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Abstract
Competency-based assessment assumes shared standards for expected performance, yet residents and preceptors may
interpret competence, evidence, and progression differently. We examined how evaluative judgments were constructed
and negotiated during structured feedback encounters in family and community medicine residency programs. In a
qualitative study informed by constructivist grounded theory, 14 resident–preceptor dyads in Paraíba, Brazil, independently
rated 34 professional competencies and then justified their judgments in recorded feedback sessions. The 476 paired
ratings were descriptively compared, and 456 transcript units were analyzed through initial and focused coding, constant
comparison, and analytic memoing. Ratings differed in 56.5% of comparisons, with preceptors generally assigning higher
scores than residents assigned themselves. However, score agreement did not necessarily reflect shared reasoning.
Residents primarily based judgments on performed activities, practice opportunities, and perceived autonomy, whereas
preceptors also drew on theoretical knowledge, overall impressions, expected progression, and anticipated potential,
sometimes without direct observation. These findings generated evaluative (mis)alignment as a relational construct
describing whether participants’ ratings and underlying frames of reference converge or diverge. Feedback became more
educationally productive when participants clarified criteria, compared evidence, identified contextual barriers, and
translated discussion into actionable plans. The analysis informed S-SKILLS-F, an eight-step framework integrating
contextualization, self-assessment, criterion clarification, developmental staging, barrier analysis, perspective integration,
planning, and longitudinal follow-up. Evaluative misalignment should therefore be addressed as a negotiated feature of
competency assessment rather than as individual inaccuracy. S-SKILLS-F offers an empirically derived approach to
aligning assessment, feedback, supervision, and professional development, although its transferability requires evaluation
in other contexts.

Introduction
In Brazil, Competency-Based Medical Education (CBME) guides Family and Community Medicine Residency (FCMR)
programs. The competency framework defined by the National Commission on Medical Residency (CNRM) comprises 334
items distributed across the two years of training. Although continuous, formative, and contextualized assessment has
been established as a cornerstone of residency training (Brasil 2020, 2023), translating this extensive set of competencies
into consistent judgments about performance remains challenging. The existence of a competency matrix alone does not
ensure that residents and preceptors interpret competencies in the same way or adopt similar criteria for assessing their
development. This difficulty stems, in part, from the nature of professional competence itself. Being competent does not
merely mean possessing knowledge or performing isolated procedures; it involves mobilizing knowledge, skills, attitudes,
values, and professional judgment in response to complex care situations (Costa et al., 2018; Machado et al., 2018; Souza,
2024; Souza et al., 2025; Zafošnik et al., 2024).

Assessing competence therefore requires examining how residents interpret problems, make decisions, and act in real-
world primary health care (PHC) settings. However, not all competencies can be directly observed by preceptors, and their
descriptions in competency frameworks may be abstract, extensive, or difficult to operationalize. Assessments may
therefore draw not only on demonstrated performance but also on general impressions, expectations of progression, or
inferences about what residents would be capable of accomplishing (Brito et al., 2025; Campbell et al., 2020; Danilovich et
al., 2021; Heim et al., 2023). This tension was highlighted by Souza et al. (2025), who investigated 34 professional
competencies in Family and Community Medicine residency programs in Paraíba, Brazil, involving 71 preceptors and 142
residents supervised in clinical settings. Among the residents, the median self-assessment score was 123 points, whereas
the median score assigned by preceptors was 140 points (p < 0.001). Residents’ and preceptors’ ratings agreed for 19 of
the 34 competencies; for the remaining 15, preceptors assigned higher scores than residents assigned themselves. These
findings demonstrated that residents and preceptors produced different evaluations but did not clarify which criteria,
experiences, or conceptions of competence underpinned their judgments.
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These differences cannot be interpreted solely in terms of the greater or lesser accuracy of residents’ self-assessments.
Self-awareness, self-efficacy, clinical experience, educational culture, feedback received, and assessment methods may
influence both how residents perceive their own performance and how preceptors evaluate it (Eva & Regehr, 2011;
Fraundorf et al., 2023; Schultz et al., 2022; Souza et al., 2025). Moreover, different ratings may reflect distinct
understandings of the object being assessed, the evidence considered relevant, and the performance expected at each
stage of training. When combined with reflection on concrete experiences and evidence-informed external judgments, self-
assessment can promote metacognition and self-regulated learning, helping residents recognize their level of autonomy,
gaps in their training, and need for supervision (Eva & Regehr, 2011; Fraundorf et al., 2023; Schultz et al., 2022). For self-
assessment to serve these purposes, however, the criteria underlying evaluative judgments must be made explicit and
discussed.

Although critical and constructive feedback is recognized as an important strategy for competency development in
residency training, much of the literature relies on retrospective accounts from residents and preceptors, offering limited
access to how judgments are presented, justified, and negotiated during assessment interactions (Burgess et al., 2020;
Sargeant et al., 2015; Telio et al., 2015). A gap therefore remains in understanding how and why divergences arise between
residents’ self-assessments and preceptors’ assessments in competency-based assessment processes, as well as how
residents and preceptors understand and conceptualize professional competence. The unresolved issue is not simply
whether their ratings differ, but what underlies these differences and how they become apparent during assessment
interactions. To address this gap, we analyzed structured sessions in which residents and preceptors shared their
assessments, explained the rationale for their ratings, and discussed points of agreement and divergence. The findings
were also used to develop a structured model of competency-based, learning-oriented feedback. Accordingly, this study
was guided by the following research question: How do residents and preceptors conceptualize professional competence,
and how do divergences in their evaluative judgments emerge and become negotiated during structured feedback
sessions in Family and Community Medicine Residency (FCMR) programs?

Methods

Study design, setting, and participants
We conducted a qualitative study informed by constructivist grounded theory (Charmaz, 2009, 2017; King et al., 2025), an
approach suited to examining relational processes and developing explanatory constructs from participants’ interactions.
Reporting was guided by the Consolidated Criteria for Reporting Qualitative Research (COREQ) (Tong et al., 2007). Data
were generated through a structured assessment and feedback procedure in which residents and preceptors
independently evaluated professional competencies and then met to compare, justify, and discuss their judgments. The
recordings were analyzed to examine how evaluative meanings were constructed and negotiated. The procedure was
designed to make evaluative reasoning observable rather than to test the effectiveness of the feedback sessions or of the
framework subsequently developed.

In Brazil, Family and Community Medicine Residency (FCMR) is a two-year lato sensu graduate program conducted
primarily in workplace settings. Programs are provided by higher education institutions, public health schools, and
municipal or state administrations in coordination with the Unified Health System (SUS). Their expansion has been
associated with policies aimed at strengthening primary health care and extending medical training to rural areas (Barrêto
et al., 2019; Brasil, 2015; Separavich & Couto, 2021; Soares et al., 2018). At the time of the study, ten FCMR programs were
distributed across the three health macroregions of Paraíba, centered around João Pessoa, Campina Grande, and Patos.

Residents and preceptors affiliated with these programs were recruited through purposive convenience sampling.
Participation required agreement from both members of each resident–preceptor dyad. Of the 54 eligible preceptors
contacted by telephone or messaging application, 14 agreed to participate with their respective residents. The final sample
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comprised 14 dyads: 14 preceptors, 10 first-year residents (R1), and four second-year residents (R2). Five dyads were from
Macroregion I, five from Macroregion II, and four from Macroregion III. Because participation was lower than initially
anticipated, recruitment required repeated contacts to explain the study, answer questions, and schedule the activities.

Data generation and corpus preparation
Before data generation, each dyad participated in a remote orientation meeting with researchers via Google Meet. During
this meeting, they explained the study objectives, the stages of the assessment and feedback procedure, and the use of
OBS Studio to record the session. Once participants confirmed that they understood the procedures and could operate the
software, they began a new meeting without the researcher present, thereby reducing direct researcher influence on the
interaction.

The assessment instrument, adapted from Souza et al. (2025), comprised 34 competencies organized into six dimensions:
primary care case management, communication skills, professional commitment, performance of procedures, community-
based approach, and practice-based medical knowledge. Each competency was rated on a five-point scale representing
the resident’s level of confidence, autonomy, and mastery. The development of the instrument is described in Souza et al.
(2025).

Residents and preceptors initially rated each competency independently, without access to one another’s responses. They
then compared their ratings competency by competency. When ratings agreed, participants were instructed to explain the
criteria supporting their judgments. When ratings differed, they were asked to discuss the reasons for the discrepancy and
propose strategies for developing the competency. Preceptors were also instructed to formulate specific
recommendations addressing the identified learning needs.

The recorded sessions lasted between one and three hours. Thirteen dyads discussed all 34 competencies. In one session,
a technical problem limited recovery of the recording to discussions of 14 competencies. The recordings were uploaded to
a restricted-access folder and initially transcribed using TurboScribe. The researchers subsequently reviewed each
transcript while listening to the complete recording, a process that took an average of 2.5 hours per session. Unclear
passages were checked up to five times, and passages that remained unintelligible were marked with a question mark.
Names of individuals, institutions, health services, and locations were replaced with generic descriptors. Dyads,
preceptors, residents, and competencies were assigned alphanumeric codes, such as D01, P01, R01, and C01. Dyad
numbers were randomly assigned and did not correspond to the order in which the sessions were recorded.

Data analysis and reflexivity
The analysis was conducted without specialized qualitative data-analysis software. Two researchers initially examined the
material independently using initial coding, focused coding, constant comparison, and analytic memoing. One researcher
(SS) had previous experience in qualitative research and contributed to data interpretation. Divergent codes and
interpretations were subsequently reviewed jointly and discussed until consensus was reached. Consistent with the
constructivist orientation of the study, the analytical categories were understood as being developed through the
researchers’ engagement with the recordings, transcripts, comparisons, and analytic memos rather than as direct
representations extracted from the data.

The unit of analysis was the discussion of an individual competency and included the resident’s self-assessment, the
preceptor’s assessment, and the rationales provided by both participants. The corpus comprised 456 units: 442 from the
13 complete recordings and 14 from the partially recovered recording. Counts of rating agreement and disagreement were
used descriptively to characterize the corpus and guide qualitative comparisons; they were not treated as inferential
evidence of assessment accuracy.
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During initial coding, the transcripts were examined line by line to identify actions, assessment criteria, conceptions of
competence, interpretations of the rating scale, and evidence used to support evaluative judgments. Each unit was
compared with other units from the same dyad and subsequently with units from other dyads. This process made it
possible to identify recurrences, variations, and tensions in how residents and preceptors evaluated competencies. At the
same time, analytic memos recorded interpretive hypotheses and provisional relationships among codes, thereby guiding
subsequent comparisons and the refinement of the analytical categories.

Through this process, the construct of evaluative (mis)alignment was developed to describe the relationship between the
ratings assigned by residents and preceptors and the frames of reference used to justify them. Alignment was not
determined solely by numerical agreement. Identical ratings could be supported by different assessment criteria, whereas
different ratings could arise from distinct conceptions of the competency, the evidence considered relevant, or the
performance expected at a particular stage of training.

To examine these relationships systematically, the units were initially classified into four forms of agreement. Strong
agreement (C+) occurred when the ratings were identical and supported by convergent justifications and observable
evidence. Divergent agreement (C−) occurred when the ratings were identical but residents and preceptors used different
criteria to justify them. Agreement by inference (CI) referred to identical ratings assigned without direct observation and
based instead on assumptions about the resident’s ability. Agreement without justification (C0) was recorded when
identical ratings were not accompanied by sufficiently clear explanations.

Differences between ratings were also classified into four forms. Positive disagreement (D+) occurred when the preceptor
assigned a higher rating than the resident’s self-assessment. Negative disagreement (D−) occurred when the preceptor
assigned a lower rating than the resident. Inference-based disagreement (DI) was identified when the difference between
ratings was supported by assumptions about performance rather than observable evidence. Unjustified disagreement (D0)
was recorded when participants did not provide sufficiently clear reasons for the different ratings.

During focused coding, the justifications supporting the ratings were compared to identify the frames of reference used to
construct the evaluations. The codes were progressively grouped into four analytical axes: conceptions of professional
competence; conceptions of assessment and uses of the rating scale; conditions of observation and opportunities for
learning; and approaches to feedback.

The first axis examined how participants defined professional competence. Competence could be associated with
theoretical knowledge, practical performance, the ability to explain or teach, or the resident’s presumed potential. The
second axis addressed conceptions of assessment and interpretations of the rating scale. Ratings could be guided by
demonstrated progression, expectations regarding future performance, motivational purposes, or symbolic and moral
meanings attributed to particular scores. The third axis examined the conditions under which judgments were produced,
including direct observation, lack of opportunities to perform a particular activity, and inferences about what the resident
would be capable of accomplishing. The fourth axis examined how feedback was provided, distinguishing more assertive
approaches - characterized by explicit criteria, problem-focused discussion, and actionable guidance - from less assertive
approaches that were predominantly validating, generic, or inferential. The analytical process can be illustrated by unit
D03C01, which concerned the Person-Centered Clinical Method (PCCM):

R03: “I think I assess correctly; I use the person-centered clinical method.”
P03: “I rated you a 4 because I think you do very well; you really have this competency. But I think there are some aspects of
the person-centered clinical method that [...] theorizing about this might be something that still needs to be explored in greater
depth [...] given that you are in this transition from R1 to R2.”
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The unit was initially classified as negative disagreement (D−) because the resident assigned a higher self-rating than the
rating assigned by the preceptor. During focused coding, the resident’s justification was associated with the practical
application of the competency, expressed in the statement “I use the person-centered clinical method.” The preceptor,
however, considered theoretical mastery, the ability to explain or teach the method, and the performance expected during
the transition from the first to the second year of residency. The analytic memo prepared for this unit noted that the
difference arose not only from the numerical ratings but also from the frames of reference used to define competence: the
resident emphasized practical application, whereas the preceptor emphasized theoretical mastery, the ability to teach, and
expectations regarding educational progression. Comparison of this case with other units revealed the recurrence of these
forms of judgment and supported further refinement of the analytical categories.

In the final stage of analysis, the categories developed through focused coding and constant comparison were integrated
to identify the conditions under which feedback became more educationally productive. Particular attention was given to
interactions in which participants contextualized the assessment, compared self-assessment with external judgments,
clarified criteria, identified the resident’s developmental stage, examined barriers and learning opportunities, integrated
different perspectives, formulated actionable plans, and considered the need for longitudinal follow-up. Organizing these
emergent analytical elements into a sequence of educational actions informed the development of the provisional S-
SKILLS-F framework for competency-based, learning-oriented feedback. The framework was therefore derived from the
observed assessment and feedback processes; its effectiveness was not evaluated in the present study.

Results
The analysis yielded the central construct of evaluative (mis)alignment, understood as a relational and multifactorial
phenomenon. In addition to the agreement or disagreement between scores, the construct incorporated conceptions of
competence, judgment criteria, evidence of practice, interpretations of the scale, modes of providing feedback, and
specific training conditions.

A total of 476 paired rating comparisons were obtained between residents and preceptors. Ratings agreed in 207
comparisons (43.5%) and differed in 269 (56.5%). Of these comparisons, 456 included narrative content suitable for
analysis of the underlying rationales: 442 from 13 complete recordings and 14 recovered from a recording affected by a
technical failure. The remaining 20 comparisons retained the ratings recorded on the instrument but lacked sufficient
narrative content for analysis. Category D+, in which the preceptor assigned a higher rating than the resident,
predominated. However, numerical agreement did not necessarily indicate evaluative alignment: some identical ratings
were supported by different criteria or by inference rather than shared evidence, whereas different ratings sometimes
reflected different definitions of the competency under discussion (Fig. 1).

The ongoing comparison among the units showed that these patterns were produced by four interrelated processes:
different conceptions of what it means to be competent; different ways of interpreting and applying the assessment scale;
distinct relational approaches to providing feedback; and tensions between the competencies outlined in the curriculum
and the actual learning opportunities in the field. While highlighting these differences, the meetings facilitated reflection,
the negotiation of meanings, and learning planning. The integration of these processes gave rise to the S-SKILLS-F model,
presented at the end of the results.

(Mis)alignment between Doing, Knowing, and Potential
Among the residents, a prevailing understanding of competence was associated with doing, concrete performance, and
the confidence built through experience. Their self-assessments were based primarily on what they accomplished on the
job, the repetition of activities, and the autonomy they developed in their daily care work. This conception is evident in
statements such as “I know that I apply [my knowledge] appropriately and that I am also able to teach others” (D05C01), “I
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consider myself someone who requests additional tests rationally” (D05C04), and “I feel completely confident in this area”
(D12C05). In these cases, the assigned rating reflected an assessment of a practice that had actually been carried out.

The lack of concrete experience also influenced these judgments. When they had not performed a particular activity, the
residents recognized the need for supervision and assigned lower ratings. When referring to the intrauterine device (IUD),
one resident stated: “I gave it a 1 because I was unable to insert an IUD” (D03C23). Others reported, “I’ve never done it”
(D02C26) and “I gave them all a score of 1 because it’s something I haven’t done yet during my residency” (D09C24-28).
Expressions such as “I’ve never done it,” “I haven’t had any practice,” and “I can’t perform it” described not only subjective
insecurity but also a lack of opportunities to apply their skills in real-world situations.

Among the preceptors, assessments often incorporated other elements. Even without direct observation, they considered
theoretical and procedural knowledge, their overall impression of the resident, and the expectation that the resident would
be able to perform the activity when an opportunity arose. This shift from observed practice to future potential is evident
when the preceptor states: “I rated you as ‘capable’ because I believe we are capable of performing the procedure as long
as we learn about it” (D01C21). In another situation, competence was presumed based on the resident’s knowledge: “I
consider you capable [...] I just didn’t mark ‘confident’ because I haven’t seen you perform any” (D01C07).

The assessment was also based on analogy with other performances: “I didn’t observe the other procedures, but I’m sure
that given your ease in performing the otoscopy, you’re capable of doing the other things” (D06C02). In “I gave you a five;
you’re on call... there’s always an abscess to drain” (D07C27), the assessment was based on an expectation regarding
experiences likely encountered outside of direct supervision, rather than on performance observed by the preceptor.

The difference between the assessment criteria became particularly evident in pair 9. The resident justified the lower
scores by citing a lack of practice: “I gave them all a 1 because it’s something I haven’t done yet during my residency.” The
preceptor, however, assigned a higher score based on presumed ability: “I gave a 4; I think they’re capable - now they just
need to gain the practical experience” (D09C24-28). The same task was thus evaluated according to different logics: the
resident judged what they were able to perform; the preceptor, what they believed the resident would be able to
accomplish.

This tension between doing, knowing, and potential contributed to the predominance of category D+. The higher scores
assigned by the preceptors did not necessarily reflect greater knowledge of the residents’ performance. In some units, they
reflected a broadening of the scope of what was being assessed, which shifted from the demonstrated competency to
include knowledge, expectations for progress, and future potential.

The interpretation of the scale further deepened these differences. Although conceived as a progressive description of
safety, autonomy, and mastery, the scale was used in accordance with this purpose in 41.8% of the preceptors’ evaluations
and in 52.9% of the residents’ self-evaluations. In the remaining cases, the scores were reinterpreted according to
numerical, classificatory, moral, or motivational logic.

Rating 1, which was intended to indicate a greater need for supervision and pedagogical support, was associated with
failure, punishment, or harm: “a score of one would cause harm” (D05C09). In another interaction, a low score was
perceived as a threat to established trust: “Why? Such a low score? I trusted you so much” (D13C31). In these situations,
the scale ceased to indicate a learning need and came to be interpreted as a personal judgment of the resident.

The ratings were also used for motivational purposes. In the case of the Projeto Terapêutico Singular (PTS; Singular
Therapeutic Project), a collaborative, individualized care-planning approach used in Brazil, even without observing
performance, preceptors assigned intermediate or high levels as a form of encouragement: “I rated them as ‘capable’ [...]
the STP is a bit difficult to evaluate because we haven’t worked on it yet” (D04C07). In another interaction, the following
was heard: “I gave everyone a 3 because I didn’t see any” (D13C25). The concept expressed less the demonstrated stage
of competence and more the desire to encourage the resident or recognize their potential.
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At the upper end, level 5 was interpreted as perfection or excessive pretension, and not necessarily as autonomy
associated with the ability to teach: “I think that would be a bit arrogant” (D13C01), “I don’t think it makes sense for me to
feel completely confident teaching that” (D01C13) and “I don’t think even I would reach a 5 there” (D10C12). The symbolic
weight attributed to the extremes limited the scale’s educational use and concentrated part of the evaluations on the
intermediate ratings.

Numerical agreement could also mask conceptual differences. In one unit, the resident justified the score based on
experience: “I performed suturing, canthoplasty, and abscess drainage,” while the preceptor assigned the same score
despite not having observed the procedures: “I gave a 3 to all of them because I didn’t see any of them” (D13C28).
Therefore, identical scores did not guarantee that the resident and preceptor shared the same definition of competency or
considered the same evidence.

Ways of Conducting Feedback
Differences in judgment did not arise only before the sessions. They were reinforced, made explicit, or reworked depending
on how the feedback was conducted. Preceptorship approaches were understood as relational ways of organizing
listening, presenting evaluations, addressing performance issues, acknowledging difficulties, and developing learning
strategies.

In interactions classified as assertive preceptorship, preceptors made their criteria explicit, related concepts to concrete
situations, and formulated actionable guidance. The feedback combined recognition of potential, identification of
weaknesses, and planning for opportunities for development. Guidance such as “gather the team” and “plan the waiting
room” transformed general difficulties into actions that could be carried out in the clinical setting.

These encounters also allowed for greater openness, enabling the preceptor to revise their interpretation in light of the
resident’s explanation. Interactional markers such as “ummm” indicated moments of pause, elaboration, and
reorganization of understanding. Rather than merely communicating a judgment, the resident and preceptor compared
evidence, clarified the meaning of competencies, and arrived at a shared interpretation of performance.

In interactions classified as non-assertive preceptorship, validation, inferences, and projections about the future
predominated. Expressions such as “you’ll learn,” “you’ll get the hang of it over time,” and “we’ll work on this in R2” were
reassuring to the resident but shifted the discussion from the current competency to an expectation of future
development. This shift aligned with the D + and CI categories, as the judgment was based more on confidence in future
ability than on observation of performance.

In other situations, difficulties were acknowledged through statements such as “this really is difficult” and “it’s a challenge
for us,” without exploring their causes or formulating strategies to overcome them. Validation helped preserve the
pedagogical bond, but, on its own, it did not transform the acknowledged difficulty into a concrete learning opportunity.

Across the analyzed interactions, less assertive approaches were associated with inferential judgments, higher
competency ratings, and agreements based on assumptions. More assertive approaches made the evidence and criteria
available for discussion and more often produced actionable guidance. These patterns should be interpreted as qualitative
relationships within this dataset rather than estimates of the comparative effectiveness of different feedback approaches.

The relational conditions and the order in which judgments were presented also shaped the interaction. In the analyzed
sessions, when the preceptor presented a judgment first, the resident's subsequent account was more likely to adopt the
evaluator's frame of reference. When the resident began with self-assessment, their experiences, uncertainties, and criteria
became available for comparison before the preceptor's judgment was introduced. This pattern supports treating
conversational order as a mechanism to be examined rather than as proof of a causal effect.
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These findings showed that the instrument, by itself, did not guarantee formative feedback. Its potential depended on
creating a space in which the resident’s perspective could be presented before being influenced by external judgment,
criteria could be made explicit, differences could be explored, and conclusions could be transformed into development
strategies.

Between Curriculum and Practice
As residents and preceptors explained the concepts, the meetings revealed competencies outlined in the curriculum but
rarely incorporated into practice. This (mis)alignment did not stem solely from differing perspectives. In several units, it
reflected the gap between what the program expected residents to develop and the opportunities actually available in the
clinical settings.

The disconnect between knowledge and practice was particularly evident in the STP - individualized care plan: “I’ve never
carried out an STP” (D01C07), “it’s a tool that you haven’t been able to apply in practice” (D03C07), “the STP we haven’t
worked on yet” (D04C07), and “we’ve never really stopped to carry out that part of the STP” (D12C07). Residents and
preceptors recognized its importance but described few experiences of jointly developing and providing longitudinal
follow-up for a STP.

A similar situation occurred with family-centered approach tools: “I’ve never actually drawn a genogram or an eco-map”
(D01C10), “I don’t do genograms or eco-maps at all” (D03C10), and “I know I should include them more, but they don’t
really come into practice that much” (D11C10). Conceptual knowledge did not regularly translate into supervised practice.

Regarding procedural competencies, the lack of opportunities, materials, and supervision limited the transition from
technical knowledge to implementation: “I’ve never done it” (D02C26), “there are no materials” (D06C24), “I know the
technique, but I’ve never actually done it” (D13C21), and “since I do it so rarely, I gave it a 3” (D08C22). In these cases, the
lower scores could not be interpreted solely as individual deficiencies, as they also reflected the conditions available for
learning and practicing.

Home visits revealed difficulties with planning and low resident participation in organizing the process: “I try, but I can’t do
it” (D03C09), “this issue of planning and organizing the team is something I struggle with a lot” (D05C09), and “the health
workers are the ones who plan the itinerary” (D07C09). Conducting the visits did not necessarily mean developing the
ability to plan, prioritize, and coordinate home care.

Territorialization also remained largely unimplemented: “I’ve never done any very visual, graphic, or digital activities related
to territorialization” (D01C29), “I’ve only done territorialization on paper, but I’ve put zero of it into practice” (D05C29), and
“it’s something I’d know how to do, but I rarely apply it to my practice” (D08C29). This competency was recognized as a
component of PHC but was rarely utilized to organize daily care.

In health education, residents reported difficulties with group planning, the use of indicators, and the organization of
collective actions: “It’s something that’s often talked about, but it’s not put into practice” (D02C32), “I’m still trying to
understand how it’s done” (D04C32), and “We still have to structure these groups” (D06C32). Similar weaknesses emerged
regarding shared leadership, the implementation of workflows, and the quality of the team’s work: “It’s not something I do”
(D04C34), “I don’t feel like I try to encourage it” (D05C34), and “I’ve never implemented protocols or workflows” (D09C34).

In care coordination, tools such as STP, telehealth, referral, and counter-referral were known but rarely used: “I’m familiar
with the tools, but I’m not in the habit of using them” (D01C07), “telehealth is something I haven’t used” (D08C07), and “I
get little feedback from counter-referrals” (D09C07). Recurring expressions - “there’s no time,” “no cases come up,” “we
don’t do that at the facility,” and “there aren’t any materials”- showed that the development of competencies was
constrained by work organization, available resources, and opportunities for supervision.
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The instrument itself also revealed limitations. Extensive competencies or those composed of different actions made it
difficult to assign a single rating: “there were too many very different things grouped together under the same topic”
(D04C27), “when you put several things that are so different together, it becomes very difficult to score” (D04C31), and “it
brings several elements together” (D05C07). The difficulty in scoring reflected the tension between the complexity of
professional performance and its representation by a single category.

The structured meeting thus served as a lens through which to examine the training program. By asking participants to
justify their ratings, it brought to light not only individual gaps but also curricular weaknesses, service limitations, and
characteristics of the instrument that hindered the development, observation, and assessment of competencies.

Clarification, Metacognition, and Learning
For many participants, the session represented the first structured opportunity to read about and discuss the
competencies expected during the residency. The experience was described as “very comprehensive,” capable of
“reinforcing the competencies we must develop during the residency,” “thinking through every detail of our practice,” and
“discussing and planning improvements to our learning.”

The shared reading also brought doubts and ambiguities to light: “I was unsure about this part” (D03C15), “I didn’t
understand whether it referred to group settings, the waiting room, or during individual consultations” (D05C15), and “when
there are several different things listed, it becomes very difficult to score them” (D04C31). When attempting to assign a
score and justify it, participants had to interpret the meaning of the competency and define which practices were being
assessed.

Self-assessment helped clarify the experiences that guided the resident’s judgment. It was not limited to describing what
the participant knew, but also included what they were able to do, what they were unable to do, or what they had not yet
had the opportunity to try. When these justifications were compared to the external evaluation, previously implicit
differences could be recognized and reworked.

This dynamic is evident in statements such as “the fact that you’re telling me this really broadens my perspective”
(D13C34) and “it was good… to get some sense of it” (D05C34). The comparison of perspectives fostered awareness of
one’s own performance, gaps in knowledge, and the criteria used in the evaluation. Feedback thus shifted from the mere
communication of a result to a process of constructing meaning about learning.

However, simple agreement did not guarantee reflection. In brief interactions, “I consider myself completely confident” was
answered only with “I also marked ‘completely confident’” (D01C01); in another, “I scored it as a 5” was followed by “we
agreed, didn’t we?” (D02C01). Although the ratings were the same, the evidence, the definition of competence, and the
possibilities for progression remained largely implicit.

The educational potential of the session therefore depended on the ability to go beyond a mere comparison of concepts.
When residents and preceptors clarified what they understood by “competence,” what evidence they used, why a gap
persisted, and what could be done, the feedback served simultaneously as an assessment tool, a metacognitive space,
and a learning planning instrument.

From Analysis to the S-SKILLS-F Model
Across the four analytic dimensions, difficulties in competency assessment appeared to be connected rather than isolated.
Residents and preceptors sometimes entered evaluation meetings with different understandings of the instrument, the
meaning of a competency, or the evidence required to justify a rating. The resident’s account could also be shaped by
hearing the preceptor’s judgment first. Once differences in assessment emerged, the discussion did not always establish
whether they reflected different interpretations of the criteria, different evidence of performance, or differences between
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what the resident could explain and what they had demonstrated in practice. Learning opportunities and constraints within
the clinical setting were not consistently considered, and identified needs did not always lead to actions that could be
reviewed later.

The S-SKILLS-F model was developed from these findings to structure feedback meetings for the assessment of
professional competencies in family and community medicine residency. It brings together the resident’s self-assessment
and the preceptor’s assessment in a conversation centred on the evidence and reasoning behind each judgment. Its
purpose is not simply to produce an agreed rating. By making alignments and misalignments visible, the meeting can
establish a more precise understanding of current performance, the support needed for further development, and the next
opportunities to learn. The model is presented in Fig. 2.

The process begins before the meeting. Resident and preceptor need to know which competency or entrustable
professional activity (EPA) will be discussed, which assessment instrument will be used, and what its criteria and
performance levels mean. This preparation gives the resident a basis for self-assessment and helps both participants
enter the meeting with a common understanding of its purpose. During the encounter, the resident presents their
assessment first, including examples from practice and areas of uncertainty. The preceptor then shares their assessment
and the observations on which it rests. This order preserves the resident’s initial perspective and allows both accounts to
be examined, rather than treating the preceptor’s rating as the starting point for the conversation.

The central work of the meeting is to interpret the two assessments together. A difference in ratings may point to a gap in
performance, but it may also reveal that resident and preceptor have used different criteria, relied on different clinical
experiences, or understood the expected degree of autonomy differently. They therefore clarify what the competency
requires in practice, what the available evidence shows, and where further observation is needed. They also consider
factors that may have limited the resident’s opportunity to demonstrate or develop the competency, including access to
relevant cases, supervision, time, resources, and relational or emotional challenges. This discussion helps locate the
resident’s current developmental needs without attributing every difficulty to the individual.

The meeting should end with a shared account of the priorities for development and a plan that can be acted on in the
clinical setting. Resident and preceptor identify what the resident will practise, what support or opportunities the preceptor
or programme will provide, what evidence of progress they will seek, and when they will review it. Follow-up is part of the
model: subsequent encounters allow them to examine new evidence, assess whether the planned actions were feasible,
and revise their understanding or goals as the resident develops. The stages thus guide a continuing cycle of assessment
and learning, rather than a single feedback conversation.

To support judgments about progression, S-SKILLS-F also proposes five developmental levels (Fig. 3). These are applied to
the specific competency or EPA under discussion, rather than used as an overall label for the resident. They prompt
consideration of how the resident mobilises the competency in clinical practice, how consistently this occurs, what
supervision is needed, and how the resident reflects on and adjusts their performance. Used in this way, a level is a
provisional description grounded in available evidence. It helps resident and preceptor discuss appropriate supervision and
a realistic next step, while leaving room for reassessment as further opportunities to perform arise.

S-SKILLS-F was formulated after the study’s data analysis. It did not guide data collection, and its implementation and
effects were not evaluated in this study. It is therefore presented as a proposed pedagogical model derived from the
identified challenges in competency assessment and feedback.

Discussion
The main innovation of this study was to use recordings of structured competency-assessment and feedback sessions as
empirical data and to analyze how judgments were presented, justified, negotiated, and, at times, reconstructed. A recent
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review showed that much research still describes experiences and perceptions, while fewer studies examine how
evaluative information is converted into action (Fuentes-Cimma et al., 2024). Previous observational studies have focused
primarily on educators’ behaviors and their alignment with best-practice recommendations (Johnson et al., 2019). By
combining independent evaluations with recorded interactions, this study provided access to the reasoning expressed
during the assessment encounter, rather than relying only on retrospective accounts of feedback.

This methodological approach revealed that (mis)alignment cannot be reduced to the accuracy of self-assessment or the
preceptor’s ability to assign the “correct” grade. The literature already recognizes that judgments in clinical situations are
interpretive and influenced by the evaluator, the trainee, the established relationship, and the context of practice (Gingerich
et al., 2014; Govaerts & Van der Vleuten, 2013; Lingard, 2009; Watling & Ginsburg, 2019). The central conceptual
contribution of this study is evaluative (mis)alignment: the relationship between a rating and the reference points used to
justify it. Divergence can begin before performance is assessed: residents and preceptors do not always evaluate the
same object, even though they use the same competency and scale. While one judgment is grounded in practice actually
performed, the other may incorporate theoretical knowledge, an overall impression, and presumed potential. Conversely,
identical ratings need not indicate a shared understanding of performance.

This finding challenges an implicit premise in many CBME instruments: that standardized descriptions would be sufficient
to produce a shared understanding of expected performance. Competence, however, remains a polysemic concept,
capable of being associated with knowledge, task execution, autonomy, the ability to teach, or the contextual mobilization
of different professional resources (Alharbi, 2024; Carraccio et al., 2017; Englander et al., 2017; Epstein & Hundert, 2002;
Frank et al., 2010; Ten Cate & Scheele, 2007). This polysemy is not merely a conceptual debate: it influences which
evidence participants regard as relevant. A numerically consistent evaluation may conceal incompatible frames of
reference, while a disagreement may reflect different understandings of what counts as competence rather than different
appraisals of the same performance.

The rating scales were not neutral tools. Their levels took on moral, relational, and motivational meanings: lower ratings
could represent failure or a threat to the relationship, while higher ones were associated with perfection or personal
recognition. Variability, therefore, stemmed not only from the observation or processing of evidence but also from the
anticipation of the emotional and pedagogical effects of each rating. A rating chosen partly to reassure or encourage a
resident may sustain the conversation, yet obscure the supervision and learning needs that assessment is intended to
identify.

This mechanism helps explain why the implementation of competency-based instruments does not always result in
assessment for learning. In a recent study of residents in Canadian programs, Hempel et al. (2026) observed that
assessments of professional activities were perceived as bureaucratic exercises when they did not yield meaningful
feedback. The authors caution that emphasizing individual attitudes exclusively may place the blame on the resident for
problems generated by the evaluation system itself. The present study adds that even a completed assessment can have
limited educational value when ratings are assigned without observation, criteria remain implicit, or presumed potential
substitutes for evidence of practice.

The way the session was conducted could either exacerbate or mitigate this problem. Contemporary literature has shifted
the concept of feedback from information conveyed by the instructor to a process of meaning-making, in which the learner
interprets, discusses, and uses information to modify performance. Despite this shift, residents still report feedback that is
unclear or rarely accompanied by actionable plans (Shafian et al., 2024). Observational research has also found limited
learner involvement in self-assessment, action planning, and follow-up (Johnson et al., 2019). The recordings in this study
showed how early validation, the preceptor’s presentation of a judgment before the resident’s account, and assumptions
about the resident’s potential could close down inquiry into the evidence and criteria behind an assessment.
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The order of the conversation proved particularly relevant. When the preceptor presented their evaluation first, the
asymmetry of the relationship could encourage the resident to align their account with that judgment. Beginning with self-
assessment does not mean assigning the resident responsibility for producing a precise measure of performance. It
preserves their perspective as material for discussion alongside the preceptor’s observations, including the experiences,
doubts, and criteria informing each account. This interpretation aligns with the reformulation of self-assessment proposed
by Eva and Regehr (2011), who understand it as self-monitoring and a guided search for external information. A study of
co-created narrative feedback similarly associated learner participation with reflection, goal-setting, and self-regulation
(Cavallaro et al., 2026). Our contribution is to show, in recorded competency-assessment encounters, that self-assessment
also exposes the reference points through which residents interpret their practice.

At the same time, performance cannot be separated from opportunities to learn and demonstrate a competency. Recent
studies on supervision and trust-building reinforce that supervisor availability, time, psychological safety, explicit reasoning,
and organizational conditions influence autonomy and professional development (Lerch et al., 2025). In PHC, limited
demonstration of a primary care competency may reflect insufficient access to relevant cases, supervision, resources, or
opportunities for practice, as well as an individual learning need. A low rating should therefore prompt inquiry into both
performance and its conditions. Assessment may expose a gap between the intended curriculum and what the workplace
has enabled the resident to practise or show.

Studies have described difficulties in implementing family-centered care, interprofessional collaboration, person-centered
practice, and care coordination in primary health care (Campos & Domitti, 2007; Ceccim & Feuerwerker, 2004; Gantayet-
Mathur et al., 2022; Matuda et al., 2015; Švab & Cerovečki, 2024). Our findings connect these educational conditions to an
assessment problem: where direct evidence of practice is scarce, a preceptor may fill the gap with an inference about what
the resident would know or be able to do. Such an inference can conceal, rather than identify, a need for teaching, practice,
or further observation.

The complexity of the competency matrix intensifies this tension. Extensive matrices seek to represent the breadth of
professional practice, but they can fragment the work and burden assessment (Schuwirth & Van der Vleuten, 2011; Ten
Cate, 2017; Van der Vleuten et al., 2012). In this study, even the reorganization of the national matrix into 34 summary
competencies required lengthy meetings and created difficulties when distinct actions were grouped under a single item.
Changing the number of competencies alone cannot resolve differences in their interpretation; residents and preceptors
also need space to discuss their meaning, supporting evidence, and progression.

It was precisely from the interplay between these problems that S-SKILLS-F emerged. The model was not designed in
advance to organize the meetings nor applied as an intervention during data collection. It was constructed afterward,
through the integration of the categories identified in the analysis. It supports structured meetings in which resident and
preceptor bring their assessments into dialogue, clarify the criteria and evidence behind them, examine developmental and
contextual needs, agree on actions, and revisit progress. Its distinctive emphasis is on negotiating the foundations of
evaluative judgment before using that judgment to plan development.

S-SKILLS-F shares with the Relationship, Reaction, Content, and Coaching (R2C2) model an understanding of feedback as
a dialogic and relational process (Sargeant et al., 2015; Sargeant et al., 2018; Thakur et al., 2023). It addresses a particular
challenge in competency assessment: participants may need to clarify what they mean by the competency, which
observations support their judgments, and whether a rating describes demonstrated performance or presumed potential
before they can identify a useful next step.

The sequential organization of S-SKILLS-F was inspired by SPIKES (Baile et al., 2000), which structures complex
conversations in clinical practice. The similarity lies in organizing a potentially difficult interaction into recognizable and
interdependent stages, not in transposing its content. The stages of S-SKILLS-F were derived from the present analysis; the
model’s feasibility and educational effects remain to be tested.
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The implications go beyond adopting a new script. If judgments are relational and contextual, high-quality assessment
requires pedagogical training for preceptors, opportunities for direct observation, dedicated time, shared criteria, and an
institutional culture that allows gaps to be recognized without equating them with personal failure. Faculty development
can improve feedback practices, but its effects require institutional reinforcement (Mukhia & Tenzin, 2025). S-SKILLS-F
may help participants make these conditions visible during an encounter; it cannot itself provide the observation,
supervision, or learning opportunities on which credible assessment depends. Although developed in Brazilian FCM
residency programs, its underlying questions about implicit criteria, limited evidence, relational pressures, and unequal
learning opportunities warrant study in other workplace-based assessment settings.

This study has limitations. Its grounded theory-informed analysis used selected procedures, including coding, constant
comparison, and analytic memoing; the categories should be understood as interpretations developed in this research
context rather than a universal account. The study was conducted in FCM residency programs in one Brazilian state and
involved predominantly first-year residents. Participation depended on both members of a resident–preceptor pair, which
may have introduced selection bias. The sessions were structured for research and may have differed from routine
feedback encounters; the recordings captured participants’ assessments and discussion; not independent direct
observation of the clinical performances being rated. A technical problem prevented retrieval of the justifications for 20
comparisons, although the ratings remained available. Neither S-SKILLS-F nor its proposed developmental levels were
implemented or validated. Future research should examine feasibility, acceptability, use in practice, and consequences for
feedback, supervision decisions, and competency development.

Conclusion
This study demonstrated that evaluative (mis)alignment between residents and preceptors extends beyond differences in
scores. By analyzing recorded assessment encounters alongside independent ratings, it identified how definitions of
competence, accepted evidence, relational considerations, and opportunities for practice shaped the judgments expressed
during feedback. Numerical agreement did not necessarily indicate shared reasoning, and disagreement did not
necessarily indicate inaccurate judgment by either participant.

Based on these findings, S-SKILLS-F structures assessment as a dialogic and longitudinal process. Its contribution is to
make comparison and negotiation of evaluative reference points part of the encounter, connecting that work to learning
plans and follow-up. The model offers a pedagogical response to the challenges identified in FCM residency, but its
implementation and educational effects remain to be evaluated.
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Figures

Figure 1

Distribution of evaluative (mis)alignment categories across the participating dyads. Categories are defined as follows:
N/C, not classified; C0, agreement without justification; CI, agreement by inference; C−, agreement with different
justifications; C+, agreement with aligned justifications; D0, disagreement without justification; DI, disagreement by
inference; D−, preceptor underestimation; and D+, preceptor overestimation.
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Figure 2

Pedagogical model for structured feedback — S-SKILLS-F.
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Figure 3

Classification of competency development levels in S-SKILLS-F.

Page 22/22


