Advances in Clinical Medicine Ifi/REE2£3E /&, 2026, 16(7), 460-467 Hans XM
Published Online July 2026 in Hans. https://www.hanspub.org/journal/acm
https://doi.org/10.12677/acm.2026.1672547

ERIEEEPADHD)LEMTEN FTFIvEIRTT
T B33

IHH, TR, % BV, FER, £ E, FENK, IR, & A, Ay’

VP g R R O R, D)1 AR
PR R R BAT AL U1 R

Weks H . 20264F6 H7H: FHHEM: 20264F7H1H; KA HM: 20264F7H7H

HE

H . SRR E B TSR T RIG T I R RS 2 50 565 (ADHD) F K JRYT BUOF 7L . T7idk: #BEX
20244F12 4 220255 A E P B LERE BB K AR A SR EE EM 2 206/ADHD JLE 5 —
RLFRKSER/FERVAMT AN R, 5T M8, BALKKRTWRET . RAFESHIERRITSR T
ST BRI RIS SNAP-IVAL BT & BRIP4 5 Weiss D R B IG TR T e B RVES . 4 : ADHDME
BRI S X LU A% IR Ja P35 7348 B TR 3 PR Al B3 MK (P < 0.05); ADHDJLE A& ThRE
M%) RN RE4E B 5 78 20 A L TR VP44 20 BUFE0.05 7K B E T R 4ik: ABFFAEADHDLE
AR E R A TR TR IRTT AR ADHD JLE % O RER GE R IR S rsdhi) A2
RN i)

XK ia
EREEE, ADHD, MEETYHRIET

Study on the Efficacy of Standardized
Parent-Child Sandplay Therapy for Children
with ADHD in Whole Course Management

Xuejiao Wang?, Qin Wang?, Lei Xu?*, Zhiyu Yuz?, Ying Shi?, Meilin Huang?, Fanping Meng?,
Xiang Huang?, Xiaoli YinZ

!Department of Psychology, Southwest Rehabilitation Hospital, Chengdu Sichuan
’Department of Developmental Behavior, Southwest Rehabilitation Hospital, Chengdu Sichuan

Received: June 7, 2026; accepted: July 1, 2026; published: July 7, 2026

CHERERE

XESIH: R, TE, i, TP, A, EER, TUE, FH, PR SRS EY ADHD JLE MR
TUEIBIT T T AL ). IR EE 2233 2, 2026, 16(7): 460-467. DOI: 10.12677/acm.2026.1672547


https://www.hanspub.org/journal/acm
https://doi.org/10.12677/acm.2026.1672547
https://doi.org/10.12677/acm.2026.1672547
https://www.hanspub.org/

EFG %

Abstract

Objective: To explore the clinical efficacy of standardized parent-child sand table therapy for atten-
tion deficit hyperactivity disorder (ADHD) in whole course management. Method: 20 children with
ADHD and one parent (father/mother) who entered the whole course management treatment at the
Developmental Behavior Department of Southwest Children’s Rehabilitation Hospital from Decem-
ber 2024 to May 2025 were selected as the research subjects. They were treated with parent-child
sand table therapy once a week for 8 weeks. A non-parametric paired test was used for statistical
analysis to compare the scores of the SNAP-IV Parent Rating Scale and Weiss Functional Deficiency
Scale before and after treatment. Result: The average score of the two core symptoms of ADHD, at-
tention deficit and oppositional disobedience, was significantly lower in the post test than in the
pre-test evaluation (P < 0.05); The post test scores for the learning/school functioning dimensions
of ADHD children showed a significant decrease at the 0.05 level compared to the pre-test assess-
ment. Conclusion: The standardized parent-child sand table therapy used in the whole course man-
agement of ADHD children in this study can improve the core symptoms (inattention and opposi-
tional disobedience) and learning/school function of ADHD children.
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Table 1. Descriptive analysis of general demographic variables for ADHD children and parents (n = 20)
# 1. ADHD JLESRKH—MRA OF T EH/iA 4554 (n = 20)

WH 5 NE(%)
5 19 (95.0%
B (55.0%)
4 1 (5.0%)
Lo 5 (25.0%
255K R (25.0%)
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40 $ LT 11 (55.0%)
5 5 R KAER
% 55 KRR B 205 151 0 (45.0%)
s B KL 9 (45.0%)
% 55 K22 PR 11 (55.0%
TEIR 13 (65.0%)
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AR FABCE 53R E) 7 (35.0%)
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N 2000~5000 7t 11 (55.0%)
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B 6 (30.0%
A — AR - 0%
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0~6 1~ A 11 (55.0%)
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ADHD Ji 2 A ( *
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Table 2. Statistical table of improvement in core symptoms of ADHD children in whole course management
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PORVASIE N 0.88 (0.63, 1.60) 0.75 (0.50, 0.88) -2.991 0.003
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Table 3. Statistical table of social function improvement in ADHD children under whole course management
< 3. EETRIEEE+ ADHD JLENH ST E B R GITE
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A TER AR 0.90(0.50, 1.15) 0.80 (0.43, 1.08) -1.055 0.291
EERES: 1.00 (0.70, 1.23) 0.70 (0.70, 1.00) -1.074 0.283
+L22TEE) 0.65 (0.30, 1.00) 0.75 (0.40, 0.98) -0.676 0.499
BRiEsh 0.20 (0.03, 0.38) 0.15 (0.00, 0.30) -1.586 0.113
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