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ABSTRACT
Objective To evaluate the health-related quality of life
(HRQoL) of people in Fiji (n=128) undergoing heart valve
replacement (VR) surgery for rheumatic heart disease
(RHD), conducted by Open Heart International.
Methods Patients who had undergone surgery from
1991 to 2009 (n=72) and patients undergoing surgery for
the years 2010–2012 (n=56) were surveyed prospectively,
preoperatively and/or postoperatively (the mean follow-up
time 5.9 years) using the standard recall Short-Form 36,
V.2 (SF-36v2) HRQoL Survey.
Results The sample had a mean age of 26.7 years and
56% (n=72) were women. Preoperative HRQoL is impaired
but by early postoperative (1 year) there is significant
improvement across all domains (p<0.05) apart from
mental health (p=0.081). At mid-term (2 years), HRQoL
remained substantially improved from preoperative
measurement with mental health now significantly better
(p=0.028). However, compared with the early follow-up
outcomes, at mid-term physical function (p=0.001),
role–physical (p=0.002) and role–emotional (p=0.042)
domains significantly declined. By late follow-up
(>2 years), all HRQoL domains, except for mental health,
were significantly better than preoperative (p=0.066 ).
Predictors of less improved HRQoL included having an
isolated mitral valve replacement (MVR) (for six of eight
health domains, p<0.05), older age (three domains; role–
physical, vitality and bodily pain, p<0.05) and male gender
(in the role–emotional domain, p<0.05).
Conclusions This first investigation of the HRQoL of
people in a developing country after VR surgery for RHD
found significant improvement from surgery with this
improvement generally sustained. The lack of improvement
in mental health requires further exploration as does the
influence of an isolated MVR, age and gender.

INTRODUCTION
The Fiji Islands has the highest documented preva-
lence of rheumatic heart disease (RHD) in the
world and is one of many developing countries
where RHD continues to be a significant cause of
mortality and morbidity, particularly for young
people.1–6 RHD is a chronic condition caused by
changes to the heart valves that arise as sequela of
rheumatic fever.6–8 This abnormal valve morph-
ology and increasing cardiac workload lead to wor-
sening cardiac function often eventuating in a need
for heart valve replacement (VR) surgery.1 2 5 6 9 10

Over the past decade, primary and secondary RHD
prevention programmes, schoolchildren RHD
screening and a national RHD registry have been
implemented in Fiji.2 7 11 However, there remains

an absence of in-country capability to provide VR
surgery, with surgical options limited to govern-
ment or self-funded surgery overseas, or referral to
fly-in/fly-out volunteer humanitarian teams’ who
operate in country.11 12

Effectiveness of surgical interventions, such as VR
surgery, is traditionally measured on mortality and
morbidity outcomes with patient care structured to
predefined criterion for consistency in both the man-
agement of the condition and the reporting of
adverse outcomes.12 13 However, for the individual
patient, the impact of treatment/s on health-related
quality of life (HRQoL) is as an important compo-
nent of effectiveness, as is improvement in symptom-
atology, functional status and knowledge of mortality
and morbidity risk.1 4 Recognising this, the American
Heart Association (AHA) recently included HRQoL
evaluation as a strategic treatment-impact goal for
cardiovascular health.14 AHA defined HRQoL as the
“discrepancy between actual and desired functional
status and overall impact of health on well-being”.15

A review of literature was undertaken to identify
what was known about HRQoL before and after
mechanical VR surgery for younger people
(<65 years) with a secondary focus on HRQoL
outcomes after any VR surgery in developing coun-
tries.16 Eight papers were identified that focused on
younger people (<65 years of age), but few
attempted to identify predictors. The literature
review provided some limited information indicat-
ing that patients, who are younger, and women,
experience less improvement in HRQoL.16–18

There was a complete absence of published data
investigating HRQoL outcomes for people before
and/or after VR surgery in developing countries.16

Thus, this study was implemented with dual aims:
to evaluate the HRQoL of people in Fiji who
undergo VR surgery for RHD, conducted by Open
Heart International (OHI), Fiji, preoperative and
postoperative at early-term, mid-term and late-term
follow-up time points; and to identify the inde-
pendent predictors of postoperative HRQoL.

METHODS
Design
This study was of a mixed design with retrospective
and prospective recruitment of patients but pro-
spective application of the HRQoL instrumentation
at all time points.

Patients
The study methods have been described else-
where,19 but briefly, all surviving and contactable
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OHI patients who had VR surgery for RHD in the years 1991–
2009, and all patients undergoing surgery during 2010–2012,
and aged 12 years or older at the time of survey, were eligible
and contacted for inclusion in this study. National and
Institutional Human Research Ethics Committee approval was
obtained in Australia and Fiji, prior to commencement of the
study. All patients were contacted and agreed to participate.
Informed consent was obtained before inclusion.

Setting
The OHI surgical team undertakes VR surgery at the Colonial
War Memorial Hospital (CWMH), the national referral hospital
located in Suva, Fiji.20 Patients are referred by local physicians
and screened by an OHI cardiologist 2 months prior to the
planned surgical intervention.

Data collection
Sociodemographic information, New York Heart Association
(NYHA) functional score, mortality, morbidity, additional
patient contact information and number and timing of HRQoL
evaluation/s were recorded at the time of HRQoL survey admin-
istration, during six field trips to Fiji over a 3-year period from
April 2010 through April 2013. The Australian version of the
Short-Form 36, V.2 (SF-36v2) HRQoL Survey20 was adminis-
tered in-person to preoperative participants the day before VR
surgery and at 1 year postoperative for the years 2010–2012.
Contact with patients who had surgery from 1991 through
2009 was initiated via phone or face-to-face during the OHI
advance screening trips, at routine cardiac outpatient clinics at
three major metropolitan referral centres or at general health
clinics in regional and divisional hospitals on the two main
islands, Viti Levu and Vanua Levu. Visits were made to the last
known villages of former patients and familial and friendship
networks were used to optimise patient follow-up. The HRQoL
surveys were interviewer-administered.

Quality of life assessment
The SF-36 is the most commonly used HRQoL instrument
worldwide14 15 21 22 and is designed to offer a concurrent meas-
urement of physical and mental health status. It comprises 36
specific questions, which are weighted and aggregated to con-
struct eight health domains: physical function; role limitations
due to physical health (role–physical); bodily pain; general
health; energy/fatigue (vitality); social function; role limitations
due to emotional problems (role–emotional) and mental
health.22 The English-language version of the SF-36v2 is com-
monly referred to as the ‘international version’ due to substan-
tial improvements in item wording and terminology from the
original SF36.22 It comes in standard (4-week recall) and acute
(1-week recall) versions with the standard version used in this
study.22

Raw scores on the SF-36 range from 0 to 100, with lower scores
indicating worse HRQoL. Published data tables of normative
scores for raw data can be used to interpret results and are referred
to as a ‘reference population’.22 The Pacific Islander SF-36 mean
scores from The National New Zealand (NZ) Health Survey were
used as the reference population for this study.23

Clinically important differences for 0–100 scoring, when
comparing between studies, are determined using the Statistical
Power Analysis tables provided in the SF-36v2 manual. These
provide a minimum sample size and associated mean point-
score, by domain, necessary for a clinically important difference
and enable evaluation of differences in mean domain scores

between two separate groups, in this context, comparing this
study data with the NZ Pacific Islander reference population.22

The official language of Fiji is English; however, there was an
absence of published information on the use of any version of
the SF-36 in Fiji. Therefore, prior to commencement of this
study, the SF-36v2 was piloted on 20 RHD and VR patients in
Fiji. Minor issues in understanding of vernacular were encoun-
tered, including ‘pep’ and examples of the activities on the ques-
tion “Moderate activities, such as bowling, vacuuming, playing
golf”, because these are not everyday experiences for most
Fijian people. Written authorisation was obtained from the
SF-36v2 international licenser24 to instead substitute “Moderate
activities, such as moving a table, sweeping the floor, swimming,
or gardening”. Internal consistency reliability (Cronbach’s
alpha) of the SF-36v2 scores was high: preoperative 0.893;
1 year 0.769; 2 years 0.900; >2 years 0.869.

Statistical analysis
Comparisons of patient characteristics between recruited and
not-recruited groups were performed using the χ2 test or
Fisher’s exact test for categorical variables and independent
samples t test for continuous variables. A paired t test was used
to analyse change in SF-36v2 domain scores from the preopera-
tive survey to the 1-year postoperative survey. Independent
samples t test was used to compare the 2-year and greater than
2-year HRQoL measures with the preoperative measures. For
longitudinal analysis, the generalised estimating equations (GEE)
model was used to determine the relative influence of independ-
ent predictors of SF-36v2 domain scores. The GEE models all
included the following independent variables: gender, valve
location, survey time point and, age at the time of surgery.
A p value <0.05 was considered to indicate statistical signifi-
cance for all analyses. Statistical analyses were conducted using
IBM SPSS Statistics (V.18).25

RESULTS
Patient selection
One hundred and eighty-three patients had VR surgery for
RHD by OHI from 1991 to 2012 (figure 1). Of these, all 128
surviving and contactable patients were enrolled in the study.
Participants were surveyed preoperative (n=51), and at 1 year
postoperative (n=39), and/or at 2 years (n=19), or greater than
2 (n=53) years, postoperative. Of the non-recruited (n=55)
patients, 39 (71%) had died and 16 (29%) were unable to be
contacted. The recruited and non-recruited patients differed sig-
nificantly on gender with more women among the non-recruited
(p=0.024), but there were no significant differences by age
(p=0.485) or valve location (p=0.249).

Patient characteristics
The mean age of the sample was 26.7 years (SD=12.4, range
12–55 years), just over half were women (56%, n=72) and the
majority were indigenous Fijian (62%, n=79). Most participants
lived in regional (n=50) or rural (n=28) areas with a minority
(n=14) residing on islands away from the mainlands. At pre-
operative measurement, two-thirds had NYHA functional class
of II, or worse. The most common procedure conducted was
isolated mitral valve replacement (MVR) (56%, n=71) followed
by isolated aortic valve replacement (AVR) (19%, n=25) with
the remainder (25%, n=32) having two or more valves replaced
(table 1).
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HRQoL outcomes
Preoperative
Preoperative, there was considerable variation between the
HRQoL mean domain scores. The least impacted (ie, highest
scoring) domains were bodily pain, role–emotional and mental
health and the most impacted (ie, lowest scoring) domains were
general health, role–physical and physical function (table 2).
However, all mean domain scores were much lower than the
reference population (figure 2). Bodily pain and mental health
were the domains that scored closest to the reference population

with general health physical function and role–physical nega-
tively scoring the furthest away from the reference population
(figure 2).

All early postoperative (1 year) HRQoL domain mean scores
showed improvement (table 2). These changes were significant
for seven of the eight domains (p≤0.002) with mental health
being the exception (p=0.081). When compared with the refer-
ence population, early postoperative HRQoL was substantially
higher in all domains except mental health which matched the
reference population.

Mid-term postoperative (2 years)
At mid-term (2 years), postoperative HRQoL significantly
improved from preoperative measurement in seven of eight
domains, including mental health (p=0.028), with the domain of
bodily pain no longer showing significant improvement
(p=0.134) (table 2). However, when the mid-term postoperative
HRQoL scores were compared with the early postoperative
HRQoL scores, there was a substantial decrease in role–physical
(91.66 to 74.32, p=0.001), role–emotional (91.66 to 78.95,
p=0.031) and physical function (95.77 to 85.52, p=0.013).
When compared with the reference population, mid-term post-
operative HRQoL scores were higher in four domains and
matched in four domains, but the differences in scores did not
reach a clinically important level22 (figure 2).

Late postoperative (greater than 2 years)
Late postoperative HRQoL was measured at a mean of 6.7 years
(SD=4.2 years, range 2.5–19 years). Compared with preopera-
tive measurement, the majority of domains (seven of eight)
showed significant improvement, but not the mental health
domain (p=0.066) (table 2). When late postoperative HRQoL
scores were compared with mid-term scores, there was no sig-
nificant difference between these time periods in any domain.
Comparison with the reference population showed late HRQoL
was higher in the domains of physical function and role–
physical and lower in the domains of general and mental health,
but the differences in scores did not reach a clinically important
level22 (figure 2).

Figure 1 Health-related quality of life recruitment and survey flow diagram for patients who had valve replacement surgery for rheumatic heart
disease in Fiji.

Table 1 Sample characteristics n=128

Gender n (%)

Male 56 (44)
Female 72 (56)
Ethnicity
Indigenous Fijian 79 (62)
Indo-Fijian and Other 49 (38)

Valve position
Mitral 71 (56)
Aortic 25 (19)
Mitral+Aortic 22 (17)
Mitral±Aortic and tricuspid ring annuloplasty 10 (8)

Preoperative NYHA class
NYHA I 37 (29)
NYHA II 50 (39)
NYHA III 32 (25)
NYHA IV 9 (7)

Preoperative residential location
Metropolitan 36 (28)
Regional 50 (39)
Rural 28 (22)
Island other than Viti Levu/Vanua Levu 14 (11)

Age in years at the time of surgery Mean (SD)
26.66 (12.48)

NYHA,New York Heart Association.
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Independent predictors of HRQoL
GEE modelling was used to determine the factors associated
with the SF-36v2 domain scores over time (tables 3 and 4).
Postoperative time was the single most consistent, independent,
predictor of positive change in HRQoL from the preoperative
scores, although these changes were not linear across all time
points. At 1 year postoperative, there was a statistically signifi-
cant improvement across all domains of HRQoL (range: 19–49
points, p<0.001) except for mental health (p=0.962). At
2 years postoperative, there was a statistically significant
improvement (range: 16–27, p<0.005) in four of the eight
domains (physical function, role–physical, general health and
vitality), but this time point was a predictor of less improvement

(−10, p=0.019) in mental health. Postoperative time exceeding
2.5 years independently predicted positive change (range:
14–41, p<0.02) in all domains except bodily pain and mental
health.

The location of the VR was also an important predictor of
HRQoL. In comparison with an isolated MVR, all other valves
led to better HRQoL in the domains of physical function and
general health (range: 11–17, p<0.05). This was less consistent
in the other domains. An isolated AVR independently predicted
improvement (range: 9–16, p<0.036) in all domains apart from
role–physical and bodily pain compared with isolated MVR.
Tricuspid valve involvement independently predicted improve-
ment in general health of 15 points higher than isolated MVR

Table 2 HRQoL SF36 mean domain scores over time (n=128)

Preoperative Early-term Mid-term Late-term

(n=51)
(1 year)
(n=39)

(2 years)
(n=19)

(>2 years)
(n=53)

Domains Mean (SD) Mean (SD) p Value* Mean (SD) p Value† Mean (SD) p Value‡

Physical function 51.18 (31.66) 95.77 (10.91) 0.001 85.52 (19.64) 0.001 87.83 (18.77) 0.001
Role–physical 47.30 (34.74) 91.66 (16.18) 0.001 74.32 (21.94) 0.002 79.95 (27.91) 0.001
Bodily pain 69.02 (27.45) 88.82 (13.99) 0.002 79.37 (24.18) 0.134 79.36 (25.53) 0.028
General health 38.63 (25.27) 88.43 (13.98) 0.001 81.74 (13.48) 0.001 72.77 (23.23) 0.001
Vitality 52.20 (23.84) 74.04 (12.87) 0.001 71.70 (13.23) 0.001 68.16 (15.90) 0.001
Social function 59.07 (29.80) 89.74 (13.71) 0.001 84.87 (13.24) 0.001 82.07 (25.89) 0.001
Role–emotional 64.70 (26.90) 91.66 (18.44) 0.001 78.95 (24.43) 0.042 79.09 (26.83) 0.011
Mental health 64.61 (16.79) 73.85 (16.48) 0.081 74.47 (15.52) 0.028 71.98 (19.67) 0.066

*Paired sample t test for change from preoperatively to 1 year postoperatively.
†Independent samples t test for change from preoperatively to 2 years postoperatively.
‡Independent samples t test for change from preoperatively to greater than 2 years postoperatively.

Figure 2 Health-related quality of life domain scores over time, for patients who had valve replacement surgery for rheumatic heart disease in Fiji.
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Table 3 Independent predictors of HRQoL for physical function, role–physical, bodily pain and general health

Parameter B

Physical function 95% CI

B

Role–physical 95% CI

B

Bodily pain 95% CI

B

General health 95% CI

Lower
Upper p Value

Lower
Upper p Value

Lower
Upper p Value

Lower
Upper p Value

(Intercept) 43.49 (31.76 to 55.21) 0.01 51.61 (36.18 to 67.05) 0.01 79.15 (67.06 to 91.24) 0.01 34.73 (22.33 to 47.14) 0.01
Male 0* 0* 0* 0*
Female 3.59 (−3.79 to 10.98) 0.34 6.30 (−2.51 to 15.11) 0.16 1.42 (−6.20 to 9.04) 0.72 4.90 (−2.22 to 12.01) 0.18
Mitral 0* 0* 0* 0*
Tricuspid and Other 12.62 (−0.13 to 25.36) 0.05 −14.28 (−29.15 to 0.60) 0.06 −7.30 (−21.18 to 6.59) 0.30 15.24 (4.00 to 26.47) 0.01
Aortic and Mitral 11.61 (0.20 to 23.01) 0.05 4.38 (−7.17 to 15.94) 0.46 −6.00 (−17.98 to 5.97) 0.33 17.47 (8.53 to 26.41) 0.01
Aortic 16.14 (8.05 to 24.23) 0.01 10.90 (0.59 to 21.21) 0.04 3.51 (−4.76 to 11.78) 0.41 13.78 (4.82 to 22.73) 0.01
Baseline 0* 0* 0* 0*
>2 years post 40.93 (31.72 to 50.14) 0.01 32.61 (20.97 to 44.26) 0.01 9.58 (0.24 to 18.92) 0.04 28.96 (19.72 to 38.20) 0.01
2 years post 23.31 (8.92 to 37.69) 0.01 27.66 (14.57 to 40.75) 0.01 0.98 (−3.93 to 5.88) 0.70 17.29 (5.36 to 29.23) 0.01
1 year post 49.38 (41.43 to 57.32) 0.01 43.99 (34.32 to 53.66) 0.01 18.98 (10.63 to 27.34) 0.01 38.10 (28.79 to 47.42) 0.01
Age at Op −0.18 (−0.49 to 0.13) 0.26 −0.38 (−0.70 to -0.05) 0.03 −0.30 (−0.59 to −0.02) 0.04 −0.02 (−0.33 to 0.29) 0.91

*Reference category.

Table 4 Independent predictors of HRQoL for vitality, social function, role–emotional and mental health

Parameter B

Vitality 95% CI

B

Social function 95% CI

B

Role–emotional 95% CI

B

Mental health 95% CI

Lower
Upper p Value

Lower
Upper p Value

Lower
Upper p Value

Lower
Upper p Value

(Intercept) 62.26 (52.70 to 71.82) 0.01 55.34 (41.88 to 68.80) 0.01 60.64 (48.11 to 73.17) 0.01 59.79 (49.61 to 69.98) 0.01
Male 0* 0* 0* 0*
Female −3.49 (−8.91 to 1.92) 0.21 4.06 (−3.77 to 11.89) 0.31 12.92 (5.44 to 20.40) 0.01 5.46 (−0.56 to 11.48) 0.08
Mitral 0* 0* 0* 0*
Tricuspid and Other 2.71 (−4.36 to 9.79) 0.45 12.11 (−1.50 to 25.72) 0.08 −14.20 (−28.28 to −0.12) 0.05 6.09 (−2.39 to 14.56) 0.16
Aortic and Mitral 7.05 (−0.81 to 14.92) 0.08 4.79 (−7.48 to 17.07) 0.44 4.87 (−5.48 to 15.22) 0.36 4.71 (−4.41 to 13.83) 0.31
Aortic 4.51 (−2.68 to 11.69) 0.22 16.79 (8.61 to 24.97) 0.01 10.03 (1.28 to 18.77) 0.03 8.56 (0.55 to 16.58) 0.04
Baseline 0* 0* 0* 0*
>2 years post 15.19 (8.35 to 22.03) 0.01 19.36 (8.93 to 29.79) 0.01 13.77 (3.77 to 23.76) 0.01 2.84 (−4.44 to 10.12) 0.45
2 years post 16.13 (11.01 to 21.26) 0.01 6.61 (−3.80 to 17.02) 0.21 10.68 (−0.89 to 22.26) 0.07 −10.17 (−18.64 to −1.69) 0.02
1 year post 21.36 (16.09 to 26.64) 0.01 22.68 (13.73 to 31.63) 0.01 24.98 (17.04 to 32.92) 0.01 0.19 (−7.53 to 7.90) 0.96
Age at Op −0.37 (−0.59 to −0.15) 0.01 0.01 (−0.33 to 0.33) 1.00 −0.19 (−0.52 to 0.15) 0.27 0.10 (−0.14 to 0.34) 0.43

*Reference category.
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(p=0.008) but worse perception in role–emotional (−14,
p=0.048).

Age was found to have a significant impact on three of the
eight HRQoL domains. Age independently predicted worse
postoperative HRQoL in the domains of role–physical
(p=0.025), bodily pain (p=0.038) and vitality (p=0.001): for
every year increase in age, there was a one-third point decrease
in the HRQoL in these areas. Gender was a significant predictor
only in the role–emotional domain, where men had an average
of 13 points less improvement than women (p=0.001).

DISCUSSION
These findings represent the first investigation of the HRQoL
for people after VR surgery for RHD in a developing country
and revealed that preoperative HRQoL is considerably impaired
prior to surgery but improves substantially following surgical
intervention. Importantly, the positive impact on HRQoL
experienced after VR surgery is sustained over time in most
HRQoL domains. A number of factors were identified in this
study that independently predicted change in HRQoL. Of these,
time since surgery, mitral valve location and age predicted
change in three or more HRQoL domains.

One year following surgery, while significant improvement was
present in seven domains, all eight domain mean scores matched,
or exceeded, those of the normal NZ Pacific Islander reference
population.22 23 These positive findings contrast to outcomes of
a similarly timed investigation of preoperative and postoperative
HRQoL in an Australian sample.26 Elliott et al,26 found that
while undergoing major cardiothoracic surgery resulted in sub-
stantial improvement in HRQoL, all of the postoperative
HRQoL scores remained significantly impaired when compared
with their normal reference population. It is possible that the
absence of cardiac surgical options in Fiji and (often) a lengthy
period of ill-health prior to surgery may engender an initial
enhanced perception of postoperative HRQoL compared with
people living with freely available medical and surgical resources
and consequently, different expectations following surgery.

It is clear from this research that the period between early-
term and mid-term postoperative (1 and 2 years) is a time where
patients may benefit from additional support. While positive
outcomes continued through to mid-term (2 years), there was as
a decline in mental health from preoperative measurement.
Additionally, compared with the early (1 year) postoperative
measures, HRQoL significantly decreased in the domains of
physical function, role–physical and role–emotional. As HRQoL
perception is relative, the decline in these domains may be
related to ‘recovery–adaptation–reality’ in that people having
survived the surgery have now also experienced 2 years of living
with the lifelong health management requirements associated
with a mechanical valve6 19 Aspects of mechanical VR health
management, in developing countries like Fiji, are often onerous
and time-consuming.27 For instance, monitoring and regulating
anticoagulant medication require monthly clinic visits. Unlike
developed countries where appointments are made and time
investment is relatively brief, clinic visits in Fiji typically take up
a large portion of a day through travel and waiting time: to see
the nurse, have venepuncture, obtain results, consult the doctor
and attend pharmacy for dispensing of medication prescriptions.
Such regular absences from a job, in a country where unemploy-
ment affects more than one-third of people, can substantially
affect obtaining and maintaining employment.27 28

Late (>2 years postoperative) HRQoL results show an appar-
ent resolution of the aspects that have influenced the outcomes at
the mid-term time point as comparison between mid-term and

long-term showed HRQoL improvement in six of eight domains.
However, as the late postoperative HRQoL surveys were
once-only measures and consequently are not the same people as
at mid-term, the apparent resolution may not be reflective of
reality. Nonetheless, these late HRQoL outcomes compare
favourably with a similar aged sample of VR patients in Germany
evaluated for late HRQoL.29 The late HRQoL scores for Fijian
sample in this current study were congruent with Aicher et al,29

outcomes across all domains with general health (mean 57 vs 72)
and vitality (mean 52 vs 68) exceeding the scores of Aicher
et al29 sample at a clinically significant level.22

An isolated MVR as a predictor of less improved post-
operative HRQoL has not previously been identified in the lit-
erature but is not an altogether unexpected finding. This is
because mitral stenosis (MS) (as opposed to mitral regurgitation)
is often indicative of more advanced RHD and consequently,
the likelihood of a worse physical and emotional state is plaus-
ible.6 30 Importantly, an increased incidence of atrial fibrillation
(AF) occurs in the presence of MS with approximately 60% of
people with MS valves aged between 21 and 50 years of age
diagnosed with AF.31 32 Living with AF, even if asymptomatic, is
known to negatively impact on HRQoL,33 but it remains
unknown if the AF HRQoL effect is isolated, or multiplicative,
in the presence of RHD MS. As data on AF and the specifics of
individual valvular disease were absent from patient records, it
was impossible to determine if MS and/or the concurrence of
AF are implicated as physiological reasons for this finding.
Further investigation is clearly indicated to better understand
why people undergoing isolated MVR have less improvement in
HRQoL than other isolated or combination valve locations.

Older age as an independent predictor of worsening HRQoL
over time was an unexpected finding. It is well recognised in
literature that older people generally perceive HRQoL as
better than younger people, including in cardiac patient
populations,34–36 due in part to the evolving expectations of life
that occur as people age.34 An explanation may lay in the fact
that age as an independent predictor in this current study is on
a scale so that for every year increase in age, there is a one-third
point reduction in perceived HRQoL but with a mean age of
27 years, ‘older age’ in this sample takes on a different perspec-
tive. Further research is required to better inform these findings.

Study limitations
The findings from this study may not be representative of all
patients having VR for RHD as the study only included one sur-
gical programme. The HRQoL measure (SF-36v2) is untested in
the Fijian population and requires further evaluation and as a
generic measure, additional questions or instrumentation explor-
ing the association between valve-specific health needs such as
anticoagulation monitoring, regular clinic attendance and RHD
prophylaxis on HRQoL is indicated to gain a greater under-
standing of how people in Fiji experience life after VR for
RHD. Additionally, data that may influence HRQoL such as AF,
disease severity (in the form of preoperative and postoperative
echocardiographic data and postoperative NYHA) and sociode-
mographic data such as resumption of schooling, return to work
or gaining of employment were not available or incomplete for
most patients.

CONCLUSION
Patients who receive VR surgery for RHD by OHI in Fiji experi-
ence substantial improvement in HLQoL. While these improve-
ments are generally sustained over time, we have identified a
need for support and for further investigation for patients
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between the early-term and mid-term time points; particularly
as mental health was identified as a concern at this time.
HRQoL is an important outcome of the effectiveness of any
intervention. Consequently, this research is the first step in
building a body of knowledge regarding HRQoL after VR
surgery for RHD, for younger people, in developing countries.
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