Supplementary Table 1. Example of the dataset labelling process. 
	index
	Category
	Content

	1

	Question
	住院病例书写要求是什么？
What are the requirements for writing inpatient cases?	

	
	Source Content
	根据原卫生部《病历书写基本规范》的要求，住院病历（admission history，inpatient medical re-cord）内容应包括住院病历首页、入院记录、病程记录、手术同意书、麻醉同意书、输血治疗知情同意书、特殊检查（特殊治疗）同意书、病危（重）通知书、医嘱单、辅助检查报告单、体温单、医学影像检查资料及病理资料等。
According to the requirements of the former Ministry of Health's “Basic Norms for the Writing of Medical Records”, inpatient medical records (admission history, inpatient medical re-cord) should include the first page of the inpatient medical record, admission records, medical records, surgical consent, consent to anesthesia, transfusion treatment informed consent, special examination (special treatment) consent, critical (serious) illnesses, notification, medical orders, auxiliary examination reports, temperature sheets, medical imaging information and pathological information. notification, medical advice, auxiliary examination report form, temperature list, medical imaging data and pathology data.

	2
	Question
	入院记录中的一般项目包括什么？
What are the general items included in the admission record?

	
	Source Content
	一般项目包括姓名、性别、年龄、籍贯、民族、婚姻状况、职业、入院日期、门（急）诊诊断、居住地址和电话、工作单位与电话。病史采集日期、时间、供史者（可靠程度），入院诊断，病史记录者，小儿患者应写明父母姓名、职业、工作单位及电话。
General items include name, sex, age, place of origin, ethnicity, marital status, occupation, date of admission to the hospital, outpatient (emergency) diagnosis, address and telephone number of residences, workplace and telephone number. Date and time of history taking, history provider (degree of reliability), admission diagnosis, history recorder, pediatric patients should include parents' name, occupation, work unit and telephone number.

	3
	Question
	入院记录的定义和组成部分是什么？What is the definition and composition of an admission record?

	
	Source Content
	入院记录（admission record，inpatient medical record）是指患者入院后，由经治医师通过问诊、查体、辅助检查获得有关资料，并对这些资料归纳分析书写而成的记录。通常由一般项目、主诉、现病史、既往史、个人史、婚育史、月经史、家族史、体格检查（全身检查与专科检查）、实验室与影像学检查、诊断、治疗计划、小结和签名等部分构成。可分为一般入院记录、再次或多次入院记录、24小时内入出院记录、24小时内入院死亡记录等。
Admission record (admission record, inpatient medical record) refers to the patient admitted to the hospital, by the attending physician through consultation, physical examination, auxiliary examination to obtain the relevant information, and to summarize and analyze the information written into the record. Usually consists of general items, complaints, current medical history, past history, personal history, marriage and childbearing history, menstrual history, family history, physical examination (general examination and specialized examination), laboratory and imaging tests, diagnosis, treatment plan, summary and signature and other parts of the composition. It can be divided into general admission record, re-admission or multiple admission record, admission and discharge record within 24 hours, and admission and death record within 24 hours.


This table demonstrates the derivation of question-answer pairs from medical textbook content. Each entry includes the generated question (with English translation) and the corresponding source evidence extracted from the textbook.


Supplementary Table 2. Representative examination questions and metrics for the GPT series.
	Index
	Reference Answer
	GPT-3.5 Output
	GPT-4 Output

	Performance：response time (s)
	-
	10.54
	10.54

	Performance：token usage
	-
	620
	577

	Prompt：请根据口腔颌面外科知识，出一道题目考察门诊及住院病史记录的要求。

	关于口腔颌面外科知识，门诊及住院病史记录的要求如下：
选项A：门诊病史记录的病历项目包括姓名、性别、年龄、婚姻、职业、出生地、民族（国籍）、户口或居住址、电话、工作单位与电话、过敏药物名称、就诊日期与诊断。
选项B：住院病史记录的病历项目包括姓名、性别、年龄、婚姻、职业、出生地、民族（国籍）、户口或居住址、电话、工作单位与电话、过敏药物名称、就诊日期、诊断、治疗经过和结果。
选项C：门诊病史记录的病历项目包括姓名、性别、年龄、婚姻、职业、出生地、民族（国籍）、户口或居住址、电话、工作单位与电话、过敏药物名称、就诊日期和诊断。
选项D：住院病史记录的病历项目包括姓名、性别、年龄、婚姻、职业、出生地、民族（国籍）、户口或居住址、电话、工作单位与电话、过敏药物名称、就诊日期、诊断、治疗经过和结果。
正确答案：C
解析：
选项 A 错误，门诊病历必须包含患者基本信息及联系方式；
选项 B 错误，过敏史是病历记录的核心安全项，不可省略；
选项 C 正确，符合《病历书写基本规范》中关于门诊记录的要求；
选项 D 错误，住院病历必须由经治医师及时核实并签名。
	题目：关于口腔颌面外科门诊及住院病史记录的要求，下列描述中正确的是？
A. 门诊病历应包括主诉、病史、体格检查、实验室检查、初步诊断、处理意见和医师签名，但不需要包括就诊日期和科室
B. 住院病史记录应由手术者书写，并在术后24小时内完成，记录内容包括手术日期、术前诊断、术中诊断、手术名称等
C. 门诊病历封面必须逐项填写，包括姓名、性别、年龄、婚姻、职业等信息，但不需要填写过敏药物名称
D. 住院病史记录应由经治医师在患者出院后24小时内完成，内容主要包括患者入院日期、出院日期、入院情况、入院诊断、诊疗经过、出院诊断、出院情况、出院医嘱及医师签名等
正确答案：D
解析：
A项错误，应包括就诊日期和科室；
B项错误，住院病史非由手术者书写；
C项错误，应填写过敏药物；
D项正确，内容全面，符合规范。
	题目: 关于口腔颌面外科门诊和住院病历记录的要求，以下描述正确的是什么？
A. 门诊病历应当详细记录患者病史，包括主诉、现病史、过敏史等，但不需要记录家族史和个人史。
B. 住院病历需要包括患者的一般资料、入院情况、治疗过程、出院情况及出院医嘱，但治疗过程中的护理记录不必详细。
C. 门诊病历需记录患者的基本信息、诊断、治疗方案和治疗过程，但可以省略检查结果和处方细节。
D. 住院病历应包含患者的详细病史、体检、辅助检查、诊疗计划、手术记录、病程记录、出院小结等，以确保信息的完整性和连续性。
正确答案：D
解析：
A：必须包含日期和科室信息。
B：记录并非由外科医生撰写。
C：药物过敏史为必填项。
D：内容全面且符合临床标准。

	Prompt：Please generate a multiple-choice question based on oral and maxillofacial surgery knowledge, focusing on the requirements for outpatient and inpatient medical history documentation.
	Question: Regarding the requirements for outpatient and inpatient medical history documentation in oral and maxillofacial surgery:
Option A: Outpatient records should include name, gender, age, marital status, occupation, birthplace, ethnicity (nationality), registered or current address, phone number, work unit and phone number, allergy history, date of visit, and diagnosis.
Option B: Inpatient records should include name, gender, age, marital status, occupation, birthplace, ethnicity (nationality), registered or current address, phone number, work unit and phone number, allergy history, date of visit, diagnosis, treatment process, and outcomes.
Option C: Outpatient records should include name, gender, age, marital status, occupation, birthplace, ethnicity (nationality), registered or current address, phone number, work unit and phone number, allergy history, date of visit, and diagnosis.
Option D: Inpatient records should include name, gender, age, marital status, occupation, birthplace, ethnicity (nationality), registered or current address, phone number, work unit and phone number, allergy history, date of visit, diagnosis, treatment process, and outcomes.
Correct answer: C 
Explanation: Option A is incorrect as contact info is mandatory. Option B is incorrect as allergy history is a critical safety item. Option C is correct and aligns with the “Basic Norms for Medical Record Writing.” Option D is incorrect as the attending physician must verify and sign the records.
	Question: Regarding the documentation requirements for outpatient and inpatient records in oral and maxillofacial surgery, which of the following is correct?
A. Outpatient records must include chief complaint, medical history, physical exam, lab tests, preliminary diagnosis, treatment plan, and physician signature, but not the visit date or department.
B. Inpatient history should be written by the surgeon within 24 hours after surgery, including surgery date, preoperative diagnosis, intraoperative findings, and procedure name.
C. The outpatient cover sheet must list name, gender, age, marital status, occupation, etc., but not allergy history.
D. Inpatient records should be completed by the attending physician within 24 hours after discharge, including admission/discharge dates, conditions, diagnosis, treatment course, discharge notes, and physician signature.
Correct answer: D
Explanation: Option A is incorrect; it should include the date of consultation and the department.
Option B is incorrect; the inpatient history is not written by the surgeon.
Option C is incorrect; it should list any drug allergies.
Option D is correct; the content is comprehensive and meets the standard.
	Question: Which of the following statements about outpatient and inpatient record documentation in oral and maxillofacial surgery is correct?
A. Outpatient records should detail history, including chief complaint, present illness, allergy history, etc., but not family or personal history.
B. Inpatient records should include general patient info, admission condition, treatment process, discharge status and orders, but not detailed nursing records.
C. Outpatient records must include basic info, diagnosis, treatment plan and course, but may omit test results and prescriptions.
D. Inpatient records must comprehensively document patient history, physical exam, lab results, treatment plan, surgery records, progress notes, and discharge summary for full clinical context.
Correct answer: D Explanation: A: Date and department must be included.
B: Records are not authored by surgeons. C: Drug allergy history is mandatory. D:  Comprehensive and meets clinical standards.



This table illustrates the prompt, reference answers, and specific outputs (including response times and token usage) for GPT-3.5 and GPT-4. Full comparative data, including metrics for the ChatGLM series, are available in the accompanying Excel files. 
Note: Due to the extensive volume of the complete dataset, only representative examples are presented in this table. For the comprehensive raw data from all test iterations—including detailed performance metrics for both GPT and ChatGLM models—please refer to Supplementary data 1and Supplementary data 2.


Supplementary Table 3. Individual classification data for 100 test samples. 
	No.
	Judgment (0=Human, 1=AI)
	True Source
	No.
	
	Judgment (0=Human, 1=AI)
	True Source
	No.
	Judgment (0=Human, 1=AI)
	True Source

	1
	1
	ChatGLM-raw
	2
	
	0
	Human
	3
	0
	ChatGLM-RAG

	4
	0
	Human
	5
	
	0
	Human
	6
	1
	ChatGLM-RAG

	7
	0
	Human
	8
	
	0
	Human
	9
	1
	ChatGLM-raw

	10
	1
	ChatGLM-raw
	11
	
	1
	ChatGLM-RAG
	12
	1
	ChatGLM-raw

	13
	0
	Human
	14
	
	1
	ChatGLM-raw
	15
	1
	ChatGLM-RAG

	16
	1
	ChatGLM-raw
	17
	
	1
	Chat-WanJuan
	18
	0
	Chat-WanJuan

	19
	1
	ChatGLM-raw
	20
	
	0
	Human
	21
	1
	ChatGLM-raw

	22
	0
	ChatGLM-RAG
	23
	
	1
	Chat-WanJuan
	24
	1
	Human

	25
	0
	Chat-WanJuan
	26
	
	1
	ChatGLM-RAG
	27
	0
	Human

	28
	0
	Human
	29
	
	1
	ChatGLM-raw
	30
	0
	Human

	31
	0
	Human
	32
	
	1
	Human
	33
	1
	ChatGLM-raw

	34
	0
	Human
	35
	
	0
	ChatGLM-RAG
	36
	1
	Chat-WanJuan

	37
	1
	Chat-WanJuan
	38
	
	0
	Chat-WanJuan
	39
	0
	Human

	40
	0
	Chat-WanJuan
	41
	
	0
	Human
	42
	1
	ChatGLM-raw

	43
	1
	ChatGLM-RAG
	44
	
	1
	Chat-WanJuan
	45
	0
	ChatGLM-RAG

	46
	1
	ChatGLM-RAG
	47
	
	1
	ChatGLM-raw
	48
	1
	Chat-WanJuan

	49
	0
	Human
	50
	
	0
	Human
	51
	0
	ChatGLM-RAG

	52
	1
	Chat-WanJuan
	53
	
	0
	ChatGLM-RAG
	54
	1
	Chat-WanJuan

	55
	1
	Human
	56
	
	0
	ChatGLM-RAG
	57
	1
	ChatGLM-raw

	58
	1
	ChatGLM-raw
	59
	
	1
	Chat-WanJuan
	60
	1
	Chat-WanJuan

	61
	1
	ChatGLM-raw
	62
	
	0
	ChatGLM-raw
	63
	0
	Chat-WanJuan

	64
	1
	ChatGLM-raw
	65
	
	1
	ChatGLM-raw
	66
	1
	ChatGLM-RAG

	67
	1
	ChatGLM-RAG
	68
	
	0
	ChatGLM-RAG
	69
	0
	Chat-WanJuan

	70
	1
	ChatGLM-RAG
	71
	
	0
	Chat-WanJuan
	72
	1
	ChatGLM-RAG

	73
	0
	Chat-WanJuan
	74
	
	1
	ChatGLM-raw
	75
	1
	ChatGLM-RAG

	76
	1
	ChatGLM-raw
	77
	
	1
	ChatGLM-raw
	78
	0
	Human

	79
	1
	Human
	80
	
	0
	ChatGLM-RAG
	81
	0
	Human

	82
	1
	ChatGLM-RAG
	83
	
	1
	Chat-WanJuan
	84
	0
	Chat-WanJuan

	85
	0
	ChatGLM-RAG
	86
	
	0
	ChatGLM-RAG
	87
	1
	ChatGLM-RAG

	88
	0
	Chat-WanJuan
	89
	
	1
	ChatGLM-RAG
	90
	0
	Human

	91
	1
	ChatGLM-raw
	92
	
	0
	Human
	93
	1
	Chat-WanJuan

	94
	1
	ChatGLM-raw
	95
	
	1
	Chat-WanJuan
	96
	1
	ChatGLM-raw

	97
	0
	ChatGLM-raw
	98
	
	0
	Human
	99
	0
	Chat-WanJuan

	100
	0
	Chat-WanJuan
	
	
	
	
	
	
	


The “Judgment” column records whether the evaluator classified the response as Human (0) or AI (1), compared against the “True Source” of the text (Human or specific ChatGLM model variants). This table provides the raw classification data used to generate the results in Figure 4.
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Supplementary Table 4. Student Evaluation Questionnaire for AI-Generated MCQs. 
	[bookmark: _Hlk166245918]Satisfaction Survey Using Chat-WanJuan

	Text Evaluation 1 to 5 indicates degree of compliance in order
Note: 1 = Strongly Disagree, 2 = Disagree, 3 = Neutral, 4 = Agree, 5 = Strongly Agree.

	Degree of Alignment Between the Question and Course Syllabus. (Curriculum Alignment)

	1
	2
	3
	4
	5

	The Content of the Question Pertains to Core Concepts or Fundamental Themes. 
(Core Concepts)

	1
	2
	3
	4
	5

	The question stem is presented with clarity, methodological precision, and free from ambiguity. (Scientific Clarity)

	1
	2
	3
	4
	5

	The question formulation is appropriate, the focus is well-defined, and the expression is lucid and comprehensible. (Question Clarity)

	1
	2
	3
	4
	5

	The distractors are plausible and effective in differentiating levels of understanding. (Distractor Quality)

	1
	2
	3
	4
	5

	The options are concisely and accurately phrased. (Option Validity)

	1
	2
	3
	4
	5

	The correct choice is the only or the best, without ambiguity. (Answer Certainty)

	1
	2
	3
	4
	5

	The provided analysis accurately interprets the question, encompassing all critical aspects of the question. (Explanation Rigor)

	1
	2
	3
	4
	5

	The analytical steps are coherent and logically sound, employing clear and concise language that facilitates comprehension. (Logic Coherence)

	1
	2
	3
	4
	5

	The analysis stimulates thought and fosters a deeper comprehension of the subject matter. (Conceptual Insight)

	1
	2
	3
	4
	5

	Your overall satisfaction with questions. (Satisfaction)

	1
	2
	3
	4
	5


This table presents the original questionnaire distributed to trainees to evaluate the quality of questions generated by Chat-WanJuan. Trainees assessed each question based on the 11 indicators listed below using a 5-point Likert scale (1 = “Strongly Disagree/Lowest Compliance” to 5 = “Strongly Agree/Highest Compliance”). The resulting data were aggregated and analyzed as shown in Figure 6.
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