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Introduction 

This report was compiled as a collaborative activity between the University of 

Worcester and Staffordshire University.  It brings together two parallel but 

complementary streams of work: development of the role of (1) a Primary Care 

Liaison worker by the Association for Dementia Studies, University of 

Worcester, and (2) a Dementia Pathway Coordinator by the Centre for Ageing 

and Mental Health, Staffordshire University.   

The scope of the project was to: 

1)  Develop job descriptions; person specifications;  

2) Develop competencies;  

3) Make recommendations for appropriate training/education programmes 

suitable to enable individuals to fulfil the above new roles in dementia care. 

The same project methodology was used by both teams to arrive at the 

recommendations presented here.  

 The National Picture 

Dementia has become high profile over recent years, partly in response to the 

recognition that the older population in the United Kingdom (UK), and globally, 

is increasing (Dementia UK, 2007; Knapp et al, 2007), and also because of the 

associated health and social care costs (Alzheimer‟s Research Trust, 2010; Lowin 

et al, 2001).  It has been acknowledged that dementia will present a challenge for 

services as the population ages.  Alongside this is increasing public awareness of 

dementia and the expectation that increasing numbers of people will be seeking 

an early diagnosis (DH, 2009).  Early diagnosis is known to significantly 

influence the quality of life for the individual and their families (DH, 2009).  

However, there are issues related to making an early diagnosis that indicate a 

need to approach this with sensitivity.   

 

The National Dementia Strategy (DH, 2009) highlights the need to ensure that 

the workforce has the correct skills and competencies to deliver services that will 

inform individuals of the benefits of timely diagnosis, promote the prevention of 

dementia and support living well with dementia.  Workforce development 

underpins the whole of the National Dementia Strategy and objective 13 of the 
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Strategy is to develop “an informed and effective workforce for people with dementia” 
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work sets out clearly what needs to be achieved, stressing the need for improved 

information and advocacy and more control and personalisation of services.   

“Features of a good care pathway” (Figure 1), was developed by Saad et al (2008) 

and identifies where the role of a Primary Care Liaison Worker (highlighted 

below) could be positioned in relation to the pathway for persons with dementia, 

including pre-diagnosis of dementia.  “The Mental Health and Vascular Risk Factor 

Wellbeing Service (50+): Integrated Service Care Pathway 2009” (Sharrock and 

Higginson 2008) was also used as a guide for positioning resources within 

primary care services regarding early detection of dementia for a recognised risk 

group. 

Figure 1 The West Midlands Darzi Dementia Care Pathway (Saad et al, 2008) 

Project design and methodology 

A project team was established and both work-plans and a time frame were 

agreed with the commissioning organisation.    

Literature Review 

Comprehensive literature and policy reviews were conducted relating to both 

roles.  The key search terms   for the Primary Care Liaison role were: dementia 
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and various combinations of the following terms: liaison; community; primary care; 

stigma; awareness raising; screening; diagnosis; support; recruitment; education; skills; 

competencies.  The inclusion criteria included: English language journals; UK 

located was the preference but inclusive of relevant non-UK literature was used 

in the review; and dementia based.  The exclusion criteria were: secondary or 

tertiary care literature.  Databases searched  included: Pubmed; Age-info; Social 

Care online; National Library for Health; PsychINFO; CINAHL; OVID Nursing 

Collection; Google Scholar; plus a wide range of „grey literature; which included 

policy documents; relevant job descriptions, competencies and education 

programmes.   The main search was conducted in January 2010, but was also 

ongoing over the period of the project.  These reviews were used to establish 

draft competencies or different options/combinations of competencies and 

competency levels. (see Figure 2 for diagrammatic presentation of the process of 

consultation) 

Consultation 

The consultations with stakeholders fell into two main areas of work: 

1. Consultations with professional stakeholders

This consultation involved: 

i. Stakeholder meetings at Staffordshire University and the University of

Worcester 

ii. Widespread circulation of documents as the project proceeded to allow for

stakeholders to respond electronically 

iii. Telephone conversations and meetings with interested parties.

Responses were collated and shared within the team in order to develop the 

work. 

An initial group of relevant stakeholders were identified (including 

organisations which could offer feedback/links and representation of users and 

carers).  Further groups of stakeholders were identified by the initial group.  In 

all 14 stakeholders were consulted using focus groups, another nine were 

consulted electronically.  They were representative of a large spectrum of the 

community environment and reflected service user needs and also the 
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requirements of professionals who were part of multidisciplinary and multi-

agency teams.  They included:  GPs; health service commissioners; clinical 

psychologists; community matrons; Admiral nurses; social workers; and 

primary care project managers. 
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Competencies development  

Draft competencies were developed based on the literature and policy 

documents including existing job descriptions for similar roles.  In relation to the 

Primary Care Liaison role, comment on whether there was a gap in the services 

was also sought from stakeholders.   

 

The draft competencies for both roles were distributed to all stakeholders who 

confirmed/expressed an interest in contributing to the consultation process.  

They were invited to attend a focus group to provide a consultancy role in 

validating the competencies, or to contribute electronically to the consultancy 

process.  Following consultation, further drafts of competencies and role 

descriptions for both roles were developed.  Those who had contributed to the 

first draft of the competencies were asked again to comment (electronically 

only).  Finally, using the expertise of a smaller group of stakeholders, the 

competencies were validated. The final recommendations for job descriptions; 

person specifications; competencies and recommended training and education, 

are presented here.  

 

Equality of Impact Assessment 

 In order to address the requirements regarding equality issues in developing the 

competencies for the roles, the potential impact on minority groups needed to be 

taken into account.  Therefore an Equality Impact Assessment (EqIA) (DH, 2008) 

was conducted (see Appendix 1).  Consultation with users also contributed to 

the construction of the EqIA report.  The EqIA was specifically aimed at 

consultation with „hard-to-reach‟ groups in relation to dementia care and the 

development of both roles.   

 

What is the Primary Care Liaison worker role? 

The role of the Primary Care Liaison Worker, according to Saad et al, (2008), 

would enable a person with suspected dementia to access an assessment process 
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esteem; competency; valued lifestyles; social roles; relationships; and one of the 

most feared losses in dementia is the loss of sense of identity (Aminzadeh et al, 

2007).  The stigma of a diagnosis of dementia causes complex emotional 

responses. For example Aminzadeh et al, (2007) show how people went through 

stages of emotional response to their diagnosis from: not noticing symptoms, 

noticing and covering up, or noticing and revealing; diagnostic process and 

disclosure; confirming or shock; denial, crisis, or maximising; disorganisation or 

adaptation.   

A survey commissioned by Bupa Care Services has shown that 58% of people 

over the age of 55 listed dementia as their biggest concern, over becoming 

physically frail (51%) and cancer (49%) (Hunt, 2009).  Not only do people who 

are diagnosed with dementia have to cope with the losses associated with a 

disabling and terminal disease, 



© Association for Dementia Studies 2010 Page 14 
 



© Association for Dementia Studies 2010 Page 15 
 

SCIE, 2007).  The drive behind exploring MCI is due to an earlier potential point 

for therapeutic intervention (Hodson and Keady, 2008).   

 

Diagnosis of dementia 

Concern over delay in the diagnosis of dementia within primary care has been 

expressed for the last 40 years (Bamford et al, 2004) and is a frequently expressed 

concern of caregivers of people with dementia (Bamford et al, 2007).  Also the 

lack of formal diagnosis even for those who are experiencing significant 

cognitive loss remains a significant problem for people living in the community 

(Brooker et al, 2009a).  Perry et al (2008) report on several American and 

European studies that have shown the 50% or more of people with dementia are 

not diagnosed (Löppönen et al, 2003; Valcour et al, 2000; Wilkins et al, 2007).  

Only one third of people with dementia in the UK are ever formally diagnosis 

(National Audit Office, 2007; Banerjee and Chan, 2008; House of Commons 

Committee of Public Accounts, 2008 Waldemar et al, 2007).  Diagnosis and 

contact, when made, often only occurs late in the illness and in crisis when 

opportunities for harm prevention and therapeutic intervention are limited 

(Dening and Milne, 2008).  Waldemar et al (2007) highlight the importance of 

policy makers and authorities being made aware of the benefits of early access to 

diagnosis and treatment.  

 

Even with the development of guidelines, improvement in diagnosis has been 

slow.  Waldorff et al (2003) found little change in adherence to guideline 

recommendations regarding laboratory tests or cognitive tests in diagnostic 

evaluation in Denmark, a finding consistent with UK practices (Turner et al, 

2004).   

 

The pivotal role of the GP in the early identification, possible diagnosis/referral 

to Memory Services and subsequent management of dementia has long been 

recognized (Iliffe et al, 2006; Iliffe et al, 2003; Woods et al, 2003; Iliffe and Wilcock, 

2005) and whilst diagnostic practice is improving, the knowledge gained from 

research exploring the patient perspective is insufficiently absorbed into practice 

(Wilkinson and Milne, 2003).  Turner et al (2004) found that one third of general 

practitioners expressed limited confidence in their diagnostic skills, whilst two-



© Association for Dementia Studies 2010 Page 16 
 

thirds lacked confidence in management of behaviour and other problems in 

dementia.  Also information about management processes are not well 

evidenced in primary care records (Wilcock et al, 2009).   

 

It is proposed that „timely‟ rather than „early‟ diagnosis was more appropriate in 

conjunction with a strong infrastructure of multidisciplinary collaboration 

(Lepeleire et al, 2008; Vernooij-Dassen et al, 
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disease and impacting on admission to acute and other healthcare environments 

(National Audit Office, 2007).  Having a clear diagnosis can also reduce the 

number/length of acute hospital episodes and delay the need for admission to 

more expensive long-term care (National audit Office, 2007; Brooker et al,
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patients and reviewing each case every 15 months.  The National Audit Office, 

(2007) survey found that 67% of GPs said they had a register and 79% reported 

that it prompted them to review cases, though types of review varied widely.  

Seventy per cent of GPs said a lack of time during surgery visits prevented them 

doing as much as they would like for people with dementia.   

 

However, GP registers are not accessible to others in the system such as the 

ambulance service, A&E or mental health trust professionals. Patient records are 

currently not accessible to other professionals outside the GP practice, making 

coordination of care difficult (National Audit Office, 2007).  Iliffe et al, (2006) 

found that resistance to shared care mostly came from within general practice 

reflecting concerns about staffing, time constraints, lack of experience and 

confidence in making and disclosing a diagnosis.  The authors found that the 

core issue for practitioners was resources i.e. the availability of personnel and 

time to respond to patients and their significant others who have with concerns 

or anxieties regarding the possibility of having dementia.  The review by Milne 

and Peet (2008) found that users and carers need to be able to return to a single 

point of contact to follow up concerns, gather more information, seek advice and 
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of discussion on how a dementia pathway should „look‟ and where in the 

pathway particular professionals should/could be positioned and clearly some 

confusion amongst stakeholders regarding the difference between the Primary 

Care Liaison role and that of the Dementia Pathway Co-ordinator role, with 

stakeholders questioning whether there was a the need for two new roles rather 

than only one.  Stakeholders were also concerned that the general public could 

become confused about the two different roles.  Particularly, when following 

diagnosis, how the transition from the Primary Care Liaison worker to the 

Dementia Pathway coordinator would be managed by the teams. 

 

At times the responses were overwhelmed by the repeatedly expressed concern 

regarding funding i.e. negative expression regarding lack of funding to establish 

such a role; questions such as, “ would there be any funds available for such a post?”, 

and the complexities and difficulties for commissioners to allocate finances to 

services equitably.  In dealing with the issues of funding there was a general 

consensus amongst stakeholders that a priority was first and foremost “up-

skilling” of existing primary care staff across all professions.  This is an 

acknowledged and valid concern, however, under the requirements of the 

consultancy this was not the brief so these concerns are not addressed in this 

report.    

 

Users, specifically and repeatedly 
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Competency 1. Knowledge/awareness of dementia and dementia related 

issues 

A Primary Care Liaison role would require a person with sound academic and 

up-to-date research and clinical knowledge of pathophysiology of dementia 

syndromes and the relationships between dementia and other pathologies as 

well as a high level of knowledge of all services related to dementia.  There was 

confirmation by stakeholders that such a role would require a person to have a 

comprehensive knowledge and understanding of dementia and dementia 

related issues.    

 

A competency requiring knowledge and awareness of dementia is fundamental 

for all level of people working within the healthcare arena (DH, 2009), however, 

in relation to the Primary Care Liaison role the level of skills within the 

competency were deemed to be of a highly professional standard.  Stakeholders 

identified the following group as suitable professionals to undertake such a role 

if they were suitably qualified and experienced: clinical psychologist; old age 

psychiatrist; geriatrician; general practitioner; mental health nurse; occupational 

therapist; mental health social worker; general nurse.   

 

Also, it was important that the competencies and skills of a person in this role 
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Consequently, all following competencies are identified as being in keeping with 

a 
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Competency 3. Skilled in interacting with people with wide range of 

illnesses including mild cognitive impairment and dementia 

This competency is interrelated to competency 2 above but specifically relates to 

the need for a person in such a role to have counselling skills, advanced 

communication skills and be skilled in breaking or „endorsing‟ bad news.  For 

example; the ability to find out what the patient already knows or suspects about 

their diagnosis; using the actual words "dementia" or "Alzheimer's disease" 

when talking to the patient (i.e. the use of explicit terminology); exploring what a 

possible diagnosis means to the patient.  The need for skills in counseling within 

the role is emphasised by Saad et al, (2008, p25)  “… when there may be a reluctance 

to convince the person with suspected Dementia to attend for tests.”  
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responding to dementia when those with it (especially families, but also individuals) have 

yet to recognise it”.   

 

Responses from users and caregivers upheld the need for development of 

screening processes pre-diagnosis of dementia.  There were examples from 

caregivers of their family members having been given a „diagnosis‟ of 

Alzheimer‟s disease by their GP that was later changed to a diagnosis of vascular 
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advanced skills in assessment, pre-diagnosis and decision making, and works to 

a specified protocol.  Triage can also be regarded as a process in which nurses act 

as an adjudicating panel, judging the clinical data through appraisal of the way 

patients act out their problems and narrate their stories (Edwards and Sines, 

2007).   

 

Stakeholders also supported finding or developing the „ideal‟ instrument.  This 

should be one that is accessible to, and easily used by, both doctors and nurses 
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1997; Brooker, 2007).   Personal attributes of empathy and warmth and 

genuineness were seen as important.  

 

A matter of some discussion with stakeholders was the recruitment processes 

that should be used for the role.  Recommendations from the stakeholders were 

that competency testing type approaches should be used (see job description 

appendix 3).  It was also suggested that both a user (person with dementia) and a 

caregiver should be members of an interview panel for this type of position.  
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1) The need for someone who can act as a consultant/advisor 

2) To be an assessor 

3) To act as a liaison agent 

4) To be a therapist.  

 

These four characteristics were confirmed by stakeholders as essential for the 

current role.   Stakeholders had indicated a number of professionals who would 

be capable of performing the role of a Primary Care Liaison worker (see above 

Competency 1).  Job descriptions, person specifications and competencies of 

posts of: social workers; occupational therapists; health visitors, public health 

nurses, mental health nurses, practice nurses and Admiral nurses were 

reviewed.  Those designed for nursing roles were found to be the most 

appropriate/useful in gaining insight into the responsibilities and skills required 

for this new role.  Competencies were drawn primarily from these positions 

using web-based searches for job descriptions, person specifications and 

competencies, primarily within the UK, although documents from North 
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The development of the job description, person specification and competencies 
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to continue to be the main avenue of screening prior to diagnosis will be very 

limited (Trickery et al, 2000; Brodaty et al, 1998; Seymour et al, 1994; Chew et al, 

1994).  Chew et al (1994) suggest that, where adequately trained, nursing staff are 

able to carry out screening for cognitive impairment.  The Over-75 Check being 

identified as one occasion where primary care nursing staff (generally health 

visitors, district nurses or practice nurses) have an opportunity to screen patients 

for cognitive impairment and to provide early intervention.  However, an 

appropriate referral appeared to be more often the result of luck rather than 

judgement and vulnerable patients, such as those in poor health or who lived 

alone, were less likely to know about the health checks than other patients 

(Chew et al, 1994).  As Trickery et al (2000) also found, the skills and expertise of 

the nurses were extremely variable and suggest that improved training and 

increased autonomy for primary care nurses would improve access to services 

for these patients and their caregivers, thus supporting the principles outlaid 

here for the role of a Primary Care Liaison worker. 

 

The Integrated Service Care Pathway 2009 (Sharrock and Higginson 2008) which 

addresses assessment of at-risk (for dementia) groups also provides a useful 

model of how the Primary Care Liaison role could be developed.  The Service 

Pathway from Stage 1- 3  is similar to protocols for models developed within 

health visiting services (DH, 2007) and also some triage models..  

   

Stage 1 – recognition and identification of target population using „alerter 

referral decision making tool‟;  

Stage 2 – assessment formulation (functional analysis, screening, differential 

diagnosis);  

Stage 3 – targeted health promotion and personalised management (at which 

stage the person would be referred for formal diagnosis) (Sharrock and 

Higginson 2008).   

 

Training/education programmes  

In this section we consider the education and training requirements for the 

Primary Care Liaison role.  As this role is recommended to be a senior position, 

certain qualifications and experience of the potential post holder will be 
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Comprehensive understanding 

of the behaviours of individuals 

with early cognitive 

impairment, dementia and other 

illnesses that have a 

neuropathology 

Advanced awareness and understanding of the impact of potential losses associated with a diagnosis of dementia 

Understanding of barriers to diagnosis and reasons why people may not want to proceed to a formal diagnosis t 

High level of knowledge and understanding of how behaviours impact on or reflect emotions or unmet needs 

Highly skilled in responding to the emotional, psychological and spiritual/existential experiences of individuals and their family members or 

significant others when facing a potential diagnosis of dementia. This will include skills in anger management and de-escalation techniques 

and anxiety management 

High level of awareness of the impact (on services capacity) through early diagnosis combined with sensitivity to individual wishes of people 

at risk 

Knowledge of Mental Capacity Act 

 

 

 

Skilled in interacting with 

people with wide range of 

illnesses including mild 

cognitive impairment and 

dementia 

Advanced communication skills in communicating with people with a wide range of illnesses including mild cognitive impairment, 

depression and dementia 

Advanced skills in breaking bad news and sound knowledge of approaches to this skill e.g. finding out what the patient already knows or 

suspects about their diagnosis; using the actual words "dementia" or "Alzheimer's disease" when talking to the patient (i.e., the use of explicit 

terminology); exploring what the diagnosis means to the patient.  

Ability to communicate (or prepare the individual to receive) significant news with sensitivity and support the individual during and following 

experience of having a diagnosis of dementia 

Highly developed skills in counselling an individual and their family members or significant others when facing a potential diagnosis of 

dementia 

Able to demonstrate an empathic approach when engaging/interacting with people who are distressed due to illness or loss 

Ability to show: compassion; empathy; care; patience; flexibility; open mindedness and a positive value base in relation to dignity, respect 

and honesty, choice, etc. 

Ability to respect, support and promote equality and diversity in how people respond to concerns/anxieties regarding a potential diagnosis of 

dementia, including respect for the right of the individual to choose not to know 

To be a skilled and assertive advocate in supporting individuals and their families and significant others through the screening/diagnostic 

processes 

Sensitivity to gender, cross cultural, and spiritual differences and issues 

 

 

Advanced communication skills in communicating with distressed individuals including the ability to communicate significant news with 

sensitivity 
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Skilled in interacting with 

families and or significant 

others of people at risk or with 

concerns about dementia 

Sound knowledge of the significance of relationships when interacting with family members and significant other of people with dementia 
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Personal qualities 

 

 

            Ability to work within teams at a strategic level including skilled at negotiation and integration with a complex range of healthcare 

professional 

Skilled in person-centred care approaches which encompass: valuing people with dementia and those who care for them; treating all people as 

individuals; looking at the world from the perspective of the person with dementia; recognising that all human life is grounded in 

relationships;  

Ability to practice maturely, ethically and in an anti-discriminatory manner 

Insight into own limitations and capacity to seek appropriate support to address limitations e.g. not presuming the ability to make a dementia 

diagnosis i.e. sub-typing 

Motivated and skilled in keeping up-to-date on all aspects of dementia research and practice 

        Able to work independently 

Positive risk taker  

Confidence in own abilities and assertive 

Ability to work in a variety of settings 

         



 

 

Appendix 3 
Job Description 

Job Title: Primary Care Liaison Role (Dementia) 
Grade: TBC  
Location: TBC  
Directorate: TBC  
Accountable to: TBC  
Report to: TBC 
Key relationships: TBC  
In order to meet the needs of the ORGANISATIONAL services you may be required 
from time to time to work outside your normal place of work Including carrying out 
assessments in the persons home. The ORGANISATION reserves the right to 
change your normal place of work to any other location within the ORGANISATION.  
Job purpose and summary: 
The post holder will provide needs led assessment in partnership with the multi-
disciplinary team and facilitate screening and pre-diagnostic counselling support to 
people with concerns about or at risk of developing dementia. 
The post holder will support/counsel the significant others of people with concerns 
about or at risk of developing dementia. 
The post holder will provide counselling support to people identified as at risk (and 
their significant others) in decision making regarding proceeding to formal diagnostic 
services. 
The post holder will use a triage system/approach to signpost clients to appropriate 
services i.e. to memory services for formal diagnosis or to appropriate care services 
if dementia is not indicated.  
The post holder will be involved in the receipt and processing of referrals for pre-
diagnostic screening for dementia. They will provide feedback to the multi-
disciplinary team on the assessments, care, treatment and monitoring undertaken.  
They will demonstrate good record keeping skills and will communicate effectively 
verbally and in writing with service users, professionals and carers.  
In addition, the post holder will be involved in audit and service development for the 
pre-diagnosis services. They will offer advice and support to colleagues working in 
other service areas within the wider Community.  
The post holder will foster and implement professional relationships and network 
across all community health services including the third sector and will maintain a 
multi-disciplinary team approach in all aspects of clinical and non-clinical 
performance.  

The post holder will maintain the standards and requirements of professional and 

statutory regulatory bodies, adhere to relevant codes of conduct, understand the 

legal and ethical responsibilities of professional practice and maintain the principles 

and practice of client confidentiality. 

The post holder will be proactive and take personal responsibility to ensure annual 

appraisal is maintained in line with organisational requirements 

The focus of the work with service users will be pre-diagnosis counselling and 





 

 

 

Person specification 
Job Title: Primary Care Liaison Role (Dementia) 
Grade: TBC  
 
FACTOR ESSENTIAL DESIRABLE 

QUALIFICATIONS First Level Degree in an 
appropriate area of care  
relevant to dementia 
 
1

st
 level registration with the 

appropriate professional body 
 
Qualification in counselling 
 
Evidence of ongoing 
professional development in 
dementia care and related  
areas of care  

M level qualification in an 
appropriate area of care 
 
Qualified to prescribe 
medications 
 

EXPERIENCE Minimum 3 years post qualifying 
experience  
 
Minimum of 3 years in a senior 
role relevant to the post 
 
Evidence of working within 
memory services 
 
Experience of a variety of 
evidence-based therapeutic 
approaches for working with 
people with dementia 
 
Experience of healthcare and/or 
social care environments.  
 
Experience of case 
management and networking to 
support people with long term 
health and social care needs. 
 
Experience of working with 
older people with mental health 
needs and their 
carers/supporters and 
representatives in different 
settings including their own 
homes  
 
Experience of working with 
persons with a dementia and 
their supporters and caregivers 
 

Previous experience of 
approaching and working with 
‘hard to reach’ groups  
 
Experience in ‘family therapy’ 
 
Evidence of project 
management  
 
 

KNOWLEDGE, SKILLS AND 
APTITUDE 

Knowledge of a person-centred 
approach when supporting 
people 
 
Knowledge or experience of 

 managperienc



 

 

people diagnosed with 
dementia and their caregivers 
 
IT competent i.e. familiarity with 
computers and some software 
packages 
 
Presentation and teaching skills 
 
Ability to write reports or articles 
 
Ability to employ a wide range 
of communication techniques  
 
Excellent verbal and written 
communications skills  
 
Awareness of communication 
challenges in mixed healthcare 
environments. 
 
Evidence of transferring 
academic learning and 
development into practice 
 
Commitment to personal 
development 
 
Willingness to progress 
academically and an ability and 
commitment to developing own 
practice 
 

PERSONAL 
CHARACTERISTICS  

Empathy and understanding  
 
Responsible  
 
Desire to make a difference 
 
Caring nature yet objective 
 
Flexible  
 
Supportive 
 
Able to demonstrate personal 
coping skills through example  
 
Sense of humour 

 

OTHER  Prepared to undertake M level 
study if not already qualified to 
that level 

 

 



 

 

 

Methods of assessment 
Application form 
Interview 
Test (devise test) ? May be useful to include 1 to 2 hours with   people with dementia 
as part of the interview or have someone on the interview panel to see how they 
interact 
Presentation (at interview) 

Examples of competency-based questions: 

 Can you give us an example that shows your leadership skills?  
 How would you deal with a difficult client?  
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