Supplementary Appendix S1
Representative CBL Case Used in the Workshop
Teaching Topic
Standardized Medical Record Writing for Patients with Community-Acquired Pneumonia
Learning Objectives
At the end of this teaching session, trainees should be able to:
· Collect and organize essential clinical information from a representative inpatient case. 
· Formulate appropriate diagnoses and differential diagnoses. 
· Develop a rational diagnostic and treatment plan. 
· Complete standardized inpatient medical records according to institutional documentation requirements. 
· Improve the quality of medical documentation through structured feedback and revision. 
Case Summary
A 62-year-old man was admitted with a 3-day history of fever, productive cough with yellow sputum, and shortness of breath. He had a history of hypertension and type 2 diabetes mellitus.
Physical examination revealed:
· Temperature: 38.7°C 
· Respiratory rate: 24 breaths/min 
· Blood pressure: 142/86 mmHg 
· Crackles over the right lower lung 
Laboratory findings:
· White blood cell count: 14.2 × 10⁹/L 
· C-reactive protein: 118 mg/L 
Chest CT demonstrated right lower lobe consolidation.
CBL Discussion Questions
Residents discussed the following questions:
1. What is the most likely diagnosis? 
2. What differential diagnoses should be considered? 
3. What additional examinations should be performed? 
4. How should the initial treatment plan be formulated? 
5. Which complications should be monitored during hospitalization? 
6. What key clinical information should be documented in the medical record? 
Workshop Activities
After completing the CBL discussion, each resident independently completed the following documents using the hospital's standardized inpatient medical record template:
· Admission record 
· First course record 
· Daily progress note 
· Diagnostic and treatment plan 
· Discharge summary 
The completed medical records were then reviewed in small groups, followed by instructor evaluation using the Inpatient Medical Record Connotation Quality and Clinical Thinking Ability Evaluation Form.
Instructor Feedback
Faculty members provided immediate verbal feedback during the Workshop, followed by written comments focusing on:
· Completeness of documentation 
· Accuracy of clinical information 
· Diagnostic reasoning documented in the medical record 
· Diagnostic and treatment planning 
· Standardization of medical record writing 
· Legal compliance 
· Common documentation errors and suggestions for revision 
Residents revised their medical records according to the feedback before the next teaching session.
Note
This representative case is provided solely to illustrate the CBL + Workshop teaching protocol used in this study. All clinical information has been anonymized and simplified for educational purposes and does not correspond to any identifiable individual.
