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expression as well as an increase in overt display of affection.  Still, it should be noted that the 

OT observed a propensity to fight, inappropriate language use, and increased irritation during 

one therapy session.  
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Figure 5  

Children’s Progress in the Four Areas of Occupation 

 

CASE Child 1 Child 2 Child 3 Child 4 Child 5 

Self-
Regulation 
and Arousal   

+ Initiation 
+ Attention 

 N/A + Perseveration 
Arousal 
Rigidity  

+ Focus 
+/ N/C in 
Regulation 

+ Aggression 
 

ADLs  + Potty training 
+ Sleep 

+ Tolerates 
clothing 

+ Sleep  
 

N/A + Sleep 
+ Feeding 

Social 
Interaction 

+ Verbal 
communication 
+ Confidence  
+ Expression 
 
 

+ Appropriate 
Humor 
+ Follows 
Directions 
+ Decreased 
Meltdowns 
+ Sibling & Peer 
Play 

+ Reactive 
Behavior 
+ Expression 
+Understanding 
others 
+Social 
participation  

+ Social 
Participation  

+ Expression 
+ Affection  
+ Social 
Participation  

Sensorimoto
r Skills 

+ Balance 
+ Fine Motor 
+ Body 

Schema 
+ Sound 

Sensitivity 
+  Hearing  & 

Touch  

+ Tactile 
Tolerance  
+ Hearing 
Awareness 
+ Motor   
+ Visual Motor  
+ Planning  
 

+/- Body 
Awareness  
+Vision & 
Hearing  
+ Balance & 
Motion 
N/C in Tactile 
Defensiveness 
- Supine Flexion  
 

+ Auditory 
Filtering  
+ Motor 
Planning  
+ Rapid Forearm 
Rotation  
+ Prone 
Extension  
+ ATNR  
N/C in Tactile 
Defensiveness 
- Supine Flexion 
- Hearing & 
Touch  
- Balance & 
Body Awareness    

+ Fine Motor 
+ Hearing  
+ Balance & 
Body Awareness  
+ Planning  
+ Visual Motor  
+ Tactile 
Defensiveness  
 

 
Figure. + = progress  - = regression, N/A = not addressed, and N/C =no change.   
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Summary of Results. 

 Overall, results from the assessments and qualitative data such as parent journals were 

mixed but with a trend toward improved performance in the 4 areas.  Self-regulation and arousal 

improved for each child, and performance levels for social interaction increased much more than 

they decreased.  There were a few positive changes in ADL performance, while no negative 

observations were noted.  Sensorimotor skills also largely improved more than they deteriorated. 

Discussion 

Child participants demonstrated improvements in behavior and occupational performance 

as seen through pre-test and post-test administrations, and confirmed by qualitative reports, 

following implementation of TL-Q.  Improved sensory processing from this TL-Q intervention 

likely contributed to more successful performance in the four areas of occupation: (1) self-

regulation and arousal, (2) ADLs, (3) social interaction and (4) sensorimotor skills.  It should be 

noted that while assessment data revealed variable quantitative scores both positive and negative 

amongst five children, parent journals and therapist reports provided compelling support for 

functional improvements in all four areas. 

For each child, results in the four areas were mixed but also demonstrated an upward 

trend toward improved performance.  Mixed results may be explained by the concept that when 

experiencing treatment, the child may become more disorganized before demonstrating 

organized behavior (Gilfoyle, Grady & Moore, 1990).  Self-regulation and arousal improved for 

every child, which could have further resulted in the observed positive changes in ADLs and 

social interaction.  Similarly, improvements in sensorimotor skills may have positively impacted 

other performance areas as well.  While there were many improvements in sensorimotor skills 

amongst the child participants, some also demonstrated regression.  The varied results may be an 
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indication that the child experienced disorganization before reorganization, or regression before 

progression (Gilfoyle, Grady, & Moore, 1990).  If the results of the study are supported by this 

notion, then future research may benefit from an extended length of study. 

Scores on the COPM were more sensitive to change than other assessments.  As an 

assessment, the COPM measures the most contextually appropriate goals because it adapts to 

clients on an individual level by addressing targeted areas.  In this instance, other assessments 

could not demonstrate a comparable level of content validity. 

Results of the SPM also indicated more positive and negative changes than other 

assessments.  Negative changes could be attributed to different raters.  For example, different 

parents completed the pre-test and post-test SPM home form on Child 4.  Prior to TL-Q 

implementation, the researchers were optimistic about the SPM’s ability to detect change due to 

Sheehy and Mandrussow’s (2015) report that it had been sensitive to change.  Still, significant 

changes in performance on some of the SPM subtests show encouraging results. 

Parent journals throughout the study confirmed and provided additional insights into 

some of the quantitative changes.  Parents stated that their children demonstrated improved 

interaction with peers, improved transitions, listening, and communication among other positive 

changes.  Parents reported that their children looked forward to listening to TL-Q and understood 

that it helped them to self-regulate.  According to one parent journal, one child demonstrated 

notable difficulties with completing the regimen due to a coinciding of toilet training schedule.  

One parent wrote, “My kid knows when he needs to do Therapeutic Listening® (TL).  It has 

really helped him take control of his life.”  Another parent confided, “When listening to the 

music, he’s very calm, sweet, talks about how much he loves me.  Seems to be a very relaxing 

time for him.”  Meanwhile, therapist reports provided clinical insights into improved functioning 
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within the therapy environment.  Qualitative measures such as these parent journals and therapist 

reports alongside the COPM yielded highly informative results.  As a whole these results add a 

unique insight into how the children are functioning in daily life outside of more formal, 

structured experiments.  

Practice-based evidence (PBE) is an appropriate solution to studying highly 

individualized interventions, where traditional RCTs cannot effectively capture results with such 

variable outcomes for different individuals.  Studying TL-Q within the clinic allowed the 

researchers to study a realistic sample of participants who regularly use TL-Q and to track 

changes within a typical course of therapy.  The framework used by the researchers is capable of 

capturing change in a variety of areas with quantitative assessments that can capture changes in 

many areas including (1) self-regulation and arousal, (2) ADLs, (3) social interaction, and (4) 

sensorimotor skills.  It is reinforced with qualitative parent journals to provide insight into more 

subtle changes or bolster changes seen in quantitative data, or those not accounted for using 

quantitative measures.  This framework can be easily applied in future practice-based studies 

because it is not unlike what is naturally occurring in clinics and uses assessments that are 

typically readily available to OTs in pediatric practice.  It is the hope of the researchers that the 

practice-based framework will be applied and support more research future to support TL-Q.   

The results of the present study are consistent with previous related studies. Hall and 

Case-Smith (2007) found that children with sensory processing disorders demonstrated 

significant improvements in visual-motor skills, attention, and sleep following the use of TL and 

a sensory diet.  Similarly, this present study documents improvements in visual skills and 

attention.  Bazyk, et al (2010) reported significant improvement for preschoolers in school 

performance following TL intervention.  This study’s parent journals revealed improved ability 
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to follow directions increased perseverance, fine motor skills, and handwriting skills.  

The present study contributes to the knowledge base on TL research and helps to support 

its continued use of TL-Q in occupational therapy practice.  One of the benefits of TL-Q seems 

to be its adaptability as an intervention for addressing behaviors and conditions by treating 

underlying sensory processing difficulties.  Lastly, this study offers a framework for measuring 

results in a wide variety of performance areas that therapists can easily adopt into practice.   

Limitations and Recommendations 

One considerable limitation was the length of time of the study.  Typically, the TL-Q 

program is provided on an average of 3 to 6 months, but this study was completed in eight 

weeks.  Secondly, researchers were unable to closely monitor the implementation procedures 

completed at home by the parents.  This created potential room for error, especially if there are 

inconsistencies in who reports the intervention.  For example, for one child the mother completed 

the pre-test SPM while the father answered the post-test SPM.  The study was conducted at the 

end of the school year and over the beginning of the summer vacation.  This was a challenging 

time considering the many changes in schedules and the increase in extracurricular activities for 

the children.  Third, TL-Q intervention was conducted at the same time as occupational therapy, 

which confounds whether changes assessed could be attributed to occupational therapy or to TL-

Q.  Fourth, the assessors were not blinded to pre-test and post-test administration.  Lastly, the 

SPM and the COPM are both subjective measures and reflect a parent’s interpretation of their 

child’s performance.  It is possible for parents to unknowingly altered their expectations for 

performance over the course of the two-month intervention period.  Finally, results may not be 

generalizable to all populations of children with sensory processing difficulties due to the small 

sample size.  
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Further study is needed to examine the effects of TL-Q when used in conjunction with 

other occupational therapy interventions.  Researchers have recommended using a similar study 

to this one, capitalizing on commonly used assessments as pre- and post-test measures in 

conjunction with parent journals.  As much as possible, the study implementation should be 

conducted in a single, consistent setting such that researchers can control the consistency and 

accuracy of the therapeutic program.  Finally, future studies should be conducted during the 

school year when there are fewer changes in the school’s or family’s schedules.  

Conclusion 

The researchers examined the efficacy of TL-Q intervention in children referred to 

occupational therapy for improving function in (1) self-regulation and arousal, (2) ADLs, (3) 

social interactions, and (4) sensorimotor skills as measured by the COPM, VMI, COMPS, and 

SPM in conjunction with parent journals.   

Our positive findings support the use of TL-Q as part of an overall sensory integrative 

approach and to address sensory process difficulties in order improve function during 

performance of numerous occupations.  Change may be captured in a variety of practice areas 

when operating from a PBE framework, because practice-based studies are generally 

representative of events occurring in clinics.  Additionally, practice-based methodology employs 

the use of assessments that are typically available to OTs in pediatric practice, and it is the hope 

of the researchers that this framework will be applied in future research to further support the use 

of TL-Q intervention.  Potential benefits of the study include improved performances in the four 

areas.  Furthermore, we hope to have contributed to the current literature on TL, TL-Q, and 

auditory-based interventions as a whole, in addition to providing support for occupational 

therapists utilizing a SI approach.  TL-Q is an enjoyable therapy that has shown positive effects 



 

 

40 

with few drawbacks.  It is our hope that children and families who participated in TL-Q have 

benefited from the effect of TL. 
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Appendix A 

Agency and Parental Consent Forms 

DOMINICAN UNIVERSITY of CALIFORNIA 
LETTER OF PERMISSION TO AGENCY DIRECTORS 

 
Sheila Frick 
Therapeutic Resources 
6613 Seybold Road, East 
Madison, WI 53719 
 
Dear Ms. Frick: 
 
This letter confirms that you have been provided with a brief description of our graduate thesis 
research study, in which you are an active collaborator.  The study concerns the effects of 
Therapeutic Listening - Quickshifts (TL-Q) program on the functional behavior of children with 
autism. This letter also confirms that you give your consent for us to use the pre-test and post-test 
data obtained through your clinic. This study is an important part of our graduate requirements as 
occupational therapy students, and is being supervised by Dr. Julia Wilbarger, Associate Professor 
of Occupational Therapy at Dominican University of California. 
 
As we discussed, I will make every effort to ensure that your clients’ information is treated with the 
utmost discretion and sensitivity. If you have questions about the research, you may contact 
Shannon Preto as the study correspondent at the phone number or university email address below. If 
you have further concerns you may contact our faculty advisor, Dr. Julia Wilbarger, at (415) 257-
0125 or the Institutional Review Board for the Protection of Human Participants at Dominican 
University of California by calling (415) 482-3547. 
 
After my research study has been completed in December 2016, I will be glad to send you a 
summary of my research results. 
 
If our request meets your approval, please sign and date this letter below and return it to us in the 
enclosed, self-addressed, stamped envelope as soon as possible. Please feel free to contact us if you 
have any questions about this study . 
 
Thank you very much for your time and cooperation. 
 
Sincerely, 
 
 
Shannon Preto, Bryant Luong, and Ann Malloy 
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Email address: shannon.preto@students.dominican.edu Phone:  
 
I agree with the above request   
Signature_______________________________________Date__________________ 
 
 
 

 
DOMINICAN UNIVERSITY of CALIFORNIA 

PROXY CONSENT FOR RESEARCH PARTICIPATION 
 

Purpose and Background 
Bryant Luong, Ann Malloy, and Shannon  Preto, graduate students, and Dr. Julia 

Wilbarger, Associate Professor of the Department of Occupational Therapy at Dominican 
University of California, are conducting a study on the efficacy of Therapeutic Listening 
® - Quickshifts (TL-Q) for children with autism spectrum disorder as measured by the 
Functional Listening Questionnaire (FLQ), Canadian Occupational Performance Measure 
(COPM), and the Sensory Processing Measure (SPM). Anecdotally, the TL-Q modality 
has produced consistent positive results for therapists and clients alike. Therefore, it 
becomes imperative to produce evidence supporting its usage, which may lead to its 
broader implementation. We expect to find that children’s functioning will improve after 
using TL-Q in conjunction with specific therapeutic goals in the domains of school 
performance, self regulation and arousal, ADLs, social/emotional skills, and sensorimotor 
skills. A select group of children with autism will engage in TL-Q interventions for eight 
weeks. Parents, teachers, and therapists will use pre-test and post-test assessments to 
collect relevant data. The study will be conducted in collaboration with Therapeutic 
Resources and Integrated Development Services (IDS) in Madison, WI. 

 
My child is being asked to participate because s/he fits the inclusion criteria and may 
benefit from TL. 

 
Procedures 
If I agree to allow my child to participate in this study, the following will happen: 

1. I will participate in an interview to complete one questionnaire concerning my 
child’s development and functionality. 

2. My child’s direct service provider(s) will complete one assessment regarding the 
child’s performance in their school aged clinic setting. 

3. My child will participate in his/her therapy sessions as usual, which will include 
TL-Q under the administration of highly trained occupational therapists. 

4. I will complete the post-intervention home assessment concerning my child’s 
development and functionality. 

5. My child’sdirect service provider(s) will complete one post-intervention 
assessment regarding the child’s performance in school. 

 
Risks and/or Discomforts 
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Potential risks to participants are minimal. One potential risk may be discomfort from the 
volume of the music. Another potential risk may be the child becomes disorganized or 
distressed after listening to the music. 

 
Benefits 
The parents may benefit in the form of their child receiving therapy from the Therapeutic 
Listening - Quickshifts program.  The child will benefit from receiving therapy. 

 
Costs/Financial Considerations 
The cost of participating in this study is the time needed to complete the assessments. 

 
Payment/Reimbursement 
Neither my child nor I will be reimbursed for participation in this study. 

 
Questions 
Questions about this research study should be directed to the primary coordinator, 
SHANNON PRETO, or his faculty advisor, JULIA WILBARGER.  The primary 
coordinator can be reached at shannon.preto@students.dominican.edu, and his advisor at 
julia.wilbarger@dominican.edu. Questions about your rights as a research participant 
should be directed to June Caminiti in the DUC Institutional Review Board Office by 
phone: 415-482-3547 or by email at june.caminiti@dominican.edu. 

 
Consent 
I have been given a copy of this consent form, signed and dated, to keep. 

 
PARTICIPATION IN RESEARCH IS VOLUNTARY. I am free to decline having my 
child participate in this study, or to withdraw my child from it at any point. My decision 
as to whether or not to have my child participate in this study will have no influence on 
my child’s present or future status as a recipient of occupational therapy services or IDS 
services. 

 
My signature below indicates that I agree to allow my child to participate in this study. 

 
_______________________________________________________________________ 
Signature of Participant’s Parent/Guardian   Date 

 
 

_______________________________________________________________________
 Signature of Person Obtaining Consent                     Date 
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Appendix B 

IRB application 

 
DOMINICAN UNIVERSITY OF CALIFORNIA 
 
INSTITUTIONAL REVIEW BOARD FOR  
THE PROTECTION OF HUMAN PARTICIPANTS 
 
INITIAL APPLICATION 
 
All information must be typed and submitted electronically to June Caminiti 
(june.caminiti@dominican.edu).  Handwritten applications will be returned to researcher. 
A signature page must accompany all applications. Numbers in parentheses refer to explanatory 
sections in the IRBPHP Handbook. Please use these as a guide in providing the requested 
information. 
 
APPLICANT INFORMATION (8.1) 
 
Name: Shannon Preto       
 
Date: 11/04/2015  
 
School: Dominican University of California 
 
Department: Department of Occupational Therapy  
 
Campus or Local Address: 50 Acacia Ave. San Rafael, CA 94901 
 
Home Address:  
 
(Note: If different from campus/local address please provide home address for contact during 
periods when you may not be living on campus or locally) 
      
Local Phone:  
 
Work Phone: 
 
E-mail Address: shannon.preto@students.dominican.edu 
 
(Note: All communication regarding your application will be by email so be sure you include a 
functional email address) 
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Name(s) of Co- Investigator(s): Bryant Luong & Ann Malloy from Dominican University, 
Occupational Therapy Program.  Sheila Frick, Tracy Bjorling and Jennifer Espinoza-Forlenza 
from Therapeutic Resources, Madison Wisconsin.  
 
FACULTY ADVISOR INFORMATION: (8.2) 
 
Name:  Julia Wilbarger     
 
Campus Phone:     
 
E-mail Address: julia.wilbarger@dominican.edu 
Note: All communication regarding a student’s application will be by email.  Advisers will be 
copied on all correspondence so be sure to provide a functional email address. 
 
RESEARCH PROJECT INFORMATION: (8.3) 
 
Exact Title of Study:  Efficacy of Therapeutic Listening on Children with Autism     
Duration of Study (cannot exceed 1 year): 1 year      
 
Category of Review: 
☐ Exempt (5.3.1) 
☐ Expedited (5.3.2) 
X Full Board Review (5.3.3) 
 
Background and Rationale  

Children with autism are frequently referred to occupational therapy.  Depending on the 
clinic, the child may be treated from a sensory integrative theoretical framework, which often 
includes Therapeutic Listening® - Quickshifts (TL-Q) as an adjunct to more traditional in-clinic 
only treatment.  However, few empirical studies have been conducted to provide evidence for 
TL-Q effectiveness. Anecdotally, the TL-Q modality has produced consistent positive results for 
therapists and clients alike.  Therefore, it is imperative to produce evidence supporting TL-Q’s 
efficacy, which may lead to its broader implementation.  

The study is in collaboration with Therapeutic Resources and Integrated Development 
Services (IDS) in Madison, WI.  A select group of children with autism who currently receive 
services at IDS will participate in TL-Q intervention for eight weeks.  Licensed occupational 
therapists with expertise in the use of TL-Q employed at Therapeutic Resources will collect 
background information and pre-test and post-test data from parents and direct service providers 
at IDS. The same occupational therapists will administer and monitor the TL-Q interventions. 
Assessments include the Canadian Occupational Performance Measurement (COPM) and the 
Sensory Processing Measure (SPM), the Functional Listening Questionnaire (FLQ), and Ayres’ 
clinical observations.  Following pre-test assessment, children will receive 8 weeks of twice 
daily TL-Q intervention.  We expect to find that children’s functioning will improve in 
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relationship to their individualized performance goals specifically in the domains of self-
regulation and arousal, ADLs, social/emotional skills, and sensorimotor skills.   
 
Description of Sample: (check the boxes that pertain to your sample) (8.5)   
☐Patients as participants 
X - Non-patient volunteers 
X - Students as participants 
X - Minor participants (less than 18 years) 
☐Participants whose major language is not English (Note: include copies of translated 
documents) 
☐Mentally disabled patients 
☐Prisoners, parolees or incarcerated participants 
X - Other vulnerable or sensitive populations 

Please identify: Elementary school children with autism spectrum disorder 
X - Participants studied at non-Dominican locations 
☐ Filming, video or voice recording of participants 
☐ Data banks, data archives and/or registration records 
☐ There is a dual relationship between researcher and participant (explain): 
 

Participants include between twelve to twenty children between the ages of 5-12 years 
old, and who have been diagnosed with autism.  Parents and direct service providers will also 
participate by completing with pre-test and post-test questionnaires.  
 
Recruitment Procedure:  

Clients will be recruited from Integrated Development Services (IDS), an in-home and 
in-clinic based provider of autism treatment services. Therapeutic Resources will provide an 
information session for all interested parents of children receiving services at IDS. All children 
who meet the inclusion criteria will be invited to participate. The inclusion criteria consists of 
individuals ranging from 5 - 12 years of age, regular attendance at IDS program, and 
documentation of an autism spectrum disorder diagnosis.  The exclusion criteria will include 
children who have previous experience with using the TL-Q program, or are diagnosed with 
uncontrolled seizure disorders, cerebral palsy, muscular dystrophy, or other neurological and 
musculoskeletal disorders not related to autism spectrum disorder.  
 
Subject Consent Process:  

See Appendix A for the Parent Consent Form.  Agency consent form will be submitted in 
a following document. 

  
Occupational therapists from Therapeutic Resources will distribute and collect parent and 

agency consent forms. Therapeutic Resources therapists will then send a scanned images of the 
signed forms through a secured Dominican University email.   
 
Procedures:  

Consent will be obtained from all parents. The parents will complete a background 
questionnaire and two assessments.  The children will participate in Ayres Clinical Observations 
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(of motor and postural skills).   Children between the ages of 5-12 years old and who have been 
diagnosed with autism will participate in TL-Q intervention either during their in-clinic skills-
based activities and interventions or at home or both twice per day for eight weeks.   Parents will 
complete the two assessments again at the end of the eight weeks.  

Licensed occupational therapists with expertise in the use of TL-Q employed at 
Therapeutic Resources will collect background information and pre-test and post-test data from 
parents.  Background and pre-test measures will be used to establish a baseline and develop 
goals.  The primary background information tool will be the Functional Listening Questionnaire 
(FLQ). The Occupational Performance Measurement (COPM), the Sensory Processing Measure 
(SPM), and Ayres’ Clinical Observation will be administered before and after the intervention 
period. In addition to formal pre-test and post-test measures, parents and direct service providers 
will be asked to complete a weekly journal on the child’s behavior (see appendix B). 

The FLQ is a client-centered questionnaire that aims to examine an individual’s 
developmental and sensory motor history, and subsequent impact on function in a variety of 
areas of daily life. It is to be completed by parents or caregivers and is used an initial evaluation 
tool to help the therapist identify areas of current difficulties and develop client centered goals.  
It requires about 15 minutes to complete.  

The COPM is a Likert scale questionnaire designed to measure the quality of functional 
skills and will be completed by the therapist and parent(s) during a semi-structured interview. 
The outcome of the COPM is to involve the client and their family in identifying key areas of 
difficulty impacting their overall performance in activities of daily living. Once a list of 
performance area objectives are identified, the objectives are then rated on a 10 point scale of 
satisfaction with current performance. Objectives will be developed in each of the following 
areas: school performance, self-regulation and arousal, ADLs, social/emotional skills, and 
sensorimotor skills.   The COPM requires up to 30 minutes to complete.   The validity of the 
COPM has shown to be consistent in psychometric testing on convergent, discriminant, 
construct, concurrent, and criterion validity (Law, M., Baptiste, S., Carswell, A., McColl, M.A., 
Polatajko, H., & Pollock, N., 2014).   

 The SPM is a parent and teacher Likert rating scale of the child’s response to everyday 
sensation in the home and school environments.  The behaviors are an indicator of the child’s 
responses to sensory stimuli and processing of touch, hearing, body awareness, balance and 
movement, planning of movement, and participation in social interaction. The SPM requires 
about 15 minutes to complete and can be completed in a location and time of the parent and 
teacher’s choice. The SPM has established strong reliability and validity (Parham & Ecker, 
2015). 

Clinical Observations of Motor and Postural Skills (COMPS) is a norm-referenced 
assessment of motor and postural skills. The assessment consists of a series of brief motor 
challenges such as touching nose with eyes closed, rapid forearm rotation, and postural strength.  
The observations are included to validate the parent’s observation of general movement abilities, 
and how they translate to performance in daily activities.  The assessment requires about 15 
minutes to administer. 

Following treatment, the COPM, SPM and COMPS will be completed again as a post-
test to identify possible changes in occupational performance.  The same procedure applies, with 
the COPM being completed by parents and therapist during a 30 minutes interview.  The SPM 
will be completed by the parents and requiring an additional around 15 minutes. 
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The setting of the study will be at IDS, an in-clinic and in-home based environment, 
specifically geared toward children with autism.  All parents with a child attending IDS who 
meet the inclusion criteria will receive an invitation to participate.  The consent form clearly 
outlines that participation in this study is voluntary, and services currently being received will in 
no way be affected should they choose to not participate.   

During the eight week intervention period, participants will listen two times per day to 
one of several TL-Qs over high quality headphones.. An occupational therapist with advanced 
training in the use of Therapeutic Listening will select the music tracks to meet each specific 
child's needs. The Therapeutic Listening® program (Vital Sounds, LLC, 2006) is designed to 
improve a variety skill sets. This sound-based intervention uses an individually selected and 
sequenced series of electronically modified music albums and specialized headphones to trigger 
the self-organizing capacities of the nervous system. The musical styles vary amongst albums. 
The Quickshift music is modified using brainwave entrainment, binaural beat technology and is 
intended to improve communication between both hemispheres of the brain and promote a calm 
alert brain state.  Music selections may including classical, pop or children’s music or 
specifically selected nature sounds.    

The total implementation of the study will be eight weeks following the pre-test 
measures.  During the eight weeks of therapeutic intervention, children will listen to several TL- 
Quickshifts albums. The individual TL-Q album may change as frequently as every week or at 
least every two weeks based on the clinical judgement of the OT.  Music selection and clinical 
reason for the music choice will be tracked.     

See Appendix B for copies of the FLQ, COPM, SPM, COMPS, and weekly journal as 
well as copyright permissions associated with each document.  Dominican University of 
California occupational therapy department purchased the copyright for the COPM from the 
publisher.   
 
Potential Risks to Participants:  
 Potential risks to participants are minimal.  One potential risk may be that the child 
becomes disorganized, or distressed, after listening to the modified music.   
 
Minimization of Potential Risk:   
 The Therapeutic Listening-Quickshifts program will be conducted by a trained 
occupational therapist. The volume of the music will be played at a comfortable listening level 
thus minimizing the risk for discomfort due to music volume.  When the child is listening, if they 
have to raise their voice to talk then the music is too loud and should be turned down.  To guard 
against the child becoming disorganized or distressed, the therapist will be carefully and 
continuously monitor the child and, at the first sign, will intervene and modify the intervention.  
If the family or the direct service provider becomes concerned with an unusual behavior they 
will be able to contact the therapist immediately to consult on the music selection. 
 
Potential Benefits to Participants: 

There are no direct benefits from participating in this study. The children may benefit  
from the Therapeutic Listening - Quickshifts program or receiving extra attention.  

 
Costs to the Participants:  
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     Minimal costs incurred by the students may include minimal energy expenditure as 
well as time spent engaged in the TL program.  The cost to the parents includes the time needed 
to complete the assessments and questionnaires.  The costs to the teacher(s) includes the time 
needed to complete the assessment. 
 
Reimbursement or Compensation to Participants: 

No monetary compensation will be received for participating in this study.  
 
Confidentiality of Records:  (8.14) 
X - Data will be Confidential  
 

All participants will be assigned a number.  The list of the names and the corresponding 
subject numbers will be kept in a separate location from the other raw and electronic data. The 
hard copies of the contact form will be stored in a locked cabinet in the faculty advisor’s office 
on the Dominican University of California campus.  The list of the names and the corresponding 
subject numbers be also be stored electronically on the computer of the faculty advisor.  Again, 
this information will be stored in a unique folder, separate from the raw data.  Only members of 
the research team will have access.  

Data collected in Madison, WI will be stored in a locked cabinet at Therapeutic 
Resources. Data and consent forms will be scanned and sent via a secure email from Therapeutic 
Resources to the faculty advisor.  
 
 
 
 
 
 
 
 
 
 


