This manuscript reports the frequency of RBD in a cohort of patients affected by PD and associations between RBD and demographics/disease characteristics. I have several comments / suggestions to be considered for the revised manuscript:

1. Suggest using the current classification of sleep stages: N1,2,3 and REM. Would revise NREM sleep stages in the Introduction and  include a reference for classification of sleep stages (AASM).

Sleep is prompted by natural cycles of activity in the brain and consists of two basic states: rapid eye movement (REM) sleep and non-rapid eye movement (NREM) sleep, which consists of stages N 1 through 330.

30. Iber C, Ancoli-Israel S, Chesson A, Quan SF. for the American Academy of Sleep Medicine. Westchester, Ill: American Academy of Sleep Medicine; 2007. The AASM Manual for the Scoring of Sleep and Associated Events: Rules, Terminology and Technical Specifications.
2. Please describe how was smell assessed? Were common etiologies for hyposmia/anosmia screened for (e.g. trauma, chronic infections)

Quality of olfaction, i.e. hyposmia and/or anosmia, was assessed using the Pocket Smell test (PST)29 and anamnestic data concerning common etiologies of possible lessening or absence of smell.

29. Doty RL. The Smell Identification Test Administration Manual. Haddon Heights, NJ: Sensonics, Inc.,1989.

3. How were PD phenotypes determined (tremor predominant vs. PGID)?

The PD phenotypes were determined by means of recollection. 

4. What other centrally active medications were patients taking at the time
of assessment?

Other centrally active medications included levodopa, amantadin, ropinirole, clonazepam, pramipexol, diazepam, clozapin, alprazolam, lorazepam, fluoxetin, selegilin with levodopa being the most frequently administered drug.

5. Limitations of the study need to be discussed in the discussion.

In our work, definitive validation of RBD in the patient cohort remains with the RBD-HK questionnaire. Although 10 patients underwent polysomnographic testing (PSG), a larger number is needed in order to yield more precise results, which would make this the main limitation of our study..

6. Since a polysomnography is required to establish the diagnosis of RBD, the authors should change “RBD” to “RBD symptoms” throughout the manuscript.

Although polysomnography is the gold standard for determining presence of RBD, we believe that changing terminology throughout the text (from “RBD” to “RBD symptoms”) may prove somewhat ungrateful. The RBD questionnaires are widely used in many papers to establish definitively whether RBD is, actually, present, and to my knowledge the designation of a diagnosis is not “RBD symptoms” but “RBD” in the aforementioned scientific works. 
7. Were other primary sleep disorders screened for and participants affected excluded from this study?:

Other primary sleep disorders were not screened for.

8. It would be important to comment on the treatment for RBD within this study cohort.

As we examine the effect of risk factors on disease occurrence, i.e. those variables that precede RBD, we think that commentary about treatment (since medication comes after validation of diagnosis) does not belong in the paper.

9. How many patients from this cohort had PSG?

10 patients underwent polysomnographic testing for the means of this research.

PLEASE NOTE: Some of the answes are incorporated in the text of the paper, while others are intended only for the reviewer.

