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Abstract

Objective: While the use of electronic health records (EHRS) in primary care has increased
dramatically, its potential benefits need to be considered in light of potential negative impacts on
physician-patient interactions and the increase in physician cognitive workload. This study aims to
understand work system factors contributing to physicians’ use of the EHR as a communication
tool during primary-care encounters.

Methods: We interviewed 14 primary care physicians on their use of EHRs as a communication
tool in patient visits. A qualitative content analysis guided by the work system model identified
factors influencing physicians’ decisions to share or not share the computer screen with their
patients.

Results: The analysis revealed twenty-six factors that influenced physicians’ decisions to share
the screen, most related to the “task” (reviewing lab records), “tools and technology” (using
algorithm calculators for risk prediction), or “individual” (patient interest) elements of the work
system. The analysis revealed fifteen factors that influenced physicians’ decisions not to share the
screen, most related to the “individual” (patient’s acute pain), “organization” (insufficient time), or
“task” (documenting embarrassing information) elements of the work system.
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Conclusion: Eleven physicians made individual decisions to share or not to share the screen in a
particular visit based on work-system related factors. Three doctors always shared the screen,
based on the idea that it is polite and builds trust. However, several physicians also reported that it
was time consuming and caused unnecessary distractions. Understanding these factors is essential
to effective EHR redesign and training for improving physician-patient communication.
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1. INTRODUCTION

The use of electronic health records (EHRS) in primary care has increased dramatically in
the last decade. [1, 2]. Studies have reported promising benefits of EHR use, such as
improving healthcare quality, safety, effectiveness, and patient outcomes [3-5]. Despite
these potential benefits, the use of EHRs in primary care has also been accompanied by
negative consequences [6, 7], such as changes in the patient-physician dynamic [8-10],
adverse impacts on physician-patient communication and patient-centered care, reduced
physician attention to patient needs, and disengagement on the part of patients [10-15].

Increasingly, research in primary care focuses on how to use EHRs in a patient-centered way
[11, 16, 17] in order to enhance patient-clinician communication and patient engagement
during the visit [10, 18]. Research is needed to understand how EHRs may be used to their
full potential to improve patient-doctor communication [19]. Several studies suggest that the
potential pitfalls of EHRs can be avoided if physicians use EHRs as a communication and
patient education tool during the visit, including sharing the screen with patients [10, 20,
21]. Screen sharing during the visit might help to improve real-time patient-clinician
communication [10, 22, 23]; facilitate more accurate documentation [20], shared decision
making [24], shared understanding [23], and patient involvement [21, 25]; and also reduce
patient alienation that results when physicians focus on the computer screen [10, 20].

Some experts support using EHRs to facilitate communication and understanding by sharing
the screen with patients during the visit [10, 20, 21], but the factors that influence
physicians’ screen sharing behaviors have not been explored. We know little about the
system factors that facilitate or hinder physician screen sharing. Different physicians take
very different approaches to using EHRs as a communication tool during patient visits, but a
single physician may also have different screen sharing behaviors from visit to visit [26, 27].
Therefore, it is important to understand the work system factors that contribute to how
physicians use EHRs during primary care visits; this information can be used to identify
effective redesign, implementation, and training suggestions for EHRs. Previous studies
have used the work system model to analyze work system factors in several clinical contexts,
such as ICU nurses’ interactions with technology [28, 29] and outpatient surgery [30].
However, research has not yet explored work system factors influencing physician screen
sharing behavior in primary care encounters. In this study, we interviewed physicians to
understand factors influencing their decision to share or not to share the computer screen
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with their patients. We use the work system model [31, 32] as a guide to identify factors
contributing to screen sharing. This model focuses on system design, the elements of the
work system, interactions among the elements, and the impact of system design on the care
process and outcomes [33]. We also gathered information on physician perceptions of
advantages and disadvantages of screen sharing during patient visits.

METHODS

Design and Setting

This qualitative interview study was conducted in three University of Wisconsin Family
Medicine clinics between March and May 2013. We recruited physicians from targeted sites
using a purposive convenience sampling approach. An information sheet explaining the
purpose of the interview was distributed to all physicians in these three clinics. The number
of the interviews (14 interviews) was determined by reaching data saturation (recurring
themes) [34]. Data saturation is a qualitative analysis technique where data collection
iterates until no new recurring themes are found. In this study, we started to get similar
responses by physician number 10. We continued to recruit and interview additional
physicians looking for new themes, and we stopped at physician 14 because we were still
not seeing any new themes. Similar studies have reached data saturation with sample sizes of
10 to 20 interviews [35-37]. Inclusion criteria for potential participants were: the participant
is a faculty primary care physician who uses EHRs during care provision. We interviewed a
total of fourteen primary care physicians from three different clinics, 6 male and 8 female.
The average number of years the physicians had used the EHR was 6.7 (3-13 years)
including their use in training years, and the physicians had been practicing on average 11.2
years (2-31 years). All of the exam rooms in these three clinics had similar settings
regarding the location of the EHR, the physician’s seat, and the patient’s seat. All of the
EHR screens are located on the wall on a swivel between the patient and the physician, so
the screens can be moved around by the physicians. The study protocol was approved by
university and clinic Institutional Review Boards..

Procedures

Semi-structured interviews were used to gain an in-depth understanding of the factors
influencing physicians’ decisions regarding screen sharing during patient visits. An
interview guide ensured that the interview stayed focused on the topic of screen sharing. The
interview guide and questions were developed based on the work system model [32, 38].
The work system model helps to identify factors that influence physicians’ decisions to
share or not to share the screen with patients. Several studies have used the work system
model [31, 32, 38] to describe work in various settings and explore factors influencing
providers’ use of technologies in health care settings [28—-30]. The work system components
are: (1) the individual, (2) the tasks, (3) the tools and technologies, (4) the physical
environment, and (5) the organizational conditions [31, 32]. In other words, the person is
performing different tasks with various tools and technologies in a specific physical
environment under certain organizational conditions [31]. The semi-structured interview
guide included open-ended questions related to each work system element in case
respondents discussed only one or two elements. The descriptive questions were designed to
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elicit understanding of factors related to elements of the work system model, while avoiding
directive questions. The questions aimed to capture the work system factors that influence
physicians’ screen sharing behaviors during patient visits. Descriptive open-ended questions
and follow-up probes allowed flexibility for the interviewer to ask about information
provided by respondents. The interview guide was tested with one faculty physician to
evaluate the terminology, and to ensure that the questions were easy for physicians to
understand. The interview guide was also reviewed by two Human Factors experts to ensure
that the questions adequately addressed all work system elements. Based on their feedback,
the interview guide was revised and finalized. Each of the fourteen interviews took between
30 and 50 minutes (mean = 38 minutes) and was conducted face to face at the clinics.

2.3. Analysis

Interviews were recorded with the permission of the physicians. Audio recorded interviews
were transcribed verbatim before undergoing a descriptive coding process [39]. Qualitative
content analysis of the interview data identified factors influencing physicians’ screen
sharing styles during primary care encounters. We used a combination of inductive and
deductive analysis to allow for a more complete understanding of the data [40]. Inductive
coding (derived from the data itself) was used to identify and capture detailed factors and
broad categories, which were then linked to work system elements in a deductive process
[41]. The deductive part of the analysis was guided by the five elements of the work system
model: people, tasks, environment, organization, and technology and tools [31, 32, 38]. Two
researchers independently reviewed and analyzed the data, and discrepancies were
discussed, with the goal of reaching consensus. A third researcher provided additional
perspective and feedback for the final interpretation of the data.

The steps followed to analyze the data were as follows. First, the sentence was set as the unit
of meaning, which determines the level of detail for the textual analysis [42]. Second, each
transcript was reviewed several times to make sense of the data. Third, a systematic
inductive coding process was begun, with multiple systematic readings and interpretation of
the raw data. This was followed by systematic coding of each transcript, which allowed
major categories/factors to emerge. This inductive coding process was used to assign codes
to each unit of meaning, which reflected emerging factors influencing screen sharing
behaviors. Finally, categories or groups were generated that combined similar codes [43];
this completed the inductive stage of the analysis. Next, a deductive coding process was used
to group the codes under predetermined themes based on the work system model (the
individual, the tasks, the tools and technologies, the physical environment, and the
organizational conditions).

3. RESULTS

Qualitative content analysis of the interview data identified the work system factors that
influenced physicians’ decisions to share the screen or not to share the screen, as well as the
physicians’ perceptions of advantages and disadvantages of screen sharing during patient
visits. The factors identified for screen sharing and non-screen sharing are different in
nature, and are not necessarily opposite of each other.
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Factors influencing physicians’ decision to share the screen

The content analysis of interview data revealed twenty-six factors that influenced
physicians’ decisions to share the screen. These factors are grouped in broad categories
(educating patients, reviewing results/records, patient interest, physician-patient relationship,
demographics, visit, time, and training) and linked to work system elements. See Table 1 for
a complete list of factors and their associated work system elements. It should be noted that
three physicians stated that they always keep the screen turned towards the patient during the
entire visit.

Most of the factors reported by physicians are related to the “task,” “tools and technology,”
or “individual” elements of the work system model. Some factors are classified under more
than one work system element. Task factors include reviewing results/records with patients,
such as reviewing and sharing lab results, medication and patient history, or verifying
information with patients. For example, one physician stated a commonly shared sentiment
in this way: “/f there is any kind of lab value that we’re talking about I will pull it up on the
screen so that they can see it” while another physician said: “So consciously I share the lab
values, radiology or imaging values. | will show the vital signs. | will show — including the
weight — those are things I consciously show.” Educating the patient was also important,
including preparing an after-visit summary and instructions: “/’/ often summarize the plan
from the visit and then turn the screen so the patient can see it and go through it with them
and make sure that — that we have the same understanding about what we’re doing.”
Physicians also discussed using decision and risk assessment tools: “/ also share the screen
with them if we are using one of those algorithm calculators to come up with a risk
prediction, because | want them to see that as well rather than just hear it”

Individual factors are mostly related to patient interest, demographics, and the patient-
physician relationship. Physicians often shared thoughts such as the following: “ There’s
some patients who ask to look, some patients who are really into it and who [ think are
very> literate or computer sawv, and they want to see it. And that’s fine if they request It,
sure. I’ll show it to them.” Depending on a patient’s request or behavior, the physician might
determine that the patient would like to see the screen. For example, one physician stated:
“If | sense from them that they ’re interested in what I’m doing. 1’ll move the screen so that
they can look at it even If it isn’t really an attempt to share iisefid information.” Other
individual factors influencing screen sharing are related to the patient-physician relationship,
such as physicians’ belief that sharing the screen might improve patient trust and prevent the
patient from thinking the physician is hiding something from her/him: “And I do think it
goes back to this question of trust where | think my new patients obviously don ’t know who
1 am, and I want them to see what | am putting in there.” There are also a few factors related
to organization, such as physicians having sufficient time in the visit or receiving training
regarding screen sharing. These factors encourage some physicians to share the screen with
patients during the visit.
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3.2. Factors influencing physicians’ decision not to share the screen

We identified fifteen factors that influenced physicians’ decisions not to share the screen
with patients (Table 2). These factors are grouped in broad categories such as physical/
mental health, time, sensitive information, confidentiality, and patient interest.

Individual characteristics of patients, such as having acute pain, visual impairment, being
mentally ill, or being in a negative mood are the main factors influencing physicians’
decisions not to share the screen. For example, one physician stated: “So if they ‘re in acute
pain, and they really aren’t feeling good, typically I’m not going to sit there and, you know,
turn the screen to them to share.” Another category is time-related factors, which are
classified in various work system elements, such as the physician is running behind
schedule, feels rushed, or feels time pressure. In the words of one physician: “/ also tend to
avoid screen sharing if the visit is becoming especially long or complicated, and 1’m starting
to feel the time crunch and wanting to just kind of keep moving, fearing somewhat that
sharing may further delay or further prolong, 1 should say; the visit” Having many
complicated patients on the schedule, which will most likely take more than the scheduled
visit time, also influences physicians to avoid screen sharing: “So if I look at my schedule
ahead of time and say, “We’ve got lots of complicated patients. | need to keep on schedule,”
then | may choose not to do, you know, sort of any use of the screen because of that time
crunch.” Some physicians stated that they do not share the screen if the information on the
screen is too dense and hard to understand for the patient. Another category relates to
sensitive information, such as reading a psychiatrist’s note or documenting embarrassing
information or legal issues, such as fake pain, obesity, child abuse, or drug seeking. Several
physicians shared sentiments similar to this one: “ You know; if I’m concerned about child
abuse, elder abuse, you know;, suicidal behavior, homicidal behavior, | generally would not --
Share the screen in those circumstances.”

3.3. Perceived advantages and disadvantages of screen sharing

The interview data also provided information on physicians’ perceptions of the advantages
and disadvantages of screen sharing. Some of the potential advantages of screen sharing
mentioned by physicians included: a good way to educate the patient, potential to improve
new patient trust in the physician, help in shared decision making, and help for patients to
visualize certain things that are hard to conceptualize. Physicians stated that screen sharing
has the potential to foster collaboration between physician and patient, leading to better
outcomes, improved patient engagement and empowerment, better relationships with the
patient, better team work between the patient and physician to improve patient health,
improved patient understanding of care plans and entered records, and making data entry
more transparent so patients have more trust in the physician. Interestingly, eight physicians
stated that screen sharing might help to improve patient trust. For example, one physician
stated: “So / am articulately describing what they 're saying they can see how I’'m putting it
in there. So particularly for a new patient it may foster trust that they know, wow, this doctor
has really been thorough and is really updating my chart accurately as 1 believe it should
be.”
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Physicians also reported several disadvantages of screen sharing, saying it was time
consuming, a potential source of distractions because of patient misinterpretation of the
information on the screen, that it increased the chances of disclosing of sensitive and
embarrassing information that physicians do not wish the patient to see, or that it could
provoke additional and unnecessary questions not related to the main discussion topic. One
physician summarized the potential downside of screen sharing, saying: “/t can be
distracting. I think that if, showing the EHR, for a lab value that is abnormal but not
significant at the time, then, you know; the patient may get hung up on that even though it’s
not important. So, 1’ve had cases where in sharing the screen and the EHR the patient will
ask a lot of questions about lab values.”

4. DISCUSSION

This qualitative study identified several system factors that influence physicians’ decisions
regarding whether to share or not to share the computer screen with patients during office
visits. The analysis helped us describe common work system factors influencing physician
screen-sharing behavior during patient encounters in primary care. Our findings emphasize
the need to understand perceptions of physicians related to work system elements and
differences in physicians’ EHR use, so this can be used in future EHR design and training
efforts.

The results indicated that most of the physicians had a combination of screen sharing and
screen avoiding behaviors based on factors described in Tables 1 and 2. On the other hand,
three physicians stated that they always share the screen with the patient, regardless of
whether it is useful or not, or whether the patient is looking or not. Research shows that
patients are generally interested in what the physician is typing or looking at on the screen
[12, 21]. In keeping with this patient interest, several physicians in our study stated that if
the patient expresses direct interest, if they receive cues that the patient is interested, or if
they know that the patient is interested in seeing the screen based on their experience in
previous visits, they generally share the screen with the patient. It is interesting to note that
some physicians just share the screen as a form of courtesy to the patient, even though the
information is not useful for the patient. Finally, some doctors think that screen sharing is a
way to establish trust with new patients in the first encounter; this is an interesting
hypothesis to test in future research.

Although most of the physicians acknowledged that the information in the EHR belongs to
the patient, and that patients always have the right to see their records, physicians reported
avoiding sharing the screen at times for several reasons. Two major situations caused
physicians to avoid screen sharing: (1) when records contained sensitive information and (2)
when physicians felt time pressure (lack of time). Some physicians would avoid sharing the
screen when they documented or read sensitive information, or when they had concerns
about patient misinterpretation or embarrassment. For instance, the word “tumor” means
“mass” in medical language, and most tumors are not cancerous, but patients might
understand the word to mean “cancer” and become unnecessarily concerned; or a
physician’s documentation of obesity or psychogenic pain might be embarrassing for the
patient. Research on “open notes” in which patients have access to physicians’ notes has
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also reported similar concerns on the part of physicians [44, 45]. Time pressure was also
significant for many physicians since screen sharing or teaching the patient might be seen as
prolonging the visit. This may be a legitimate concern, as one previous study showed that
visit time is significantly longer with screen sharing than without screen sharing [27]. Our
results also suggest that screen sharing might be minimized when the patient is very sick,
emotionally down, or does not have any interest or trust in the EHR. In these cases, the
physician focusing on the patient with minimal use of technology might be a better
approach.

Physicians reported several advantages of screen sharing related to educating patients,
fostering patient understanding, and improving relationships with patients. These results
support the results of previous research, such as the finding that screen sharing improves
communication and collaboration between doctor and patient[46, 47], as well as patient
involvement and education [48]. This focus on gaining patient trust underlines how
thoughtful EHR use might minimize the potential negative perceptions of patients regarding
physicians’ computer use [21], and might enhance patient-centered care [49]. Our study
contributes to the idea that sharing EHR screens might have benefits for physicians in
addition to benefits for patients. Previous studies mostly reported benefits of screen sharing
for patients. Our study adds to this literature by identifying perceived benefits of EHR screen
sharing for physicians, such as improving patient trust in the physician, and improving the
physician’s collaboration and relationship with patient. Our study also suggests that
physicians may be more willing to screen share when they have been trained to approach
even sensitive information in more patient-friendly ways. For example, it is not necessarily
best practice for a physician to avoid discussing stigmatizing or embarrassing conditions (e.g
obesity). Although it is beyond the scope of this study, physicians may avoid such topics
because of their own embarrassment, because they are less engaged with a patient due to the
perceived stigma, or because they are concerned about protecting patients’ feelings, among
other reasons. Future studies might explore whether training in how to record and present
sensitive information may improve patient-centered practice.

Finally, our results show that physicians consider screen-sharing activity based on two main
intentions. The first one is to use the EHR as an effective documentation tool. Physicians
need to input data and retrieve data from EHRs. However, previous studies indicated that
when physicians focus only on the EHR or do not share the screen while inputting data, this
may create disengagement in doctor-patient communication, cause loss of eye contact, and
make physicians less attentive. When the physicians pay undue attention to the EHR, this
can also increase patient interest about what the physician is looking at on the screen [21].
Therefore, if the screen is shared while the physician uses the EHR as a documentation tool
(even if the physician does not make an active attempt to share information with the patient),
the patient will have a chance to see the screen, potentially minimizing any negative effects
of technology on patient perception or communication. The second intention of physicians
for screen sharing is to use the EHR as an education tool. This might contribute to patient-
centered care by educating the patient about their care, sharing useful information with
them, and helping the patient better understand medical information with visual data
displays.
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Implications

Future EHR systems may increasingly incorporate information that can be shared with
patients. However, the features and factors that contribute to information (screen) sharing are
not well known. Understanding these factors can inform health care work system designs, as
well as EHR design. It is essential to identify effective strategies for integrating EHR use
into clinician-patient interactions [50]. It is also necessary to identify EHR designs that
support positive exam-room dynamics by enhancing information transparency during
clinician-patient interactions [49]. EHR design should also address optimal interactions
between the clinician, patient, and computer. For instance, future EHR designs might
include functions to help clinicians educate patients and share information easily with visual
tools. Encouraging dictation in the presence of the patient, limiting the role of physicians in
Computerized Physician Order Entry (CPOE) [51], and employing voice recognition,
handwriting recognition, and touch screens might be data entry alternatives that can
minimize physician disengagement from the patient [50]. These functions could enhance
interactions and patient-centered communication by allowing the clinician to continue facing
the patient even when entering information in the EHR. These functions also might increase
mutually perceived personal connections during EHR use. Two potential implication from
the findings are that, in some cases, physicians and patients would benefit from a more
interactive system in which patients are more involved, as well as from using staff (such as
medical scribes) to do data and order entry so physicians can spend minimal time typing
during the visit and more time for patient education. Both of these design changes would
allow the physician to focus on the patient during medical visits, therefore promoting
patient-centered care. Another design suggestion would be more simplified, patient friendly
separate screen for patients in the exam room, so clinicians can share only the content which
is useful for the patients and minimize the potential distractions from the main screen.
Future research should examine patient perceptions about different types of screen sharing,
such as how they feel about engagement with the overall visit, communication with the
physician, and the EHR technology. Finally, future research could track outcomes such as
patient satisfaction, patient decisions to return to this same doctor or switch doctors, and
patients’ long-term health outcomes related to physicians’ information (screen) sharing
styles.

4.2. Limitations

This study has some limitations. This study was conducted in three clinics that belong to a
single healthcare system, and all doctors used the same commercial EHR system. Thus it is
unclear how these findings might apply to other healthcare settings and different EHR
technologies. Another limitation is the potential biases of physicians we interviewed, since
we only obtained their perceptions, experiences and opinions regarding factors influencing
screen sharing. We also do not have any data regarding the characteristics of physicians who
did not volunteer to participate to the study.

5. CONCLUSION

This study contributes to our understanding of factors influencing the use of EHRs as a
communication tool by physicians. The work system model provided a systematic approach
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to understanding all factors that influence physicians’ decisions to share or not to share the
screen. These findings have implications for future EHR research, design, organizational
implementation, and training. This study also has implications for EHR-based
communication skills research and provides useful information about how EHRs can be used
to improve patient communication and patient education in the exam room, ultimately
contributing to patient-centered care.
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. There are perceived advantages and disadvantages of screen sharing in the
visit.

. Time pressure and sensitive information are main factors avoiding screen
sharing.

. Screen sharing perceived as way to better educate patients in the visit.

. More user friendly EHRs might improve screen sharing behaviors in the visit.
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Summary Points
What was already known on the topic?
. EHRs have the potential to improve doctor-patient communication.

. Screen sharing would be one way to use EHRs as a way to communicate with
patients in an effective way.

. Physicians employ different types of screen sharing behaviors from visit to
visit.
What has this study added to our knowledge?

. Multiple work-system related factors influence physicians’ decisions to use
the EHR as a communication tool during patient visits

. There are perceived advantages and disadvantages of screen sharing in the
visit.
. There are many patient related factors that influence physicians’ decisions not

to share the screen.

. This study has implications which might contribute to redesign of more user
friendly EHRs.
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Table 1.

List of factors, categories, and work system elements contributing to physician screen sharing

Categories and Condensed Units # of physicians  Work System Elements

Educating patients

« Preparation of after visit summary and patient instruction 11 TT and Task

« Explaining trends and biomarkers over time in patient data 9 TT

« Using decision and risk assessment tools 5 TT

« Discussing growth curve, such as height and weight of a child 4 TT

 Looking up information from the web 3 TT, and Task
Physicians” motivation and beliefs

« Physician’s belief that visuals help patients learn better 8 Individual and TT

« Physician’s belief that screen sharing helps patients understand information 7 Individual and TT
Reviewing results/records

« Reviewing and sharing test results 12 Task

« Reviewing and updating patient and medication history 7 Task

« Verifying information with the patient 4 Task

« Sharing other providers’ notes, such as those of a specialist 4 Task

« Order entry, e.g. lab, x-ray, medication 3 Task
Physician-patient relationship

« Physicians do not want patient to feel they are hiding anything 4 Individual

« Physicians perceive screen sharing as a way to improve relationships with patients 4 Individual

« Physicians wish to involve patients in shared decision making 4 Task

« Physicians believe it will improve new patient trust 3 Individual

« Physicians believe it is polite to share the screen 2 Individual
Patient interest

« Patients request to see the screen 8 Individual

« Subtle cues from patients show their interest in looking at the screen 4 Individual

« Physicians know the patient likes screen sharing from past visits 3 Individual
Demographics

« Physicians have good computer skills 7 Individual

« Patients have a high level of education 3 Individual
Visit

« Visit type and content 7 Task
Time

« Having sufficient visit time 8 Organization
Training

« Receiving training regarding screen sharing 5 Organization

Note: TT corresponds as “Tools and Technology”
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Table 2.

List of factors, categories, and work system elements contributing to physician not sharing screen

Categories and Condensed Units
Physical/mental health

« Patients being in acute pain/not feeling well

« Patients being in negative mood (depressed, down, upset, anxious)

« Patients having significant visual impairment

« Patients being mentally ill
Time

« Physician running behind schedule

« Physician feeling rushed and time pressured

« Physician having many complicated patients scheduled for the same day

« Physician knowing the patient’s issues will take more than the scheduled visit time
Sensitive information

« Physician looking at psychiatrist’s note

« Physician documenting embarrassing information, such as malingering, obesity

« Physician documenting legal issues, such as child abuse, drug seeking
Confidentiality

« Checking arrival of next patient on the screen
Patient demographics

« Physician believing information on the screen is too hard for patient to understand
Patient interest

« Physician knowing from past visits that patient does not like looking at screen
Physician computer skills

« Physician does not want patient to notice his/her poor computer skills

# of physicians

10

A b o N

Work System Elements

Individual
Individual
Individual

Individual

Individual, Task

Individual and Organization

Organization

Individual and Organization

Individual, Task

Individual, Task

Individual, Task

Task, TT

Individual

Individual

Individual
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