Editor
Please note that novelty is not a requirement for publication and reviewer comments questioning the novelty of the article can be disregarded. Please note that the reviewers raised some significant concerns regarding your method and your manuscript. Please revise the manuscript to thoroughly address these concerns. Additionally, please describe the changes that have been made or provide explanations if the comment is not addressed in a rebuttal letter. We may send the revised manuscript and the rebuttal letter back to peer review.

We thank the Editor for the opportunity to respond to these critiques to improve our submission. We have responded (in bold font) below with a point-by-point response to your comments as well as those from the Reviewers that we hope have addressed any concerns.

Specific Comments:
1. Please take this opportunity to thoroughly proofread the manuscript to ensure that there are no spelling or grammar issues.

We have reviewed the manuscript for spelling/grammar and believe it is now ready for review.

2. Please provide an abstract between 150-300 words to clearly state the goal of the protocol. The current abstract is 124 words.

The abstract has been revised and is now 187 words.

3. Please ensure that all text in the protocol section is written in the imperative tense as if telling someone how to do the technique (e.g., “Do this,” “Ensure that,” etc.). The actions should be described in the imperative tense in complete sentences wherever possible. Any text that cannot be written in the imperative tense may be added as a “Note.” However, notes should be concise and used sparingly.

The protocol section has been revised to reflect the imperative tense throughout. Where appropriate, we have added a ‘note’ to add additional details.

4. Please avoid the usage of the phrase “should be” throughout the Protocol.

We have removed all use of ‘should be’ throughout the protocol and have replaced with imperative tense. Where we could not replace the phrase “should be”, we used one protocol note. 

5. Please add more details to your protocol steps. Please ensure you answer the “how” question, i.e., how is the step performed? Readers of all levels of experience and expertise should be able to follow your protocol.
a. Step 2: If this step needs to be filmed, please provide all the steps required to insert test load including calibration/recalibration, verification, as well as device verification. We need action items to show how this was done.

This section has been revised to be explicit with specific steps. We have also added a step on review of calibration results.

b. Step 3.2.2: How was the flow rate and filter resistance measured and adjusted?

We have revised the statement to clarify that filters used must meet minimum standards per recommended guidelines. Manufacturers are expected to confirm their produced filters meets these standards.

c. Step 3.2.4: How were the measurements acquired? If using a device attached to the mouthpiece, please provide all the steps needed to acquire these measurements on the device.

We have added additional language to clarify how measurements acquire. All of the steps that precede acquisition are described in 3.1

d. Step 3.3.1: What is the concentration of salbutamol used?

The following has now been added, 
3.3.1.1	Note: If using a metered dose inhaler with spacer, administer four separate doses of 100 µg.

e. Step 4.1.1: Please mention all the steps needed to measure and monitor breathing depth and rate of breathing.

Only visual inspection is possible at this time with current devices. We have revised this statement accordingly.

f. Step 4.2.1: How was the CoV calculated?

Formula has now been provided.

6. Please include a single line space between each step, substep, and note in the protocol section. Please highlight up to 3 pages of the Protocol (including headings and spacing) that identifies the essential steps of the protocol for the video, i.e., the steps that should be visualized to tell the most cohesive story of the Protocol. Remember that non-highlighted Protocol steps will remain in the manuscript, and therefore will still be available to the reader.

We have edited the protocol to ensure proper spacing. Recommended essential steps are highlighted (yellow) in the protocol for the video.

7. Line 245: The value 3.06 is struck out. Please see if this is correct.

This has now been removed. We made an oversight that Reviewer 2 pointed out and this has now been corrected.

8. Please remove the embedded figure(s) and table(s) from the manuscript.

Now removed.

9. Please upload all tables individually as a .xlsx file.

Tables have now been moved to .xlsx files.

10. Please also include any limitations of the technique in the Discussion with citation (wherever applicable).

We have now substantively revised this section.

11. Please do not abbreviate journal names in references.

References have been updated accordingly.




Reviewer #1:
I think this is well-written, easy to follow and useful for respiratory labs who are currently using FOT or want to start using FOT. I only have a few minor suggestions/correction.

We thank Reviewer 1 for their time spent reviewing this manuscript and for the helpful suggestions. Please see our responses below in bold.

Minor Concerns:
1. Wrong paper cited: "Some investigators have acquired up to 8 measurements". It has ref 17, but it should be ref 18.

Thank you for identifying this error. We have now corrected this mistake and updated the references accordingly.

2. For reporting for FOT parameters, is importing to show the upper/lower limits of normal or z-scores. This makes interpretation easier, are these values normal or abnormal? Also, I think it would be clearer to just report the mean values of all trials instead of every single trial mean (Table 1). My suggestions would be to include (mean raw value, predicted value, z-score, CoV).

We would like to thank the reviewer for providing this comment. However, the Reviewer has both suggested we add more detail, as well as simplify what we are presenting. As such, we believe what is most important is that we have thoroughly and thoughtfully come to a decision for what we are presenting and why. We have discussed as a team and have updated our results tables. In the protocol section 5 (Reporting Data), we suggest to follow the ERS Technical Standards which are illustrative only of which FOT indices might be reported given that there is no consensus yet for which indices must be included – these are the variables or FOT indices we present in Table 1. Even as pointed out by the ERS guidelines, the final report of each laboratory should be decided by the end users given their specific purpose for using FOT (e.g., clinical vs. research).  
We had originally intended to focus our two tables on the most relevant parameters given their respective case examples. However, we agree that for consistency across both of our case examples (and with the illustrative example provided in the ERS Technical Guidelines), we have updated both tables to report the following information for the selected FOT indices (if applicable and available based on different FOT devices, measurements and software): Predicted value, LLN, ULN, Z-score, % of Predicted, Baseline value, Post BD value, Absolute change, and % Change. Plus, in a separate table for each case example, we are still maintaining the reporting of individual trial data with averages and standard deviations. As for the CoV calculation, this is already detailed in the case example text. 
These modified tables support our manuscript’s multiple purposes. First, we provide a practical, hands on protocol for performing the FOT procedure. Second, we provide a more in-depth evaluation of the “behind the scenes” steps taken leading to the final reported outcomes. This level of detail can be very informative to other researchers, technicians and/or those who simply want to learn more about the FOT procedure. Accordingly, we have updated our original two tables to now present across 4 different tables the following as presented below. The updated tables have been provided as separate excel files as requested. 
	Data Presented
	Case Example #1
	Case Example #2

	The “behind the scenes” data from each trial leading to the final reported FOT indices
	Table 1
	Table 3

	The reported FOT indices plus parameters suggested by the ERS Technical Guidelines
	Table 2
	Table 4




3. Another suggestion would be to add grades to the quality of the FOT measurements or add that CoV <15% would also be acceptable if no artefacts are present. Like also mentioned in the discussion a CoV of 10% might not be feasible in a patient with severe airways disease. CoV is not only a QC measure, it is also characteristic of airways disease. For example, Grade A would be when there are at least 3 or more artefact-free breaths per trial and CoV<10%, grade B CoV <15, Grade C <20 etc…That can also be easily reported on. You would try to get at least grade A or B.	

We agree that CoV may reflect quality as well as airways disease, and now recognize that we could call attention to this point more clearly. Additional information is provided in the protocol as well as the discussion. A grading system is an excellent suggestion which we have now incorporated into the discussion. The following has now been added: 
“An approach to consider is implementation of a grading system. For example, once at least three artefact-free replicate measurements are obtained from a maximum of 10 attempts, apply a letter grade corresponding to CoV levels – i.e., ‘A’ ≤ 10%; ‘B’ > 10 and ≤ 15%; ‘C’ > 15 and ≤ 20%; and ‘D’ >20%.” 

4. Biological calibration performed weekly might be a lot (too much) for respiratory labs. Acceptable is when personal perform an initial collection of a minimum of 10 tests on different days to establish the BioQC range preferably within 2 weeks. After that, biological calibration performed monthly should be sufficient.

This section has now been revised accordingly. Specifically, we now state: 
“Employ a quality control program using biological controls (i.e., ≥ 2 healthy non-smoking individuals) that involves routine testing on a periodic basis. First establish a baseline (mean±SD) through acquisition of 10-20 artefact-free replicate measurements on different days from each biological control. Select a low- and mid-frequency parameter (Rrs and Xrs at 5Hz and 20Hz) for resistance and reactance to follow for quality control. On subsequent routine periodic testing, compare results to baseline measures.”



Reviewer #2:
Generally, the manuscript is well written. There is a lack of respiratory oscillometry protocols and standards available, so the protocol outlined does serve as a useful tool. However, additional information to detect artefacts will be useful. Examples of troubleshooting may also be helpful to readers (such as inability to obtain CoV ≤10 ).

We thank Reviewer 2 for their critique and time spent reviewing our work. We appreciate the suggestions and have responded in bold below. Please note that we have added considerably more troubleshooting examples to the manuscript for identifying artefacts and minimizing variability. If accepted, this will also be an important focus of the video recording.

Major Concerns:
The author described two case studies but did not describe the Oscillometry device used. Although the spectral frequency range were mentioned, it appears that these results were collected by two different device. This was confusing to follow. In the protocol, section 5 describes how the oscillometry data should be reported, but the two case studies results were some critical information that were outlined in the protocol such as frequency waveform, device name, model, software version and manufacturer. Many information in the protocol are described from the 2020 ERS Technical Standards Guideline. While they should be aligned, the author should include information that they may have learned during oscillometry testing.

It is correct that we used two different devices in our case examples and propose a third device for the video. We felt strongly that doing so would illustrate a universal approach to FOT rather than one that is device specific. 

In our initial submission, we deliberately omitted these details regarding device name and model as we believed that was the requirement of the Journal. To address this concern, we contacted the Editor and received the following response: 
“…manuscripts with commercial terms cannot be published by the journal. The details of the frequency waveform can be included in the protocol while the details regarding device name, model, manufacturer, etc. can be mentioned in the table of materials which can then be referenced in the protocol. Please avoid the use of ™/®/© symbols in the table of materials.”

As such, we have updated our ‘Table of Materials’ attachment to include software version as well as referenced this table in the manuscript for the readers. 

Minor Concerns:
Some details described in the protocol were vague (see notes below):

We have made significant revisions to the protocol in response to feedback from the Editor, Reviewer 1, and your suggestions below.

1. Rest intervals between measurements - lack example,

Additional details are now provided. 

2. Zrs of the anti-bacterial filter used during testing should be accounted for - this seems to be the standards in PFTs already.

We agree this is fairly standard guidance with respect to filters. However, the ERS Technical Standard recommends “…to regularly measure the resistances of the filters and to compensate for the combined resistances of the oscillometric system + filter.” In our experience with three separate FOT devices, only one device is able to directly measure the resistance of the filter. If accepted, we will illustrate this process in the video. We have moved this step to quality control procedures.

3. Generally two or more biological controls are recommended in the event of variance in such individual, such as illness.

We agree, this section has now been updated.

4. Case Example #1 why was 3.06 excluded instead of reporting 4 acceptable measurements? The CoV would be < 10%.
Thank you for pointing this out. This was an oversight on our part. 

5. Case Example #2 The discussion between measurement at 4Hz and 5Hz is confusing. Please choose one set of reference when reporting.

We have now removed reference to 5 Hz criteria.
