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The Inner Wealth Inventory (IWI) is a screening tool for measuring inner wealth (IW), a wellness-based 
construct centered on empowering clients to inherently value themselves for being who they are. The 
initial IWI score validation study was conducted with samples of child welfare professionals. If the IWI’s 
psychometric properties are confirmed with a normative sample of U.S. adults, it has potential to offer 
professional counselors a tool for measuring IW. The purpose of the present study was to test the factorial 
invariance and convergent validity evidence of scores on the IWI with a national sample (N = 840) of U.S. 
adults, stratified by the census data for gender, ethnoracial identity, geographic location, and age. The results 
of factorial invariance and convergent validity testing revealed strong support for the psychometric properties 
of a sample of U.S. adults’ scores on the unidimensional IWI, including equivalence in the meaning of IW 
across gender, ethnoracial identity, help-seeking history, education, and income in our sample.  
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     Promoting wellness with an emphasis on development and prevention is a core focus in the 
discipline of professional counseling (Long et al., 2022; Myers, 1992; Myers & Sweeney, 2014). 
Measuring and promoting wellness is an especially important issue when considering the ubiquitous 
and comorbid nature of mental and physical health issues among adults living in the United States 
(World Health Organization [WHO], n.d., 2021). Wellness-based screening tools with rigorously 
validated scores have a lot of utility in professional counseling settings for monitoring clients’ health 
and wellness (Mason et al., 2023). 

     Consistent with the wellness orientation of the counseling profession, The Inner Wealth Inventory 
(IWI) is a wellness-based screening tool for measuring inner wealth, which is defined as: 

A growing, accruing, and deepening sense of internal enrichment, which can be 
enhanced by external or internal self-narrated recognitions, that empowers a person 
to navigate the world in relation to one’s unfolding of who they really are as a person 
who is meaningful, valued, and who has great things to contribute by being simply 
true to oneself. (Bennett et al., 2023, p. 123) 

     The initial IWI score validation study was conducted with two large samples of child welfare 
professionals (Bennett et al., 2023). The psychometric properties of screening tools can fluctuate over time 
or with different normative samples (American Educational Research Association [AERA] et al., 2014). 
Professional counselors have an ethical duty to make sure that screening tools have valid and reliable 
scores with untested samples to confirm that they are used properly (Lenz et al., 2022; National Board 
for Certified Counselors, 2023). Accordingly, the primary aim of the present investigation was to test the 
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factorial invariance (equivalence in meaning) of IWI scores with a national sample of U.S. adults. Pending 
evidence of factorial validity, we will test the convergent validity of IWI scores with established measures.  

The State of Mental and Physical Health Among U.S. Adults
     The comorbid nature of mental and physical health issues among U.S. adults has increased in 
severity and complexity since the COVID-19 pandemic (Clarke et al., 2020). Anxiety and depression 
are two of the most prevalent mental health issues among U.S. adults (National Alliance on Mental 
Illness [NAMI], 2022). Anxiety and depressive disorders tend to co-occur with a number of physical 
health issues, including heart disease and pain disorders (Winkler et al., 2015). In fact, heart diseases 
were the number one killer of adults over 18 in the United States from 1999–2020, with intentional self-
harm (including suicide), and essential hypertension also in the top 15 (Centers for Disease Control 
and Prevention [CDC], n.d.). The pervasive and concurrent nature of anxiety, depression, and non-
communicable physical diseases is further exacerbated by sociodemographic factors. 

Sociodemographic Factors 
     Past investigators documented a number of sociodemographic health disparities among adults in 
the United States by gender identity, ethnoracial identity, help-seeking history, income, and education 
(Kalkbrenner, 2022; Kobayashi et al., 2021; Patrick et al., 2020). Specifically, differences in power, 
privilege, and biological factors between females and males contribute to inequitable health outcomes 
(Pan American Health Organization & WHO, n.d.). Specifically, women reported higher rates of negative 
health outcomes and reduced health care access than men (Connor et al., 2020; Talevi et al., 2020). In terms 
of ethnoracial differences, U.S. adults who identified as racial minorities/non-White reported higher rates 
of both mental health concerns (i.e., any mental, behavioral, or emotional disorder) and physical concerns 
(e.g., heart disease, hypertension, asthma or emphysema) in comparison with their White counterparts 
(National Institute of Mental Health, 2023; Ramraj et al., 2016). Similarly, lower levels of education are a 
risk factor for poorer health conditions (van der Heide et al., 2013). In comparison to individuals with less 
than a high school degree, those with a degree higher than a high school degree reported better health 
conditions (Johnson-Lawrence et al., 2017). Moreover, individuals with college degrees reported better 
health in general in comparison to their counterparts with less education (Lawrence, 2017). Income is 
another sociodemographic factor that impacts wellness in a multifaceted manner (Beech et al., 2021). For 
instance, adults living under the poverty line are at risk for food insecurities and exposure to hazardous 
working environments (Laska et al., 2021; Mikati et al., 2018). Additionally, individuals living with a 
lower socioeconomic status are more at risk for COVID-19 and its aftermath (J. A. Patel et al., 2020). 

     Help-seeking history is a relatively new demographic variable in the extant literature that is related 
to attitudes about counseling and utilization of counseling services (Kalkbrenner, 2023; Cheng et al., 
2018). In the context of a demographic variable, help-seeking history is not intended to quantify a latent 
trait representing a comprehensive representation of one’s engagement in counseling. Rather in terms 
of a demographic variable, help-seeking history is quantified categorically as either 1 (attended at least 
one session of personal counseling) or 2 (never attended counseling; Cheng et al., 2018). A help-seeking 
history is a predictor of more positive attitudes about accessing mental health support services (Cheng 
et al., 2018). However, Kalkbrenner (2023) found that adults in the United States with a help-seeking 
history reported lower levels of mental and physical health than those without a help-seeking history. 
Accordingly, help-seeking history and other sociodemographic variables are important considerations 
when calibrating wellness-based screening tools (e.g., the IWI).

     The initial IWI score validation study (Bennett et al., 2023) established the IWI’s overall internal 
structure (exploratory factor analysis [EFA] and confirmatory factor analysis [CFA]) and validity based 
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on relations with other variables. Factorial invariance testing is an extension of CFA and a method 
for enhancing the precision of internal structure validity. Factorial invariance testing (psychometric 
equivalence across subgroups of the larger sample) is an especially important next step in this line of 
research, as findings in the extant literature (e.g., Kalkbrenner, 2022; Kobayashi et al., 2021; Patrick et al., 
2020) have evidenced differences in wellness by sociodemographic variables. 

Inner Wealth and the Inner Wealth Inventory 
     Inner wealth (IW) is a latent construct consisting of internal enrichment and empowerment (Bennett 
et al., 2023; Glasser & Lowenstein, 2016). This internal enrichment can be furthered by external factors 
such as meaningful social connections. This enrichment acts by empowering individuals to view 
themselves as a meaningful and valued person who contributes things to the world by being their true 
self (Bennett et al., 2023). The Nurtured Heart Approach (NHA) is a framework used to help individuals 
in growing their IW (Glasser & Lowenstein, 2016). The NHA and IW have been implemented for 
decades (Glasser & Easley, 1998); however, there is a dearth of empirical NHA studies in the extant 
literature, as a screening tool for measuring IW (the primary outcome variable in NHA) did not exist 
until recently. Bennett et al. (2023) developed and validated scores on the IWI with two large samples 
of child welfare professionals. Bennett et al. (2023) also found that IWI scores were significant negative 
predictors (with large effect size estimates) of lower levels of burnout and compassion fatigue as well 
as significantly higher levels of resilience. One of the next steps in this line of research is to test the 
generalizability of IWI scores with a national sample of U.S. adults, as professional counselors need 
wellness-based inventories with valid scores.

Purpose Statement and Research Questions
     The purpose of the current study was to test the factorial invariance and convergent validity evidence 
of IWI scores with a national sample of adults in the United States. If scores are validated, the IWI has 
potential to contribute a wellness-based screening tool with utility for appraising IW in clinical and in 
research settings. The following research questions (RQs) guided the present study: 

Research Question 1:  Is the dimensionality of scores on the IWI confirmed with a national  
                                        sample of adults in the United States? 

Research Question 2:  Are scores on the IWI from a national sample of adults in the  
                                        United States invariant across extant sociodemographic variables? 

Research Question 3:  What is the convergence of scores on the IWI with established  
                                        measures among a national sample of adults in the United States?

Method

     A quantitative cross-sectional research design was employed to answer the research questions. 
Specifically, we used a psychometric design based on internal structure validity, convergent validity, 
and internal consistency reliability. This study is part of a larger grant-funded project with an aim to 
increase the generalizability of scores on wellness-based measures.  

Participants and Procedures
     Following IRB approval, grant funding was used to hire Qualtrics Sample Services (2023), an online 
research panel and sampling pool for survey research. Mike Kalkbrenner, the first author, entered 
the instrumentation into the Qualtrics secure online survey tool and sent the distribution link to the 
Qualtrics Research Services Account Executive. Working with a team of analysts, the Research Services 
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Account Executive launched a national sampling procedure (stratified by the U.S. Census Bureau [2022] 
data for gender, age, ethnoracial identity, and geographic location) among adults living in the United 
States. The present study included two eligibility criteria. First, prospective participants had to be 18 
years old or older. Second, they had to be permanent residents of the United States at the time of data 
collection. The team of Qualtrics analysts completed a quality check on the data by identifying and 
removing random response patterns, speeders, and unrealistic answers. 

     A raw sample of N = 850 responses was collected. Seven cases were removed due to > 20% missing 
data. Little’s Missing Completely at Random (MCAR) test revealed that the data could be treated as 
MCAR (X2 [428] = 454.736, p = .179); expectation maximization was used to impute missing values. 
Skewness and kurtosis values were consistent with a normal distribution, standardized z-scores showed 
zero univariate outliers (z > 3.29), and Mahalanobis distances exhibited zero multivariate outliers, 
yielding a final sample of N = 840. 

     Participants (N = 840) ranged in age from 18 to 90 (M = 48; SD = 18). For gender identity, 52.0% 
(n = 437) self-identified as female, 46.7% (n = 392) male, 0.5% (n = 4) transgender, 0.4% (n = 3) non-
binary, and 0.5% (n = 4) preferred not to answer. For ethnoracial identity, 1.0% (n = 8) self-identified 
as American Indian or Alaska Native; 10.0% (n = 88) Asian or Asian American; 11.5% (n = 97) Black or 
African American; 14.2% (n = 119) Hispanic, Latinx, or Spanish origin; 1.4% (n = 12) Multiethnic; 0.1% 
(n = 1) Native Hawaiian or Other Pacific Islander; 58.2% (n = 489) White or European American; 1.1% 
(n = 9) another race, ethnicity, or origin; 1.8% (n = 15) preferred not to answer; and 0.2% (n = 2) did 
not specify their ethnicity. For highest level of education, 37.5% (n = 315) reported high school degree, 
16.8% (n = 141) associate degree, 27.3% (n = 229) bachelor’s degree, 12.9% (n = 108) master’s degree, 
2.6% (n = 22) doctoral degree, 2.3% (n = 19) preferred not to answer, and 0.7% (n = 6) did not specify 
their level of education. For help-seeking history, 67.3% (n = 565) reported help-seeking history, 31.1% 
(n = 267) had no help-seeking history, and 1.7% (n = 14) did not specify their help-seeking history. For 
income, 27.7% (n = 233) self-identified as below the poverty line, 63.5% (n = 533) above the poverty 
line, and 8.8% (n = 74) did not specify their income. 

Measures
     Participants indicated their voluntary informed consent and confirmed that they met the inclusion 
criteria for participation, at least 18 years old and living in the United States. Next, respondents 
completed a demographic questionnaire, which included self-report items on age, gender identity, 
ethnoracial identity, help-seeking history, geographic location, income, and the number of people living 
in their household. Lastly, participants completed a battery of four screening tools. 

Inner Wealth Inventory
     The IWI is a screening tool for measuring IW, 

a growing, accruing, and deepening sense of internal enrichment, which can be 
enhanced by external recognitions, that empowers a person to navigate the world 
in relation to one’s unfolding of who they really are as a person who is meaningful, 
valued, and who has great things to contribute by being simply true to oneself. 
(Bennett et al., 2023, p. 123)

 
Participants respond to declarative statements on the following Likert scale: 1 = Strongly Disagree,  
2 = Disagree, 3 = Not Sure, 4 = Agree, or 5 = Strongly Agree. Bennett et al. (2023) validated scores on both 
a unidimensional and a two-dimensional IWI model via internal structure validity (EFA and CFA) 
and convergent validity testing with two large samples of child welfare professionals. 
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     The unidimensional version of the IWI is comprised of 13 items, which collectively measure general 
IW (example item: “I believe I have the power to make positive changes in my day to day life.”). 
The two-factor version of the IWI includes the 13 items from the unidimensional version plus seven 
additional items. The first subscale of the two-dimensional model, Internal IW, is comprised of 15 items 
that appraise intrapersonal elements of IW (example item: “I know how to calm myself down when 
I am upset.”). The second subscale, External IW, consists of five items, which measure interpersonal 
components of IW (example item: “I feel comfortable in social situations.”). 

     Bennett et al. (2023) found strong internal consistency reliability evidence for child welfare 
professionals’ IWI scores on the unidimensional version (α = .90, ω = .90) and the Internal IWI scale  
(α = .91, ω = .91) of the two-dimensional model. Questionable-to-acceptable internal consistency 
reliability evidence of scores emerged for the External IWI scale (α = .67, ω = .65). Consistent with the 
results of Bennett et al. (2023), we found strong internal consistency reliability evidence of scores with 
the current sample of adults in the United States on the unidimensional IWI version (α = .942, 95%  
CI [.935, .948]; ω =. 942, 95% CI [.935, .949]) and the Inner IW subscale (α = .947, 95% CI [.940, .953];  
ω =. 947, 95% CI [.941, .953]) and questionable-to-acceptable internal consistency reliability evidence of  
scores on the External IWI subscale (α = .684, 95% CI [.640, .722]; ω =. 645, 95% CI [.571, .701]). 

Mental Health Inventory-5
     The Mental Health Inventory-5 (MHI-5) is a screening tool for measuring general mental health 
in adults (Berwick et al., 1991). Participants respond to five different items concerning their mental 
health in the past month on the following scale: none of the time, a little of the time, some of the time, a good 
bit of the time, most of the time, and all of the time (Berwick et al., 1991). Past investigators found both 
internal structure (Rivera-Riquelme et al., 2019) and criterion validity evidence (Yamazaki et al., 2005) 
of MHI-5 scores. Multiple researchers also found satisfactory internal consistency reliability of MHI-5 
scores including Rivera-Riquelme et al. (2019; α = .71, ω = .78) as well as Marques et al. (2011; α = .82). 
In the present study, we found acceptable internal consistency reliability evidence of MHI-5 scores  
(α = .841, 95% CI [.819, .860]; ω =. 833, 95% CI [.805, .856]).

Generalized Anxiety Disorder-7
     The Generalized Anxiety Disorder-7 (GAD-7) is a self-report instrument used for measuring the 
severity of generalized anxiety disorder symptoms (Spitzer et al., 2006). Each of the seven items ask how 
often in the last two weeks were participants bothered by different symptoms of anxiety, for example, 
“feeling nervous, anxious, or on edge” and “being so restless that it is hard to sit still.” Participants 
respond to each item on a response scale ranging from 0 (not at all), 1 (several days), 2 (more than half the 
days), or 3 (nearly every day). A number of past investigators (e.g., Dhira et al., 2021; Omani-Samani et al., 
2018) found construct validity evidence for GAD-7 scores. Scores on the GAD-7 displayed moderate to 
strong internal consistency reliability estimates, including α = .91 (Seo & Park, 2015), α = .89 (Dhira et al., 
2021), and α = .85 (Rutter & Brown, 2017). Among the sample of U.S. adults in the present study, strong 
internal consistency reliability estimates of GAD-7 scores emerged (α = .933, 95% CI [.925, .941]; ω = .933, 
95% CI [.924, .940]).

Patient Health Questionnaire-9 
     The Patient Health Questionnaire-9 (PHQ-9) is a self-report instrument used to assess various 
depressive symptoms and their severity (Kroenke et al., 2001). Within the PHQ-9, individuals respond 
to the following prompt: “Over the last 2 weeks, how often have you been bothered by any of the 
following problems” with order responses ranging from 0 = not at all, 1= several days, 2 = more than half 
the days, or 3 = nearly every day (Kroenke et al., 2001). The PHQ-9 consists of nine items (example item: 
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“Feeling down, depressed, or hopeless”; Kalkbrenner, 2022). Maroufizadeh et al. (2019) demonstrated 
convergent validity evidence of PHQ-9 scores through moderate to strong correlations with measures 
assessing similar constructs. Internal structure validity of PHQ-9 scores were found through factorial 
invariance testing by J. S. Patel et al. (2019). Scores on the PHQ-9 have demonstrated moderate to 
strong internal consistency reliability scores when investigated by a variety of researchers including α 
= .90 (Dosovitsky et al., 2021), α = .85 (Maroufizadeh et al., 2019), and α = .78 (Dajpratham et al., 2020). 
Similarly, we found strong internal consistency reliability evidence of PHQ-9 scores with the present 
sample of U.S. adults (α = .926, 95% CI [.917, .934]; ω = .927, 95% CI [.917, .935]).

Data Analysis
     Two single-order CFAs were computed to test the dimensionality of a national sample of U.S. adults’ 
scores on the unidimensional and two-dimensional IWI models. We referred to Dimitrov (2012) and 
Schreiber et al. (2006) for cutoff scores to interpret model fit, including chi-square absolute fit index 
(CMIN, non-significant p-value or χ2 to df < 3), the comparative fit index (CFI, .90 to .95 = acceptable fit 
and > .95 = strong fit), standardized root mean square residual (SRMR < .08 = acceptable fit and  
< .06 = strong fit), and root mean square error of approximation (RMSEA < .08 = acceptable fit and  
< .06 = strong fit;). Pending acceptable fit, one or both models will be tested for factorial invariance of 
scores. Based on our review of the extant literature, the following sociodemographic variables were 
tested for factorial invariance: gender, help-seeking history, ethnoracial identity, income, and education 
(Kalkbrenner, 2022; Kobayashi et al., 2021; Patrick et al., 2020).

     Meade and Kroustalis (2006) recommended that comparison groups for multiple-group confirmatory 
factor analysis (MCFA) should be comprised of at least 200 participants. Accordingly, the levels of the 
gender and ethnoracial identity variables were coded into the following levels in order to meet the 
sample size requirements for MCFA: gender identity (n = 437 female or n = 391 male) and ethnoracial 
identity (n = 489 White or n = 334 non-White). The levels of the help-seeking history (n = 565 with a help-
seeking history or n = 261, without a help-seeking history), education (n = 315 high school diploma or  
n = 501 undergraduate degree or beyond), and income (n = 533 above the poverty line or n = 233 below 
the poverty line) variables met the minimum sample size requirement for MCFA. 

     Pending at least acceptable internal structure validity evidence of IWI scores (RQs 1 and 2), we will 
test convergent validity evidence by computing Pearson product moment correlations (r) between the 
IWI and the following well-established screening tools: the PHQ-9, GAD-7, and MHI-5. Strong negative 
correlations between the IWI and both the GAD-7 and PHQ-9 would prove convergent validity evidence 
of scores. A strong positive correlation between the IWI and MHI-5 would support convergent validity. A 
threshold of r > +/− .50 was used to evidence convergent validity of scores (Drummond et al., 2016).
   
Results

     The unidimensional and two-dimensional IWI models were entered into two separate CFAs to test 
the dimensionality of scores on each model with adults in the United States (RQ 1). Pending acceptable 
model fit, the IWI items will be entered into an MCFA for invariance testing (RQ 2). The CFAs and 
MCFA were computed in IBM SPSS Amos version 26 with a maximum likelihood estimation method. 

Single-Order Confirmatory Factor Analysis
     The unidimensional IWI items were entered into the first CFA, and all the incremental fit indices 
displayed an acceptable model fit: CFI = .94, NFI = .93, IFI = .94. For the absolute fit indices, the SRMR 
indicated a strong model fit (SRMR = .04); however, the CMIN (χ2 [65] = 498.61, p < .001, X2/df = 7.67) and 
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RMSEA (.09, 90% CI [.08, .10]) displayed a questionable-to-poor fit. The CMIN tends to underestimate 
model fit with large samples (Dimitrov, 2012) and the RMSEA tends to underestimate model fit for 
shorter screening tools (Shi et al., 2019). Accordingly, the collective results of the CFI, NFI, IFI, and 
SRMR supported satisfactory fit for scores on the unidimensional model. Thus, we proceeded with the 
MCFA for the unidimensional model. 

     The two-dimensional IWI model items were entered into another CFA to test the fit of the baseline 
model. The CFA results revealed poor model fit: CMIN (χ2 [169] = 876.11, p < .001, X2/df = 5.18);  
CFI = .84; NFI = .81; IFI = .84; RMSEA = .11, 90% CI (.09, .11); and SRMR = .16. We decided not to 
proceed with factorial invariance testing for the two-dimensional IWI model due to both the poor 
internal structure validity evidence and questionable internal consistency reliability evidence of 
scores on the External IWI subscale (α = .684, 95% CI [.640, .722]; ω =. 645, 95% CI [.571, .701]).  

Factorial Invariance Testing: Multiple-Group Confirmatory Factor Analysis
     The unidimensional IWI items were entered into an MCFA (RQ2). To establish invariance of scores, we 
used the following recommendations from Chen (2007): < ∆ 0.015 in the RMSEA, < ∆ 0.030 in the SRMR 
for metric invariance or < ∆ 0.015 in SRMR for scalar invariance, and < ∆ 0.010 in the CFI. Results revealed 
strong measurement invariance (metric and scalar) for all sociodemographic variables (see Table 1). In 
other words, the MCFA provided strong evidence that IW had the same meaning among adults in the 
United States across gender identity, ethnoracial identity, help-seeking history, income, and education. 

Table 1 

Multiple-Group Confirmatory Factor Analysis: Inner Wealth Inventory 

Invariance 
Forms CFI ∆CFI RMSEA ∆RMSEA RMSEA CIs SRMR ∆SRMR Model 

Comparison 
                             Gender Identity: Male vs. Female

Configural .930 .067 .061, .072 .042
Metric .928  .002 .065 .002 .060, .070 .046  .004 Configural
Scalar .925  .003 .063 .002 .058, .068 .046 < .0001 Metric

Ethnoracial Identity: White vs. Non-White
Configural .930 .067 .061, .072 .043
Metric .929  .001 .064 .003 .059, .070 .043 < .0001 Configural
Scalar .928  .001 .062 .002 .057, .067 .043 < .0001 Metric

Help-Seeking History vs. No Help-Seeking History
Configural .934 .064 .059, .070 .038
Metric .935  .001 .061 .003 .056, .067 .039  .001 Configural
Scalar .932  .003 .060 .001 .055, .065 .039 < .0001 Metric

Income: Below the Poverty Line vs. Above the Poverty Line
Configural .922 .071 .066, .077 .041
Metric .922 < .0001 .068 .003 .063, .074 .044  .003 Configural
Scalar .921  .001 .066 .002 .061, .071 .044 < .0001 Metric

Education: High School vs. Undergraduate and Beyond
Configural .928 .068 .062, .073 .045
Metric .928 < .0001 .065 .003 .060, .070 .046  .001 Configural
Scalar .928 < .0001 .062 .003 .057, .067 .046 < .0001 Metric



The Professional Counselor | Volume 14, Issue 2

205

Convergent Validity Testing
     Scores of a national sample of U.S. adults on the IWI were correlated with the following established 
measures to investigate convergent validity of scores: the MHI-5, PHQ-9, and GAD-7. A threshold of  
r > +/− .50 was used to evidence convergent validity of scores (Drummond et al., 2016). The IWI 
displayed a strong correlation with scores on the MHI-5 (r = .66, r2 = .44, p < .001, 2-tailed). A strong 
correlation also emerged between scores on the IWI and PHQ-9 (r = −.56, r2 = .31, p < .001, 2-tailed). 
Finally, we found a strong correlation between the IWI and GAD-7 (r = −.52, r2 = .27, p < .001, 2-tailed).
 
Discussion

     The primary aims of this study were to test the factorial invariance and convergent validity evidence 
of IWI scores with a national sample of adults in the United States. IW is a wellness-based construct 
that dovetails with the wellness orientation of the counseling profession (Bennett et al., 2023; Myers, 
1992; Myers & Sweeney, 2014). Bennett et al. (2023) developed and validated IWI scores with samples 
of child welfare professionals; however, a score validation study was necessary to ensure that the 
measure was appropriately calibrated with a sample of U.S. adults. Collectively our results supported 
the psychometric properties of the unidimensional IWI model but not the two-dimensional model. The 
findings will be discussed accordingly. 

Unidimensional IWI Model
     The CFA and MCFA results were promising for the unidimensional IWI model. Unidimensional 
IWI scores demonstrated strong invariance (metric and scalar) for all sociodemographic variables, 
which is particularly noteworthy, as it is not uncommon for at least one fit index to evidence metric 
invariance only. These results supported the generalizability of a sample of U.S. adults’ scores on the 
unidimensional IWI. Collectively, the MCFA results revealed that IW had the same meaning among 
U.S. adults between the following sociodemographic variables: income, gender, ethnoracial identity, 
help-seeking history, and education. These sociodemographic variables are associated with differences 
in terms of wellness (Kalkbrenner, 2022; Kobayashi et al., 2021; Patrick et al., 2020). This finding is 
encouraging, as professional counselors need wellness-based screening tools now more than ever 
considering the complex and comorbid nature of mental and physical health issues among U.S. adults 
(Clarke et al., 2020; NAMI, 2022). In particular, the IWI offers professional counselors a brief tool for 
measuring a wellness-based construct (IW) that is invariant among U.S. adults. 

     The results of convergent validity testing were also favorable, as the strength and direction of all 
correlations were in the expected directions. The effect size estimates (practical significance) for all 
correlations were in the strong range (Sink & Mvududu, 2010). The strength of the effect size estimate for 
the co-variance between IWI scores and MHI-5 scores was particularly noteworthy and evidenced 44% 
shared variance. Also as expected, IWI scores of a sample of U.S. adults demonstrated strong negative 
correlations with the GAD-7 (anxiety severity) and the PHQ-9 (depression severity). This finding is 
promising for a couple of reasons. First, it supports the convergent validity evidence of IWI scores, 
as wellness-based constructs tend to display negative correlations with both anxiety and depression 
severity (Kalkbrenner, 2022). In other words, the results of convergent validity testing supported that 
the IWI measured the intended construct of measurement. Second, these findings are promising when 
considering the prevalence of anxiety and depressive disorders among U.S. adults (Clarke et al., 2020; 
NAMI, 2022). Future outcome research is needed to establish causality between latent traits. However, 
the findings of the present study provide tentative evidence surrounding a notable proportion of co-
variation between a sample of U.S. adults’ IWI scores and lower anxiety and depression scores. 
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     In the initial instrument development and score validation study, Bennett et al. (2023) found 
support for the internal structure validity of scores on both unidimensional and two-dimensional IWI 
models. However, in the present study, we found questionable internal consistency reliability and 
poor internal structure validity evidence of scores on the two-dimensional IWI model. Differences in 
the normative samples might account for the discrepant findings between Bennett et al. (2023) and the 
current study. The present study was comprised of a non-clinical sample of U.S. adults, and Bennett 
et al. (2023) sampled child welfare professionals, who were defined as mental health professionals 
who were working “directly and indirectly in public child welfare agencies to ensure the safety, 
protection, and well-being of children” (p. 122). Mental health professionals have training in providing 
mental (and sometimes physical) health care to clients in need of support services. Perhaps mental 
health professionals’ clinical training and work experience is what led to them understanding IW as 
a two-dimensional construct. In other words, mental health professionals’ training in interpersonal 
communication might have contributed to their recognizing both internal and external dimensions of 
IW (the two-dimensional model), whereas IW might have a unidimensional meaning among a non-
clinical sample of adults living in the United States. Future research is needed to test this possible 
explanation for this finding. 

Implications for Practice
     The results of this study show strong psychometric support for the unidimensional IWI model with 
a sample of U.S. adults, which has a number of implications for counseling practitioners. The National 
Board for Certified Counselors (2023) encourages professional counselors to use screening tools with 
validated scores as one way to enhance clinical practice. In fact, professional counselors have an ethical 
duty to make sure that screening tools have valid and reliable scores with representative client samples 
to ensure their proper use (AERA et al., 2014; Lenz et al., 2022; National Board for Certified Counselors, 
2023). CFA and MCFA are rigorous tests of construct validity and evidenced that the IWI accurately 
appraised the intended construct of measurement (IW). The results of the present study extend the 
generalizability of IWI scores from child welfare professionals (Bennett et al., 2023) to adults in the 
United States. Accordingly, as one implication for practice, professional counselors can use the IWI 
to measure their clients’ IW. This is a particularly salient implication for practice, as demonstrating 
measurable treatment outcomes is becoming increasingly important in professional counseling and 
related health care settings (de Ossorno Garcia et al., 2021). In particular, professional counselors 
are expected to provide evidence of measurable client goals and outcomes. The IWI has potential 
to help professional counselors demonstrate such goals and outcomes. Suppose, for example, that a 
professional counselor is working with a client who is struggling with IW, which can manifest in a 
number of ways, such as struggles with self-efficacy and/or one’s sense of self-worth being dependent 
on external validation from others (Bennett et al., 2023; Glasser & Lowenstein, 2016). The counselor can 
use the IWI to track their client’s IW throughout treatment. The client’s test scores might serve as one 
way to quantify their progress throughout therapy.     

     The NHA has been implemented for decades to help individuals grow their IW and reduce 
workplace stressors (e.g., burnout) as well as increase resilience (Bennett et al., 2023; Glasser & 
Lowenstein, 2016). However, to date, there is a dearth of empirical NHA studies in the extant literature, 
as a screening tool for measuring IW (the primary outcome variable in NHA) did not exist until 
recently. The results of the present study build on the initial score validation study by Bennett et al. 
(2023). Specifically, the MCFA in the present study took construct validity testing to another level by 
demonstrating that IWI scores have the same meaning across important demographic factors among a 
national sample of U.S. adults. Collectively, the results of CFA, MCFA, and convergent validity testing 
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suggest that the IWI is particularly well calibrated for measuring IWI among adults in the United States. 
Accordingly, professional counselors and professionals in related fields can use the IWI as one way to 
measure the utility of NHA interventions.  

Practicality of the IWI and Consistency With the Counseling Profession
     Practicality is a cornerstone of test-worthiness and involves the degree to which a screening tool is 
logistically feasible for use in clinical practice (Neukrug & Fawcett, 2019). Brief screening tools with 
validated scores enhance the practicality of screening tools, as they provide practitioners with a quick 
and feasible method for measuring their clients’ scores on latent variables (Shields et al., 2021). The 
IWI has potential to be a highly practical screening tool in professional counseling settings, as it is 
comprised of reasonably few items (13 items in the unidimensional model), which has implications 
for reducing respondent fatigue. The IWI is also available in the public domain, free to use, and can be 
scored in minutes. Accordingly, the IWI has potential to be a practical screening tool that professional 
counselors can use in the intake process to establish baseline IW scores. The brevity and feasibility of 
the IWI makes it practical for professional counselors to administer the IWI to their clients as one way to 
monitor their progress in treatment.  

     Consistent with the underlying strengths-based principles of the counseling profession (Long et al., 
2022; Myers, 1992), the IWI’s construct of measurement, IW, is a strengths-based latent characteristic 
(Glasser & Lowenstein, 2016). Accordingly, professional counselors are encouraged to use strengths-
based assessment tools to measure well-being and keep track of treatment effectiveness (Fullen, 2016; 
Young et al., 2015) rather than focusing solely on measures of symptomatic distress or psychopathology. 
NHA and IW emphasize empowerment, strength, and resilience. The IWI is a strengths-based screening 
tool for measuring a growing, accruing, and deepening sense of inner enrichment (Bennett et al., 2023). 
Considering the promising psychometric support for the unidimensional IWI model in the present 
study, practitioners can use the IWI to measure IW when working with adults in the United States. 
In addition, the current results revealed strong correlations between IWI and MHI-5, which further 
supports that IW is a form of mental wellness. 

Inner Wealth, Anxiety, and Depression 
     Anxiety and depression are the two most common mental health conditions among adults living in 
the United States (NAMI, 2022). The PHQ-9 and GAD-7 are screening tools with rigorously validated 
scores for measuring depression and anxiety severity with normative samples of adults in the United 
States (e.g., J. S. Patel et al., 2019). Accordingly, the results of convergent validity testing between the 
IWI and the GAD-7 and PHQ-9 in the present study support the IWI’s psychometric properties and 
have implications for counselors who are working with U.S. adults living with anxiety or depression. 
Specifically, the IWI’s strong correlations with the PHQ-9 and GAD-7 suggest that the IWI might have 
utility for tracking treatment outcomes related to potential protective factors against depression and 
anxiety. Future research is needed; however, the results of the present study tentatively suggest that 
higher levels of IW might have utility for predicting lower levels of anxiety and depression among U.S. 
adults. To this end, it might be helpful for professional counselors to include the IWI in assessment 
batteries for clients who are living with anxiety and depression. Treatment plan goals can reflect both 
aiming to reduce negative symptoms (anxiety or depression) and increase wellness-based symptoms 
(e.g., IW). In addition, counselors and their clients can refer to the content of IWI items as semi-
structured discussion prompts. Suppose, for example, that a client scores high on the following IWI 
item: “When I receive a compliment, I think it is likely untrue.” The client and counselor can use this 
information to discuss how and in what ways the client can work on giving themselves credit when 
they receive a compliment. 



208

The Professional Counselor | Volume 14, Issue 2

Two-Dimensional IWI Model
     At this stage of development, we recommend that clinicians and researchers use the two-dimensional 
IWI tentatively, if at all, to measure IW among U.S. adults due to the questionable-to-poor validity 
evidence of scores that we found for this model. Future researchers or practitioners who are seeking to 
use the two-dimensional model with adults in the United States should test for reliability and validity 
evidence of IWI scores with their sample before interpreting the meaning of scores. 

Limitations and Future Research
     The findings of this study present limitations and implications for future research. We hired a data 
collection contracting company to employ a rigorous data collection procedure to recruit a national 
sample of U.S. adults stratified by the census data (U.S. Census Bureau, 2022). However, the statistical 
aggregation procedure that we used to dummy code variables into subsamples that were substantial 
enough for invariance testing may have limited the external validity of the findings. In particular, the 
results might not have detected differences in the meaning of IW among U.S. adults with (a) gender 
identities besides female or male, (b) ethnoracial identities beyond White or non-White, and/or (c) levels 
of education that were more specific than having a college degree or not. To these ends, we recommend 
that future investigators examine the factorial invariance of IWI scores with more ethnoracially, 
educationally, and gender-diverse samples. In addition, future researchers can extend the existing line 
of research on the IWI by testing for temporal internal structure validity via a time series factor analysis. 
Results might reveal insights into the time series psychometric properties of the IWI. 

     The results of convergent validity testing revealed strong co-variation (i.e., both statistical and 
practical significance) between IWI scores of a sample of U.S. adults and their depression and anxiety 
severity scores. However, causal directionality between variables cannot be inferred from the results 
of any cross-sectional study. Accordingly, future outcome research on the potential utility of IW 
in a possible treatment for anxiety and depressive disorders is recommended. For example, future 
researchers can test for changes in anxiety and depression severity before and after the NHA training 
(Glasser & Lowenstein, 2016), which is geared toward increasing IW. In addition, the results of the 
present study are based on a non-clinical sample of adults in the United States. There might be utility in 
future researchers testing the psychometric properties of the IWI with samples of participants who are 
living with mental and/or physical health conditions. 

Summary and Conclusion

     Consistent with the wellness orientation of the counseling profession, IW is a strengths-based 
construct that emphasizes internal enrichment and empowerment (Glasser & Lowenstein, 2016). The 
IWI is a screening tool for appraising IW, which was normed with two large samples of child welfare 
professionals (Bennett et al., 2023). The purpose of the present study was to extend the generalizability 
of IWI scores to a normative national sample of U.S. adults (stratified by the U.S. Census Bureau 
[2022] data for gender identity, age, ethnoracial identity, and geographic location). We found support 
for the psychometric properties of the unidimensional IWI model but not the two-dimensional IWI 
model with U.S. adults. Specifically, the results of factorial invariance (MCFA) and convergent validity 
testing evidenced strong support for the psychometric equivalence in the meaning of IW across 
gender, ethnoracial identity, help-seeking history, education, and income for U.S. adults’ scores on the 
unidimensional IWI model. When working with adults in the United States, professional counselors can 
use the unidimensional IWI as one way to measure and track their clients’ IW throughout treatment. 
The IWI offers a number of practical advantages to professional counselors, including brevity, simple 
scoring instructions, and free availability in the public domain.  
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