of diagnostic errors [16–21]
and consequently, diagnostic checklists aim to reduce
errors by supporting clinicians’ reasoning processes.
These checklists can generally be divided into two types
[22, 23]. The first type aim to have clinicians examine
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and improve their reasoning processes. These process
checklists generally give broad instructions to carefully
reconsider your diagnosis or to check your reasoning
for cognitive biases (i.e., predispositions to think in a
way that leads to systematic failures in judgement [24])
[22, 25, 26]. The second type includes content-specific
checklists, which aim to compensate for possible knowl-
edge deficits or mistakes [21, 27] by having clinicians
examine the content of their reasoning. Content checklists
can give possible diagnoses for certain symptoms
[23, 26, 28] or ensure the clinician considers all relevant
information for a diagnosis, as even those who were
trained to follow the steps of a specific protocol will not
always adhere to this protocol [29–37]. Furthermore,
content checklists might have the potential to reduce
clinicians’ cognitive load by facilitating information
integration [7, 38].

Empirical evidence that checklists reduce diagnostic
errors is scarce and inconsistent [10, 22, 23]. Reviews on
error interventions generally report small to medium im-
provements in diagnostic accuracy [6, 22, 39], but the
practical significance of this improvement is unclear.
Overall, existing studies hint that checklist effectiveness
might depend on the type of checklist, the relative diffi-
culty of the clinical cases that have to be diagnosed, and
the participants’ level of expertise. For example, process
checklists [22] were shown to be ineffective in increasing
diagnostic accuracy [28, 33], with exception of one study
by Sibbald et al. [31] that showed an improvement. Con-
tent checklists often led to small reductions in diagnostic
errors [29–31, 40] – except in one study where no benefit
was seen [33]. Furthermore, checklists weremore effective
in improving diagnostic accuracy for novices than for
experts in two studies examining ECG interpretation and
dermatological images, respectively [30, 36]. Finally, in
some studies checklists only benefited the diagnosis of
complex clinical cases [28, 31, 40]. Unfortunately, the
factors impacting checklist effectiveness are still poorly
understood and more research is necessary to determine
if, and when, checklists are effective [10, 22, 23].

Our understanding of checklist effectiveness is espe-
cially limited for settings such as general practice. For
general practitioners (GPs), it is more important to
recognize normal cases and to exclude certain diagnoses
than it is to arrive at the precise correct diagnosis. Existing
studies, however, mostly test checklists on abnormal
cases that were designed to be complex. This approach is
intended to create a situation where the potential for
making and subsequently correcting mistakes is high, so
that benefits from an intervention can be observed [22].

Furthermore, GPs are also expected to correctly manage
patients, even before knowing the exact diagnosis.
Existing studies primarily measure diagnostic accuracy,
leaving out other such aspects of diagnostic performance.
A task for which these issues are relevant is the interpre-
tation of ECGs. At least one-third of ECGs seen in Dutch
general practice are normal [41] and the most important
decision GPsmake is on whether or not to refer the patient
to a specialist. In the Netherlands, ECG interpretation has
recently shiftedmore andmore from secondary to primary
care, even though most GPs are not specialized in this
task and have had limited training [41]. GP education
now often implements checklists to teach this skill [34]. It
is therefore crucial to understand how checklist use
will impact ECG interpretation, as checklists could lead
to overtesting and overdiagnosis, or unnecessary con-
sumption of resources such as time and personnel [22].

In this randomized experiment, we examined the
impact of checklist use on the performance of GP resi-
dents when interpreting normal, simple abnormal, and
complex abnormal ECGs. Performance was measured
as residents’ diagnostic accuracy, confidence, patient
management, and time to diagnose. Additionally, resi-
dents’ confidence-accuracy calibration was assessed. We
studied two types of checklists – a debiasing checklist
focused on detecting and correcting cognitive biases [28,
33, 38] and a content checklist focused on ensuring all
ECG elements important for interpretation are checked
[34]. We expected that neither checklist would benefit
performance for normal cases. For simple and complex
abnormal cases, we expected that only the content
checklist would be beneficial. Furthermore, we expected
that residents’ confidence-accuracy calibration would
increase for the content checklist, but decrease for the
debiasing checklist.

Materials and methods

Design

The study was a computer-based experiment with a mixed design.
All methods were carried out in accordance with the relevant
guidelines and regulations. In the first phase, residents interpreted
ECGs in a randomized order, without a checklist. In the second
phase one week later, residents were randomly allocated to using
either a debiasing or a content-specific checklist to interpret the
ECGs from phase 1 in a randomized order. Participants were not
informed the same ECGs were shown. We chose to present the same
ECGs twice to ensure a direct comparison between the two phases
was possible.
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Participants

First year GP residents in training at the Erasmus Medical Center
Rotterdam were recruited. The study was scheduled between educa-
tional sessions. Sample size was estimated a priori in G*power for a
repeated measures ANOVA (multiple analysis of variance) with
between-subject factors, for a medium effect size (0.5), a power of
0.8, and an α of 0.05 [42]. The estimated total sample size was 30
participants.

Materials

Checklists: The used checklist materials were taken from recent
studies which showed improvements in diagnostic accuracy when
using the checklists (Table 1). The debiasing checklist and instructions
for use were obtained from Sibbald et al. [33] and were translated to
Dutch by a native speaker (JS). The content-specific condition was the
ECG10+ as it is used in Dutch GP education [34].

ECGs: Two experienced GPs with cardiology specializations selected
nine anonymized ECGs from real patients with a confirmed diagnosis
from an educational database targeted at GP residents. One GP (JCV)
independently selected the ECGs and the second GP (RZ) judged
them. Disagreements were solved via discussion. Three normal ECGs
(with a sinus rhythm and no abnormalities), three simple abnormal
ECGs (indicating atrial fibrillation, an easily recognizable condition
with a high incidence), and three complex abnormal ECGs

(indicating ischemia, a difficult to recognize condition) were
selected. The ratio of normal (one third) to abnormal (two thirds)
ECGs was based on a study that examined the incidence of ECG
presentations in general practice in the Netherlands [41]. The ECGs
were selected from a database with educational materials for GP
residents. The selected cases were labeled appropriate for use in the
education of first year residents in the database and were therefore
deemed of appropriate difficulty for our participants. An overview of
all ECGs is shown in Table 2 and the ECGs are shown in Supple-
mentary Material 1.

Procedure: The study was prepared in Qualtrics (an online survey
tool) and residents filled out the survey at home. They had to com-
plete both phases during the allocated time slots in their schedule.
Before starting a phase, residents received an information letter and
were asked to sign informed consent. Residents were informed of
the study’s purpose and were aware that there were two checklist
conditions, although they were not informed they would see the
same ECGs twice.

In phase 1, residents were asked to provide demographic in-
formation and then to interpret 9 ECGs without specific instructions.
We asked them to indicate the most likely diagnosis (or indicate
“normal” if there were no abnormalities). Each ECG was accompa-
nied by the sex and age of the patient, the patients’ chief complaint,
and the patients’ physical examination and test results. Residents
had 60 min to complete this task. Residents were also asked for their
confidence in the interpretation and if they would refer the patient
based on the ECG.

Table : Overview of checklist materials.

Debiasing checklist []

Please check your ECG diagnosis carefully considering each of the
following:
(1) Was I comprehensive?
(2) Did I consider the inherent flaws of heuristic thinking?
(3) Was my judgment affected by any cognitive bias?
(4) Were any of the following biases present (anchoring, availability,

confirmation, search satisficing, framing)?
(5) What is the worst-case scenario?

Content-specific checklist []

Please check your ECG diagnosis carefully considering each of the
following:
(1) Frequency and rate
(2) Axis
(3) P-wave
(4) PQ-interval
(5) Q-wave
(6) QRS-complex
(7) ST-interval
(8) T-wave
(9) QT-interval
(10) Rhythm
After the  points in this checklist, a ‘+’ is added, where participants
are asked to combine all their previous findings into one interpreta-
tion of the ECG.

Table : Overview of patient information of the selected ECGs.

ECG type Diagnosis Patient
information

Reason for ordering ECG

Practice Left ventricular
hypertrophy

 year old
woman

Shortness of breath,
chest pain

Normal Sinus rhythm  year old
woman

Ordered for regular
check-up

Normal Sinus rhythm  year old
man

Dizziness, heart
palpitations

Normal Sinus rhythm  year old
woman

Chest pain

Abnormal Atrial
fibrillation

 year old
woman

Slower heart rate than
usual combined with
being tired and out of
breath when exercising

Abnormal Atrial
fibrillation

 year old
woman

Swollen legs, out of
breath when exercising

Abnormal Atrial
fibrillation

 year old
woman

Tires quickly, dizziness

Abnormal Ischemia  year old
woman

Pain in the abdomen, a
feeling of pressure on
the elbows

Abnormal Ischemia  year old
woman

Cardiologist detected
atypical chest pain
before, patient asked for
follow-up

Abnormal Ischemia  year old
man

Swollen legs, tires
quickly
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A week later in phase 2, residents were randomly allocated to a
checklist condition and received instructions on how to use their
respective checklist (as in Sibbald et al. [33], Table 1). They had the
opportunity to practice using the checklist on one ECG. Next, they had
60 min to interpret all 9 ECGs using either the debiasing checklist or
the content-specific checklist. They were again asked for their inter-
pretation, their confidence, and their patient management decisions.
After phase 2, an experienced GP (JCV) led a 30-min feedback session
to discuss the study’s ECGs and answer any questions.

Outcome measures: The between subject independent variable was
checklist type: debiasing or content-specific checklist. The within
subjects independent variables were ECG type (normal, simple
abnormal, and complexabnormal) and phase (phase 1: interpretation
without instructions and phase 2: interpretation with checklist). We
further measured four dependent variables, which together charac-
terized residents’ performance: diagnostic accuracy, confidence in
diagnosis, patient management, and time to diagnose.

Diagnostic accuracy was independently scored by two experi-
enced GPs. One GP (JCV) assessed all diagnoses and the second
GP (RZ) scored half of the diagnoses. Their judgements showed
substantial interrater reliability (κ=0.72, 95% CI: 0.62–0.82).
Discrepancies in scoring were resolved through discussion. Diag-
nostic accuracy was scored as 0 if the incorrect diagnosis was given;
as 0.5 if a partially correct diagnosis was given (e.g., the participant
answered AF with aberration in case of an AF diagnosis), and as 1 if
the correct diagnosis was given. Second, participants were asked
to rate their confidence in their interpretation on a scale from 1 to 10.
For each participant, overall accuracy and the confidence corre-
sponding to that accuracy were combined to measure “calibration”.
Third, participants were asked where they would refer the patient
based on the ECG in a multiple-choice format to measure patient
management. Based on consultation with an experienced GP (RZ)
and existing guidelines, patient management was rated as follows:
for normal ECGs, the patient should be reassured; for atrial fibrilla-
tion ECGs, residents were expected to start their own treatment, and
for ischemia ECGs, residents were expected to refer the patient to
the cardiologist [43, 44]. The management decision was scored as
0 if incorrect and as 1 if correct. Fourth, Qualtrics recorded time to
diagnose in seconds for each ECG. Finally, participants were asked
for their age, sex, months as a resident, and level of expertise, which
were measured as covariates (Table 3).

Statistical analysis: For each dependent variable, the average was
calculated for the normal, simple abnormal, and complex abnormal
ECGs. Mean scores were calculated for residents who interpreted all 9
ECGs. A Shapiro-Wilk test showed that these data were not normally
distributed and therefore, non-parametric tests were performed for all
comparisons in IBM SPSS Statistics for Windows (Version 25.0). All
tests were considered significant at the α=0.05 level. A Wilcoxon test
examined differences for each dependent variable between phase 1
and phase 2. Additionally, a Mann Whitney-U test compared each
dependent variable between both checklists and a Friedman test
compared performance for each ECG type. Finally, the calibration
between residents’ confidence and accuracy was averaged per
participant over all cases and examined in a scatterplot to investigate
whether there was a linear association between these variables.
Calibration was then quantified using Spearman’s rho and expressed
as a goodness-of-fit measure (R2). It was further explored by calcu-
lating absolute accuracy (the absolute difference between accuracy
and confidence, where 0 is perfect and 1 is inaccurate) and bias (the
signed difference between accuracy and confidence, where −1 is
underconfident and +1 is overconfident), which were then compared
using a Wilcoxon signed rank test. Absolute accuracy and bias were
calculated as in Kuhn et al. [45].

Results

In total, 55 first year GP residents participated in at least
one phase. Five residents did not give permission to use
their data for research and an additional eight only
completed one phase or did not interpret all ECGs. 42
residents completed both phases. 21 residents were allo-
cated to the debiasing checklist and 21 to the content-
specific checklist. Participant demographics are shown
in Table 3 and Supplementary Material 2.

Residents’ prior experience (specifically, the number
of ECGs diagnosed) was used to test whether experience
moderated the dependent variables (Table 4). Only confi-
dence systematically varied with experience and post-hoc
tests indicated that only residents who diagnosed fewer
than 10 ECGs differed from the other experience groups.
Therefore, these three residents were excluded to correct
for experience as a covariate, leaving 18 participants in the
content-specific condition. Age, sex, and time in residency
did not moderate diagnostic performance.

Diagnostic performance

Phase 1 vs. phase 2

When interpreting ECGs in phase 2 (M=0.63, SD=0.2)
compared to phase 1 (M=0.55, SD=0.2), there was a trend
for overall accuracy to improve (Z=−1.81, p=0.070, g=0.25).
Checklist use did not affect residents’ confidence (phase 1:

Table : Participant demographics.

Content
checklist (n=)

Debiasing
checklist (n=)

Total
(n=)

Demographics
Sex, n (female) (%)  (%)  (%)  (%)

Age, years

Mean (SD)  ()  ()  ()
Range – – –

Time in residency,
months

Mean (SD)  ()  ()  ()
Range – – –
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M=5.5, SD=1.7), (phase 2: M=5.5, SD=1.9, Z=−0.23, p=0.817)
and patient management (phase 1: M=0.61, SD=0.2, phase
2: M=0.63, SD=0.2, Z=−0.92, p=0.358) in phase 1
compared to phase 2. Lastly, residents took less time to
interpret all ECGs in phase 2 (phase 1: M=189, SD=80,
phase 2: M=144, SD=76, Z=−3.10, p=0.002, g=0.54).
Resident’s performance on each outcome measure is
summarized in Table 4.

Checklist type

Using either the debiasing or content-specific checklist
did not differentially affect accuracy (U=158, p=0.707),
confidence (U=134, p=0.270), patient management
(U=137, p=0.311), or time spent to diagnose (U=162,
p=0.821).

ECG type

ECG type did not affect checklist use for accuracy
(χ2(2)=2.54, p=0.281), confidence (χ2(2)=2.74, p=0.254),
patient management (χ2(2)=2.10, p=0.350) and time to
diagnose (χ2(2)=1.16, p=0.559). For patient management,
residents descriptively scored the best for complex
abnormal cases, where the patient should be referred to
the cardiologist. For normal and simple abnormal cases,
more than 90% of the incorrect answers constituted
referral to the cardiologist.

Confidence-accuracy calibration

In both phases, confidence increased when accuracy
increased (phase 1: rs=0.42, p=0.004; phase 2: rs=0.67,
p<0.001). Moreover, residents’ confidence-accuracy cali-
bration was lower when they interpreted ECGs without
specific instructions (R2=0.14, Figure 1) compared to when
they used a checklist (R2=0.40, Figure 2), although cali-
bration remained moderate. Further analysis showed that
their absolute accuracy did not differ between phases
(Z=−0.59, p=0.554). Bias showed a trend to decrease, indi-
cating that residents became less overconfident when using
a checklist (Z=−3.10, p=0.055). Residents improved using
either checklist compared to interpretation without a

Table : Mean and standard deviation for accuracy, confidence in
diagnosis, patient management, and time spent to diagnose in
phase  and phase  per ECG type.

Phase 

(n=)
Phase :
content
(n=)

Phase :
debiasing

(n=)

Moderation
by number of
ECGsb

M (SD) M (SD) M (SD) χ, p

Accuracya Phase :
χ ()=.,
p=.
Phase :
χ ()=.,
p=.

Normal . (.) . (.) . (.)
Simple
abnormal

. (.) . (.) . (.)

Complex
abnormal

. (.) . (.) . (.)

Total . (.) . (.) . (.)
Confidencea Phase :

χ ()=.,
p=.
Phase :
χ ()=.,
p=.

Normal . (.) . (.) . (.)
Simple
abnormal

. (.) . (.) . (.)

Complex
abnormal

. (.) . (.) . (.)

Total . (.) . (.) . (.)
Managementa Phase :

χ ()=.,
p=.
Phase :
χ ()=.,
p=.

Normal . (.) . (.) . (.)
Simple
abnormal

. (.) . (.) . (.)

Complex
abnormal

. (.) . (.) . (.)

Total . (.) . (.) . (.)
Timea,
seconds

Phase :
χ ()=.,
p=.
Phase :
χ ()=.,
p=.

Normal  ()  ()  ()
Simple
abnormal

 ()  ()  ()

Complex
abnormal

 ()  ()  ()

Total  ()  ()  ()

aAverages were computed without participants who diagnosed
fewer than  ECGs during their training. bKruskal-Wallis tests
tested whether the outcome measures were moderated by
experience (based on the number of ECGs residents diagnosed
during their studies).
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checklist, but seemed to benefit more from using the
debiasing checklist (R2=0.59) than from the content-specific
checklist (R2=0.32).

Discussion

This study examined the impact of checklist use on the
interpretation of normal, simple abnormal, and complex
abnormal ECGs. There was a trend for improvement in
residents’ accuracy when they used a checklist, whereas
their confidence did not change. This resulted in an
overall improved confidence-accuracy calibration: par-
ticipants were less overconfident after using a checklist
compared to when they first interpreted the ECGs.
Furthermore, residents’ patient management was very
conservative as they consistently referred patients to
the cardiologist. This was not affected by checklist
use. Finally, residents took less time to interpret ECGs
in phase 2. Contrary to our expectations, these findings
were similar for all ECG types and both the debiasing

checklist and the content-specific checklist, although
the debiasing checklist seemed to improve to residents’
calibration the most.

For our interpretations regarding diagnostic accu-
racy, we should consider the possibility of a learning
effect on diagnostic performance. There was no inde-
pendent control group and therefore, residents saw the
ECGs twice. Furthermore, the effects were similar across
all ECGs and both checklist types, which indicates that
the trend for improvement in accuracy and the decrease
in time to diagnose are likely due to a small learning effect
and do not fully reflect the effects of checklist use. These
findings contradict previous studies that found increases
in accuracy when a checklist was used [23, 28–32], spe-
cifically for the content-specific checklist. In most of these
studies, participants also examined cases once before
verifying their diagnosis using a checklist, although this
verification took place immediately after the initial diag-
nosis [28–30, 32]. Similar studies often did not find an
improvement when using a debiasing checklist, in line
with our current findings [23, 28, 33]. Despite this

Figure 1: Scatterplot of residents’
confidence-accuracy calibration in phase 1,
R2=0.14.

Figure 2: Scatterplot of residents’
confidence-accuracy calibration in phase2,
R2=0.40.
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limitation, our study design is reflective of how checklists
would be used in practice: to verify a working diagnosis or
to check someone’s reasoning process. Alternatively, the
current lack of improvement in diagnostic accuracy could
be explained by the use of singular reasoning approaches.
Our participants were asked only to reason analytically,
following either a feature list (given by the content-specific
checklist) or a debiasing approach. This contrasts work
by Eva et al. [46] and Ark et al. [47, 48], who showed in
several experiments with naïve students that combining
analytical and non-analytical approaches is more effective
than applying singular reasoning approaches. Future
studies might benefit from not only comparing singular
methods but also combining reasoning strategies in error
intervention studies.

Interestingly, the trend for improved accuracy did not
coincide with an increase in confidence. One would expect
that if a previously incorrect diagnosis was changed or if a
previously correct diagnosis was confirmed with the
help of a checklist, this would boost confidence, espe-
cially if residents were simply re-examining a case. Our
data showed that in each phase, if residents were more
accurate, they were also more confident. However, this
did not translate to an increase in confidence between
phases, indicating that residents became less over-
confident and potentially that their insight in their own
skills improved. Despite the increased confidence, the
majority of residents still chose to refer the patient to a
cardiologist. This is likely related to the relative inexpe-
rience of our participants. Future research should also
measure participants’ referral behavior, as overreferral
leads to large economic costs.

The increase in residents’ confidence might have been
extra pronounced for the debiasing checklist because GP
residents in the Netherlands are already taught to interpret
ECGs using the content-specific checklist, whereas the
debiasing checklist was completely new to them. The fact
that the GP residents were already familiar with the
content-specific checklist, and because novices often use a
more analytical step-by-step approach than more experi-
enced clinicians [49], might also have diluted potential
effects of the content-specific checklist. Although our study
showed no immediate benefits of improved calibration,
there could be value in using checklists to reduce over-
confidence. Overconfidence has previously been indicated
as a cause of diagnostic errors [50] and fostering proper
calibration could improve residents’ diagnostic process
and potentially improve their diagnostic performance in
the long term. Future research should confirm whether
checklists can be used to reduce overconfidence and what
the long-term effects of checklist use are.

This study had several strengths and limitations.
Strengths include that this was a randomized experiment
that used ECGs of an appropriate level for first year GP
residents. Furthermore, the ECGs were verified teaching
materials from real patients with a confirmed diagnosis.
A final strength was that participants performed the
experiment online, from their home, and participated in
multiple experiments and lectures. This greatly reduced
the chances of participants discussing the study’s ECGs
amongst themselves.

The study is limited because of the design without an
independent control group in which participants inter-
preted each ECG twice, which left the possibility for a
learning effect to influence our results. This primarily
influenced the interpretation of diagnostic accuracy and
time on task, but even with a possible learning effect
participants did not improve on immediate accuracy.
Furthermore, we chose to have participants diagnose the
same ECGs twice so we could directly compare changes in
confidence, calibration, and patient management. This
allowed for reliable assessment of residents’ confidence,
as there was no room for between-case variability. The
remaining variables could be inflated by a possible
learning effect and should be interpreted with caution.
A second limitation is the relative inexperience of our
participants. Considering that most residents had inter-
preted few ECGs during their studies, suddenly seeing 9
ECGs in one day was a significant increase in practice.
This might have contributed to the trend for improved
accuracy. Lastly, a limitation is that the overall sample
size and the sample size for the separate checklist ana-
lyses were relatively small and might be underpowered,
meaning these results should be interpreted with caution.
The study might, additionally, have benefited from
including more than 9 EKGs. The a priori power calcula-
tion was performed assuming 9 measurements but the
true effect might have been smaller than the medium
effect size we estimated. Future research should examine
the impact of checklist use on accuracy and calibration
in more experienced GP residents, as the issue remains
crucial to GPs, with a control group and a larger sample of
EKGs.

In summary, checklist use did not differentially
affect GP residents’ diagnostic process for normal cases
compared to simple abnormal or complex abnormal cases.
Surprising was that residents’ confidence did not increase
over repeated viewing of the ECGs and that checklists
improved residents’ confidence-accuracy calibration,
which translated in reduced overconfidence. Although
more research is needed to evaluate how checklists impact
residents’ confidence in the long term, checklists could be
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promising. Reducing overconfidence, an important cause
of diagnostic errors, could improve residents’ insight into
their own skill level, and in the long term has the potential
to improve their diagnostic performance.
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