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Abstract 17 

Background: Moral injury (MI) not only contributes to a range of mental health problems among nurses but 18 

also diminishes their physical and psychological well-being and job satisfaction. More critically, it may 19 

erode occupational identity (OI), thereby threatening the stability of the nursing workforce and 20 

compromising the quality of patient care. Although previous studies have suggested that psychological 21 

capital (PsyCap) and perceived organisational support (POS) may be key factors in sustaining OI, the 22 

interrelationships among these four constructs within the nursing population remain insufficiently explored. 23 
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Objectives: This study aimed to analyse the factors associated with OI among nurses and to examine the 24 

chained mediating roles of PsyCap and POS in the relationship between MI and OI, as well as the 25 

moderating role of working experience. 26 

Methods: A cross-sectional survey was conducted involving currently employed nurses from multiple 27 

tertiary (Grade III-A and III-B) and secondary (Grade II) hospitals across Sichuan, Guangdong, and 28 

Chongqing municipalities. A moderated mediation model was established using the SPSS PROCESS 3.5 29 

macro to examine the relationships among MI, PsyCap, POS, and OI. In addition, this moderated mediation 30 

model was employed to investigate the moderating role of working experience. 31 

Results: A total of 600 nurses completed the online survey, after data screening, 537 valid questionnaires 32 

were retained for analysis. Mediation analysis revealed that PsyCap and POS operated as chain mediators in 33 

the relationship between MI and OI, with an indirect effect of β = -0.106 (95% CI: -0.133 to -0.079), 34 

accounting for 22.18% of the total effect. When working experience was introduced as a moderator, the 35 

initial chained mediation effect remained significant. Moderation analysis further indicated that working 36 

experience positively moderated the relationship between PsyCap and POS (β = 0.101, 95% CI: 0.033 to 37 

0.169), while negatively moderating the relationship between PsyCap and OI (β = -0.069, 95% CI: -0.133 to 38 

-0.006). 39 

Conclusion: The present study reveals the chained mediating roles of PsyCap and POS in the relationship 40 

between MI and OI, and further identifies the moderating effect of working experience. These findings offer 41 

a novel theoretical perspective for understanding the process through which MI may lead to a decline in OI. 42 

Accordingly, to mitigate the adverse effects of MI and help nurses sustain their OI, it is advisable to cultivate 43 

supportive work environments, foster robust PsyCap, and actively encourage help-seeking behaviours, 44 

including seeking organisational support when needed. 45 

Keywords: Moral injury, Psychological capital, Perceived organisational support，Occupational identity 46 
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 47 

Introduction 48 

Moral injury (MI) refers to a psychological state arising from the perception that one's core values and 49 

professional duties have been violated, coupled with a sense of powerlessness to take morally congruent 50 

action[1, 2]. Such injury not only inflicts deep psychological harm and persistent distress on nurses[3], but 51 

also provokes complex and intense negative emotions, including anxiety, guilt, shame, disgust, and 52 

self‑blamee[4, 5], and may exert a substantial impact on the entire nursing team[6]. The concept was first 53 

introduced by psychiatrist Shay in the 1990s, who characterised it as a form of characterological trauma 54 

resulting from betrayal by leaders[7]. Jinkerson subsequently distinguished between two types of MI. 55 

Self-oriented MI, which arises from one's own actions violating personal moral beliefs, and other-oriented 56 

MI, which stems from involvement in or witnessing of cruelty perpetrated by others[8]. Among healthcare 57 

professionals, the prevalence of MI is estimated at 45%[9]. 58 

Mounting evidence indicates that MI contributes to a range of mental health problems among nurses, 59 

which may not only diminish their well-being[10, 11]and job satisfaction[12] but also impair clinical 60 

decision-making[13], compromise the quality of care[14], and adversely affect patient recovery 61 

outcomes[15]. Previous research has also indicated that the guilt and self‑doubt triggered by MI may 62 

indirectly lead to a diminished sense of professional calling, through the suppression of authentic 63 

self‑expression as a psychological resource, thereby gradually eroding occupational identity (OI)[16]. 64 

However, research on how to prevent MI from further evolving into a decline in OI remains relatively 65 

limited. Identifying the intervenable key links between these two constructs is of particular importance, as 66 

MI may represent a critical factor contributing to the deterioration of OI[17], and declines in OI, in turn, 67 

pose potential threats to the stability of the nursing workforce and the quality of healthcare delivery[18]. 68 

The Job Demands-Resources (JD-R) model posits that negative factors that deplete individual energy, 69 
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such as role conflict, can lead to adverse outcomes, whereas abundant job resources can generate positive 70 

outcomes by enhancing employees' work engagement. Within this theoretical framework, positive factors 71 

related to the psychological or organisational aspects of the work environment are regarded as important job 72 

resources that help to prevent adverse outcomes. Previous research also indicates that nurses' OI is 73 

influenced not only by their own psychological resources but also by external environmental factors [19]. 74 

Therefore, this study proposes that psychological capital (PsyCap) and perceived organisational support 75 

(POS) may play a key role in mitigating MI and sustaining OI. Specifically, PsyCap, as a set of positive 76 

psychological resources at the individual level, including self-efficacy, hope, optimism, and resilience, has 77 

been shown to play a significant mediating role between occupational stress and OI, helping to alleviate 78 

work-related stress and sustain OI[20]. In addition, POS, the extent to which an organisation values, respects, 79 

and cares for employees' well-being beyond its formal contributions and services, is also a significant 80 

positive predictor of professional identity[21]. When nurses encounter external adversities, POS may 81 

facilitate rapid adaptation, thereby preventing further erosion of OI. However, JD-R model does not further 82 

elucidate the interrelationship between psychological factors and perceived external support. Moreover, 83 

given that the emphasis of professional identity cultivation differs across career stages, the JD-R model also 84 

fails to specify how tailored measures for professional identity development should be implemented for 85 

nurses at different career phases. Therefore, further in-depth investigation into this issue is warranted. 86 

Thhe Conservation of Resources theory (COR)[22] may help to elucidate the two issues discussed 87 

above, which posits that individuals are motivated to preserve, protect, and acquire resources. These 88 

resources may be either personal internal attributes (such as PsyCap) or conditional external environmental 89 

supports (such as POS). When individuals encounter intense psychological stressors (such as MI), their 90 

internal psychological resources are directly depleted and threatened. When existing resources are actually 91 

lost, this may precipitate a stress response (i.e., a decline in OI). Notably, in the face of stressors, individuals 92 
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with greater resources are less susceptible to resource loss and possess stronger resource acquisition 93 

capabilities, thereby rendering them less prone to stress responses. Conversely, individuals with fewer 94 

resources are more vulnerable to resource depletion and demonstrate reduced capacity for resource 95 

acquisition, making them relatively more susceptible to stress responses. Based on this perspective, it is 96 

reasonable to infer that MI, as a significant psychological stressor, may lead to a decline in nurses' OI. This 97 

may be primarily because experiences of MI can deplete PsyCap. When faced with this situation, individuals 98 

with fewer PsyCap resources tend to have poorer resource acquisition capabilities, rendering them less able 99 

to perceive organisational support clearly. They are more susceptible to stress responses, which ultimately 100 

lead to a decline in OI. Therefore, PsyCap and POS are likely to play a chain mediating role in the 101 

relationship between MI and OI. Furthermore, the COS also introduces the principles of resource caravans 102 

and passageways, which posit that resources exist within specific ecological contexts (passageways), and 103 

that the quality of these passageways can either cultivate or hinder resources. Given that nurses at different 104 

career stages possess distinct professional ecological contexts, it is reasonable to infer that working 105 

experience may play a moderating role in this chain mediating pathway. 106 

 107 

Aim of the study 108 

Guided by the COS, this study aimed to examine the interrelationships among MI, OI, PsyCap, and POS in 109 

nurses, with the goal of identifying key strategies for intervening in MI and sustaining or enhancing OI. We 110 

hypothesised that PsyCap and POS would serve as chain mediators in the relationship between MI and OI, 111 

and working experience plays a moderating role in this regard. The conceptual model guiding this study is 112 

illustrated in Fig 1. 113 
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 114 

Fig 1 Research framework grounded in the Conservation of Resources theory 115 

 116 

Methods 117 

Sample and settings 118 

This study employed a cross-sectional survey design. Using a convenience sampling method, a total of 600 119 

nurses were recruited from multiple hospitals across Sichuan, Guangdong, and Chongqing municipalities in 120 

China between June 2025 and July 2025. The sample comprised currently employed nurses who met 121 

predefined inclusion and exclusion criteria, and data were collected via an online questionnaire. 122 

Participating hospitals were predominantly tertiary Grade III-A institutions, with additional recruitment from 123 

Grade III-B and Grade II hospitals. Inclusion criteria were: (1) age 18 years or older, (2) currently registered 124 

as a nurse, and (3) voluntary participation. Exclusion criteria were: (1) nurses with a history of, or current, 125 

severe mental illness, (2) nurses on extended leave during the study period, such as maternity leave, 126 

long-term sick leave, or full-time study leave. All potential participants completed a demographic 127 

questionnaire. Submitted questionnaires were screened, and those from individuals not meeting all inclusion 128 

criteria were excluded from analysis. 129 
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 130 

Investigation procedures 131 

An online survey was developed and administered using the Questionnaire Star platform (www.wjx.cn). The 132 

questionnaire link was distributed via online channels to nurses, who completed the survey independently. 133 

All responses were collected in a fully anonymous manner, with no recording of nurses' names or other key 134 

personal identifiers. To prevent duplicate submissions from the same participant, the system was configured 135 

to permit only one response per device. The questionnaire comprised three sections: a description of the 136 

study's purpose and procedures, an informed consent form, and the formal measurement scales. All 137 

questionnaires were distributed electronically via the social media application WeChat, with participants 138 

requested to complete them within one week. The platform was further configured to require respondents to 139 

spend a minimum of 30 seconds reading the participant information sheet and to provide electronic informed 140 

consent before accessing the survey items. 141 

The required sample size was calculated using the formula for estimating a population proportion: 142 

N=(U21-α/2×P0(1-P0))/d2, where N is the sample size, U is the standard normal deviate corresponding to the 143 

confidence level, α is the significance level set at 0.05, and P₀ is the estimated population proportion. Based 144 

on previous studies on OI among healthcare workers, P₀ was set at 0.71[23]. With an allowable error (d) of 145 

0.05, the minimum required sample size was 314. Accounting for a potential 10-20% non-response rate, the 146 

target sample size was adjusted to 349-393. 147 

To ensure the authenticity and reliability of the questionnaire data, a series of rigorous quality control 148 

measures were implemented. During the completion phase, the following criteria were applied: (1) a 149 

minimum completion time of five minutes was enforced, (2) questionnaires with identical response patterns 150 

were excluded, (3) incomplete questionnaires were discarded, and (4) respondents who provided 151 

diametrically opposite answers to similar items were also removed. Only questionnaires that satisfied all of 152 
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the above criteria were included in the final analysis. 153 

Following data collection, systematic data cleaning procedures were performed, including: (1) range 154 

and logic checks: values outside plausible ranges (e.g., age < 18 years) or exhibiting logical inconsistencies 155 

(e.g., years of experience exceeding age) were verified against original records where possible, corrected, or 156 

treated as missing, (2) outlier handling: statistical outliers were evaluated for clinical plausibility, those 157 

identified as data entry errors were corrected or set to missing, and (3) missing data handling: for continuous 158 

variables with low rates of missingness, mean imputation was used, for categorical variables, a distinct 159 

'missing' category was created. No critical variables contained missing data in the final analytic sample. 160 

Following these procedures, the final analytic sample comprised 537 valid responses, which met the 161 

prespecified sample size requirement. The questionnaire sampling and screening process is summarised in 162 

Fig 2. 163 



 

 9 

 164 

Fig 2 Flowchart of the questionnaire sampling and screening process 165 

 166 

Measures 167 

Demographic characteristics questionnaires 168 

Data on demographic and professional characteristics were collected using a study specific questionnaire. 169 

This instrument captured participants' demographic and professional information, including gender, age, 170 

working experience, education level, professional title, and department. 171 
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 172 

Survey of Perceived Organizational Support 173 

POS was measured using the Survey of Perceived Organizational Support (SPOS), originally developed by 174 

Chen et al. based on empirical research and subsequently revised by Pan et al. to suit the professional 175 

characteristics of healthcare workers[24]. The scale comprises two dimensions: emotional support and 176 

instrumental support. Emotional support refers to the encouragement and affirmation provided by the 177 

organisation to employees, encompassing intimacy support, respect support, and network integration support. 178 

Instrumental support represents the tangible resources, such as information, tools, and equipment, that the 179 

organisation offers to facilitate task completion. The scale contains 14 items, each rated on a 5-point Likert 180 

scale ranging from 1 (very inconsistent) to 5 (very consistent). Total scores range from 14 to 70, with higher 181 

scores indicating greater POS. In this study, the Cronbach’s α coefficient for the scale was 0.964. 182 

 183 

Psychological Capital Questionnaire 184 

PsyCap was measured using the Psychological Capital Questionnaire (PCQ), originally developed by 185 

Luthans[25]. This instrument comprises 24 items distributed across four dimensions, include self-efficacy, 186 

hope, resilience, and optimism. Each item is rated on a 6-point Likert scale ranging from 1 (strongly 187 

disagree) to 6 (strongly agree), yielding total scores between 24 and 144. Higher total scores indicate greater 188 

levels of PsyCap. The Chinese version of the PCQ has demonstrated satisfactory reliability and validity in 189 

prior studies. In the present study, the Cronbach’s α coefficient for the scale was 0.958. 190 

 191 

Occupational Identity Scale 192 

OI was assessed using the Occupational Identity Scale (OIS), originally developed by Tyler and 193 

McCallum[26]. The scale comprises 10 items, each rated on a 5-point Likert scale ranging from 1 (strongly 194 

disagree) to 5 (strongly agree). Total scores range from 10 to 50, with higher scores indicating a stronger 195 
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sense of OI. In the present study, the Cronbach’s α coefficient for this scale was 0.951. 196 

 197 

Moral Injury Symptoms Scale Health Professionals Version 198 

MI was measured using the Moral Injury Symptoms Scale for Health Professionals (MISS-HP), originally 199 

developed by Mantri et al. in 2020 to assess moral injury specifically among healthcare professionals[27]. 200 

The scale was subsequently culturally adapted into Chinese by Wang et al. to facilitate investigation of MI 201 

among healthcare workers in China[28]. The Chinese version comprises 10 items distributed across three 202 

dimensions, include shame and guilt, distrust, and forgiveness. Items 5, 6, 7, and 10 are reverse-scored. Each 203 

item is rated on a 10-point scale ranging from 1 (strongly disagree) to 10 (strongly agree), yielding total 204 

scores between 10 and 100. Higher scores indicate greater severity of MI. In the present study, the 205 

Cronbach’s α coefficient for this scale was 0.706. 206 

 207 

Ethics consideration 208 

This study was conducted in accordance with the principles of the Declaration of Helsinki and received 209 

approval from the Ethics Committee of west China hospital, Sichuan university (No. 1581). All participants 210 

were informed about all the details of this study and agreed to participate in this survey.  211 

 212 

Statistical analysis 213 

Statistical analyses were performed using SPSS 26.0 and the PROCESS 3.5 macro for SPSS. To evaluate 214 

common method bias, a Harman single-factor test was conducted. And continuous variables following a 215 

normal distribution are presented as mean ± standard deviation (SD), whereas non‑normally distributed 216 

continuous variables are reported as median and interquartile range (IQR). Categorical variables are 217 

described using frequencies and constituent ratios. For between-group comparisons, the 218 

independent‑samples t‑test or one‑way analysis of variance (ANOVA) was used when the dependent 219 
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variable was normally distributed. Otherwise, non‑parametric tests for two or more independent samples 220 

were applied. Pearson correlation coefficients were computed to assess associations between continuous 221 

variables when normally distributed, and Spearman’s rank‑order correlation was employed for non‑normally 222 

distributed data. 223 

Based on the results of the non‑parametric tests and correlation analyses, variables that were 224 

statistically significant were entered as independent variables into a stepwise forward multiple linear 225 

regression model, with OI as the dependent variable, to identify factors influence OI. After controlling for 226 

demographic variables, we examined the chain mediating role of PsyCap and POS in the relationship 227 

between MI and OI using the PROCESS macro (Model 6) in SPSS, and investigated the moderating role of 228 

working experience using Model 92. The mediation and moderation models were tested using the 229 

bias‑corrected bootstrap method with 5000 resamples to assess the significance of the effects, and 95% 230 

confidence intervals were computed. A two‑tailed p‑value < 0.05 was considered statistically significant for 231 

all analyses. 232 

 233 

Results 234 

Demographic characteristics 235 

A total of 537 valid questionnaires were included in the final analysis. The study sample was predominantly 236 

female (n = 501, 93.3%), 86% of participants held a bachelor's degree or higher, and 43.8% held middle or 237 

above professional titles. Non-parametric tests were employed to compare professional identity scores 238 

across different demographic categories. The results revealed no significant differences in professional 239 

identity scores by gender (Z = -0.016, p = 0.987), education level (Z = 4.002, p = 0.135), professional title 240 

(Z = 2.739, p = 0.434), or department (Z = 7.010, p = 0.536). Detailed results are presented in Table 1. 241 

Table 1 Demographic characteristics of the study subjects (N=537) 242 
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Variables N (%) H (Z) p 

Gender  -0.016 0.987 

Female 501 (93.3)   

Male 36 (6.7)   

Education level  4.002 0.135 

Below bachelor’s degree 75 (14)   

Bachelor 439 (81.7)   

Master’s degree or higher 23 (4.3)   

Professional title  2.739 0.434 

Primary 302 (56.2)   

Middle 80 (14.9)   

Associate Senior 67 (12.5)   

Senior 88 (16.4)   

Department  7.010 0.536 

Internal Medicine 124 (23.1)   

Surgery 148 (27.6)   

Obstetrics and Gynaecology 30 (5.6)   

Paediatrics 30 (5.6)   

Emergency 21 (3.9)   

Critical Care 41 (7.6)   

Psychiatry 42 (7.8)   

Operating Theatre 16 (3)   
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Others 85 (15.8)   

a.p-values derived from Mann-Whitney U (binary), Kruskal-Wallis H (multi-category). 243 

 244 

Correlations among the major variables 245 

The median score was 34 (IQR: 29-39) for age, 12 (IQR: 6-17) for working experience, 56 (IQR: 52-67) for 246 

POS, 39 (IQR: 33-46) for OI, 111 (IQR: 97-122) for PsyCap, and 43 (IQR: 33-51) for MI. And the 247 

Spearman’s correlation analysis revealed that OI was negatively correlated with MI, and positively 248 

correlated with PsyCap, POS, and working experience. Detailed results are presented in Table 2. 249 

Table 2 The correlations among the continuous variables by Spearman’s Correlation (N=537) 250 

Variable Median (IQR) Age Working experience POS OI PsyCap MI 

Age 34(29-39) 1      

Working experience 12(6-17) 0.958** 1     

POS 56(52-67) 0.011 0.04 1    

OI 39(33-46) 0.081 0.119** 0.817** 1   

PsyCap 111(97-122) 0.091* 0.121** 0.713** 0.800** 1  

MI 43(33-51) -0.177** -0.190** -0.466** -0.460** -0.358** 1 

a.Bold values indicate statistically significant associations (*p < 0.05, **p <0.01). 251 

 252 

Multiple linear regression 253 

Continuous variables were standardised using z-scores. The results indicated that POS (β = 0.461, 95% CI: 254 

0.398 to 0.523), PsyCap (β = 0.421, 95% CI: 0.361 to 0.480), and working experience (β = 0.073, 95% CI: 255 

0.030 to 0.115) all had a significant positive effect on OI, whilst MI (β = -0.098, 95% CI: -0.146 to -0.051) 256 

had a significant negative effect on OI. Detailed results are presented in Table 3. 257 
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Table 3 Multiple linear regression analysis of factors influencing OI (N = 537). 258 

Varible B β t p-value LLCI ULCI VIF 

POS 0.461 0.461 14.454 *** 0.398 0.523 2.281 

PsyCap 0.421 0.421 13.903 *** 0.361 0.480 2.057 

MI -0.098 -0.098 -4.032 *** -0.146 -0.051 1.339 

Working experience 0.073 0.073 3.346 ** 0.030 0.115 1.060 

a.**p <0.01, ***p<0.001 259 

 260 

Mediating effects of PsyCap and POS 261 

The results of mediation analysis showed that the total effect of MI on OI was β = -0.478 (95% CI: -0.553 to 262 

-0.403). This total effect was decomposed into a direct effect (β = -0.098, 95% CI: -0.146 to -0.051), 263 

accounting for 20.5% of the total effect, and an indirect effect (β = -0.379, 95% CI: -0.440 to -0.318), 264 

accounting for 79.5%. 265 

Within the indirect pathways, three significant mediating effects were identified. First, PsyCap 266 

independently mediated the relationship between MI and OI (β = -0.155, 95% CI: -0.199 to -0.115), 267 

explaining 32.43% of the total effect. Second, POS independently mediated this relationship (β = -0.118, 95% 268 

CI: -0.155 to -0.084), explaining 24.69% of the total effect. Third, PsyCap and POS operated as chain 269 

mediators in the pathway from M to OI (β = -0.106, 95% CI: -0.133 to -0.079), explaining 22.18% of the 270 

total effect. The 95% confidence intervals for all direct and indirect effects did not include zero, indicating 271 

that all pathway effects were statistically significant. These findings are consistent with the study hypotheses. 272 

Detailed results are presented in Table 4 and illustrated in Fig 3. 273 
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Table 4 Chain mediating effects of PsyCap and POS on the relationship between MI and OI (N = 537) 274 

Path Effect BootSE LLCI ULCI Percentage (%) 

Total effect -0.478 0.038 -0.553 -0.403 - 

Direct effect (MI→OI) -0.098 0.024 -0.146 -0.051 20.50 

Indirect effect -0.379 0.031 -0.440 -0.318 79.50 

MI→PsyCap→OI -0.155 0.021 -0.199 -0.115 32.43 

MI→POS→OI -0.118 0.018 -0.155 -0.084 24.69 

MI→PsyCap→POS→OI -0.106 0.013 -0.133 -0.079 22.18 

 275 

a.**p <0.01, ***p<0.001 276 

Fig 3 Path diagram of the chained mediating effects of PsyCap and POS 277 

 278 

Moderating effect of working experience 279 

The results of the moderated chain mediation analysis showed that in the equation with PsyCap as the 280 

outcome variable, MI explained 15.0% of its variance (R² = 0.150, F = 31.321, p < 0.001). In the equation 281 

with POS as the outcome variable, MI, PsyCap, and their interaction term jointly explained 56.9% of its 282 

variance (R² = 0.569, F = 139.968, p < 0.001). In the equation with OI as the outcome variable, all predictors 283 
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and the interaction term collectively explained 77.4% of its variance (R² = 0.774, F = 258.858, p < 0.001). 284 

The results showed that the chain mediation effect significant. Detailed results are presented in Table 5 and 285 

Fig 4. 286 

Table 5 Analysis of the chain mediating effects of PsyCap and POS under the moderating influence of working experience 287 

(N = 537) 288 

Path Effect BootSE LLCI ULCI Percentage (%) 

Direct effect (MI→OI) -0.093 0.024 -0.141 -0.046 19.46 

Indirect effect      

MI→PsyCap→OI -0.145 0.020 -0.186 -0.107 30.33 

MI→POS→OI -0.125 0.019 -0.165 -0.089 26.15 

MI→PsyCap→POS→OI -0.115 0.016 -0.148 -0.086 24.06 

And working experience not only moderated the relationship between PsyCap and POS (β = 0.101, 95% 289 

CI: 0.033 to 0.169) but also moderated the relationship between PsyCap and OI (β = -0.069, 95% CI: -0.133 290 

to -0.006). Detailed results are presented in Table 6 and Fig 4. 291 

Table 6 Analysis of the moderating effects of working experience (N = 537) 292 

Independent variable 

Dependent variable: POS Dependent variable:OI 

Effect BootSE LLCI ULCI Effect BootSE LLCI ULCI 

Working experience -0.117 0.029 -0.174 -0.059 0.077 0.022 0.034 0.120 

PsyCap * Working experience 0.101 0.034 0.033 0.169 -0.069 0.032 -0.133 -0.006 
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 293 

a.**p <0.01, ***p<0.001 294 

Fig 4 Path diagram of the chain mediating effects of PsyCap and POS, moderated by working experience 295 

Using the mean ± 1 SD grouping method, working experience was categorised into high and low levels. 296 

Simple slope analysis tables and plots were then generated to further examine the moderating trends of 297 

working experience on the direct pathways between PsyCap and POS, and between PsyCap and OI. The 298 

results showed that the low working experience group, PsyCap had a significant positive effect on POS 299 

(simple slope = 0.539, t = 12.727, p < 0.001). In the high working experience group, PsyCap also had a 300 

significant positive effect on POS, and this effect was stronger than that in the low group (simple slope = 301 

0.742, t = 14.659, p < 0.001). Thus, working experience acted as an enhancing moderator on this pathway. 302 

Detailed results are presented in Table 7 and Fig 5. 303 

Table 7 Analysis of the moderating effect of working experience on the relationship between PsyCap and POS (N = 537) 304 

Working experience Effect BootSE t p LLCI ULCI 

M-1SD (Low Working experience) 0.539 0.042 12.727 <0.001 0.456 0.622 

M (Mean) 0.640 0.031 20.388 <0.001 0.579 0.702 
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M+1SD (High Working experience) 0.742 0.051 14.659 <0.001 0.342 0.841 

 305 

 306 

Fig 5 Moderating effect of working experience on the relationship between PsyCap and POS 307 

Furthermore, in the low working experience group, PsyCap had a significant positive effect on OI 308 

(simple slope = 0.460, t = 11.386, p < 0.001). This positive effect was also present in the high working 309 

experience group; however, the effect was weaker compared with that in the low working experience group 310 

(simple slope = 0.321, t = 6.646, p < 0.001). Thus, working experience acted as a weakening moderator on 311 

this pathway. Detailed results are presented in Table 8 and Fig 6. 312 

Table 8 Analysis of the moderating effect of working experience on the relationship between PsyCap and OI (N = 537) 313 

Working experience Effect BootSE t p LLCI ULCI 

M-1SD (Low Working experience) 0.460 0.040 11.386 <0.001 0.380 0.539 

M (Mean) 0.390 0.030 12.829 <0.001 0.330 0.450 

M+1SD (High Working experience) 0.321 0.048 6.646 <0.001 0.226 0.415 
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Fig 6 Moderating effect of working experience on the relationship between PsyCap and OI 316 

 317 

Discussion 318 

Regression analysis demonstrated that PsyCap, POS, MI, and working experience are significant effects of 319 

OI among nurses. Mediation analysis further revealed that PsyCap and POS exerted a significant chain 320 

mediating effect in the relationship between MI and OI. In addition, moderation analysis indicated that 321 

clicanl experience played a moderating role in this pathway. Specifically, working experience acted as an 322 

enhancing moderator between PsyCap and POS, while serving as a weakening moderator between PsyCap 323 

and OI, as illustrated in Fig 5. 324 

 325 

Factors impacting OI among nurses 326 

Working experience had a positive impact on nurses' OI, a finding consistent with previous research[29]. 327 

Moreover, the formation mechanisms of OI differ across career stages. Novice nurses tend to derive their OI 328 

primarily from external support, role modelling, and managerial humanistic care, which renders them more 329 

susceptible to environmental shocks. In contrast, experienced nurses' OI is more firmly rooted in the 330 

accumulation of personal experience and achievements, thereby exhibiting greater stability and durability[30, 331 
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31]. Consequently, nurses with more extensive working experience tend to possess higher levels of OI. 332 

Both PsyCap[32, 33] and POS exerted significant positive effects on OI. PsyCap encompasses four 333 

dimensions, including self-efficacy, hope, optimism, and resilience. Nurses with high self-efficacy tend to 334 

adopt more positive career attitudes and demonstrate greater competence in meeting challenges[34]. Those 335 

with high hope maintain clear career plans and positive professional visions, making them more likely to 336 

perceive professional growth[35]. Optimistic nurses sustain positive cognitive appraisals, while those with 337 

strong resilience exhibit enhanced capacity to withstand setbacks. These attributes are all pivotal to 338 

sustaining OI. POS comprises instrumental support and emotional support. Emotional support, including 339 

attentive listening, care, and respect, strengthens nurses' sense of belonging and facilitates their 340 

identification with their work, which may further evolve into OI[36, 37]. Instrumental support, such as 341 

training, environmental improvements, and promotion opportunities, plays an indispensable role in fostering 342 

OI by helping nurses navigate difficulties, reducing negative emotions, and fulfilling expectations for career 343 

advancement[38]. Previous research has also demonstrated that employees who perceive greater 344 

organisational support tend to respond with stronger OI[39]. 345 

In addition, the present study confirmed that MI exerts a negative impact on OI, such that higher levels 346 

of MI are associated with lower OI. This relationship has rarely been demonstrated in previous research, and 347 

the underlying mechanisms remain largely unexplored. MI often originates from discrepancies between 348 

individual values and behaviours. When the ideal self conflicts with perceived imperfections in reality, and 349 

when one's career ceases to serve as a source of self-fulfilment and self-achievement, identification with that 350 

profession naturally declines. Moreover, MI is frequently accompanied by the cumulative burden of negative 351 

emotions, including guilt, shame, loss of meaning, and self‑condemnation. Which not only impair nurses' 352 

work performance but may also become psychologically linked to their professional role. When the value 353 

derived from one's profession is perceived as predominantly negative, OI gradually erodes[40]. Furthermore, 354 
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MI is often associated with what nurses perceive as suboptimal work performance. Such perceived failures 355 

to meet their own standards may lead nurses to attribute these shortcomings to personal incompetence, 356 

potentially contributing to a decline in work engagement and, ultimately, to a reduction in OI[41]. 357 

 358 

The chain mediating role of PsyCap and POS 359 

Through mediation analysis, the present study demonstrated that PsyCap and POS played a significant chain 360 

mediating role between MI and OI. On the one hand, PsyCap independently mediated the relationship 361 

between MI and OI. This is consistent with the COS, which posits that when actual resource loss occurs, 362 

psychological distress ensues, and individuals utilise their key resources to cope with stressful situations in 363 

their environment. When individuals experience MI as a stressor, PsyCap, which functions as a personal 364 

characteristics resources, becomes eroded. When such personal resources are depleted, individuals may enter 365 

a defensive mode, manifested as withdrawal and a consequent decline in OI. Furthermore, PsyCap serves 366 

not only as a psychological resource for coping with injury but also as a critical factor in constructing nurses' 367 

OI. When nurses experience MI characterised by negative emotions such as guilt, loss of meaning, and 368 

self-condemnation, their levels of self-efficacy, hope, and optimism tend to decline[42, 43]. These internal 369 

psychological resources are not only integral components of PsyCap but also essential elements for 370 

sustaining and cultivating OI[44]. When MI depletes PsyCap, the psychological resources available for 371 

constructing OI become diminished, and OI naturally declines. This explains why PsyCap functions as a 372 

mediator in the relationship between MI and OI. The strength of PsyCap, to a certain extent, determines how 373 

such depletion affects OI. On the other hand, POS independently mediated the relationship between MI and 374 

OI. The Conservation of Resources theory posits that MI, as a resource‑damaging event, erodes nurses' 375 

conditions resources, particularly their trust in and sense of belonging to the organisational environment. For 376 

instance, when nurses encounter MI and perceive that the organisation fails to provide substantive support, 377 
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or even believe that institutional constraints prevent them from acting in accordance with ethical standards, 378 

they may develop a strong sense of organisational betrayal. This leads nurses to recognise that the 379 

organisational environment on which they rely is unreliable, resulting in a marked decline in their perceived 380 

organisational support[45]. The resource investment principle of the COS further posits that when 381 

individuals invest resources without receiving the expected returns, they experience more intense 382 

psychological distress than from resource loss alone. Consequently, when nurses invest considerable 383 

emotion, time, and effort in their work yet perceive diminishing organisational support, they tend to adopt 384 

stronger defensive withdrawal strategies and reduce work engagement to conserve remaining resources. This 385 

ultimately manifests as a decline in professional identity. Conversely, when employees perceive the 386 

organisation as a solid foundation of support, they are more likely to view unavoidable ethical dilemmas as 387 

shared challenges to be tackled collectively. When nurses believe they are "on the same side" as their 388 

organisation, this sense of belonging becomes pivotal to sustaining and strengthening OI[46]. This explains 389 

why POS also plays an important mediating role in the relationship between MI and OI. 390 

The present study also confirmed the chain mediating role of PsyCap and POS in the relationship 391 

between MI and OI. This finding is consistent with the COS, which posits that when faced with stressors, 392 

individuals with greater resources are less susceptible to resource loss and possess stronger resource 393 

acquisition capabilities, thereby rendering them less prone to stress responses. Conversely, individuals with 394 

fewer resources are more vulnerable to resource depletion, exhibit reduced capacity for resource acquisition, 395 

and are consequently more likely to experience stress responses. Accordingly, the occurrence of MI depletes 396 

nurses' internal PsyCap, and lower PsyCap diminishes their ability to acquire resources, predisposing them 397 

to view the organisation negatively, thereby reducing POS and ultimately undermining their OI. Conversely, 398 

nurses with richer PsyCap tend to perceive higher organisational support[47, 48]. When confronted with the 399 

impact of MI, they are more inclined to interpret organisational behaviours positively and optimistically[49]. 400 
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Optimism and hope predispose them to attend to supportive signals from the organisation. Nurses with high 401 

self-efficacy hold more positive career attitudes and are therefore more likely to receive feedback and 402 

support from the organisation[34]. Resilience makes them more proactive and open in interpersonal 403 

interactions, enabling them to actively connect with colleagues and supervisors, thereby gaining more 404 

practical support and feedback[50]. These factors collectively enhance their POS, buffer against the negative 405 

effects of MI, and help sustain their OI. 406 

Notably, PsyCap and organisational support engage in a mutually reinforcing positive cycle. Higher 407 

levels of PsyCap predisposes nurses to seek and obtain organisational support, while greater POS, in turn, 408 

further enhances PsyCap. Together, they form a bidirectional positive feedback loop that sustains nurses' OI. 409 

In summary, PsyCap and POS not only function as independent mediators in the relationship between MI 410 

and OI but also act synergistically as critical conditions for maintaining OI. 411 

 412 

Moderating role of working experience 413 

Moderation analysis revealed that working experience acted as an enhancing moderator in the relationship 414 

between PsyCap and POS. On the one hand, the resource caravan and passageway principles suggest that 415 

resources exist within specific ecological contexts, and that the quality of these passageways directly 416 

influences the maintenance and growth of resources. And senior nurses possess richer PsyCap and their 417 

personal characteristics resources are already relatively abundant[51]. Therefor, for this group, whether the 418 

organisation provides sufficient support, such as establishing equitable career pathways and recognising 419 

nurses' contributions, becomes a critical external condition for determining whether their resources can 420 

continue to appreciate. On the other hand, senior nurses possess richer workplace social capital, 421 

characterised by more stable interpersonal networks, which helps alleviate psychological distress and 422 

reinforces their identification with and trust in the organisation[52]. Moreover, senior nurses have clearer 423 
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pathways for accessing organisational support and more established experience in organisational interactions. 424 

When they also possess richer PsyCap, they are more adept at translating internal positive psychological 425 

resources into external organisational support through existing social relationships. This is also more 426 

conducive to supporting its POS. In contrast, junior nurses may have less stable interpersonal networks; 427 

even when they exhibit high levels of PsyCap, they may encounter greater difficulty in obtaining 428 

organisational support. Additionally, they may lack relevant training, fail to fully appreciate the importance 429 

of organisational support, or even be reluctant to seek help due to feelings of shame. These factors explain 430 

the potential enhancing moderating effect of working experience on the relationship between PsyCap and 431 

POS. 432 

At the same time, working experience acted as a weakening moderator in the relationship between 433 

PsyCap and OI. This result may be attributed to differences in the construction of OI across career stages. 434 

For junior nurses, OI is primarily built upon external support, successful practical experiences, and the 435 

establishment of a sense of belonging[30, 31]. PsyCap serves as an important resource for cultivating this 436 

sense of belonging[53], rendering OI development highly dependent on PsyCap during this stage. In contrast, 437 

senior nurses have already established stable interpersonal networks and a strong sense of belonging; their 438 

OI is more firmly grounded in internal growth and long-term experience[31], shaped by professional 439 

achievements, social recognition, and internalised self-worth. As a result, their OI is more structurally 440 

stabilised, and the contribution of PsyCap to further enhancing their identity is limited. Furthermore, the law 441 

of diminishing marginal utility states that, holding other conditions constant, as the stock of a given resource 442 

continues to increase, the incremental gain in satisfaction derived from each additional unit gradually 443 

diminishes. Therefore, for junior nurses whose PsyCap is still in an accumulative phase, the development of 444 

their PsyCap is likely to be accompanied by a substantial increase in OI. By contrast, for senior nurses 445 

whose PsyCap has already reached a relatively high level, further enhancement of PsyCap tends to yield 446 
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progressively smaller gains in OI. This principle further explains why working experience serves as a 447 

weakening moderator in the relationship between PsyCap and OI. 448 

 449 

Implications 450 

The present study confirmed the chain mediating effect of PsyCap and POS in the relationship between MI 451 

and OI, as well as the moderating role of working experience. These findings offer a theoretical perspective 452 

for understanding how experiences of MI may develop into a decline in OI, and provide a theoretical basis 453 

for the development of targeted interventions. Maintaining nurses' OI is a crucial prerequisite for ensuring 454 

workforce stability and safeguarding the quality of nursing care. Therefore, healthcare institutions should 455 

optimise policies, resource allocation, and organisational culture at the systemic level to prevent MI at its 456 

source. Nurse managers may integrate PsyCap interventions into routine training programmes, foster a 457 

positive practice environment, and provide nurses with adequate listening, empathy, and care, thereby 458 

making emotional support a key source of OI. Nurses themselves should consciously cultivate their PsyCap, 459 

utilising approaches such as mindfulness[54] to regulate effectively and avoid the continuous depletion of 460 

PsyCap by MI. When faced with MI, they should actively seek organisational support as a buffer against its 461 

impact. In addition, nurses should strive to develop moral courage and moral resilience to enhance their 462 

capacity to cope with MI[55]. 463 

This study further revealed that working experience exerts differentiated moderating effects on the 464 

relationships between PsyCap and POS, and between PsyCap and OI. Therefore, OI cultivation strategies 465 

should be differentiated according to nurses' career stages. working experience serves as a weakening 466 

moderator in the relationship between PsyCap and OI, indicating that PsyCap has a relatively high marginal 467 

utility for enhancing OI. For junior nurses with relatively underdeveloped PsyCap, actively cultivating their 468 

PsyCap is more conducive to the construction of OI. Consequently, for junior nurses with less working 469 
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experience, the cultivation focus should be placed on enriching and strengthening PsyCap. In contrast, 470 

senior nurses possess more abundant PsyCap, and the direct marginal utility of further PsyCap enhancement 471 

for improving OI has already begun to diminish. If the focus continues to be placed on PsyCap cultivation, 472 

the incremental gains would be limited. Therefore, their OI cultivation should place greater emphasis on 473 

strengthening organisational support.  474 

Furthermore, working experience serves as an enhancing moderator in the relationship between PsyCap 475 

and POS, indicating that junior nurses have a relatively weaker capacity to translate PsyCap into perceived 476 

organisational support. Even if the organisation merely increases supportive measures, they may be unable 477 

to effectively perceive them due to limited personal capabilities or low willingness to seek help. This further 478 

explains why PsyCap cultivation is particularly critical for junior nurses, as enhanced PsyCap helps improve 479 

their receptivity to organisational support. In contrast, senior nurses possess a stronger capacity to translate 480 

PsyCap into perceived organisational support. As long as the organisation provides appropriate supportive 481 

signals, they can leverage their extensive working experience to maximise the utilisation of available 482 

support, thereby stabilising OI through the mediating pathway of organisational support. This further 483 

indicates that, for more experienced senior nurses, strengthening organisational support is more conducive to 484 

maintaining their OI. 485 

It is noteworthy that junior nurses are more susceptible to psychological trauma during the early stages 486 

of their careers, yet their PsyCap remains underdeveloped, and the organisational support available to them 487 

is relatively limited[56]. Therefore, it is necessary to consolidate the foundation of their OI through 488 

measures such as strengthening practical guidance, providing role modelling[31], and establishing accessible 489 

support channels. Concurrently, interventions such as mindfulness-based interventions should be employed 490 

to enhance their PsyCap[54]. For senior nurses, emphasis should be placed on strengthening external 491 

resource support, including clarifying career development pathways, ensuring professional autonomy, 492 



 

 28 

encouraging them to undertake research and teaching responsibilities, and improving incentive mechanisms. 493 

These measures can help senior nurses genuinely perceive their professional value, thereby facilitating their 494 

experience of organisational support. Furthermore, their OI can be further reinforced by highlighting their 495 

professional strengths in clinical practice, problem-solving abilities, and collaborative skills[31]. 496 

 497 

Strengths and limitations 498 

Several limitations of this study warrant consideration. First, the analysis focused solely on the mediating 499 

effects of PsyCap and POS, without incorporating other potentially influential variables, such as personality 500 

traits and workload, that may shape OI among nurses. Second, the use of convenience sampling, confined to 501 

healthcare institutions in selected regions, limits the representativeness and generalisability of the findings; 502 

future research employing multi-centre, large-sample designs is needed to validate and extend these results. 503 

Third, the cross-sectional design precludes observation of the dynamic processes through which MI 504 

influences OI over time, thereby restricting causal inference. Fourth, all variables were derived from 505 

self-reported data, raising the possibility of common method bias, which may have inflated the observed 506 

associations between constructs. In addition, retrospective self-reporting is susceptible to recall bias; for 507 

sensitive and potentially stigmatising events such as MI, participants may underreport exposure frequency 508 

and severity due to selective forgetting or social desirability concerns. 509 

 510 

Conclusions 511 

Mediation analysis confirmed that PsyCap and POS serve as chain mediators in the relationship between MI 512 

and OI. Furthermore, moderation analysis revealed that working experience significantly moderated this 513 

process. On the basis of these findings, we recommend that healthcare institutions prioritise the development 514 

of supportive practice environments to prevent MI at its source, whilst also designing differentiated OI 515 
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cultivation programmes tailored to nurses at different career stages. Nurse managers should actively 516 

facilitate the development of PsyCap among nursing staff and provide adequate humanistic support. At the 517 

individual level, nurses themselves are encouraged to proactively enrich their psychological resources and 518 

seek organisational support when encountering MI. Such multi-level intervention strategies are essential for 519 

strengthening nurses' resilience to MI, safeguarding their mental health, ensuring workforce stability, and 520 

ultimately enhancing the quality of nursing care. 521 
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