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Study Selection
Two researchers retrieved RCTs from Pubmed.gov and embase.com to find out all RCTs that evaluate the efficacy or safety of immunotherapy for ovarian cancer with the following search strategies. 
[bookmark: OLE_LINK1]PubMed search strategy:
((("Ovarian Neoplasms"[Mesh]) OR (((((((((((((((((Neoplasm, Ovarian) OR (Ovarian Neoplasm)) OR (Ovary Neoplasms)) OR (Neoplasm, Ovary)) OR (Neoplasms, Ovary)) OR (Ovary Neoplasm)) OR (Neoplasms, Ovarian)) OR (Ovary Cancer)) OR (Cancer, Ovary)) OR (Cancers, Ovary)) OR (Ovary Cancers)) OR (Ovarian Cancer)) OR (Cancer, Ovarian)) OR (Cancers, Ovarian)) OR (Ovarian Cancers)) OR (Cancer of Ovary)) OR (Cancer of the Ovary))) AND (((((((immunotherap*) OR (PD-1)) OR (PD-L1)) OR (CAR-T)) OR (CTLA-4)) OR (vaccin*)) OR (monoclonal antibody))) AND (Randomized Controlled Trial[Filter])
Embase search strategy:
#1  ‘Ovarian Neoplasms’ OR ‘Neoplasm, Ovarian’ OR ‘Ovarian Neoplasm’ OR ‘Ovary Neoplasms’ OR ‘Neoplasm, Ovary’ OR ‘Neoplasms, Ovary’ OR ‘Ovary Neoplasm’ OR ‘Neoplasms, Ovarian’ OR ‘Ovary Cancer’ OR ‘Cancer, Ovary’ OR ‘Cancers, Ovary’ OR ‘Ovary Cancers’ OR ‘Ovarian Cancer’ OR ‘Cancer, Ovarian’ OR ‘Cancers, Ovarian’ OR ‘Ovarian Cancers’ OR ‘Cancer of Ovary’ OR ‘Cancer of the Ovary’
#2  immunotherap* OR ‘PD-1’ OR ‘PD-L1’ OR ‘CAR-T’ OR ‘CTLA-4’ OR vaccin* OR ‘monoclonal antibody’
#3  #1 AND #2 AND [randomized controlled trial]/lim

Overall Reporting Quality
The overall quality score (OQS)[1-3] was used to assess the overall reporting quality of the contained RCTs. The OQS consists of 37 items，which is derived from the latest 2025 CONSORT statement[4]. Then we scored each item: 1 means it is reported while 0 represents it is not completely or not reported. To demonstrate the distinctions and advantages of the 2025 updated CONSORT statement compared to previous versions, a relatively stringent scoring model was adopted, with specific scoring criteria developed based on the characteristics of each item. For instance, when an item contains multiple parallel sub-items, a score of 1 is assigned only if a certain proportion of these sub-items include key elements and are well-described. Additionally, a score of 0, rather than 1, is given when the description cannot be evaluated due to the absence of relevant information. The discussion section items of CONSORT is hard to get an objective evaluation so they are ruled out. If the articles we evaluated have a supplementary material, the supplementary material was put into our study equally, and the items were also regarded as reported when they were only reported in the supplementary material.

Trial characteristics
If the researchers consider that the experimental arm performed better than the reference arm in superiority trials, outperformed the reference group in non-inferential experiments，or equivalent in equivalence trials, the primary result of a test was defined as positive. Otherwise, the results were considered as "negative". As for the region, we read the articles carefully in order to find regions where the trial was performed. The region of the first-author would be used if the article does not specify the location. The latest JCR 2024 Science Citation Index impact factors were used.


Further collection of data on trial reporting
To further estimate the reporting quality of some specific sections, we collected detailed data on some parts stressed and guided in CONSORT and other previous studies.
Information about blinding, allocation concealment, analysis followed by the intention-to-treat (ITT) principle is collected as key methodological factors. Blinding can be implemented to participants and study implementer to avoid performance bias and it can be used to the investigators that deal with the data to avoid detection bias[5]. Although blinding of patients and healthcare providers is not always feasible to specific settings of the trial, blinding of data monitors or statistical analysts is often possible[4]. So clarifying whether and which groups were blinded is important for evaluation of the trial results. If blinding is applied to at least one group, it is regarded as an application of blinding. Whether blinding is used and the blinding groups of each trial are recorded. Allocation concealment is preventing the participants and the person enrolling participants from knowing the forthcoming assignments before treatment[6]. It is often performed by centralized randomization or envelopes that are non-transparent, sealed and numbered in sequence. We collected the methods used for allocation concealment in the trials. Intention-to-treat is considered as the outcome analysis is based on the group that were initially assigned[7]. The primary outcome is most representative to the clinical significance of the trial, so we use the primary outcome to evaluate the application of ITT. If the analysis of the primary outcome adhered to ITT, we consider that ITT is applied in the trial.
Details of reporting of follow-up and endpoint setting are also provided. Data on time, numbers, reasons and strategies of follow-up reporting recommended by CONSORT group is collected. Reporting of enrollment period is also estimated and put into the same table for its relevance to the ascertainment of the follow-up period. A clear definition of endpoints is beneficial to the interpretation of the trial. As for the estimation of the reporting of endpoints, we focused on which endpoints were used in the trials and whether they were distinguished as primary or secondary endpoints. 
We also made an effort to appraise the reporting of adverse events by a 16-point scale derived from the CONSORT extension for harms[8]. The number of articles reporting each item is given.
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Supplementary Table 1 Information of Key methodological Factors (n = 53)
	Key methodological Factors
	No. of Studies
	%

	Methods of allocation concealment
	
	

	Envelopes that are non-transparent, sealed and numbered in sequence
	1
	2 

	Centralized randomization
	10
	19 

	Sequential numbered containers
	0
	0 

	Medicines prepared at the central pharmacy
	0
	0 

	Not reported
	42
	79 

	Blinding
	
	

	Application of blinding
	22
	42 

	Participants
	18
	34 

	Study implementer
	18
	34 

	Data monitor/statistical analyst
	4
	8 

	Open-label/Not reported
	21
	40 

	ITTa
	11
	21 

	Applied ITT
	
	

	Claimed the usage of ITT but didn’t analyse every patient randomized originally
	30
	57 

	Other methods were used (Per protocol, on-treatment, etc)/ Not reported
	7
	13 


a ITT is the abbreviation of intention-to-treat.

[bookmark: OLE_LINK7]Supplementary Table 2 Application of Endpoints in Included Trials (n=53)
	　Description

　Endpoint

	Used as an endpoint in the trial
	Used as a PEP
	Used as a SEP
	Not distinguish PEP from SEP

	Overall survival (OS)
	45
	85%
	5
	9%
	45
	85%
	7
	13%

	Safety and adverse event
	39
	74%
	9
	17%
	29
	55%
	1
	2%

	Progression-free survival (PFS)
	36
	68%
	25
	47%
	19
	36%
	2
	4%

	Objective response rate (ORR)
	23
	43%
	0
	0%
	21
	40%
	2
	4%

	Immunologic parametersa
	20
	38%
	7
	13%
	14
	26%
	3
	6%

	Tumor biomarker assessmentsb
	16
	30%
	0
	0%
	15
	28%
	1
	2%

	Toxicity
	13
	25%
	0
	0%
	7
	13%
	6
	11%

	Duration of overall response (DOR)
	12
	23%
	0
	0%
	11
	21%
	1
	2%

	Patient-reported outcome (PROs)
	11
	21%
	0
	0%
	11
	21%
	0
	0%

	Quality of life (QoL)
	9
	17%
	0
	0%
	1
	2%
	0
	0%

	Disease control/clinical benefit ratec
	9
	17%
	0
	0%
	9
	17%
	0
	0%

	Time to first subsequent therapy (TFST)f
	8
	15%
	0
	0%
	8
	15%
	0
	0%

	Tolerability
	6
	11%
	0
	0%
	6
	11%
	0
	0%

	Time to progression (TTP）
	5
	9%
	0
	0%
	3
	6%
	2
	4%

	Time to relapse(TTR)
	5
	9%
	2
	4%
	2
	4%
	1
	2%

	Overall response rate
	4
	8%
	0
	0%
	3
	6%
	1
	2%

	Relapse-free survival (RFS)
	4
	8%
	3
	6%
	1
	2%
	0
	0%

	Objective tumor responsed
	4
	8%
	1
	2%
	0
	0%
	3
	6%

	Best overall response (BOR)e
	4
	8%
	0
	0%
	4
	8%
	0
	0%

	Biological progression-free interval (PFIBIO)
	3
	6%
	0
	0%
	2
	4%
	1
	2%

	Pharmacokinetic parameters
	3
	6%
	0
	0%
	3
	6%
	0
	0%

	Relapse rate
	4
	8%
	0
	0%
	1
	2%
	3
	6%

	Time to second subsequent therapy (TSST)
	3
	6%
	0
	0%
	3
	6%
	0
	0%

	Remission rates
	3
	6%
	0
	0%
	2
	4%
	1
	2%

	Pathological complete response
	3
	6%
	0
	0%
	2
	4%
	1
	2%

	Disease-free survival（DFS）
	2
	4%
	1
	2%
	0
	0%
	1
	2%

	Time to response
	2
	4%
	0
	0%
	2
	4%
	0
	0%

	Change in the sum of target lesion diameters
	1
	2%
	0
	0%
	1
	2%
	0
	0%

	Complete Resection Rate（CRR）
	1
	2%
	1
	2%
	0
	0%
	0
	0%

	Completeness of Cytoreduction Index（CCI）
	1
	2%
	0
	0%
	1
	2%
	0
	0%

	Peritoneal Cancer Index（PCI）
	1
	2%
	0
	0%
	1
	2%
	0
	0%

	Surgical Response Rate
	1
	2%
	0
	0%
	1
	2%
	0
	0%

	Chemotherapy Response Score（CRS）
	1
	2%
	0
	0%
	1
	2%
	0
	0%

	Clinical Benefit Rate（CBR）
	1
	2%
	0
	0%
	1
	2%
	0
	0%

	Disease Progression Rate at 25 Weeks
	1
	2%
	1
	2%
	0
	0%
	0
	0%

	Disease Control Rate（DCR）
	1
	2%
	0
	0%
	1
	2%
	0
	0%

	Optimal Dose Combination
	1
	2%
	0
	0%
	1
	2%
	0
	0%

	a Immunologic parameters includes immunogenicity of avelumab, antibody response and immune response.

	b Tumor biomarker assessments indicate CA125 response in nine articles and refer to identification of prognostic and predictive biomarkers in other articles. 

	c Disease control/clinical benefit rate is defined as achieving a complete or partial response or maintaining stable disease.

	d Objective tumor response is based on RECIST criteria, which categorizes the changes in cancer patients as improvement ("respond"), stability ("stable"), or deterioration ("progression") during antitumor therapies.

	e The best overall response refers to the most favorable response observed from the initiation of treatment until disease progression/recurrence.

	f TFST defined as the time from initiating maintenance treatment to the date of first documented disease progression.



Supplementary Table 3 Details of Follow-up in Included articles (n = 53)
	Follow-up information reported in the articles
	No. of Studies
	%

	Recruitment period
	
	

	Mentioned
	39
	74 

	Not mentioned
	14
	26 

	Data cutoff date
	
	

	Mentioned
	18
	45 

	Not mentioned
	35
	55 

	Median duration of follow-up
	
	

	Mentioned
	24
	64 

	Not mentioned
	29
	36 

	Number of losses to follow-up in each group
	
	

	Mentioned
	17
	34 

	Not mentioned
	36
	66 

	Scheme of follow-up
	
	

	Mentioned
	35
	74 

	Not mentioned
	18
	26 

	Reason of loss to follow-up
	
	

	Mentioned
	15
	32 

	Not mentioned
	38
	68 

	Longest and shortest follow-up period
	
	

	Mentioned
	4
	21 

	Not mentioned
	49
	79 




Supplementary table 4 Overall Quality of reporting of adverse events: Ratings using items from the CONSORT Recommendations for Harms (n=53)
	Article Section
	Item
	Description
	No. of
	%
	95% CI
	Cohen’s κ

	
	
	
	Positive Trials
	
	
	Coefficient

	Title/
Abstract
	1
	Whether safety data is collected in the trial is declared in the title or abstract
	36
	68 
	55 to 81
	1

	Purpose/
Introduction
	2
	Whether harms are addressed is declared in the introduction
	16
	30 
	17 to 43
	1

	Methods
	3
	Whether the adverse events reported are all that is collected or only a part of them is clarified
	38
	72 
	59 to 84
	0.814

	
	4
	The measurement instrument or scales of harms quotes from well-established scales or is defined explicitly and clearly
	42
	79 
	68 to 91
	0.785

	
	5
	The timetable of adverse event assessment is clarified
	28
	53 
	39 to 67
	1

	
	6
	Whether unpredesignated harm outcomes occur and how they are determined, plus any selection criteria
	0
	0 
	0
	NA

	
	7
	Whether and how blinding is used for those assessing benefit and harm outcomes
	3
	6 
	-1 to 12
	0.791

	
	8
	Describe statistical methods for analyzing harm information, including statistical models, pre-designation status, and grouping/coding methods
	10
	19 
	5 to 25
	1

	
	9
	Whether recrudescent adverse events occurring in the same participant are recorded respectively in quantity or regarded as once is clarified
	4
	8 
	0 to 15
	0.847

	Results
	10
	Why a withdraw from the assigned treatment or the trial is done is clarified
	34
	64 
	51 to 78
	0.875

	
	11
	Clarify follow-up periods for benefit and harm outcomes respectively; explain reasons if periods differ
	11
	21 
	9 to 32
	0.822

	
	12
	Death is reported in each group of the trial and whether fatal adverse events happened is clarified
	25
	47 
	33 to 61
	0.85

	 
	13
	Which populations safety analysis is based on, clarity of analyzed number, whether analysis follows original groups, and any exclusions
	42
	79 
	68 to 91
	0.723

	
	14
	Provide exact numbers, estimated effect sizes and precision (e.g., 95% CI) of each adverse event
	0
	0 
	0
	NA

	
	15
	Report all adverse events regardless of frequency/occurrence rate; zero events should be reported to avoid misinterpretation as "not assessed"
	19
	36 
	23 to 49
	0.875

	
	16
	The adverse events are reported separately based on severity or seriousness
	20
	38 
	24 to 51
	0.842



