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In the preliminary analysis for the validity construc-
tion a moderately high factorability-Bartlett’s test was 
revealed (p <0.001) while the overall value of the Kaiser-
Meyer-Olkin test was 0.823. Cronbach’s alpha was high 
for the SRI-SS with a value of 0.86, showing high inter-
nal consistency. Three of the sub-components exhibited 
Cronbach’s alpha greater than 0.7, whereas the other four 
had lower scores, ranging between 0.461 and 0.622 (Ta-
ble 3). The results of EFA analysis with PCA implemen-
tation showed that one of the subscales (SRI-AX) could 
be presented by one factor, two factors were extracted 
for five of the subscales (SRI-SF, SRI-RC, SRI-SR, SRI-
PF, and SRI-AS) and finally, a three-factor solution came 
out for the remaining subscale (SRI-PW). For these new 
factors, the reproduced correlation matrix showed sig-
nificant differences from the original correlation matrix 
proving that the extracted components were significantly 
different in variance compared to the original subscales. 
PCA on the SRI-SS produced a one-factor construct with 
a variance of 54 %, which validated the preexisting one-
factor SRI-SS. Further investigation using CFA shows 
that five subscales (SRI-RC, SRI-PF, SRI-SF, SRI-AS, 
SRI-SR) could be represented by a two-factor model, one 
(SRI-AX) by one-factor and one (SRI-WB) using a three-
factor model. Because of the observed correlation be-
tween their factors, SRI-RC, SRI-PF, SRI-WB, and SRI-
SF multifactor models were rejected. SRI-AS showed a 
good fit both for two-factor and one-factor models, but 
SRI-SR showed the best fit with a two-factor model, due 
to negative correlation value for question 27, on the one-
factor model for SR scale (Table 4). 

Scores of the seven subscales and the SRI-SS for all 
patients are shown in Table 3. The lowest and the highest 
score were detected in the subscale SRI-PF and SRI-RC, 
respectively. A significant correlation was found between 
FEV1 and the following subscales: SRI-RC (r =0.366, p 
<0.001), SRI-PF (r =0.180, p =0.05), SRI-AX (r =0.246, 
p =0.007), and SRI-SF (r =0.281, p =0.002). In patients 
under HMV, SRI-SS score was higher than that of the 

LTOT group. Higher scores were observed in SRI-RC 
(71.2 ± 24.0 vs 69.3 ± 19.8, respectively) and lower scores 
in SRI-PF (49.9 ± 24.9 vs 50.4 ± 20.0, respectively). No 
statistically significant differences in total score as well 
as in subscale scores were observed between these two 
groups of patients. 

In COPD patients, SRI-SS score was lower than that 
of non-COPD patients, without significant difference. 
The highest and the lowest scores for both groups were 
identified for the subscales SRI-RC (65.1 ± 23.0 vs 75.3 
± 21.0, p =0.009) and SRI-PF (47.7 ± 23.0 vs 51.7 ± 21.5, 
p =0.305) respectively. Significant differences were also 
observed in SRI-AX and SRI-SF score (p =0.05) (Table 
5). Especially for COPD patients, lower values were ob-
served in all SRI scales with a significant difference in 
SRI-AX between the patients who received LTOT com-
pared to patients under HMV but without a difference in 
SRI-SS score (59.8 ± 3.7 and 52.7 ± 22.2, respectively).

Discussion
The SRI questionnaire is a valuable tool for assessing 

reliably HRQL of patients with CRF in Greece. Indeed, 
internal consistency in the SRI-SS for the Greek SRI was 
high (Cronbach’s alpha value at 0.86) and was compa-
rable to that of the original German version. On the other 
hand, there was a different range of Cronbach’s alpha 
value from the original SRI version, with values <0.7 
in some scales. Three of the Greek SRI scales (SRI-RC, 
SRI-AX, SRI-SF) had a good consistency (Cronbach’s 
alpha values higher than 0.7) as well, whereas SRI-PF, 
SRI-AS, SRI-SR, and SRI-WB scales produced lower 
values. Nevertheless, this does not compromise the integ-
rity of the Greek SRI since the results are validated by the 
whole statistical analysis and similar results have been 
produced by other studies. Indeed, lower values than the 
German version have been reported in the Japanese ver-
sion in SRI-AS16, the Spanish in SRI-SR12, the Norwe-
gian and Portuguese in SRI-AS and SRI-SR scales15,18. 
Results of the PCA on the SRI-SS produced a one-factor 
construct, which validates the preexisting one-factor SRI-

Table 1: Demographic and pulmonary function testing 
characteristics of the 136 chronic obstructive pulmonary 
disease (COPD) and non-COPD patients.

COPD non-COPD

Number 65 (47.8 %) 71 (52.2 %)
Age (years) 70.9 ± 9.8 65.8 ± 9.8

BMI (kg/m2) 31.2 ± 7.9 36.1 ± 8.6

FEV1 (% predicted) 37.1 ± 16 54.2 ± 19

FVC (% predicted) 52.6 ± 18.8 57.9 ± 19.5

PaO2 (mmHg) 55.6 ± 4.2 62.5 ± 4.6

PaCO2 (mmHg) 42.3 ± 3.4 43.2 ± 3.6

Values are given as means ± standard deviation or number of patients 
(percentage in brackets), COPD: chronic obstructive pulmonary 
disease, BMI: body mass index, FEV1: forced expiratory volume 
in the first second, FVC: forced vital capacity, PaO2: oxygen partial 
pressure, PaCO2: carbon dioxide partial pressure.

Table 2: Demographic and pulmonary function testing 
characteristics in chronic obstructive pulmonary disease 
patients under long term oxygen therapy (LTOT) and home 
mechanical ventilation (HMV).

LTOT LTOT+HMV p

Number 46 (70.8 %) 19 (29.2 %)
Age (years) 71.6 ± 9.3 69.1 ± 11.4 0.200
BMI (kg/
m2) 29.9 ± 7.4 34.6 ± 8.4 0.009
FEV1 (% 
predicted) 38.0 ± 16.0 34.2 ± 17.7 0.105

FVC (% 
predicted) 54.5 ± 17.2 46.9 ± 22.9 0.079

Values are given as means ± standard deviation or number of patients 
(percentage in brackets), LTOT: long-term oxygen therapy, HMV: 
home mechanical ventilation, BMI: body mass index, FEV1: forced 
expiratory volume in the first second, FVC: forced vital capacity.


