Dear Editor,
Thank you and the reviewer for your careful consideration and for accepting to re-consider our manuscript entitled: “Telepractice for pediatric dysphagia: Program development and a pre-experimental case report” for publication in the International Journal of Telerehabilitation. We carefully reviewed and addressed the reviewer’s comments. First, we would like to report that, because of the reviewer’s input, we agree that this is a case study and have therefore modified the title to “Telepractice for pediatric dysphagia: a case study”.

Below you will find responses to all reviewer comments and suggestions. Our responses are italicized in this document, and all changes in the manuscript are in the form of tracked changes for your convenience.
We thank you again and we look forward to hearing from you.

Sincerely,
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Georgia A. Malandraki, Ph.D., CCC-SLP

REVIEWER’S COMMENTS
Recommendation: accept with revisions
General comments: 

· There was detailed information how the telepractice of the feeding treatment program was carried out. 

· Interesting report of the telepractice pediatric feeding treatment. 
AUTHORS RESPONSE: Thank you for the aforementioned comments.

REVIEWER’S COMMENTS

· This study may indicate the feasibility of the feeding telepractice in the pediatric population. However, the validity and reliability of the study results are questionable due to the following reasons. This issue should be discussed as one of limitations.
· Most of the outcome variables (behavioral, swallowing/eating, and quality of life variables) at all three-evaluation points were reported by the mother of the child. No data to support reliability and validity of the data reported by the mother. 

· AUTHORS RESPONSE: We agree with the reviewer that this study did not examine reliability and validity of all evaluation and treatment methods (we have reliability data on two measurements). The main purpose of our case study was to examine the feasibility of providing dysphagia treatment via telepractice in a pediatric patient; and to further examine whether this treatment program would be effective for this specific child. We have now added this purpose statement in the last paragraph of the introduction (second paragraph of Page 2) and have added a related discussion in the Limitations section (Page 14, second paragraph of Limitations section).
REVIEWER’S COMMENTS

· Particularly, two questionnaires were used to examine the swallowing/eating and quality of life variables. Parents must have known that SLPs who worked for the child would read the questionnaires, which must have caused reporting bias. 
· AUTHORS RESPONSE: Thank you for this comment. The parent was asked to complete online questionnaires. This request was made by a research assistant (RA), who was not involved in the evaluation or treatment of the child. This RA was in direct contact with the parent via e-mail and she was the one who transferred the data to an excel form. We realize, however, that it is possible that the parent would think that the clinicians would also read the questionnaires and thus we have now added this limitation into our Limitations section (Page 15, second paragraph of Limitations section).
REVIEWER’S COMMENT

· No standard swallow examination, i.e. VFSS, FEES was used to evaluate the feeding and swallowing condition at the post-treatment and four month after the treatment points. 
· AUTHORS RESPONSE: Since this pediatric patient did not present with aspiration of liquids at the initial VFSS and his swallowing efficiency improved in four weeks without any overt clinical signs of aspiration, it would be inappropriate and unethical to request another instrumental procedure post-treatment solely for the purposes of this research. Additionally, in pediatric patients radiation exposure is a higher concern and is only indicated if there are significant medical reasons that justify its use. 
REVIEWER’S COMMENT

· Statistical significance was not reported in the result section
· AUTHORS RESPONSE: The reason we have not reported statistical significance is because of the nature of the measurements we completed. Many of the measurements were based on 2 to 3 trials of the child and thus, we do not believe we have adequate numbers to complete any valid statistical pre-post tests for this one patient. This was mainly because, unlike adult patients who can typically complete many trials of the same task, pediatric patients may only complete a few trials of a task (especially when these are feeding/eating tasks), before attention or focus is lost or before they deny to try anything more or before they feel satiety. We have now added a relevant statement in the discussion section (Page 14, first paragraph of Limitations section), and we have decided to change the title of the manuscript to “Telepractice for pediatric dysphagia: a case study” to better reflect the qualitative and clinical nature of our findings.
REVIEWER’S COMMENT

· The study was not a true AB single subject design, but a case report (the authors stated the study was “simplified AB design”). Without a real baseline phase, there is not data to support that the improvement was purely due to the treatment.
· AUTHORS RESPONSE: We completed a baseline assessment but we acknowledge that we should have completed more than one. Since this case study was a part of our clinical practice, we did not complete more than one baseline assessment, thus we agree that this study is a case study and we have now changed this information in the Methods section (under Design) in Page 4 (first paragraph).
REVIEWER’S COMMENT

· Little is discussed about pediatric feeding disorders/swallowing disorders in the introduction. If the authors attempted to examine the feasibility and/or effects of the telepractice for feeding disorders in the pediatric population, pediatric feeding disorders and pediatric dysphagia should be discussed. 
· AUTHORS RESPONSE: We agree and thank you for this comment. We have now added a section in our introduction about feeding and swallowing disorders in the pediatric population (Page1 – first paragraph).
REVIEWER’S COMMENT

· Literature investigated the feasibility, validity and reliability of the telepractice in the pediatric population was not discussed at all in the discussion. If there are not any previous studies, the lack of evidence regarding pediatric telepractice should be discussed.
· AUTHORS RESPONSE: Thank you for this comment. To our knowledge, there are no studies investigating the feasibility, validity and reliability of providing dysphagia telepractice in pediatric populations and few that have investigated other speech language disorders in chidren. We have now added this information in the introduction (first paragraph on Page 2) and in the discussion section (second paragraph, Page 12).
REVIEWER’S COMMENT

· Feeding is different from swallowing (Logemann, 1998, p. 3). The definition of dysphagia and its complications were stated in the introduction. However, those of feeding disorders were not stated. 
· AUTHORS RESPONSE: We have included feeding disorders in our definition and have revised some of the statements in the first paragraph of Page 1.
REVIEWER’S COMMENT

· The purposes of the study were not stated in the introduction

· AUTHORS RESPONSE: This was an omission on our part and thank you for the comment. We have now added a purpose statement in the last paragraph of the Introduction section (Page 2, last sentence of second paragraph).
Specific comments: 
Introduction

REVIEWER’S COMMENT

· P1L6-L8: Please provide references.
· AUTHORS RESPONSE: We are unsure for which statement the reviewer would like us to provide references, as there are many references in the specified lines. If you could please specify what statements are missing references, we will be happy to provide references.
REVIEWER’S COMMENT

· P1L6-L8: 

· Feeding is different from swallowing (Logemann, 1998, P.3). 
· The definition and complications of feeding disorders were not stated. 

· AUTHORS RESPONSE: We have now provided clearer definitions and complications for both swallowing and feeding disorders in the introduction (paragraph 1, Page 1)
REVIEWER’S COMMENT

· P1L8-L10: Are there any complications more specific to pediatric patients? 
· AUTHORS RESPONSE: Yes, and these have now been added to the first paragraph of Page 1. 
REVIEWER’S COMMENT
· P1L17: What are the common causes of feeding disorders in the pediatric populations?

· AUTHORS RESPONSE: We have now been added this information to the first paragraph of Page 1 as well.
REVIEWER’S COMMENT
· P1L12-L18: There was large variability in the prevalence of feeding disorders among the previous studies. (Range from 33 to 80% and 46 to 69%). What are the possible explanations for the large variability? 
· AUTHORS RESPONSE: Main reasons for this variability include differences in assessment methods, and studies’ methodologies, as well as the inherent variability of these pediatric populations. This statement has been now added in the second paragraph of Page 1.
REVIEWER’S COMMENT
· P1L22: What is the “inclusion of dysphagia in SLP scope of practice”? 
· AUTHORS RESPONSE: This statement refers to the time when dysphagia was officially included in the ASHA scope of practice for SLPs in the US (in the late 80s).
REVIEWER’S COMMENT
· P1L44-45: Are they any tele-practice studies that investigated the feasibility of the practice in the pediatric population? If not, please state it. 
· AUTHORS RESPONSE: To our knowledge, there are no studies investigating the feasibility, validity and reliability of providing dysphagia telepractice in pediatric populations. We have now added this information in both the introduction (end of first paragraph, page 2) and in the discussion section (second paragraph of the Discussion, Page 12).
Method

REVIEWER’S COMMENT
· P2L28-L29: What are minimum audio and video resolutions for offering accurate evaluation and treatment via a monitor? 
· AUTHORS RESPONSE: We are not aware of the existence of a general consensus on the minimum audio and video resolutions for offering accurate evaluation and treatment via a monitor. However, Ward et al. (2013), who have done extensive work on dysphagia telepractice, have used the following resolutions (to meet very low bandwidth availability in rural Australia) in their most recent publication on the reliability of a clinical swallowing evaluation: audio and video (640 x 480 pixels) and an adhoc 802.11 g wireless network with a throttled bandwidth of 128Kbit/s. Our respective resolution and connectivity information was: audio and video (1080x1080 pixels on our end and 640x480 pixels on the client’s end) and a high-speed wired connection (speed: 1Gb/s). These are above the standards Ward et al used in their last paper, and they seemed adequate for the purposes of our study.
REVIEWER’S COMMENT
· P2L33-L36: This is about the informed consent process in adults. Please explain the process for the pediatric population, and how the informed consent was taken for the case of AB.  
· AUTHORS RESPONSE: We have now added a detailed description of the consent and assent process with AB in the Section Additional Defenses and Consenting (last paragraph - Page 2 and first paragraph – Page 3).
Case report 

REVIEWER’S COMMENT
· P3L25-L28: Please specify when the VFSS was administered. 

· AUTHORS RESPONSE: The VFSS was administered 2 months prior to the program’s initiation. The lag between when the VFSS was performed and when the program started was because of the summer calendar of our clinical services. The patient initiated treatment as soon as our summer session clinic was initiated. This information has now been added to the History subsection of the Case Report section (Page 3).
Baseline evaluation
REVIEWER’S COMMENT
· P4L41: 
· How was the baseline evaluation performed, i.e. face-to-face or via internet? 

· Who did the evaluation? 

· If it was not face to face evaluation, please provide information: 

· How feasible to assess swallowing parameters via a webcam
· Reliability of each measurement

· Methods to valid the accuracy of ROM, sensitivity, and presence of voluntary saliva swallows
· AUTHORS RESPONSE: The baseline evaluation was performed via the internet, due to the fact that the patient was in another continent. Thus, it was not possible to conduct a face-to-face evaluation. The evaluation was performed by a trained graduate student (second author) and her clinical supervisor who is an expert in pediatric dysphagia (last author). Because of the online nature of the evaluation, the evaluations (baseline and post-treatment were video-recorded (for reliability measurements to be completed). Specifically, for each measurement the reviewer is inquiring:
· Facial drooping and ROM of the tongue were judged visually in a 4-point clinical subjective scale (normal=no deviation is noted; mild=mildly deviated from normal, but still functional; moderate: overt deviation from normal, but some function is present; severe: profound deviation from normal or complete inability to perform the task). All clinicians in our clinic use these definitions, which have been established by the first author and reliability among our clinicians has to be high (>80% agreement) before they can perform evaluations.
· For the voluntary saliva swallows: a latency measure was utilized and consisted of the duration from a verbal command “swallow” to the time the swallow was initiated, as indicated by visual elevation of the hyolaryngeal complex and/or palpation of the complex by his mother (when visual inspection was not adequate). For us to be able to view AB’s swallows, we had requested that he sits on the side (so we can view him laterally). We had also requested his mother to place her fingers on the surface of his neck in order to provide validation of his swallows. This was completed after training the mother on “how a swallow feels” on her neck and AB’s neck. The duration was measured and reported with a stop- watch by both the clinician and later on by an additional SLP (for reliability purposes) independently only for the swallows for which there was adequate visualization of the thyroid notch. 
· Additional information on these judgments has now been added in the subsection entitled “Baseline Evaluation” (Page 4).
REVIEWER’S COMMENT
· P4L16: Who did the suction? What’s the definition of “need to suction”?
· AUTHORS RESPONSE: Suctioning was performed by the mother or the father of AB. Need to suction was evaluated by the parents and was determined by the amount of distention of AB’s stomach and his level of discomfort/pain. This information has now been added to this section (last paragraph of section “Baseline Evaluation”, Page 5).
Outcome variables and instrumentation

REVIEWER’S COMMENTS
· P4L19-25: Most of the outcome variables were examined and reported by the mother of the child. There may have been reporting bias.
· P4L35-37: Post-treatment and four-week follow up evaluations were based on the report by the mother of the child. There may have been reporting bias.
· AUTHORS RESPONSE: We agree that for four variables the parent was asked to complete online questionnaires and thus she might be reporting some bias. The request for questionnaires’ completion was made by a research assistant (RA), who was not involved in the evaluation or treatment of the child. This RA was in direct contact with the parent via e-mail. We realize, however, that it is possible that the parent would think that the clinicians would also read the questionnaires and thus we have now added this limitation into our limitations section (Page 15, second paragraph of Limitations section).
REVIEWER’S COMMENT
· P4L42: The voluntary control of saliva swallows was evaluated by the mother of the child. How valid and reliable was her performance? Did SLP check recorded session to valid the swallows? 

· AUTHORS RESPONSE: As we reported previously, the latency measures we completed for the voluntary saliva swallows and which are reported here refer only to the swallows for which there was adequate visualization of the thyroid notch by the clinician. These measurements were conducted twice based on the video-recording, once by the clinician, and once by an independent rater (another SLP) for reliability checks.

REVIEWER’S COMMENT
· P4L44: How was the amount of thin liquid, i.e.180ml, determined? 
· AUTHORS RESPONSE: One hundred and eighthy ml was the amount of liquid that was ingested by AB in a single feeding at the time of the initiation of the telepractice program and therefore provided a measure of functional competence for a mealtime feeding. This information has now been added in the third paragraph of the subsection entitled “Outcome Variables and Instrumentation” on Page 5.
REVIEWER’S COMMENT
· P5L6: Please provide references that indicated the relevance of EAT-10 for pediatric cases
· AUTHORS RESPONSE: We do not have references to indicate the relevance of EAT-10 for pediatric cases. However, due to the lack of a swallowing-related quality of life questionnaire for pediatric populations, we made the decision to adapt it and use it given its simplicity. We have now added this as a limitation in our Limitations’ section (Page 15, third paragraph of Limitations section)
REVIEWER’S COMMENT
· P5L6-L8: How was the validity of the modification of the questions on the EAT-10 evaluated prior to the administration of the modified EAT-10?

· AUTHORS RESPONSE: It was not. This has been added to the limitations  (Page 15, third paragraph of Limitations section).
Telepractice adaptations
REVIEWER’S COMMENT
· P5L26: Did the mother have face-face training?
· AUTHORS RESPONSE: The mother’s training was conducted via the internet, since she was in another continent and face-to-face training was not possible.
Intervention fidelity-compliance

REVIEWER’S COMMENT
· The completion of the home program activities was only reported by the mother of the child. No other data to support the reported activities were accurate. 
· AUTHORS RESPONSE: We acknowledge that this is a typical limitation of many treatment studies and we have added a relevant statement in regards to all ratings based on the mother’s responses in the limitations’ section (Page 15, second paragraph of Limitations section).
REVIEWER’S COMMENT
Inter-observer reliability

· P8L33: 
· Please provide ICC

· Is the reliability data for the voluntary saliva swallows available?  
· AUTHORS RESPONSE: Reliability data are available for two measurements (latency for oral acceptance of eating-related objects and latency for voluntary saliva swallows). For these two measurements the child completed a total of eight trials (pre and post treatment) and thus the ratings of the two raters in those eight trials were compared. Because these data are not ordered data, ICC could not be calculated, but instead we have now calculated a Pearson correlation, which was r=0.9993 (p<0.001) indicating high correlation between the two raters’ latency measurements. This information has now been added to the manuscript in the subsection “Inter-observer Reliability” on Page 9. 
Results
REVIEWER’S COMMENTS
Behavioral results

· P8L41-P9L5: Please provide statistical significance. 

Swallowing/eating results
· P9L11-L17: Please provide statistical significance.
· AUTHORS RESPONSE: As we reported previously, the reason we have not reported statistical significance is because of the nature of the measurements we completed. Many of the measurements were based on 2 to 3 trials of the child and thus, we do not believe we have adequate numbers to complete any valid statistical pre-post tests for this one patient. This was mainly because, unlike adult patients who can typically complete many trials of the same task, pediatric patients may only complete a few trials of a task (especially when these are feeding/eating tasks), before attention or focus is lost or before they deny to try anything more or before they feel satiety. We have now added a relevant statement in the discussion section (Page 15, first paragraph of Limitations section), and we have decided to change the title of the manuscript to “Telepractice for pediatric dysphagia: a case study” to better reflect the qualitative and clinical nature of our findings.
Quality of life and tele-satisfaction results

REVIEWER’S COMMENT
· P10L16: The results of the tele-satisfaction questionnaire may have been biased. The mother knew that SLPs who worked with the child would check the results, thus, reporting bias can’t be denied. 
· AUTHORS RESPONSE: We refer the reviewer to our response on Comment P4L19-25 (on page 7 of this response document).
Discussion

REVIEWER’S COMMENT
· P11L40-L41: 
· Most of the outcome variables were measured by the mother of the child. No statistical data was presented. Questionnaire results were highly biased. No reliability data was presented. Thus, the results of the study may have been biased. 
· No data to support there was any spontaneous recovery before the treatment. Thus, the effects of the treatment were not convincing.
· AUTHORS RESPONSE: We agree that there are statistical and methodological limitations in this work, which have now been fully acknowledged in the Limitations section of the discussion (Page 15). However, we respectfully disagree with some of the reviewer’s aforementioned statements. First, for two of the six variables examined, we have reliability data that show high reliability. Secondly, this child has a developmental disorder and thus the issue of “spontaneous recovery” is NOT relevant, as we are not reporting treatment outcomes after an acute event but within the context of a developmental disorder, which in terms of feeding development had been rather static before treatment was initiated. As we report in the Case Report section of our Methods, this child had been tube fed for the past 4 years and had only started consuming small amounts of thin liquids via a straw two weeks before the program was initiated (and with our advice). At the time of the evaluation, he fed himself this liquid diet in a rate of 32mL/minute (very slow); he was not accepting or swallowing puree or other solid foods and he was not eating from spoon or fork or drinking from an open cup. He also had significant aerophagia. Thus, his oral feeding development was significantly delayed for his age (6;6 yoa). In four weeks of our intensive program, AB initiated eating a variety of pureed foods, accepted spoon feedings and started feeding himself with a spoon and was largely relieved from his aerophagia. For this patient, these improvements are clinically very important and cannot be explained by the progress of his developmental disability.
 REVIEWER’S COMMENTS
· P11L41-L43: Improvements reported by the mother may have been biased

· P12L43: Post treatment improvement was reported by the mother. There is no data that valid the reported improvement.
· P13L26-L29: Parents must have known SLPs who worked for the child would read their report, thus reporting bias can be denied.

· AUTHORS RESPONSE: As reported previously, we have addressed all these comments.
Limitations

REVIEWER’S COMMENT
· Most of the swallowing evaluation was reported by the mother of the child. If technical issues prevent SLPs to evaluate patients’ feeding/swallow conditions via a monitor, and if this is no method that SLPs can examine the validity and reliability of the evaluation by the mother, these should be discussed as a limitation of the telepractice. 

· AUTHORS RESPONSE: Statements related to these issues have now been included in our Limitations’ section (Page 15)
Conclusion

REVIEWER’S COMMENT
· Study results were biased and did not show enough data to indicate the study results were valid and reliable. Statistical significance was not reported. Thus, this case report may indicate the feasibility of telepractice in the pediatric population, but the validity and reliability of the feeding program are questionable. 
· AUTHORS RESPONSE: The purpose of our study was to examine the feasibility of providing such services over the internet and to further examine the effectiveness of our treatment program for this specific child. Reliability checks were completed for two of the six variables and indicated high reliability. For the other four variables, reliability checks were not possible and we acknowledge this limitation in our Limitations section (Page 15). We also refer the reviewer to our response on Item P11L40-L41 on the previous page.
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