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Abstract
Introduction: Effective communication is central to quality healthcare delivery and interprofessional collaboration. In low-resource settings like the Democratic Republic of the Congo (DRC), poor communication contributes to medical errors, workplace conflicts, and reduced quality of care. This study assessed the impact of communication on interprofessional relationships among healthcare workers at Wangata General Referral Hospital in Mbandaka.
Methods: A descriptive and analytical cross-sectional study was conducted from February to June 2025. Using purposive sampling, 149 healthcare professionals (physicians, nurses, laboratory technicians, managers, and others) completed a semi-structured questionnaire. Data were analyzed using SPSS version 20. Bivariate analyses employed Chi-square and Fisher's exact tests, with statistical significance set at p < 0.05.
Results: The sample was predominantly male (53.7%), aged ≥45 years (28.2%), married (66.4%), and from the Mongo ethnic group (46.3%), with Lingala as the most spoken language (63.7%). The majority (55.0%) were nurses, and 34.9% had ≥15 years of seniority. Overall, 54.4% of respondents held a unfavorable opinion of interprofessional relationships. Significant associations were found between opinion and age (p < 0.05), sex (p < 0.05), marital status (p < 0.05), ethnicity (χ² = 11.146, df = 3, p = 0.011), language spoken (χ² = 10.354, df = 3, p = 0.015), and seniority (χ² = 14.013, df = 4, p = 0.005). Professional category was not significantly associated (χ² = 5.865, df = 4, p = 0.209). The main drivers of conflict were other forms of discrimination (34.9%), jealousy (20.1%), and tribalism (16.8%).
Conclusion: Communication and interprofessional relationships at Wangata General Referral Hospital are perceived as largely inadequate, with significant demographic and social factors influencing these perceptions. Targeted interventions—including regular team meetings, communication training, and conflict resolution mechanisms—are urgently needed to improve collaboration and patient care quality.
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1. Introduction
Communication is a fundamental pillar of organizational functioning and a critical determinant of quality in healthcare. Derived from the Latin "communicare" meaning to share or make common, communication in healthcare settings encompasses the transmission of information, ideas, and emotions among professionals, between professionals and patients, and across hierarchical levels (Eloko Eya Matangelo, 2024).
In recent decades, the evolution of organizational structures—from rigid hierarchies to project-based and value-chain models—has transformed communication patterns. As Laulan (2018) notes, communication is no longer merely managed by organizations; it has become an organizing force that coordinates multiple actors across various entities. This is particularly true in hospitals, where diverse professionals (physicians, nurses, laboratory technicians, administrators) must collaborate seamlessly to ensure safe, effective patient care.
The importance of communication in healthcare cannot be overstated. Effective interprofessional communication has been shown to reduce medical errors, improve patient outcomes, enhance job satisfaction, and decrease staff turnover (James R. Taylor & Elizabeth J. Van Every, 2014; Bertrand Faure & Nicolas Arnaud, 2014). Conversely, poor communication is a leading cause of adverse events, conflicts, and compromised patient safety. The World Health Organization (WHO, 2015) recognizes communication failures as a root cause of over 70% of serious adverse events in hospitals.
In the Democratic Republic of the Congo (DRC), healthcare systems face multiple challenges: resource constraints, high workload, hierarchical rigidities, and social tensions including tribalism and favoritism. These factors can severely undermine interprofessional communication and collaboration. However, few empirical studies have systematically evaluated the state of communication and its impact on interprofessional relationships in Congolese hospitals.
This study aimed to fill this gap by assessing the impact of communication on interprofessional relationships at Wangata General Referral Hospital in Mbandaka, Équateur Province. Specific objectives were to: (1) describe communication channels and modes used by healthcare staff; (2) evaluate perceived communication quality between professional categories; (3) identify factors positively or negatively influencing interprofessional relationships; (4) establish correlations between communication quality and collaboration effectiveness, job satisfaction, and care quality; and (5) formulate recommendations for improvement.
2. Methods
2.1. Study Design and Setting
A descriptive and analytical cross-sectional study was conducted from February to June 2025 at the Wangata General Referral Hospital (HGR Wangata) in Mbandaka, Équateur Province, Democratic Republic of the Congo. The hospital, originally established as the Ipeko health center and transformed into a general referral hospital around 2012, serves as a key healthcare facility for the Mbandaka health zone. It is geographically bounded by Bokungu Avenue (north), Makanza Avenue (south), the Notre Dame du Congo Catholic Church (west), and Akula Avenue (Ipeko cemetery, east).
2.2. Study Population and Sampling
The target population comprised all healthcare professionals providing direct or indirect patient care at HGR Wangata, including physicians, nurses, physiotherapists, laboratory technicians, and administrative staff. The total eligible population was 149 individuals.
A purposive (non-probability) sampling method was employed. Inclusion criteria were: (1) being officially assigned to the hospital by the appointment commission; (2) being recognized as a healthcare provider in one of the hospital departments; (3) not being on leave during the data collection period; and (4) providing voluntary informed consent. All 149 eligible individuals were included (exhaustive sampling), yielding a sample size of N = 149.
2.3. Data Collection Instrument and Procedure
Data were collected using a semi-structured, self-administered questionnaire developed by the research team. The questionnaire comprised 18 items across six sections: (1) sociodemographic identification (age, sex, marital status, profession, ethnicity, language spoken, seniority); (2) communication in the healthcare setting (channels, quality, transmission of information); (3) interprofessional relationships (collaboration, conflict frequency, respect); (4) impact of communication on quality of care; (5) strategies for improvement; and (6) open-ended suggestions.
A preliminary pre-test of the questionnaire was conducted at the same hospital with a small subset of staff not included in the final sample to ensure clarity and comprehension. The questionnaire was administered face-to-face by trained interviewers over a five-month period. Each participant was interviewed individually in a private setting.
2.4. Data Analysis
Data were entered into Microsoft Excel and analyzed using SPSS version 20 (IBM Corp., Armonk, NY, USA). Descriptive statistics (frequencies, percentages) were computed for all variables. Bivariate analyses employed Pearson's Chi-square test (χ²) or Fisher's exact test (where expected cell counts were <5) to examine associations between independent variables (age, sex, marital status, profession, ethnicity, language, seniority) and the primary dependent variable (opinion on interprofessional relationships: favorable vs. unfavorable). Statistical significance was set at p < 0.05.
2.5. Ethical Considerations
Ethical approval was obtained from the hospital administration (Directorate of Wangata General Referral Hospital). All participants received a clear explanation of the study objectives, the voluntary nature of participation, and their right to withdraw at any time without consequence. Written informed consent was obtained prior to questionnaire administration. Confidentiality and anonymity were guaranteed; no identifying information was collected, and results are presented in aggregated form only.
3. Results
3.1. Sociodemographic Characteristics of Participants
A total of 149 healthcare professionals participated in the study (response rate: 100%). Table 1 presents the sociodemographic characteristics.
Table 1
*Sociodemographic Characteristics of Participants (N = 149)*
	Characteristic
	Category
	Frequency (n)
	Percentage (%)

	Age (years)
	24–29
	19
	12.8

	
	30–34
	24
	16.1

	
	35–39
	38
	25.5

	
	40–44
	26
	17.4

	
	≥45
	42
	28.2

	Sex
	Male
	80
	53.7

	
	Female
	69
	46.3

	Marital status
	Single
	25
	16.8

	
	Married
	99
	66.4

	
	Divorced
	19
	12.8

	
	Widowed
	6
	4.0

	Professional category
	Physician
	24
	16.1

	
	Nurse
	82
	55.0

	
	Laboratory technician
	13
	8.7

	
	Manager
	18
	12.1

	
	Other
	12
	8.1

	Ethnicity
	Ekonda
	69
	46.3

	
	Ngombe
	24
	16.1

	
	Mongo
	39
	26.2

	
	Makutu
	17
	11.4

	National language spoken
	Kikongo
	35
	23.4

	
	Tshiluba
	10
	6.7

	
	Lingala
	95
	63.7

	
	Swahili
	9
	6.0

	Seniority (years)
	3–5
	25
	16.8

	
	6–8
	30
	20.1

	
	9–11
	24
	16.1

	
	12–14
	18
	12.1

	
	≥15
	52
	34.9


The sample was predominantly adult, with over half (71.1%) aged 35 years or older. There was a slight male predominance (53.7%). The majority were married (66.4%) and nurses (55.0%). Ethnically, the Mongo group was most represented (46.3%), and Lingala was the dominant language (63.7%). Nearly 35% had 15 years or more of professional seniority.
3.2. Perceptions of Interprofessional Relationships
Overall, 54.4% of respondents held an unfavorable opinion of interprofessional relationships at the hospital, while 45.6% had a favorable opinion (Table 12 in original). Regarding interpersonal relationships with colleagues, 55.0% rated them as good, while 45.0% rated them as poor (Table 16). Relationships with supervisors were perceived more positively: 63.1% rated them as good, compared to 36.9% as poor (Table 17).
3.3. Communication Modes and Quality
The primary language of communication was Lingala (63.7%). The main mechanisms of engagement in the hospital were personal application (62.4%) and recommendation (33.6%) (Table 9). Work schedules were considered adapted by 50.3% and non-adapted by 49.7% (Table 10), suggesting substantial dissatisfaction with working hours.
3.4. Determinants of Conflict and Incidents
The main determinants of interprofessional conflict cited by respondents were: other forms of discrimination (34.9%), jealousy (20.1%), tribalism (16.8%), incompetence (16.1%), and gossip (12.1%) (Table 13). Reported incidents during care provision included: other incidents (including needle-stick injuries, 34.8%), disputes (28.9%), theft of materials (22.9%), and breakages (13.4%) (Table 14).
Regarding reasons for relationship deterioration, gossip (42.3%) and tribalism (37.6%) were the most frequently cited (Table 18).
3.5. Patient Satisfaction
Respondents were nearly equally divided on whether patients found satisfaction with care: 50.3% believed patients were not satisfied, while 49.7% believed they were satisfied (Table 15). This near-equipoise suggests significant room for improvement in care quality.
3.6. Bivariate Associations with Opinion on Interprofessional Relationships
3.6.1. Age
A statistically significant association was found between age and opinion on interprofessional relationships (Fisher's exact test, p < 0.05). Notably, all respondents aged 35–39 years (100%) held an unfavorable opinion, while those aged ≥45 years were the most favorable (44.1% of all favorable opinions) (Table 19).
3.6.2. Sex
Sex was significantly associated with opinion (p < 0.05). Men were more likely to hold favorable opinions (73.5% of favorable opinions), while women were more likely to hold unfavorable opinions (63.0% of unfavorable opinions) (Table 20).
3.6.3. Marital Status
Marital status was significantly associated with opinion (Fisher's exact test, p < 0.05). Married persons constituted the largest group of unfavorable opinions (77.8%), while divorced and widowed persons expressed exclusively favorable opinions (Table 21).
3.6.4. Professional Category
Professional category was not significantly associated with opinion (χ² = 5.865, df = 4, p = 0.209). However, nurses (who made up 55% of the sample) expressed the most unfavorable opinions (63.0%), while physicians and managers expressed relatively more favorable views (Table 22).
3.6.5. Ethnicity
Ethnicity was significantly associated with opinion (χ² = 11.146, df = 3, p = 0.011). The Mongo ethnic group expressed the most favorable opinions (38.2% of favorable opinions), while the Ekonda group expressed the most unfavorable opinions (55.6% of unfavorable opinions) (Table 23).
3.6.6. Language Spoken
National language spoken was significantly associated with opinion (χ² = 10.354, df = 3, p = 0.015). Lingala speakers expressed the most favorable opinions (57.4% of favorable opinions), while Kikongo speakers expressed the most unfavorable opinions (40.7% of unfavorable opinions) (Table 24).
3.6.7. Seniority
Seniority was significantly associated with opinion (χ² = 14.013, df = 4, p = 0.005). Those with ≥15 years of seniority expressed the most favorable opinions (45.6% of favorable opinions), while those with 3–5 years and 9–11 years expressed predominantly unfavorable opinions (Table 25).
Table 26
Summary of Bivariate Associations with Opinion on Interprofessional Relationships
	Variable
	Test statistic
	df
	p-value
	Conclusion

	Age
	Fisher's exact
	–
	<0.05
	Significant

	Sex
	Fisher's exact
	–
	<0.05
	Significant

	Marital status
	Fisher's exact
	–
	<0.05
	Significant

	Professional category
	χ² = 5.865
	4
	0.209
	Not significant

	Ethnicity
	χ² = 11.146
	3
	0.011
	Significant

	Language spoken
	χ² = 10.354
	3
	0.015
	Significant

	Seniority
	χ² = 14.013
	4
	0.005
	Significant


4. Discussion
This study provides the first empirical assessment of communication and interprofessional relationships at Wangata General Referral Hospital in Mbandaka, DRC. The findings reveal a concerning picture: over half (54.4%) of healthcare workers hold an unfavorable view of interprofessional relationships, and patient satisfaction is perceived as inadequate by half of the respondents.
4.1. Prevalence and Nature of Communication Problems
The finding that 54.4% of respondents have an unfavorable opinion of interprofessional relationships is consistent with prior research in similar low-resource settings. Ngo Bebe (2018) emphasized that workplace relationships are a critical determinant of staff performance and retention. The present study confirms that communication failures are not merely anecdotal but systemic at HGR Wangata.
The high proportion of nurses expressing unfavorable opinions (63.0%) is particularly concerning, given that nurses constitute the largest professional group (55.0%) and are at the frontline of patient care. This finding aligns with international literature showing that nurses often bear the brunt of hierarchical communication barriers and interprofessional tensions (Bertrand Faure & Nicolas Arnaud, 2014).
4.2. Demographic and Social Determinants of Perceptions
Age and seniority showed a paradoxical pattern: younger staff (35–39 years) were universally dissatisfied, while older staff (≥45 years, ≥15 years seniority) were the most satisfied. This may reflect several phenomena. Older, more experienced workers may have developed coping mechanisms, built stronger informal networks, or become desensitized to chronic problems. Alternatively, as Dewey (n.d.) suggested, age-related cognitive and hormonal changes could influence behavior and perception. However, it is also possible that younger workers have higher expectations and less tolerance for dysfunctional communication patterns.
Sex differences were striking: men were significantly more likely to have favorable opinions (73.5% of favorable opinions), while women dominated unfavorable opinions (63.0%). This finding likely reflects gender dynamics in Congolese healthcare settings. Women may be more exposed to hierarchical abuses, experience more communication barriers, or be more sensitive to relational tensions. Psychologically, as noted by Omanyondo Ohambe (2018), hormonal fluctuations and cultural expectations may influence women's workplace experiences, though further research is needed.
Ethnicity and language were significantly associated with perceptions. The Mongo ethnic group and Lingala speakers expressed the most favorable opinions, while Ekonda and Kikongo speakers were the most dissatisfied. Given that Lingala is the dominant lingua franca in Équateur Province (63.7% of respondents), language proficiency may facilitate better communication and inclusion. Conversely, speakers of other languages (Kikongo, Tshiluba, Swahili) may experience marginalization or communication barriers. Tribalism was cited as a major cause of conflict (16.8% as a primary determinant, 37.6% as a reason for deterioration), confirming that ethnic favoritism undermines professionalism. This echoes observations by James R. Taylor and Elizabeth J. Van Every (2014) that informal organizations (tribal networks) can override formal organizational structures when management is weak.
Marital status showed that divorced and widowed persons were uniformly favorable, while married persons were predominantly unfavorable. This unexpected finding may reflect that divorced/widowed individuals, having experienced major life disruptions, may have different expectations or greater resilience. Alternatively, small sample sizes in these categories warrant cautious interpretation.
4.3. Professional Category: A Non-Significant Finding
Surprisingly, professional category was not significantly associated with opinion (p = 0.209). While nurses expressed the most unfavorable opinions, the lack of statistical significance suggests that communication problems cut across professional boundaries. This reinforces that poor communication is an organizational, not merely occupational, problem.
4.4. Determinants of Conflict and Patient Satisfaction
The identification of "other forms of discrimination" (34.9%), jealousy (20.1%), and tribalism (16.8%) as primary conflict drivers indicates that interpersonal tensions are deeply intertwined with social identities and perceived inequities. Gossip (42.3%) and tribalism (37.6%) as reasons for relationship deterioration further highlight the toxic informal communication patterns prevalent at the hospital.
The near-even split on patient satisfaction (49.7% favorable, 50.3% unfavorable) is alarming. Given that patient satisfaction is a key indicator of care quality, this finding suggests that communication failures between providers directly impact patient experience. As noted by Greenan and Guellec (1998), poor internal communication leads to fragmented care, delayed responses, and medical errors—all of which affect patient outcomes.
4.5. Strengths and Limitations
This study has several strengths. It is the first systematic assessment of interprofessional communication in this setting, with a large sample (N = 149) and high response rate (100%). The use of validated statistical tests and inclusion of diverse professional categories enhances generalizability within the hospital.
However, limitations must be acknowledged. The cross-sectional design precludes causal inference. The single-site setting limits generalizability to other Congolese hospitals. Self-reported data may be subject to social desirability bias, though anonymity was strictly maintained. The study did not include direct observation of communication behaviors or patient-reported outcomes, which could provide complementary data.
5. Conclusion
This study demonstrates that communication and interprofessional relationships at Wangata General Referral Hospital are largely inadequate, with over half of healthcare workers holding unfavorable opinions. Significant demographic and social factors—age, sex, marital status, ethnicity, language, and seniority—influence these perceptions, while professional category does not. The main drivers of conflict are discrimination, jealousy, and tribalism, with gossip and ethnic favoritism deteriorating relationships. Patient satisfaction is perceived as suboptimal by half of the respondents.
These findings confirm the alternative hypothesis (H1) that communication quality has a significant impact on interprofessional relationships, rejecting the null hypothesis (H0) of no impact.
Recommendations
Based on these findings, we recommend:
1. For healthcare providers: Engage in mutual support and judicious conflict management, prioritizing patient welfare and collegial respect over personal or tribal interests.
2. For hospital management: (a) Increase the frequency of interprofessional meetings and idea exchanges; (b) Establish a formal, confidential conflict resolution mechanism (mediation committee); (c) Implement anti-tribalism and anti-discrimination policies with clear consequences; (d) Provide regular communication skills training for all staff, with emphasis on respectful, non-violent communication.
3. For the health ministry and professional councils: Develop and disseminate national guidelines for interprofessional communication in Congolese hospitals, and integrate communication competencies into pre-service and in-service training curricula.
4. For future research: Conduct multicenter studies across several hospitals in Équateur Province, include direct observation of communication behaviors, and evaluate the impact of targeted communication interventions (e.g., daily huddles, structured handoff tools) on patient outcomes and staff satisfaction.
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