	Supplementary Table S3
Summary of findings for patients with postoperative hepatic dysfunction compared with patients without postoperative hepatic dysfunction after Stanford type A aortic dissection repair

	Outcome and follow-up
	Patients (studies), N
	Relative effect
(95% CI)
	Absolute effects (95% CI)
	Certainty
	What happens

	
	
	
	Patients without postoperative hepatic dysfunction
	Patients with postoperative hepatic dysfunction
	Difference
	
	

	In-hospital mortality
	2928
(7 non-randomised studies)
	OR = 5.59
(3.96 to 7.88)
	56 per 1,000
	250 per 1,000
(191 to 320)
	194 more per 1,000
(from 135 more to 264 more)
	⨁◯◯◯
Very lowa
	Postoperative hepatic dysfunction was associated with higher in-hospital/short-term mortality.

	ICU length of stay
	2437
(5 non-randomised studies)
	-
	72.4 hours
	132.58 hours
	60.18 hours longer
(54.83 to 65.53)
	⨁◯◯◯
Very lowa
	Postoperative hepatic dysfunction was associated with a longer ICU stay.

	Acute kidney injury
	1770
(5 non-randomised studies)
	OR = 5.62
(4.16 to 7.59)
	229 per 1,000
	625 per 1,000
(552 to 692)
	396 more per 1,000
(from 324 more to 464 more)
	⨁◯◯◯
Very lowa,b
	Postoperative hepatic dysfunction was associated with a higher risk of AKI.

	Mechanical ventilation time
	1997
(6 non-randomised studies)
	-
	33.1 hours
	66.97 hours
	33.87 hours longer
(18.65 to 49.1)
	⨁◯◯◯
Very lowa,b
	Postoperative hepatic dysfunction was associated with longer mechanical ventilation.

	24-hour postoperative drainage volume
	1076
(3 non-randomised studies)
	-
	467.1 mL
	596.02 mL
	128.92 mL higher (72.57 to 185.27)
	⨁◯◯◯
Very lowa
	Postoperative hepatic dysfunction was associated with higher 24-hour drainage volume.

	CI: confidence interval; MD: mean difference; OR: odds ratio AKI: acute kidney injury;ICU: intensive care unit; I²: inconsistency statistic; 
	



a. Serious risk of bias due to retrospective observational designs and likely residual confounding (mostly unadjusted estimates).
b. Serious inconsistency due to substantial between-study heterogeneity (high I²), likely driven by differences in definitions/time windows and perioperative management.
