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Abstract

Background Childhood trauma experiences are widely linked with depressive symptoms, especially among
orphaned children in low-resource settings like Rwanda. These children often face multiple adversities, increasing
their vulnerability to mental health issues. However, the mechanism underlying this relationship remains unclear.

Objectives The purpose of this study was to identify the mediating role of perceived social support and loneliness in
the relationship between childhood trauma and depressive symptom:s.

Method A cross-sectional study was conducted on 417 orphaned children aged between 10 and 18 years (M: 13.6,
SD: 2.65), conveniently selected from the Gasabo district. Data were collected using standardized instruments to
assess loneliness, perceived social support, depression symptoms, and childhood trauma. The data were analyzed
using SPSS (Version 29.2); with mediation analyses performed using the PROCESS macro (Version 4.0).

Results Individual mediation analysis revealed that perceived social support and loneliness partially mediated the
relationship between childhood trauma experiences and depressive symptoms. In the parallel mediation model, both
perceived social support and loneliness fully mediated the relationship between childhood trauma experiences and
depressive symptoms.

Conclusion The findings highlight the significant roles of perceived social support and loneliness as mediators in the
relationship between childhood trauma experiences and depressive symptoms. The findings contribute to evidence-
based interventions, informing mental health policies, therapeutic strategies, and social support programs tailored to
orphaned children.
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Background

Childhood trauma experience refers to stressful and
potentially traumatic events occurring from 0 to 17 years,
these events may include emotional, physical, or sexual
abuse; neglect; parental death or separation; exposure
to domestic violence; and household instability [6, 22].
Globally, over a billion children are affected by violence
each year, with many enduring multiple forms of trauma
[13, 31]. Research by Merrick et al. [22] highlights the
widespread prevalence of such adverse childhood experi-
ences and their strong association with negative mental
health outcomes, including depression and anxiety. Simi-
larly, Chigiji et al. [6] emphasize the profound impact of
these experiences on psychosocial development, particu-
larly among children in vulnerable contexts.

Orphaned children, in particular, are highly susceptible
to a range of adversities, including physical, emotional,
and sexual maltreatment, parental loss, institutional-
ization, economic hardships, and neglect, which are
associated with increased risk of depression, anxiety,
post-traumatic stress disorder (PTSD), and other mental
health issues [14, 23, 34].

Additionally, childhood trauma experiences are associ-
ated with lower levels of perceived social support, which
can impair the ability to form and maintain healthy inter-
personal and social relationships [7, 28]. Individuals with
a history of childhood trauma are more likely to report
lower perceived social support and higher reliance on
negative coping strategies, both of which are linked to
the development of major depressive disorder (MDD)
[11, 17]. Childhood trauma can disrupt socio-emotional
development, impair attachment and trust in caregiv-
ers, and reduce opportunities for forming supportive
relationships [20]. These disruptions can diminish social
competence and perceived social support, which in turn
increase vulnerability to depressive symptoms [20].

In addition, loneliness plays a significant role in the
development of depression among trauma-exposed chil-
dren. Children who experience abuse, neglect, or paren-
tal loss are more likely to feel socially disconnected and
lonely, which is a key predictor of depression [3, 4] and
report higher levels of loneliness [11, 17]. Early adversity
can impair a child’s ability to trust others and engage in
social interactions, leading to prolonged social isolation
and exacerbation of depressive symptoms [29, 32].

The intergenerational impact of the 1994 Rwandan
genocide resulted in widespread trauma, loss of caregiv-
ers, and disrupted social networks, placing orphaned
children at heightened risk of mental health problems [2,
26]. Understanding mechanisms such as perceived social
support and loneliness in this context is therefore critical
for informing interventions.

While several studies have examined the effects of
childhood trauma on mental health [14, 23, 34], research

(2025) 19:133 Page 2 of 9

associating childhood trauma and depressive symptoms
among orphaned children is scarce. Furthermore, no
studies have explored the mediating role of perceived
social support and loneliness in the relationship between
childhood trauma and depressive symptoms among
orphaned children. Theoretically, the stress process
model [25] suggests that stressors like trauma influence
mental health outcomes through availability of coping
resources such as social support. Likewise, attachment
theory posits that early traumatic disruptions impair the
ability to form healthy relationships; fostering loneli-
ness and depression [10, 24]. And trauma theory [12, 15]
explains how early life traumatic experiences disrupt psy-
chological, emotional, and physiological development,
leading to issues like depression, anxiety, and PTSD. It
emphasizes the lasting impact of trauma on identity,
safety, coping, and overall functioning; especially in vul-
nerable populations.

This study addresses this gap by identifying the rela-
tionship between childhood trauma experiences and
depressive symptoms, and the potential mediating fac-
tors in this relationship among Rwandan orphaned chil-
dren. We hypothesize that perceived social support and
loneliness mediates the relationship between childhood
trauma experiences and depressive symptoms. Specifi-
cally, we propose that lower perceived social support and
higher loneliness due to childhood trauma are associated
with depressive symptoms, while higher perceived social
support can mitigate the negative effect of childhood
trauma on depressive symptoms. This research innova-
tively examines multiple mediating variables, including
perceived social support and loneliness, which have not
been collectively studied in this context before; the study
contributes to developing targeted interventions to miti-
gate the impacts of childhood trauma, informing both
clinical practice and policymakers to support orphan
children.

Methodology

Study design

This quantitative cross-sectional study design aimed
to examine the mediating variables in the relationship
between childhood trauma experiences and depressive
symptoms among orphan children.

Participants, sample size, and sampling techniques

The participants of this study consisted of children with
orphan status living in the community of the Gasabo
district. A sample size of 417 children with orphan sta-
tus was selected using a convenient sampling technique
because the study targeted orphaned children living in
specific area of Gasabo district, which limited access to
a broader population. This approach allowed us to effi-
ciently recruit participants who met the inclusion criteria
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within available time and resource constraints. With the
inclusion criteria of being single or double orphans, aged
between 10 and 18 years old, and the exclusion criteria
of having severe mental and intellectual disabilities. The
sample size was determined using Cochran’s formula
for sample size estimation, which is appropriate for
large populations when the proportion of an attribute is
unknown [8].

Z2 % P(1— P)

n = )

e

Using a 95% confidence level corresponding to 1.96
Z-score, a 5% margin of error, and an estimated propor-
tion of 0.5 (for maximum variability), the initial sample
size was calculated as 384 participants, assuming no
response rate 10%, the final sample size was adjusted
upward to 422. The response rate was at 98.8%.

Data collection tools

Socio-demographic questionnaire

Participants completed a self-constructed questionnaire
covering information on various factors, including age,
sex, orphan status, educational level and performance,
place of living, living conditions, and siblings’ status.

Childhood trauma questionnaire (CTQ)

The Childhood Trauma Questionnaire (CTQ) is a
28-item scale designed to assess childhood maltreat-
ment across five subscales: physical, emotional, and
sexual abuse, and physical and emotional neglect [1].
The questionnaire includes 25 items that evaluate vari-
ous aspects of abuse. Additionally, the CTQ features a
three-item minimization/denial scale to detect potential
underreporting of traumatic experiences. Participants
respond using a five-point Likert scale: (1) “Never true,
(2) “Rarely true,” (3) “Sometimes true,” (4) “Often true;
and (5) “Very often true” Subscale scores range from 5
to 25, with classification guidelines provided in the CTQ
scoring manual to determine levels of abuse and neglect:
None, Moderate, Severe, and Extreme. In this study, the
Cronbach’s alpha was 0.82. And a sample item is my fam-
ily said hurtful or insulting things to me.

Multidimensional scale of perceived social support (MSPSS)

The multidimensional scale of perceived social support
(MSPSS) is a 12-item scale designed to assess perceived
support from three key sources: family, friends, and a sig-
nificant other. Participants respond using a seven-point
Likert scale, ranging from 1 (“Strongly Disagree”) to 7
(“Strongly Agree”). The MSPSS has a total score range
of 12 to 84. In addition to these subscales, overall social
support is also measured, with higher scores indicat-
ing greater perceived support [35]. To calculate the total
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support score, all 12 item responses are summed and
then divided by 12. A mean score between 1 and 2.9 indi-
cates low support; 3 to 5 suggests moderate support, and
5.1 to 7 represents high support [35]. In this study, the
Cronbach’s alpha was 0.94. And sample item is there is a
special person who is around when I am in need.

University of California, Los Angeles loneliness scale (UCLA
loneliness Scale)

The UCLA Loneliness Scale is a 20-item designed to
measure one’s subjective feelings of loneliness as well
as feelings of social isolation [27]. Participants rate each
item on a four-point scale, ranging from 1 (“Never”) to
4 (“Often”). However Items 1, 5, 6, 9, 10, 15, 16, 19, 20
are all reverse scored from 4 (“Never”) to 1 (“Often”).
The overall score runs from 20 to 80, with higher levels
denoting more severe symptoms of loneliness. In this
study, the Cronbach’s alpha was 0.81. And a sample item
is how often do you feel alone?

Center for epidemiological studies depression scale for
children (CES-DC)

The CES-DC is a 20-item scale designed to assess depres-
sive symptoms in children, with scores ranging from 0 to
60 [33]. The developers established a cutoff score of 15,
suggesting the presence of depressive symptoms in chil-
dren and adolescents [33]. Scores above this threshold
may indicate significant depressive symptoms. Responses
are recorded on a four-point Likert scale, ranging from 0
(“Not at all”) to 3 (“A lot”). However, items 4, 8, 12, and 16
are positively worded and are scored in reverse 3 (“Not
at all”), 2 (“A little”), 1 (“Some”), and 0 (“A lot”). In this
study, the Cronbach’s alpha was 0.88. And a sample item
is: I wasn’t able to feel happy, even when my family or
friends tried to help me feel better.

Data analysis

The data analysis for this study was conducted using
SPSS (Version 29.2) and the PROCESS macro (Version
4.0) by Hayes. Descriptive statistics were conducted to
provide an overview of the sample’s socio-demographic
characteristics and to evaluate the distribution of key
variables. Pearson correlation analysis was conducted to
explore bivariate relationships among childhood trauma
experiences, depression symptoms, loneliness, and per-
ceived social support. To assess mediation, PROCESS
Model 4 was used to test two separate simple media-
tion models, where perceived social support and loneli-
ness were examined as independent mediators of the
childhood trauma experiences—depression relation-
ship. A parallel mediation model was then conducted to
assess the simultaneous mediating effects of both vari-
ables, with bootstrapped confidence intervals applied
to determine statistical significance. Assumptions of
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normality, linearity, and multicollinearity were tested,
and performed analyses of sensitivity to ensure findings’
robustness.

Procedures

The Institutional Review Board of the College of Medi-
cine and Health Sciences, University of Rwanda (Ref:
CMHS/IRB/722/2024) approved the study, which was
conducted following the ethical principles outlined in the
Declaration of Helsinki. Permission was also obtained
from the Gasabo District Administration (Ref. No
2198/07.01.02/2024). Informed consent and assent forms
were obtained after explaining the study’s purpose to
participants. All questionnaires were culturally adapted
through translation and back-translation by indepen-
dent psychologists. Participants were assured of volun-
tary participation, confidentiality, privacy, and respect.
A trained psychologist was ready to provide emotional
support to the participants who were psychologically
distressed by the questionnaires. Data were collected

Table 1 Socio-demographic characteristics

Socio-demographic data N %
Gender Male 193 46.4%
Female 223 53.6%
Religion Christianity 354 85.1%
Islam 60 14.4%
None 1 0.2%
Other 1 0.2%
Orphan status Both parents deceased 204 49.0%
Only mother deceased 87 20.9%
Only father deceased 125 30.0%
Care Background Foster care 149 35.9%
With relatives 172 41.4%
With my father 31 7.5%
With my mother 51 12.3%
Own household 12 2.9%
Living arrangement  Less than 1 year 25 6.1%
period 1-3 years 104 25.2%
More than 3 years 284 68.8%
Do you have Yes 358 86.1%
siblings? No 58 13.9%
Are you currently Yes 371 90.3%
enrolled in school? No 40 9.7%
Education level Primary school 278 73.5%
Secondary school 85 22.5%
Vocational training 15 4.0%
If no, why are you Financial reasons 34 91.9%
not attending Lack of interest 2 5.4%
school? Other 1 2.7%
Overall, how could Excellent 51 13.4%
you rate your aca- Good 150 39.4%
demic performance? ;. 141 37.0%
Poor 29 7.6%
Very poor 10 2.6%
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through face-to-face administration of structured ques-
tionnaires in the participants’ respective schools and par-
ticipants ‘home, to ensure a controlled and comfortable
environment.

The questionnaires were administered in Kinyarwanda,
the participants’ native language, after a rigorous trans-
lation and back-translation process to ensure accuracy
and cultural appropriateness. Trained research assistants
facilitated the process by reading items aloud to par-
ticipants where necessary and providing clarification to
ensure comprehension, especially for younger children.

On average, it took 15-25 min for each participant
to complete the entire questionnaire. Data collection
occurred in designated private spaces to maintain confi-
dentiality and minimize distractions.

Results

Socio-demographic characteristics

As shown in Table 1, the sample comprised of 417 par-
ticipants, with a nearly balanced gender distribution
(46.4% male and 53.6% female). The majority identified as
Christian (85.1%), followed by Muslim (14.4%), with very
few reporting no religion (0.2%). About orphan status,
almost half of the participants (49.0%) had lost both par-
ents, while 20.9% had lost only their mother, and 30.0%
had lost only their father. In terms of care background,
most participants resided with relatives (41.4%), fol-
lowed by foster care (35.9%), with fewer living with only
their father (7.5%), only their mother (12.3%), or inde-
pendently (2.9% in their own household). The major-
ity (68.8%) had been in their current living arrangement
for more than three years. Family connections remained
strong, as 86.1% reported having siblings. Most par-
ticipants (90.3%) were currently enrolled in school, with
the majority attending primary school (73.5%), followed
by secondary school (22.5%), and a small percentage in
vocational training (4.0%). Among those not in schools,
91.9% cited financial reasons, with a minority report-
ing lack of interest (5.4%) or other reasons (2.7%). Aca-
demic performance varied, with 13.4% rating themselves
as excellent, 39.4% as good, 37.0% as fair, and only 10.2%
falling into the poor or very poor categories.

Correlation between variables

Our findings, as shown in Table 2, revealed that child-
hood trauma experiences were positively correlated with
depression (r=.499, p<.001). Loneliness was strongly
positively correlated with depression (r=.59, p<.001). In
contrast, perceived social support was negatively cor-
related with depression (r=-.50, p<.001). Additionally,
childhood trauma was negatively correlated with per-
ceived social support (r=-.63, p<.001), and positively
correlated with loneliness (r=.581, p <.001).
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Table 2 Correlation between variables

Variables CES-DC PSS cTQ LC
Depression (CES-DQ) -

Perceived Social Support (PSS) -0498" -

Childhood Trauma Questionnaire 0499~  —0.634" -

(CTQ)

Loneliness (LC) 0594"  -0391" 05817 -

*Correlation is significant at the 0.05 level (2-tailed); **Correlation is significant
at the 0.01 level (2-tailed)

Individual mediation analysis of perceived social support
in the relationship between childhood trauma and
depression symptoms

Our findings in the mediation analysis revealed that
perceived social support significantly mediates the rela-
tionship between childhood trauma and depression
symptoms (Fig. 1A). Childhood trauma was a significant
negative predictor of perceived social support (B=-0.83,
B=-0.63, SE=0.049, p<.001, 95% CI [-0.91, -0.72]),
explaining 40.26% of the variance. Furthermore, per-
ceived social support negatively predicted depression
symptoms (B=-0.12, f=-0.30, SE=0.022, p<.001, 95%
CI [-0.16, —0.081]), explaining 30.4% of the variance
after controlling for childhood trauma. The direct effect
of childhood trauma on depression symptoms was signif-
icant (B=0.16, $=0.31, SE=0.027, p<.001, 95% CI [0.11,
0.21]), but the total effect was stronger (B=0.26, $=0.50,
SE=0.0224, p<.001, 95% CI [0.22, 0.30]), indicating par-
tial mediation. The indirect effect of childhood trauma on
depression symptoms via perceived social support was
also significant (B=0.102, $=0.193, SE=0.0204, 95% CI
[0.0625, 0.14]). These results suggest that perceived social
support partially mediates the relationship between
childhood trauma and depressive symptoms, accounting
for 39.23% of the total effects.

R2=.40
A Perceived social
/ support
a=-.63" b=-30""
/ C'=0.31% \l R2=.30
T > Depression
Trauma C=.50"" symptoms
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Individual mediation analysis of loneliness in the
relationship between childhood trauma and depression
symptoms

The mediation analysis also examined loneliness as a
potential mediator in the relationship between childhood
trauma and depression symptoms (Fig. 1B). Childhood
trauma was found to be a significant positive predictor
of loneliness (B=0.40, $=0.58, SE=0.027, p<.001, 95%
CI [0.34, 0.45]), explaining 33.74% of the variance. Addi-
tionally, loneliness was positively associated with depres-
sion symptoms (B=0.347, $=0.46, SE=0.036, p<.001,
95% CI [0.27, 0.42]), explaining 38.87% of the variance
after controlling for childhood trauma. The direct effect
of childhood trauma on depression symptoms remained
significant (B=0.12, =0.23, SE=0.024, p<.001, 95% CI
[0.073, 0.17]), but the total effect was stronger (B=0.26,
B=0.50, SE=0.022, p<.001, 95% CI [0.22, 0.31]), demon-
strating partial mediation. The indirect effect of child-
hood trauma on depression symptoms via loneliness was
significant (B=0.14, =0.27, SE=0.020, 95% CI [0.102,
0.18]), with 53.57% of the total effect of childhood trauma
on depression symptoms.

Parallel mediation analysis of perceived social support and
loneliness in the relationship between childhood trauma
and depression symptoms

Inspired by individual mediation analysis, we explored a
parallel mediation model with all mediators in the rela-
tionship between childhood trauma and depression
symptoms (Fig. 2). The result of this study shows a cor-
relation matrix displaying the relationships between key
psychological variable-Depression (CESD), Perceived
Social Support (PSS), Childhood Trauma (CTQ), and
Loneliness (LC). The findings indicate that childhood
trauma significantly predicted higher loneliness (B =0.40,

R%=34
B
/ Loneliness
a=58" b=46"
C'=0.23" \y R?=39
Childhood ensssesasssensssnssssse s S Pepression
Trauma €=0.50"" symptoms

Fig. 1 Panel (a) illustrates the mediation model ofperceived social support in the relationship between childhood trauma and depressive symptoms,
withpath coefficients displayed for the direct effect (C'), indirect paths (a and b), and the explained variance(R?). Panel (b) illustrates the mediation model
of loneliness in the same relationship, also presenting thepath coefficients for the direct effect (C’), indirect paths (a and b), and explained variance (R
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R?=.40
Perceived Social
/ SUppOI‘t \
b1=-.63" b'1=-.29"
27 \ R2=.44
T i C’=0.054 -wc-cricecneene. >
Childhood trauma Depression symptoms
C=.50" ——> /
b2=.58"

b'2=.45"

Ny

Loneliness

_

R?=.34

Fig. 2 Parallel mediation analysis of perceived social support and loneliness in the relationship between childhood trauma and depression symp-
toms. This figure presents the standardized beta, and the broken red line shows the direct effect after accounting for mediators; **p-value <0.01

B=0.58, SE=0.027, p<.001, 95% CI [0.35, 0.45]) explain-
ing 33.74% of the variance, and lower perceived social
support (B=-0.82, f=-0.63, SE=0.05, p<.001, 95% CI
[-0.92, —0.72]), explaining 40.26% of the variance. When
predicting depression symptoms, loneliness was a sig-
nificant positive predictor (B=0.34, f=0.45, SE=0.034,
p<.001, 95% CI [0.2730, 0.4078]). Similarly, perceived
social support significantly reduced depression symp-
toms (B=-0.12, p=-0.288, SE=0.019, p<.001, 95% CI
[-0.155, —0.078]). However, the direct effect of child-
hood trauma on depression symptoms became non-
significant (B=0.028, $=0.054, SE=0.028, p=.31, 95%
CI [-0.027, 0.084]), while the total effect remained sig-
nificant (B=0.26, =0.50, SE=0.022, p<.001, 95% CI
[0.22, 0.306]), indicating full mediation. The total indi-
rect effect of childhood trauma on depression symptoms
through both mediators was significant (B=0.23, p=0.44,
SE=0.026, 95% CI [0.18, 0.28]), accounting for 89.00% of
the total effect. Specifically, loneliness accounted for a
larger portion of the mediation effect (B=0.14, $=0.26,
SE=0.019, 95% CI [0.0997, 0.17]) than perceived social
support (B=0.096, =0.18, SE=0.018, 95% CI [0.062,
0.13]). These findings suggest that the relationship
between childhood trauma and depression symptoms is
fully mediated by loneliness and perceived social support.

Discussion

The primary objective of this research was to examine
the mediating effects of perceived social support and
loneliness in the relationship between childhood trauma
experiences and depressive symptoms among orphaned

children using both individual and parallel mediation
analysis.

Findings from individual mediation analysis demon-
strated that perceived social support partially mediated
the relationship between childhood trauma experiences
and depressive symptoms which aligns with existing lit-
erature suggesting that individuals with history of child-
hood trauma often struggle to develop and maintain
supportive relationships, increasing their vulnerability
to psychological distress [9, 16, 19]. This finding is con-
sistent with the stress process model, which highlights
how stressors like childhood trauma can lead to negative
mental health outcomes, such as depressive symptoms,
and how these outcomes are influenced by emotional and
social resources, including social support [25, 30].

Similarly, loneliness was identified as a significant
mediator between childhood trauma experiences and
depressive symptoms. Aligned with previous litera-
ture suggesting that childhood adversity disrupts social
development and increases the risk of social isolation,
ultimately contributing to mental health struggles [29].
These findings are consistent with previous research indi-
cating that loneliness significantly mediates the relation-
ship between childhood abuse and various psychiatric
outcomes [5, 11, 18, 21]. Findings from parallel mediation
analysis revealed that loneliness and perceived social sup-
port acted as full mediators in the relationship between
childhood trauma and depression. Aligned with the lit-
erature highlighted childhood trauma often disrupts
early attachment bonds, leading to difficulties in form-
ing and maintaining meaningful social relationships in
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adulthood; such disruptions contribute to persistent feel-
ings of social disconnection and loneliness, which have
been associated with an increased risk of developing
depressive symptoms [3, 24]. Consistent with empirical
evidence, individuals with a history of childhood trauma
tend to report higher levels of loneliness and lower levels
of perceived social support [11, 17].

Findings implications and recommendations

The study found that childhood trauma significantly
increases depressive symptoms among orphaned chil-
dren, with social support and loneliness playing criti-
cal mediating roles. If these conditions persist, children
face long-term challenges in emotional regulation, social
interaction, and attachment formation, which heighten
the risk of chronic mental health problems such as
depression and anxiety. These difficulties can extend into
adulthood, leading to poor academic achievement, lim-
ited employability, and socio-economic instability. How-
ever, early interventions that strengthen social support
and reduce loneliness, such as peer support programs,
community mentorship, and trauma-informed care
can build resilience and promote positive development.
Implementing such strategies is essential to mitigate the
adverse effects of trauma and improve overall well-being.

The findings emphasize the need for policies that inte-
grate mental health into child welfare systems, provide
trauma-informed training for caregivers, and strengthen
social support networks. Community-based interven-
tions such as peer support and resilience building should
be embedded within child protection programs. A multi-
sectoral approach combining education, health, and
community development is crucial to improve long-term
well-being.

The findings of this study also have important
implications for interventions and policies aimed at
supporting orphaned children. First, programs that
enhance perceived social support, such as peer support
groups, mentorship programs, and caregiver training
may help buffer the psychological impact of childhood
trauma. Second, addressing loneliness through struc-
tured social activities, school-based counseling, and
community engagement initiatives can reduce depres-
sive symptoms and promote emotional well-being.
Third, policymakers and NGOs should prioritize
resources for mental health services within orphanages
and community centers, ensuring that interventions
are trauma informed and contextually relevant.

By addressing mediators like social support and lone-
liness, it is possible to break the link between early
trauma and depression, fostering positive developmen-
tal outcomes for orphaned children.
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Strengths and limitations

Our study provides valuable insights into the individual
and parallel mediation effect of perceived social support
and loneliness in the relationship between childhood
trauma experiences and depressive symptoms among
orphaned children. The inclusion of multiple mediators
provides a more comprehensive understanding of the
mechanisms through which childhood trauma influences
depressive symptoms. However, this study has some
limitations.

First, the study employed a cross-sectional design,
which restricts the ability to infer causality. Because all
variables include childhood trauma, depressive symp-
toms, perceived social support, and loneliness were
measured at the same point in time, the temporal order
among them cannot be determined. This makes it unclear
whether childhood trauma leads to depressive symp-
toms through perceived social support and loneliness,
or whether depressive symptoms themselves influence
perceptions of social support and feelings of loneliness,
and also the reverse or bidirectional relationships cannot
be ruled out. Future research should adopt longitudinal
designs to establish temporal sequencing, strengthen
causal interpretations, and to confirm the directionality
of these associations. Second, the study did not examine
other psychological mechanisms, such as coping strate-
gies, emotion regulation, environmental stressors, and
individual resilience factors. Including these aspects in
future research would provide a more comprehensive
understanding of the pathways linking childhood trauma
to depression. Third, cultural and contextual factors, such
as stigma, community support, and societal norms, were
not considered in this study. These cultural and contex-
tual factors may significantly influence how childhood
trauma affects depressive symptoms and should be inte-
grated into future research models. Fourth, this study
used a convenience sampling technique, which may
introduce selection bias and limit the generalizability of
our findings. Future studies could employ probabilistic
or stratified sampling methods to improve representa-
tiveness and minimize potential bias. Fifth, data in this
study were collected using some self-report question-
naires such as socio-demographic questionnaire, which
may be subject to possibility of reporting biases such as
recall bias, social desirability bias, or misunderstanding
of items, potentially affecting the accuracy of responses.
Sixth, the study did not include clinical diagnostic inter-
views, which limits the ability to confirm depressive
symptoms according to standardized psychiatric criteria.

Conclusion

The findings from this study revealed significant rela-
tionship among key psychological variables: Childhood
Trauma, Depression, Perceived Social Support, and
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Loneliness. Notably, a positive correlation exists between
Depression and both Childhood Trauma and Loneliness.
This implies that individuals experiencing higher levels
of childhood trauma and loneliness are likely to report
more severe depressive symptoms. Conversely, Perceived
Social Support demonstrates a negative correlation with
these factors, suggesting that stronger social support can
mitigate the adverse effects of trauma and loneliness,
acting as a protective buffer. Furthermore, the strong
negative correlation between PSS and CTQ indicates
that those with greater childhood trauma often perceive
themselves as having less social support. Additionally,
the link between CTQ and LC suggests that traumatic
experiences can lead to increased feelings of loneliness
later in life, highlighting the importance of fostering sup-
portive relationships. Interestingly, the findings of this
study provide strong evidence that loneliness and per-
ceived social support mediate the relationship between
childhood trauma experiences and depressive symptoms
among orphaned children. The mediation model sug-
gests that these factors partially explain how childhood
trauma contributes to depression. These findings high-
light the importance of addressing not only the traumatic
experiences themselves but also the psychosocial factors
that influence mental health outcomes. These findings
underscore the need for multi-level interventions and
the need to strengthen social support networks to miti-
gate the adverse mental health consequences of child-
hood trauma. For parents and caregivers, creating safe,
supportive, and emotionally responsive environments is
crucial to mitigating the effects of early trauma. To sup-
port the psychosocial well-being of orphaned children,
schools and community centers should implement struc-
tured interventions that facilitate peer support, mitigate
experiences of loneliness, and promote mentorship. Such
programs are essential for fostering a sense of belong-
ing and emotional security among vulnerable youth
populations. NGOs and governments need to invest in
trauma-informed policies and interventions, such as
providing mental health services in child welfare sys-
tems, orphanages, training caregivers in emotional and
social support strategies, and integrating psychosocial
care into child welfare systems and implementing struc-
tured social support programs to help orphaned chil-
dren cope with childhood trauma and reduce depressive
symptoms. Overall, interventions that strengthen social
connections, build resilience, and foster self-worth can
substantially reduce depressive symptoms and promote
long-term mental well-being in children exposed to early
life adversities. Future policies and programs should pri-
oritize these approaches to break the cycle of trauma and
improve the quality of life for vulnerable children.
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