Table 1. Summary of Section 2 findings.

	Study
	Year
	Sample Size
	Follow-up
	Findings

	Clinical trials
	INSTEAD
Nienaber et al. [25]
	
2009

	Total: 140

Elective TEVAR with OMT (n = 72)

OMT only (n=68)
	2 years
	No difference between two groups for all-cause two-year mortality (P=0.15) or aortic related death (P=0.44).

No difference in incidence of paraplegia or stroke between the two groups (P=0.90 and P=0.53).

TEVAR patients demonstrated improved aortic remodelling (P<0.001).


	
	INSTEAD-XL
Nienaber et al. [26]
	
2013

	Total: 140

Elective TEVAR with OMT (n = 72)

OMT only (n=68)
	5 years
	TEVAR shown to reduce all-cause mortality (P=0.13), aorta related mortality (P=0.04), and progression of dissection (27.0% versus 46.1%; P=0.04) relative to OMT-only.

Complete FL thrombosis was observed in 90.6% of elective TEVAR cases at five years, versus 22.0% with OMT-only (P<0.0001).

TEVAR demonstrated a long-term survival benefit (all-cause and aorta-specific mortality) against OMT-only between 2 and 5 years (P=0.0003 and P=0.0005, respectively).


	
	ADSORB
Brunkwall et al. [22][27]
	
2012

	Total: 61

OMT with primary entry tear TEVAR (n=30)

OMT only (n=31)
	Regular intervals
up to 36 months
	No FL thrombosis in 97% of patients treated with OMT only, while FL thrombosis was observed in 57% of the TEVAR group (P<0.001)

The TEVAR group demonstrated smaller average FL diameter and larger average TL diameter than the OMT-only group (P< 0.001).

No significant difference was observed in aortic dilation (P=0.5).


	

	Meta - analyses
	Hossack et al. [18]
	
2020

	Total: 14706

TEVAR with OMT (n=1066)
	NA
	Lower risk of all-cause and aorta-related mortality with TEVAR than OMT (P<0.001 and P=0.001, respectively) for acute and subacute un-TABD.

TEVAR was associated with significantly higher risk of early stroke (P=0.002), but similar inpatient mortality and reintervention rates to OMT.

	
	Enezate et al. [19]
	

2017


	Total: 1960
	NA
	Comparable rates of short, intermediate, and mid-term all-cause mortality and aortic dilation between TEVAR and medical therapy in acute dissection.

TEVAR yet showed significantly lower 1-year risk of aortic rupture (P=0.01).


	

	Observational studies
	Qin et al. [30]
	

2016


	Total: 338

TEVAR with OMT (n=184)

OMT-only (n=154)
	Retrospective analysis over 11 years
	Early events and 30-day mortality were similar between groups.

Aortic-related adverse events and all-cause mortality were lower with TEVAR (P=0.025 and P=0.01, respectively) versus OMT-only.


	
	Xiang et al. [31]
	
2021


	Total: 357

TEVAR with OMT (n=191)

OMT-only (n=166)
	Retrospective analysis over 10 years
	TEVAR was associated with more early complications (acute renal failure, type I endoleak, stroke, rupture, RTAD, and organ failure).

Similar 30-day mortality between the two groups.

Freedom from all-cause mortality and aortic-related death were significantly higher with TEVAR.




Abbreviations: TEVAR: Throacic endovascular aortic repair; OMT: Optimal Medical Therapy.


Table 2. Summary of Section 3 findings.

	Study
	Year
	Sample
	Findings

	[bookmark: _GoBack]Lee et al. [33]
	
2020

	Total: 87

Acute/subacute (n=35)

Early chronic (n=20)

Late chronic (n=32)
	Clinical outcomes (maximum total aorta diameter and TL/FL diameters) were similar in the acute/subacute and early chronic phases of TBAD, but superior to those in the late chronic TBAD group.

Five-year overall and aorta-related were lower in the acute/subacute and early chronic groups compared to late chronic (P=0.108)

	Desai et al. [34]
	
2015

	Total: 132

Early acute (n=70)

Delayed acute (n=44)

Subacute (n=18)
	Earlier intervention with TEVAR was associated with increased periprocedural complications but comparable late outcomes.

	VIRTUE Registry [35][36]
	2014

	Total: 100

Acute (n=50)

Subacute (n=24)

Chronic (n=26)
	Thirty-day mortality and stroke rates were 8%, 0%, and 0% for acute, subacute, and chronic TBAD, respectively.

Three-year follow-up results showed no difference for all-cause mortality (P=0.20), dissection-related mortality (P=0.48) and overall aortic reintervention (P=0.19) between groups.

FL volume change was higher in the acute than in the chronic group (P<0.001) and similar between the  subacute and chronic group (P=0.004). No difference in FL area change between the acute and subacute groups.


	Xie et al. [37]
	2021
	Total: 267

Acute (n=130)

Subacute (n=137)
	No difference was observed in early outcomes between the groups.

30-day mortality in the acute group was five times that of the subacute group (3.8% vs. 0.7%) but not statistically significant (P=0.11).

Multivariable logistic analyses also suggested that the timing of the TEVAR did not independently correlate with 30-day outcomes.


	Torrent et al. [39]
	2018
	NA
	Fewer patients required re-intervention within 30 days and one year in the subacute phase relative to the acute  phase (P=0.02 and P=0.007, respectively).
Crude data demonstrated increased 30-day mortality in the 1-14 day group (7.5% compared to 2.7% in the 15-90 day group, P=0.021).

Multivariate analysis for long-term survival, complications, or long-term reintervention demonstrated no differences in outcomes.


	Miyairi et al. [40]
	2018
	Total: 680

Hyperacute (n=295)

Acute (n=97)

Subacute (n=288)
	Outcomes for TEVAR were worse for hyperacute patients as these had more frequent immediate life-threatening complications.

Acute TEVAR did not appear to increase the risk of added complications compared to subacute patients.

Hyperacute patients had a higher operative mortality and severe complications including aortic dissection compared to acute and subacute (11.9%, 0%, 1.7%; P<0.001; and 32.5%, 10.3%, 8.3%; P<0.001, respectively).

No differences were reported for these outcomes between acute and subacute phases (P=0.191 and P=0.553, respectively).





