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Health-related studies of spirituality are threatened by the lack of conceptual distinc-
tions between religion and spirituality, the use of small, nongeneralizable samples,
and by measurement error in many instruments that unreliably and invalidly capture
this domain. The authors review the construct and validity evidence for the Spiritual-
ity Index of Well-Being (SIWB), an instrument designed to measure a dimension of
spirituality linked to subjective well-being in patient populations. The SIWB was
developed using qualitative research methods and subsequently conceptualized with
two dimensions; self-efficacy and life scheme. Primary psychometric data from three
sample populations are reviewed and summarized. A secondary, confirmatory factor
analysis, using pooled data from all samples, supports the theoretical two-factor
structure. In addition, SIWB scores correlate more strongly with established mea-
sures of well-being than the Spiritual Well-Being Scale (SWB) or other recognized
religiosity instruments. The SIWB is a valid and reliable instrument that can be used
in health-related studies.
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There is ongoing interest in examining the association of religion and
spirituality with health-related outcomes (Koenig, McCullough, and
Larson 2001). A series of articles in the late 1980s suggested that
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morbidity and mortality rates varied by religious denomination and
that high levels of involvement with religious activities were associ-
ated with better overall health status (Jarvis and Northcott 1987; Levin
and Vanderpool 1987; Troyer 1988). Although health status has
become a more recent, specific outcome of interest, one literature
review found an inconsistent relationship between religiosity and per-
ceived health, limited by a failure to control for known covariates of
self-reported health (Musick 1996). In addition to confounding, two
additional methodological shortcomings continue to threaten the
validity of studies of religiosity, spirituality, and health outcomes: the
use of small, nongeneralizable samples and the lack of valid and reli-
able instruments that reliably measure spirituality and/or religiosity
(Sloan, Bagiella, and Powell 1999).

In considering measurement, conceptual distinctions between reli-
gion and spirituality, and the operationalization of constructs that reli-
ably capture these domains, are critical in studies that examine health
outcomes (George et al. 2000). Religion or religiosity has been
viewed as the various organized, individual, and attitudinal manifesta-
tions of different faith traditions (Wulff 1997). There are many mea-
sures that gauge multiple dimensions of religiosity (Hill and Hood
1999); however, it remains unclear if these instruments are useful in
studies of individual or population health. To address the lack of valid
and reliable measures of religiosity and spirituality in health care set-
tings, a group sponsored by the National Institute on Aging (NIA) and
the Fetzer Institute was convened to identify appropriate measures for
specific research objectives and to conceptualize the relationships
between the measured concepts and health (Ory and Lipman 1998).
The output of this work has led to a multidimensional measure of reli-
gion and spirituality for use in health research that was embedded in
the 1998 General Social Survey (Idler et al. 2003). This instrument
has demonstrated satisfactory psychometric properties in a general
population; however, the majority of its items measure religiosity
domains, such as private religious practices, religious support, and
religious history rather than spirituality (Fetzer Institute and National
Institute on Aging 1999). In addition, despite the contribution from
prominent social scientists and health service researchers, the
measure is not contextually sensitive to a patient and health care
perspective.
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The importance of context cannot be overstated as spirituality has
become an accepted part of contemporary American culture
(Wuthnow 1998) and by extension, part of the patient experience of
health and illness as well (Koenig 2002). The health-related quality-
of-life (HRQOL) field offers a framework to view spirituality within a
health care context and from the patient perspective. HRQOL studies
highlight the centrality of assessing patient experiences, beliefs,
expectations, and perceptions in understanding health (Testa and
Simonson 1996). One conceptual model of HRQOL locates the gen-
eral perception of health as a subjective variable that directly affects
overall quality of life (Wilson and Cleary 1995). In clinical practice,
the measurement of HRQOL has been advocated to promote patient-
centered care and to assist with clinical decision making (Rumsfeld
2002). From a population health standpoint, increased life expectancy
in the United States highlights the importance of HRQOL, particu-
larly in the areas of chronic illness, aging, and end-of-life care
(National Center for Health Statistics 2002).

This article examines the Spirituality Index of Well-Being (SIWB),
a 12-item instrument designed to measure one dimension of spiritual-
ity linked to subjective well-being in patient populations. First, we
perform a limited concept analysis of spirituality to examine the char-
acteristics of this concept across multiple disciplines (Walker and
Avant 1995). We then outline SIWB scale development, which was
derived from a qualitative study of patients to generate a conceptual
framework and stimulus material for the instrument. The results of
preliminary validity and reliability testing of the measure, conducted
in a geriatric outpatient population, are presented. We also review two
additional validity studies; one in a sample of primary care outpatients
and the other in high school students. Finally, we pool data from these
three studies and perform a confirmatory factor analysis to evaluate
the dimensions of the scale.

Concept Development

CONCEPT ANALYSIS OF SPIRITUALITY

Concept analysis is a linguistic process, used in the social and nurs-
ing sciences, that determines the defining and irrelevant attributes of a
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concept (Walker and Avant 1995). Although there are multiple steps
in concept analysis, we will limit our analysis to determining the
defining attributes (Wilson 1963). At the onset, a concept analysis is
purposeful in its aims and inclusive in the sources and disciplines that
use the concept. Our own work focused on distinguishing between
religion and spirituality in the context of health-related research.

We have previously reviewed some uses of religion, which shares
multiple connotations and interpretations as does its sibling, spiritual-
ity. For example, disciplines as varied as sociology (Coleman 1997),
psychology (Wulff 1997), and theology (McGinn 1993) have concep-
tualized spirituality in various ways. In an exhaustive review of spiri-
tuality from the social work literature, one concept has been proposed
that assumes an underlying human drive toward spirituality, which
operationalizes the process of making sense of self and world (Canda
and Furman 1999). The term nonreligious spiritual propensity, found
in this literature, describes one who does not use religion as a founda-
tional belief system but believes that all features of spiritual propen-
sity can take on nonreligious forms. Spirituality is depicted as a condi-
tion of asking and answering major existential questions: Who am I?
Why do I exist? What is my purpose? How do I fit in the world? Socio-
logical perspectives are often congruent with this existential orienta-
tion because spirituality is represented as that which Roof (1993)
described as giving expression to our inner being, a power that comes
from knowing our deepest selves and what it is that is sacred to us.

A psychological perspective may be useful when considering spiri-
tuality’s relationship with health or well-being, or when theories are
presented that postulate a causal, mediating, or moderating relation-
ship between the variables of interest. In psychology, the characteris-
tics of spirituality are presented as a web of theoretical relationships
within the domain of well-being (Pargament and Mahoney 2002). For
example, positive psychology, which studies positive subjective expe-
rience, depicts spirituality as providing a framework for adjustment,
growth, and reaching one’s human potential (Seligman 2002; Snyder
and Lopez 2002). Another psychological use includes coping mecha-
nisms, although this largely arises from religiosity constructs
(Pargament 1997).

Theological definitions of spirituality have roots within a largely
contemporary, Catholic tradition (McGinn 1993). Spirituality often
centers on beliefs in a divine being, as well as the sociological, philo-
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sophical, and psychological manifestations of these beliefs (Cox
1996). For example, a recent white paper on professional chaplaincy
depicts spirituality as “an awareness of relationships with all creation,
an appreciation of presence and purpose that includes a sense of
meaning” (Association of Professional Chaplains 2001). An addi-
tional theological use places spirituality within the stories, practices,
and beliefs that are developed within largely religious traditions and
communities but are carried into ordinary and everyday life events
(Shea 2000). As a result, people can characterize themselves as reli-
gious and/or spiritual, understanding these concepts as independent,
although perhaps related, qualities of what it is to be human (Zinn-
bauer et al. 1997).

These uses of spirituality from varied fields suggest that the con-
cept of spirituality may be tied to attributes of personal meaning that
may or may not be tied to religious traditions. A second attribute
appears to be a largely positivistic characteristic; spirituality, in some
ways, empowers and enables individuals to cope and to grow more
fully.

CONCEPTUAL DEVELOPMENT OF THE SIWB

Our conceptualization of the SIWB was grounded from a qualita-
tive study, which described the patient perspective of spirituality and
its relationship with subjective health and well-being (Daaleman,
Cobb, and Frey 2001). Rather than using expert panels or criteria, we
used focus groups to capture the patient voice, an important approach
in defining well-being constructs (Frey and Daaleman 1999). Figure 1
depicts the conceptual framework and the relationship of spirituality
and well-being derived from this work. According to the framework,
perceived threats or actual changes to functioning or health status trig-
ger two patient-initiated tasks: (1) the gathering and processing of
health-related information and (2) the interpretation and incorpora-
tion of these data within the context of the patient’s life experience.
These tasks rely on both lay illness explanations and professional
information to construct or maintain an individual meaning system
(Kleinman, Eisenberg, and Good 1978). Core beliefs are sources that
contribute to these meaning systems and originate from social struc-
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tures, such as networks of friends or family, faith communities, and
secular institutions.

The coping literature refers to the activity of “meaning making” as
a cognitive representation of one’s life that provides a sense of order
and purpose (Thompson and Janigian 1988). This representation, or
life scheme, is one primary domain of spirituality within the concep-
tual framework. It is similar to the construct of sense of coherence,
which is described as a positive, pervasive way of viewing the world
and one’s life in it, lending elements of comprehensibility, manage-
ability, and meaningfulness (Antonovsky 1987). Self-efficacy, the
second domain, depicts an individual’s belief in the capacity to orga-
nize and perform activities required for a prescribed goal (Bandura
1997). Within the framework of spirituality, self-efficacy beliefs are
specific to the task of overcoming challenges to global functioning. A
belief in overcoming real or apparent threats to individual problems
and difficulties—regardless of perceived resources or individual
capacities—is a key assumption within this domain.

Our understanding of spirituality, within the context of good health
status and well-being, can be conceptualized as a congruent, mean-
ingful life scheme and high functional self-efficacy beliefs that syner-
gistically promote personal agency. Agency beliefs refer to the indi-
vidual’s self-view as an active participant who constructs his or her
own life course through the choices and actions that he or she takes,
given the opportunities and constraints of his or her circumstances
(Bandura 1997).
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Empirical Studies

VALIDITY EVIDENCE

New concepts, and the tests that are presumed to measure them, can
only reasonably claim construct validity when they have been
securely placed within a network of laws, rules, predictions, and
expectations, according to Cronbach and Meehl (1955) in their classic
work on the validity of psychological constructs. The web of observed
relationships involving the construct, which make up part of a
nomological net, or set of observable natural laws and testable predic-
tions, will be limited in the early history of a construct. Indeed, a theo-
retical construct is more than a matter of elaborating the nomological
network in which it occurs. Embretson (1983) provided a refinement
to Cronbach and Meehl’s definition of construct validity and referred
to a nomothetic span as the network of relationships of a test to other
measures that provide evidence as to the importance of a test as a mea-
sure of individual differences. Campbell and Fiske (1959) empha-
sized that because hypothetical human traits are usually invisible,
inferences about the constructs must be made by observing human
behaviors and individual differences and contended that convergent
and discriminant evidence is required for construct validation. A test
has convergent evidence of validity when it correlates highly with
scores on tests that measure similar constructs. A test has discriminant
evidence of validity when it does not correlate highly with tests that
measure dissimilar constructs. Consequently, modern standards for
psychological measurement emphasize analyses of the relationship of
the scale scores to other variables as an important source of validity
evidence (American Educational Research Association, American
Psychological Association, and National Council on Measurement in
Education 1999).

The SIWB (see appendix) has been used to measure a dimension of
health and well-being in peer-reviewed studies across a variety of pop-
ulations. In every study, scale scores have shown meaningful and
important associations with health and well-being constructs. In a
sample of 277 community-dwelling elders (Geriatric Outpatient
Study), the SIWB had significant moderate correlations with other
recognized, well-validated quality-of-life instruments such as the
Geriatric Depression Scale, the EuroQol, and SF-36 (Daaleman et al.
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2002). In addition, no significant correlation was found with a mea-
sure of religiosity derived from the General Social Survey. A second-
ary analysis of the same data used univariate and multivariate regres-
sion analyses to examine determinants of self-reported health status
(Daaleman, Perera, and Studenski 2004). Whereas physical function-
ing, race, age, geriatric depression, quality of life, and the SIWB total
score were all predictive of self-reported good health, religiosity was
not. In the full multivariate model, adjusting for all covariates, spiritu-
ality, as determined by the SIWB, remained a significant independent
predictor of self-rated good health, whereas age and depression did
not.

In a study that systematically sampled more than 500 adult outpa-
tients at primary care clinic sites in the greater Kansas City area (Pri-
mary Care Study), SIWB scores strongly correlated with a validated
measure of well-being, the General Well-Being Scale, in addition to
the recognized Spiritual Well-Being Scale (SWB) (Daaleman and
Frey 2004). Moderate associations in the expected directions were
also found with the Zung Depression Scale and the Religious Well-
Being subscale from the SWB (Ellison 1983). A sample of 577 stu-
dents attending Catholic high schools in the Midwest (Catholic High
School Study) was used to explore the relationship between SIWB
scores and scores on the Children’s Hope Scale (Snyder et al. 1997)
(Frey et al. 2004). Moderate correlations between the SIWB and the
full scale hope score, in addition to the two conceptually distinct hope
subscales were reported. In addition, a gender difference was found,
with women reporting higher scores on the SIWB Life Scheme
subscale.

RELIABILITY EVIDENCE

The studies previously described include reliability estimates from
three samples. Table 1 presents three coefficient alpha estimates of
internal consistency for each of the SIWB indices; the full scale score
and the two subscale scores. As with any statistic, reliability coeffi-
cients are an estimate of a population value and fall within a theoreti-
cal confidence interval (Thompson 2003) that is included in the table.
In addition to these internal reliability estimates, the Primary Care
Study found two-week test-retest correlations of .79 for the full scale,
.86 for the Life Schema subscale, and .86 for the Self-Efficacy
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subscale. These reliability indices suggest that the SIWB measures
with consistency and stability across a wide age range. Most of the
reliability estimates are the same across different studies, with the
exception of the Geriatric Outpatient Study. For that sample, the full
scale and the Life Schema subscale demonstrated statistically less
internal consistency than was shown in other populations. Although
statistically different, the estimates still represent very good to high
reliability.

CONVERGENT AND DISCRIMINANT VALIDITY EVIDENCE

Empirically derived correlations between the SIWB scale scores
and scores on measures of other constructs of interest provide infor-
mation on the underlying constructs tapped by the scale (i.e., spiritual-
ity related to well-being, life scheme, self-efficacy). In early concep-
tual work, the construct of spirituality had been defined with the
following attributes: a patient-centered aspect of subjective well-
being, a cognitive process of interpreting information through a
framework of core beliefs, and an independence from religious con-
structs (Daaleman et al. 2001; Frey and Daaleman 1999). Following
this definition, SIWB scores should correlate highly with general
measures of well-being and, although less so, with specific well-being
measures, especially those that have a cognitive component. In addi-
tion, the SIWB should correlated weakly with functional health indi-
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TABLE 1

Coefficient Alpha Reliability Estimates for the
Spirituality Index of Well-Being

Coefficient Alpha Reliability Estimates

Full Scale Life Schema Self-Efficacy
Score Subscale Subscale

Study Sample (95% CI) (95% CI) (95% CI)

Catholic high school .91 .86 .84
(.90-.92) (.84-.88) (.82-.86)

Primary care .91 .89 .86
(.90-.92) (.87-.90) (.84-.88)

Geriatric .87 .80 .83
(.85-.89) (.76-.83) (.80-.86)



cators, and not at all with measures of religiosity. Table 2 presents a
summary of reported correlations between the total SIWB scale and
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TABLE 2

Validity Coefficients for the Spirituality Index of Well-Being (SIWB)

SIWB Full Self-Efficacy Life Schema
Scale Subscale Subscale

Existential well-beinga .75*** .61*** .75***
General well-beinga .64*** .61*** .57***
Spiritual well-beinga .62*** .49*** .63***
Depression (1)a –.42** –.39** –.39**
Hopeb .40*** .38*** .36***
Fear of deathc –.39** –.33** –.38**
Hope (agency)b .36*** .34*** .32***
Hope (pathways)b .36*** .34*** .32***
Depression (2)c –.35** –.31** –.31**
Religious well-beinga .35*** .27*** .38***
Poor healthc –.35** –.27** –.36**
Physical functioningc .28** .28** .23**
Quality of lifec .18** .19** .14*
Religiosityc .12 .03 .18**

Variables and Measures

Construct Instrument Source

Depression (1) Zung Depression Scale Zung (1965)
Depression (2) Geriatric Depression Scale Yesavage et al. (1982)
Existential well-being spiritual well-being scale ellison (1983)
fear of death Death Attitude Profile Scale– Wong, Reker, and Gesser

Revised (1994)
General well-being General Well-Being Scale McDowell and Newell (1996)
Hope Children’s Hope Scale Snyder et al. (1997)
Hope (agency) Children’s Hope Scale Snyder et al. (1997)
Hope (pathways) Children’s Hope Scale Snyder et al. (1997)
Physical functioning Short Form 36 (SF-36) Stewart, Hays, and Ware (1988)
Poor health Years of Healthy Life Scale Erickson, Wilson, and Shannon

(1995)
Quality of life European Quality of Life EuroQol Group (1990)

Scale (EuroQol)
Religiosity Religious Belief Scale Frey and Daaleman (1999)
Religious well-being Spiritual Well-Being Scale Ellison (1983)
Spiritual well-being Spiritual Well-Being Scale Ellison (1983)

a. N = 509, reported in Daaleman and Frey (2004).
b. N = 577, reported in Frey et al. (2004).
c. N = 277, reported in Daaleman et al. (2002).
*p < .05. **p < .01. ***p < .001.



subscale scores and other measures. There are large correlations of the
SIWB with broad well-being measures (i.e., General Well-Being
Scale), moderate correlations with more specific well-being measures
with cognitive components (i.e., depression, hope, fear of death), and
smaller correlations with physical functioning measures. Although
there was a modest correlation of the SIWB with the Religious Well-
Being subscale, correlations with a Religiosity Scale, which included
belief in God and religious practices items, were small or
nonsignificant.

DISTINGUISHING SPIRITUALITY CONSTRUCTS

Although these findings place our concept of spirituality within a
nomological web, correlational evidence of construct validity evi-
dence for the SIWB should go beyond a pattern of expected correla-
tions with other measures. To be useful to researchers, SIWB scores
should have stronger associations than other spirituality or religiosity
scales with salient variables of interest. Using data from the Geriatric
Outpatient Study and the Primary Care Study, we compared the corre-
lations of the SIWB, SWB, and Religiosity Scale with other key well-
being measures (Table 3). An analysis of these correlations found a
pattern that further distinguishes the SIWB from other spirituality
measures. In the Geriatric Outpatient sample, spirituality shared
approximately six times as much variance with depression as did reli-
gious belief, and accounted for approximately four times as much
variance with fear of death. The Primary Care Study included admin-
istration of the Spiritual Well-Being Scale (Ellison 1983), an instru-
ment that provides a measure of overall perception of spiritual well-
being. In a secondary analysis of this data set, we found that the SIWB
total score was a stronger estimate of both depression and general
well-being than the SWB, with SIWB total scores accounting for
approximately twice the variance of both these constructs than did the
Spiritual Well-Being Scale.

GENDER DIFFERENCES

The Catholic High School Study examined SIWB scores for gen-
der differences. Female students scored about one point higher on the
Life Scheme subscale than did male students, which was a statistically
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significant difference but also resulted in a small effect size (d = .18).
No gender differences were found on the Self-Efficacy subscale or the
full SIWB scale scores. We performed secondary analyses of data
from the Geriatric Outpatient and Primary Care Studies to further
examine gender differences. Female geriatric outpatients scored
higher on the Life Scheme subscale (p = .004, d = .25), and primary
care outpatients reported gender differences in both Life Scheme and
the full scale score. Female persons reported higher SIWB scores than
male persons on the total score, t(507) = 2.28, p = .02, d = .22, a find-
ing largely driven by gender difference on the Life Scheme subscale,
t(507) = 3.12, p = .002, d = .30. In three study samples, female respon-
dents report a significantly more coherent view of meaning in their
lives than do male respondents across the life span. However, we
found no gender differences in functional self-efficacy.

EVIDENCE FOR THE BIDIMENSIONAL NATURE OF
HEALTH-RELATED SPIRITUALITY

The SIWB was designed to measure two components: self-efficacy
and life scheme, and a model with two correlated factors reflecting
this intent is shown as Figure 2. The Geriatric Outpatient Study, the
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TABLE 3

Comparisons of Selected Validity Coefficients

Spirituality Index Religious
of Well-Being Belief Scale

Geriatric Outpatient Study, N = 274
Depression –.36* –.15*
Fear of death –.39* –.20*

Spiritual
Well-Being Scale

Primary Care Study, N = 494
Depression –.42* –.30*
General well-being .64** .48**

NOTE: All pairs of correlations in the same rows differ from each other, p ≤ .01. Estimates of the
proportion of variance shared between two variables can be obtained by squaring the correlation
coefficient.
*p < .05. **p < .01.



Primary Care Study, and the Catholic High School Study all included
results of exploratory factor analyses, and each concluded that two-
factor solutions were appropriate for their study samples. The Primary
Care Study also included a confirmatory factor analysis and reported
fit indices generally supportive of a two-factor solution.

To examine the a priori theory-based model of two distinct but cor-
related factors (self-efficacy and life scheme), we pooled data from all
three samples to conduct a confirmatory factor analysis with maxi-
mum likelihood estimation using EQS (Bentler 1995) for each of
three age-groups separately (ages 14 to 18, 19 to 64, and 65 to 94). In
these models, each item was specified with a single factor, the two fac-
tors were correlated, and the error variances associated with each item
were uncorrelated. To begin, we examined the fit of this initial model
for the 65- to 90-year-old group; the model yielded a significant chi-
square, χ2(53) = 82.71, p = .006, a Comparative Fit Index (CFI) of .98,
and a root mean square error of approximation (RMSEA) of .04. With
a large number of observations, often the chi-square value is inflated
producing statistically significant results, and therefore the chi-square
ratio (χ2 / df), which adjusts for model complexity and sample size, is
reported. Although the cutoffs for interpreting this statistic vary, in
general, a chi-square ratio between 1 and 3 indicates good fit
(Arbuckle and Wothke 1999). The CFI and RSMEA are also used to
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make judgments regarding the adequacy of the model. For the CFI, the
closer the value is to 1.00, the better the model fit with cutoff values
close to .95, indicating good fit. For the RMSEA index, the closer the
value is to 0, the better the fit of the conceptual model to the empirical
data; indices of .06 and smaller are considered good fit (Hu and
Bentler 1999).

Next, the initial model was evaluated for the 19- to 64-year-olds.
Consistent with the older group of respondents, the model fit the data
adequately, χ2 ratio = 3.13, CFI of .96, and the RMSEA was .07. Last,
the correlated factor model was fit to the data for the youngest group
(14- to 18-year-olds). In general, the fit indices were adequate to fair,
χ2 ratio = 5.68, CFI of .93, and the RMSEA was .09, giving rise to the
possibility that the factor structure for this particular group is different
than that of mature adults. To examine whether the factor structures
were comparable for this group compared with the middle adult and
older adult respondents, a multisample analytic approach was
undertaken.

First, we analyzed the confirmatory factor models for the middle
and older adult groups, estimating simultaneously the same pattern of
relationships among indicators for these two samples, while eliminat-
ing the younger group data from this particular analysis. Using this
multisample approach, equivalence among samples is evaluated by
constraints that impose identical estimates for the model’s parameters
(Byrne 1994a, 1994b). Using EQS, the plausibility of these equality
constraints is examined by the LaGrange multiplier test (Bentler
1995), which evaluates whether freeing up any constrained parame-
ters would improve the model. For each of the constraints specified,
the LaGrange multiplier test provides evidence that the constraint
applies to the populations being studied.

To begin, a series of models was tested. The first model in this series
allows for the factor loadings of each item, the covariance between the
two factors, and each item’s uniqueness (error variance) to differ
between the middle and older groups. To proceed to the next set of
steps in the modeling process, the multigroup fit indices need to be
acceptable, and they were, χ2 ratio = 2.35, CFI = .97, and RMSEA =
.04. In a sequential succession of steps that follow, the factor loadings,
the covariance between factors, and error variances were constrained
to equality one at a time, respectively, and model fit was evaluated at
each step. If none of the parameters differ between the groups, the fit
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of the model across the series of steps will remain significantly
unchanged and a case can be made for invariance across groups. This
was found for our sample, χ2 ratio = 2.86, CFI = .95, RMSEA = .05.

Next, we added the younger-group data into the analyses and evalu-
ated the fit of the three-group multisample model, following the same
procedures as with the two-group multisample approach. Allowing
for the factor loadings of each item, the covariance between the two
factors, and each item’s error variance to differ between the middle,
older, and younger group produced a good fit to the data, χ2 ratio =
3.46, CFI = .95, RMSEA = .04. The final model, when all constraints
were in place across the three groups, resulted in an adequate fit to the
data, χ2 ratio = 3.83, CFI = .93, RMSEA = .05. Examination of the
LaGrange multiplier tests for the final model revealed that fit could be
improved by releasing a few of the error variances across two or all of
the groups, or by releasing a select few factor loadings across only two
of the groups, but not the third. In the interest of parsimony and the
lack of a significant improvement in fit in the three fit indices when
any modifications were made, we chose to retain our final
multisample model and not include any changes as suggested by the
LaGrange multiplier tests.

In summary, the factor structure of the SIWB is consistent for the
three groups, indicating that it measures the same components of self-
efficacy and life scheme across the life span and that these two entities
are correlated. Modification indices suggested further refinements to
the initial model such as cross loading an item on both factors. How-
ever, none of these suggested modifications were supported across the
three groups. For the sake of simplicity and because the fit of the indi-
vidual group models as well as the multisample models were good, the
initial two-factor correlated simple structure model was retained.

Limitations

CONSTRUCT LIMITATIONS

The face validity of the SIWB is one potential limitation in its use-
fulness. To some researchers, due to the absence of a religious compo-
nent, the construct may appear to be misdefined or mislabeled. How-
ever, spirituality is a social construct, and a secular view of this
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concept is well established in the literature across fields and has
recently become more accepted in the healing professions (Van Ness
1996).

A second limitation in the validation of our conceptualization of
spirituality is the absence of work that tests the conceptual framework
(Figure 1). A variety of pathways, sequences, and relationships are
proposed in the framework but lack empirical testing. The framework
was developed from qualitative data, but its generalizability to a
broader and more diverse patient population has not been examined.
Theoretically, the variable has meaning even beyond a health context,
as the life scheme and self-efficacy components have importance in
education and other fields. The Catholic High School Study intro-
duced the concept cognitive spirituality and argued that it is a con-
struct that represents the spiritual nature of the whole person (Frey
et al. 2004). However, examination of the usefulness of this concept
outside of health has yet to be made.

A third validity concern arises from linking spirituality with two
well-recognized social and psychological concepts: self-efficacy and
life scheme. Studies have not been designed or conducted that evalu-
ate the correlation of the SIWB and its subscales with established
measures of those two constructs. Those seem to be, at a minimum,
necessary evidence to accept the labels as appropriate and
independent.

PSYCHOMETRIC LIMITATIONS

The SIWB is composed entirely of items in one direction, that is,
negatively worded items. There are two potential concerns that arise
when a scale is composed of items in this fashion. One concern is that
response bias or a “response set” may occur (Guilford 1954; Nunnally
1978; Sax 1997). Respondents may answer very quickly after the first
few items and mark similar answers on all items without considering
the specific wording of items. Using items in both “directions” pre-
sumably forces respondents to respond in a more reflective and less
biased fashion. A response set appears unlikely with the SIWB, as the
scale is made up of two differently focused sections of only six items
that are intrinsically interesting to respondents. In addition, the strong
convergent and discriminant validity evidence presented earlier sug-
gests that there is not much construct-irrelevant variance in scores. A
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second potential concern with a scale with unidirectional items relates
to the technical interpretations made when creating different
subscales from a larger pool of items using factor analysis. Artifacts
theory posits that from a pool of both negatively and positively
worded items, negatively worded items will occasionally load onto a
separate factor all by themselves (King n.d.; Marsh 1996; Schmitt and
Stults 1985). This is problematic if a researcher interprets this
artificial factor as a result of the nature of the construct itself and
begins to define concepts and build theory on the basis of this mea-
surement artifact alone. The SIWB was, a priori, conceptually
developed from a qualitative study, and factor analysis was employed
subsequently.

A second potential limitation of the SIWB is the use of two
subscale scores as indicators of two different dimensions. Although
the two-factor model worked very well across the age span, with items
loading as expected, there was less good fit between the ages of 14 and
18. An alternative model with slightly better fit for that age group
would allow for cross loadings for one or two items. This would not
result in substantial improvement, however, and the parsimonious
nature of a two-factor model, which offers two meaningful subscale
scores and a total scale score, is advantageous. Gender differences
found for one subscale in this age group, but not for the other subscale,
as well as the theoretical differences in meaning between the two com-
ponents, suggest that there is utility in using both subscale and full
scale scores in research.

Conclusion

The SIWB appears to be a valid and reliable measure of spirituality.
The instrument’s conceptualization of spirituality is useful, simple,
and grounded in a qualitative study of the patient perspective of spiri-
tuality and well-being. The scales perform with high reliability, and
scores from the SIWB show associations with health and well-being
constructs across different populations. In univariate and multivariate
analyses, the SIWB was an independent predictor of self-reported
good health status, even after adjusting for known covariates such as
race and depression.
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A confirmatory factor analysis with three large samples found good
fit between empirically gathered data and the theoretical
bidimensional definition of spirituality as consisting of two independ-
ent, but related, components—life scheme and self-efficacy. Gender
differences have been found in subscale performance across the age
span, with women displaying a higher sense of meaning in their lives.
Limitations on the use of the scale include an absence of studies test-
ing the conceptual framework in which this conceptualization of spiri-
tuality resides. In summary, the SIWB may be a useful research tool
for investigators seeking to measure a dimension of spirituality in
patient populations. It may be best situated in studies of chronic ill-
ness, aging, and end-of-life care that are inclusive of HRQOL and
spirituality. Future validation studies with multiple populations and a
longitudinal design are needed to refine, modify, or verify the SIWB
as an additional, complementary instrument of well-being.

APPENDIX
Spirituality Index of Well-Being

Which response best describes how you feel about each statement?

Strongly Neither Agree Strongly
Agree Agree nor Disagree Disagree Disagree

1 2 3 4 5

There is not much I can do to help myself.
1 2 3 4 5

Often, there is no way I can complete what I have started.
1 2 3 4 5

I can’t begin to understand my problems.
1 2 3 4 5

I am overwhelmed when I have personal difficulties and problems.
1 2 3 4 5

I don’t know how to begin to solve my problems.
1 2 3 4 5

There is not much I can do to make a difference in my life.
1 2 3 4 5
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I haven’t found my life’s purpose yet.
1 2 3 4 5

I don’t know who I am, where I came from, or where I am going.
1 2 3 4 5

I have a lack of purpose in my life.
1 2 3 4 5

In this world, I don’t know where I fit in.
1 2 3 4 5

I am far from understanding the meaning of life.
1 2 3 4 5

There is a great void in my life at this time.
1 2 3 4 5

SOURCE: Copyright 2000, University of Kansas Medical Center.
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