[bookmark: _Hlk89519748]Supplementary data 2.1 Methods for MCID calculation
MCID is originally introduced in 1989 by Jaeschke et al. [1] who defined MCID as “the smallest difference in score in the domain of interest which patients perceive as beneficial and which would mandate, in the absence of troublesome side effects and excessive cost, a change in the patient’s management.” This definition was later described as “the smallest change that is meaningful to patients” [2]. There are three methods using to calculate the MCID: anchor-based method, distribution-based method and consensus-based method [3]. Each method has its own advantage and limitation as follows: 
(1) Anchor-based method is defined by using questions and explicit scale for patients to rate the change in an outcome. This explicit scale is referred to as the “anchor” [2]. For example, patients were asked to rate their improvement in their independence in activities of daily life after they received the intervention. The improvement was rated by using the Global Rating of Change (GRC) questionnaire. The GRC range from -7 (a very great deal worse) to 0 (no change) to +7 (a very great deal better) [4]. This method represents the real change recognized by patients, but the value may depend on many factors such as patient’s perspective or recall bias.
(2) Distribution-based method is defined based on statistical parameters reflecting statistical variation and measurement accuracy of the tool. This method is simple and can be used when anchor-based method is not available. However, distribution-based method usually uses a standard deviation (SD) of the scores at baseline and test-retest reliability (r) in the calculation. MCID may depend on sample population and tool’s reliability, which make the MCID value less generalizable [2]. There are many variables of the formula used to generate the MCID as follows: 
Half of SD is proposed in a systematic review conducted by Norman, et al [3]. They found that MCID of patient-reported outcome measures (PROMs), calculated by anchor-based method from 6 studies, were close to half of SD of the baseline score. MCID from different methodology also resemble to roughly half of SD [4].
The standard error of measurement (SEM) is variation in score due to the unreliability of the measurement. A change of score that larger than SEM is likely a true observed change rather than a tool error. The advantage of the SEM would be that it also considers about the reliability of the tool [5] and SEM is independent of sample variability [6]. There are several studies used 1 SEM as the MCID [6, 7].
(3) Consensus-based method, is created by using opinions of the panel to determine the “final” MCID value from the previously developed MCID values. The limitation is that MCID will be influenced based on individual perspectives and experiences.


Supplementary Data 2.2. The calculation of test-retest reliability of SCAR
To calculate the test-retest reliability of SCAR, the authors accessed the record of 30 individuals with SCI who were admitted in the rehabilitation ward at Maharaj Nakorn Chiang Mai hospital for treating pressure ulcer complication. An onset since the injury of each individual was more than 1 year. Moreover, these individuals did not attend any rehabilitation programs intending to increase their volitional motor function or their ability to perform basic activities of daily living, assuming that their motor scores and SCIM scores were not changed. The SCAR score on admission and the SCAR score of the same individual, recorded by the same evaluator in the next two to four weeks were collected. An at least two weeks interval was chosen to confirm that the evaluator did not rate the second score based on the first score they potentially remembered. The SCAR at two different points of the time was used to calculate the test-retest reliability using intraclass correlation coefficient (ICC) method [6, 7].



Supplementary data 2.3. Calculation formulas for SD, SEM, and MDC95
	Name
	Formula

	Half standard deviation (Half SD) [2, 6]
	

	Standard error of measurement (SEM) [2, 6, 7]
	

	Minimal detectable change with 95% confidence interval (MDC95) [2]
	


SD, standard deviation; SEM, standard error of measurement; MDC95, minimal detectable change with 95% confidence interval; SDpre = standard deviation at admission, r = test-retest reliability of tool
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