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Thoracic injection of low-dose interleukin-2
as an adjuvant therapy improves the
control of the malignant pleural effusions:
a systematic review and meta-analysis base
on Chinese patients
Liping Han1†, Qiufang Jiang1†, Wei Yao2, Tian Fu1 and Qingdi Zeng3*

Abstract

Background: Interleukin-2 (IL-2) is an important immunotherapy cytokine for various diseases including cancer.
Some studies reported the efficacy and safety on cisplatin combined with IL-2 versus cisplatin alone for treating
malignant pleural effusion (MPE) through thoracic injection.

Methods: We searched these studies from medical electronic database. A total of 18 studies that met the inclusion
criteria were recruited in this meta-analysis. Pooled odds ratios (OR) with 95% confidence intervals (CI) were
determined by the fixed effects model of meta-analysis.

Results: The objective response rate (ORR) and disease control rate (DCR) of cisplatin plus IL-2 for controlling
MPE was significantly higher than that of cisplatin alone (p < 0.001). In addition, compared with cisplatin alone,
the presence of IL-2 improved the quality of life (QOL) of patients with MPE (p < 0.001). Although the use of IL-2
seemed to increase the probability of fever in patients (p = 0.001), it did not lead to extra other side effects (AEs)
including myelotoxicity, nausea/vomiting and chest pain (p > 0.05).

Conclusions: The low-dose IL-2 improved the ORR, DCR and QOL of patients in the treatment of MPE. Although it
may cause fever in patients, it did not increase other AEs.

Keywords: Malignant pleural effusions, Interleukin-2, IL-2, Cisplatin, Thoracic injection, Meta-analysis

Background
Clinically, some malignancies are often associated with
malignant pleural effusion (MPE). During tumor progres-
sion, tumor cells often invade the pleura, causing destruc-
tion of the pleural structure and clogging of the lymphatic
vessels, which results in increased pleural microvascular
permeability and ultimately pleural effusion [1, 2]. Studies
have shown that the incidence of MPE caused by lung
cancer is about 7–23, and 15% of cancer deaths are closely
related to MPE. MPE often leads to exacerbations of

blood-gas exchange in patients with dyspnoea and wors-
ening quality of life (QOL), leading to a decrease in
survival. In fact, the treatment of MPE is clinically very
difficult [3]. Traditional treatments for MPE include fluid
drainage, pleural adhesions, and drug infusion into the
chest cavity. Currently, the mainstream view is that thor-
acic injection of some agents can be used to control MPE,
mainly because this mode of administration results in
significantly higher intrathoracic drug concentrations than
intravenous injection [3, 4]. Today, to find new tactics and
effective therapies for controlling MPE remains challen-
ging. However, it is currently trend to explore novel agents
that have therapeutic selectivity and are capable of prefer-
entially killing cancer cells without significant toxicity to
normal cells [2].
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Interleukin-2 (IL-2) is a small 15.5-kDa four α-helical
bundle cytokine, which is produced predominately by
antigen-simulated cluster of differentiation 4 (CD4+) T
cells, while it can also be produced by cluster of differ-
entiation 8 (CD8+) cells, natural killer (NK) cells, and
activated dendritic cells [5]. IL-2 is a thymus dependent
lymphocyte growth factor, which regulates the prolifer-
ation and differentiation of lymphocytes [6]. Especially,
it plays a major role in the growth and proliferation of
NK and thymus dependent lymphocyte cells, thus it has
been introduced to treat various diseases including
cancer [7]. Despite some potential side effects, IL-12
has been shown to have more potent effects when used
with whole tumor cell vaccines [8]. Generally, it has
been thought to play a role in the activation of the im-
mune system, which may be an effective method of
eradicating cancer. As a monotherapy, IL-2 has been
shown to mediate tumor regression and has been used
for treating metastatic renal cell carcinoma and meta-
static melanoma [9, 10].
IL-2 alone or in combination with other anti-cancer

therapies have brought some survival benefits to advanced
cancer patients [5]. A recent meta-analysis seems to sup-
port the use of IL-2 in combination with chemotherapy in
solid tumors other than melanoma and renal cancer and
reports that there is a trend toward better prognosis in the
response in several solid tumors, especially for colorectal
cancers [11]. Another meta-analysis also shows that IL-2
combination therapy is effcacious in treating non-small
cell lung cancer (NSCLC) and improves overall survival
and did not show significant toxic reactions [12]. In China,
IL-2 has been approved for the treatment of MPE since
1998. These years, some randomized controlled trials
(RCTs) have specially explored the clinical efficacy and
safety of IL-2 combined with cisplatin versus cisplatin
alone in treating MPE through thoracic injection. So we
performed a systemic review and meta-analysis to evaluate
the efficacy and safety of IL-2 for treating MPE.

Methods
Searching of studies
We searched relevant RCTs regarding treating MPE by
IL-2 and cisplatin from the databases of Medline/
PubMed, EMBASE, Cochrance Library, Web of Science,
Chinese Journal Full-text Database. The search period was
from the start of each database up to September 2017.
The search language was set to English and Chinese. The
implementation of the retrieval was carried out by com-
bining keywords and keywords. The search terms are as
follows: “malignant pleural effusions”, “MPEs”, “malignant
pleural effusion”, “MPE”, “interleukin-2”, “IL-2”, “interleu-
kin-II”, “IL-II”, “cisplatin”, “randomized controlled trial”,
“RCTs”, “cancerous pleural effusion”, “chemotherapy”,
“thoracic injection”, “pleural injection” and “thoracic

injection”. If the retrieved literature suggested some of the
key references, we reviewed these documents further.
Two of the authors independently searched and screened
the literature. If two authors have conflicts on whether to
keep one study, all authors discussed it together and made
a decision. If necessary, we contact the researcher via
e-mail and telephone to confirm the information.

Inclusion criteria
Inclusion criteria for this systematic review: (1) must be
RCTs; (2) must compare cisplatin plus IL-2 with cisplatin
alone for controlling the MPE; (3) must have a pathologic-
ally defined diagnosis of MPE or pleural metastasis
through pleural fluid cytology or pleural tissue biopsies;
(4) must be medium to large of MPE; (5) drugs must be
given through thoracic injection; (6) the MPE must be
drained as far as possible before giving the medication; (7)
patients were not given systemic chemotherapy or radio-
therapy at the same time or within one month; (8) efficacy
evaluation must be determined by WHO criteria or
Response Evaluation Criteria In Solid Tumors (RECIST),
improvement of QOL (quality of life) must be assessed by
Kamofsky scoring criteria (KPS), and adverse reactions
(AEs) must be evaluated by WHO Recommendations for
Grading of Acute and Subacute Toxicity; (9) good balance
between two groups must be displayed, regardless of
gender, age, stage, pathological type, were comparable;
(10) except for the interventions thoracic injection, the
other support treatments in two groups should be the
same and (11) the total cases in each study must be
greater than or equal to 60.

Exclusion criteria
The following situations must be excluded: (1) animal
models, review articles, meeting reports and other
non-first-hand information; (2) patients were treated
with antineoplastic agents by intravenous or oral
administration during study period; (3) within one
month prior to the start of the study, patients received
anti-cancer drugs and biological agents via thoracic in-
jection; (4) uncontrolled single arm study; (5) important
research indicators have not been better reflected such
as complete response (CR), partial response (PR), stable
disease (SD), progressive disease (PD), quality of life
(QOL), and adverse effects (AEs); (6) the research pro-
gram was sponsored by the manufacturer or research
funding was provided by the manufacturer; (7) dupli-
cate publication and (8) the description of thoracic in-
jection method and drug dose was unclear.

Research data extraction and analysis
General information were showed in Table 1: (1) authors
and reporting time; (2) the number and grouping of pa-
tients included in the study, gender and age of the
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patient, the type of tumor causing MPE, the amount of
MPE, and the score of the patient’s physique; (3) interven-
tion grouping and drug management; and (4) dosage and
interval. Key research indicators: (1) indicators that
reflected clinical efficacy included CR, PR, SD, PD and
improvement rate of QOL; (2) objective response rate
(ORR) = CR + PR/overall cases; disease control rate
(DCR) = CR + PR + SD/overall cases; non-response rate
(NRR) = SD + PD/overall cases; (3) AEs.

Efficacy evaluation criteria for treating MPE used in the
included studies
All studies have adopted the same criteria recommended
by WHO for evaluating the treatment efficacy of MPE
[13]. CR: pleural effusion completely disappeared, and at
least 4 weeks or more; PR: pleural effusion was signifi-
cantly reduced (> 50%) and maintained for more than
4 weeks; SD: reduced pleural effusion > 50% or increased
< 25%; PD: pleural effusion increased by > 25%.

The implementation process of intervention
Study design: (1) RCTs of cisplatin combined with IL-2
versus cisplatin alone through intrapleural injection for
treating MPE; (2) observation group = thoracic injection
of IL-2 and cisplatin, control group = cisplatin alone. Drug
management: (1) the dosage of IL-2 was 1 to 3 million
units per time in different studies, which were showed in
Table 2 in detail; (2) frequency of thoracic injection was 1/
week, and at least 2 cycles or pleural effusion disappeared,
which were showed in Table 2 in detail; and (3) patient’s
withdrawal and loss of follow-up during the study have
been reported.

The overall quality evaluation of included studies
The quality evaluation of literature are performed based
on the Cochrane Handbook of Systematic Review [14].
Indicators: (1) the generation of random sequences; (2)
the hiding of distribution programs; (3) blindness (for
patient and outcome evaluator); (4) data integrity; (5)
selective reporting of results; (6) other sources of bias.
Two reviewers independently evaluated the literature.
Disagreements arising during the evaluation process
were resolved through discussion and negotiation with
another reviewer’s participation.

Statistical methods and analysis
The statistics involved in this study are as follows: (1) we
identified the heterogeneity of studies using two statis-
tical methods, Chi-square test and I2-statistic test. When
the P value for the chi-square test was greater than 0.10
and the I2 value was less than or equal to 50%, indicating
that a heterogeneity did not appear in these studies, we
chose the fixed effect method of meta-analysis. Other-
wise, we explained the causes of heterogeneity and took

a random effect model to complete the meta-analysis;
(2) we used the odds ratio and the 95% confidence inter-
val (CI) to estimate the statistical effect of meta-analysis
on the dichotomous variables; (3) We determined the
overall effect using Z-scores, with significance being set
at p < 0.05; (4) we deleted one study every time to
re-estimate the overall effect; if the results did not
change, indicating the conclusion was more stable and
credible; (5) we employed funnel plot analysis, Egger’s test
and Begg’s test to decide the possibility of publication bias;
(6) the statistics of continuous variables were analyzed by
SPSS software (version 20.0, IBM Corporation); (7) two
software, Revman 5.2 (the cochrane collaboration) and
Stata version 14.0 (Stata Corporation, TX, USA) were used
to perform meta-analysis. When the p value was less than
0.05, the difference was considered statistically significant.

Results
A total of 18 studies were recruited in this meta-analysis
At first, a total of 263 documents were initially retrieved.
Subsequently, 112 of them that might meet the criteria
were screened out (excluded documents are mainly
abstract, conference summary and basic research). After
reading the full article, 79 articles were excluded once
again, including: non-control clinical observation (29),
non-randomized controlled study (21), unclear outcome
measures (12), repeated published articles (3), low-level
statistical analysis (11) and not clear description on ad-
ministration of the drug (3). Thus, 33 studies potentially
met our inclusion criteria. Unfortunately, we had to dis-
card 15 of them because of the following problems: un-
reasonable treatment plan (9) and low quality of study
design (6). In the end, a total of 18 studies [15–32] met
our inclusion criteria exactly and were included in the
analysis (Fig. 1a).

General characteristics of included studies reflected the
balance of various parameters between the two groups
As shown in Table 1, a total of 18 [15–32] studies in-
cluded 1279 patients. Male patients accounted for 52.8%
and women accounted for 47.2%. The youngest patient
was 19 years old [25] and the oldest was 81 years old [25].
Although some studies do not provide detailed informa-
tion on the cause of MPE, the main causes included: lung
cancer (73.1%), gastrointestinal malignancies (4.6%), breast
cancer (8.7%), lymphomas (3%) and other malignant
tumor (10.6%). Most of studies reported that the patient’s
pleural effusion volume was medium to large and all stud-
ies [15–32] reported the data on patients’ physical status
scores (at least KPS > 40). Some studies provided data on
QOL [17, 20, 26, 29, 30], but all studies [15–32] reported
significant data on the efficacy evaluation, which included
RR, DCR and AEs.
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Included studies showed a good consistency and
comparability in administration and implementation of
study
As shown in Table 2, this meta-analysis consisted of 1279
patients, 671 patients in the treatment group and 608 pa-
tients in the control group. Drugs used the treatment
group were cisplatin plus IL-2 and the control group was
cisplatin alone. Thoracic injection was the only route of
administration. Cisplatin doses ranged from 40 to 80 mg
each time and IL-2 was 1 to 3 million units each time in
different studies, which were showed in Table 2 in detail.
Both drugs were dissolved in physiological saline (natural
saline) for use, and the dose of physiological saline was
30-40 mL. All studies were administered once a week for

at least 2 cycles or the pleural effusion disappeared, which
were showed in Table 2 in detail.

Quality evaluation showed that included studies had a
moderate to high study quality
Two authors of us independently assessed and determined
the design quality of each research. As shown in Table 3,
all studies [15–32] included in this meta-analysis de-
scribed the way that random sequences were generated.
The blinding description of one study was clear [32], the
rest of the studies did not describe the allocation hiding
and the blinding implementation. All studies [15–32] had
complete outcome data and no selective reported results.
Through a comprehensive analysis, we found that one

Fig. 1 Screening and identification of included studies. a A total of 18 articles that met the inclusion criteria were included in meta-analysis,
which were searched from the database of Medline/PubMed, EMBASE, Cochrance Library, Web of Science, Chinese Journal Full-text Database and
Chinese Sci-Tech Journals Database. b, c Through a comprehensive analysis according to the Cochrane Handbook of Systematic Review, we
found that except for a study that was low risk, the other studies did not have obvious biases
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study [32] had very low risk, and the other studies did not
show certain bias risk (Fig. 1b, c and f).

Included studies did not show a significant heterogeneity
To compare the short-term efficacy of the two different
treatment regimens, the statistical results suggested a
chi-square statistic of 8.10 (degrees of freedom = 17; p =
0.964) and the I-square statistic (due to heterogeneity in
OR changes) value of 0.0%. To compare the AEs of the
two different treatment regimens, the results showed a
chi-square statistic of 13.68 (degrees of freedom = 24; p
= 0.954) and the I-square statistic (due to heterogeneity
in OR changes) value of 0.0%. These results suggested
that there was no significant heterogeneity among these
studies. From a clinical design perspective, these studies
also had very good homogeneity, and the design and im-
plementation of these studies were well comparable. So
we used the fixed effects model of meta-analysis to finish
the following analysis.

Thoracic injection of cisplatin plus IL-2 showed a higher
ORR as compared with cisplatin alone
Eighteen studies [15–32] provided data on comparison
of ORR between cisplatin plus IL-2 versus cisplatin alone
through thoracic injection for treating MPE (Table 4). A
meta-analysis of fixed-effects model suggested that the

odds ratio (OR) of both was 4.10 (95% CI 3.16 to 5.32; Z
value = 10.62, p = 0.000), which indicating that the ORR
of cisplatin plus IL-2 was higher than that of cisplatin
alone (Fig. 2a), responding an absolute 4.1-fold increase.

Thoracic injection of cisplatin plus IL-2 displayed a higher
DCR as compared with cisplatin alone
Six studies [17, 20, 23, 24, 28, 32] provided data on
comparison of DCR between cisplatin plus IL-2 versus
cisplatin alone through thoracic injection for treating
MPE (Table 4). The results of meta-analysis showed that
the OR of both was 7.86 (95% CI 4.34 to 14.23; Z value =
6.81, p = 0.000), which suggesting that cisplatin plus IL-2
increased the DCR for controlling MPE compared with
cisplatin alone (Fig. 2b), responding an absolute 7.86-fold
increase.

NRR of cisplatin alone was higher than that of cisplatin
plus IL-2 through thoracic injection for treating MPE
Eighteen studies [15–32] provided data on comparison of
NRR between cisplatin plus IL-2 versus cisplatin alone
through thoracic injection for treating MPE (Table 4). The
results of meta-analysis showed that the OR of both was
0.23 (95% CI 0.18 to 0.31; Z value = 10.73, p = 0.000),
which suggesting that NRR of cisplatin alone was higher
than that of cisplatin plus IL-2 through thoracic injection

Table 4 Efficacy of IL-2 in treating MPE

Study Study size (N) Study design Efficacy of therapy Improvement of QOL (N; %)

Group 1 Group 2 Group 1 Group 2 Group 1 Group 2

Group 1 Group 2 CR PR SD PD CR PR SD PD N % N %

Changjie H 2001 [15] 30 30 Cisplatin+IL-2 Cisplatin 16 10 4 6 8 16 – – – –

Xiuzhi Y 2001 [16] 40 20 Cisplatin+IL-2 Cisplatin 17 19 5 8 7 5 – – – –

Zhuo S 2004 [17] 32 30 Cisplatin+IL-2 Cisplatin 14 12 4 2 5 10 6 9 20 63 11 37

Junyan W 2005 [18] 48 34 Cisplatin+IL-2 Cisplatin 25 14 9 12 8 14 – – – –

Haiying X 2009 [19] 35 28 Cisplatin+IL-2 Cisplatin 10 18 7 3 12 13 – – – –

Xiaoxia H 2009 [20] 37 35 Cisplatin+IL-2 Cisplatin 15 16 3 3 8 11 7 9 29 78.3 19 54.3

Lizheng C 2009 [21] 46 40 Cisplatin+IL-2 Cisplatin 26 13 7 13 10 17 – – – –

Jinguang C 2009 [22] 31 31 Cisplatin+IL-2 Cisplatin 12 17 2 7 13 11 – – –

Junfeng W 2010 [23] 41 41 Cisplatin+IL-2 Cisplatin 29 4 3 5 7 15 3 16 – – – –

Jingping Z 2010 [24] 63 61 Cisplatin+IL-2 Cisplatin 25 30 5 3 12 22 4 23 – – – –

Cheng X 2010 [25] 41 41 Cisplatin+IL-2 Cisplatin 21 17 3 13 8 20 – – – –

Fang S 2011 [26] 30 30 Cisplatin+IL-2 Cisplatin 9 17 4 7 14 9 26 86.7 24 80

Xueling L 2011 [27] 34 34 Cisplatin+IL-2 Cisplatin 19 11 4 8 10 16 – – – –

Yan Q 2011 [28] 41 35 Cisplatin+IL-2 Cisplatin 12 24 3 2 6 12 4 13 – – – –

Li J 2013 [29] 38 35 Cisplatin+IL-2 Cisplatin 12 13 13 4 11 20 27 71.1 17 48.6

Lijie H 2014 [30] 30 30 Cisplatin+IL-2 Cisplatin 12 13 5 7 10 13 26 86.7 19 63.3

Miao H 2016 [31] 31 30 Cisplatin+IL-2 Cisplatin 11 15 5 7 10 13 – – – –

Baohua Y 2017 [32] 33 33 Cisplatin+IL-2 Cisplatin 11 18 3 1 8 14 6 5 – – – –

N, cases, IL-2 interleukin-2; Group 1 = IL-2 combined+cisplatin; Group 2 = cisplatin alone, CR complete response, PR partial response, SD stable disease, PD
progressive disease, QOL quality of life
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for treating MPE (Fig. 3a), implying that there was a better
benefit of cisplatin plus IL-2 than IL-2 alone.

Thoracic injection of cisplatin plus IL-2 improved the QOL
of patients with MPE compared with cisplatin alone
Five studies [17, 20, 26, 29, 30] provided data on compari-
son of QOL between cisplatin plus IL-2 versus cisplatin
alone through thoracic injection for treating MPE
(Table 4). The results of meta-analysis showed that the
OR of both was 2.75 (95% CI 1.68 to 4.50; Z value = 4.02,
p = 0.000), which suggested that cisplatin plus IL-2
improved the QOL of patients with MPE compared with
cisplatin alone (Fig. 3b), responding an absolute 2.75-fold
increase.

Cisplatin plus IL-2 displayed the same incidence rate on
myelotoxicity, nausea/vomiting and chest pain compared
with cisplatin alone
Eleven [16, 17, 19, 20, 24–26, 28–31] of the included stud-
ies gave a comparison of the incidence of myelotoxicity
and nausea/vomiting between cisplatin plus IL-2 versus
cisplatin alone through thoracic injection for treating
MPE (Table 5). Whether it is myelotoxicity (OR = 0.79;

95% CI 0.54 to 1.16; Z value = 1.19, p = 0.234) (Fig. 4a),
nausea/vomiting (OR = 0.96; 95% CI 0.7 to 1.31; Z
value = 0.24, p = 0.808) (Fig. 4b) or chest pain (OR = 1.46;
95% CI 0.99 to 2.15; Z value = 1.90, p = 0.058) (Fig. 5a), the
two different projects, cisplatin plus IL-2 and cisplatin
alone, all displayed the same incidence rate on these AEs.

Thoracic injection of cisplatin plus IL-2 led to a higher
possibility of fever than cisplatin alone
Eleven of the included studies showed the data on com-
parison of the incidence of fever between cisplatin plus
IL-2 versus cisplatin alone through thoracic injection for
treating MPE (Table 5). We found that compared with
cisplatin alone, thoracic injection of cisplatin plus IL-2
led to a higher possibility of fever (OR = 1.83; 95% CI
1.27 to 2.63; Z value = 3.25, p = 0.001) (Fig. 5b).

Sensitivity analysis showed that the presence or absence of
any study did not affect the overall statistical performance
Through a sensitivity analysis, we found that deleting any
one study would not shake the overall effect of the
meta-analysis. Estimate was distributed from 1.48 to 1.25
(95% CI 1.38 to 1.62). The weight distribution of the study

Fig. 2 Efficacy comparison of cisplatin combined with IL-2 versus cisplatin alone by thoracic injection for controlling MPE. a Thoracic injection of
cisplatin combined with IL-2 had a higher ORR compared with cisplatin alone (p < 0.001). b Thoracic injection of cisplatin combined with IL-2 had
a higher DCR compared with cisplatin alone (p < 0.001); ORR, objective response rate; DCR, disease control rate; OR, odds ratio
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was from 1.92% [22] to 9.92% [25]. Forest maps of sensi-
tivity analysis suggested that the variability of the studies
was small and evenly distributed around the 1.50 estimate
(Fig. 6a). The above data showed that the stability of this
meta-analysis was good, and the conclusions reached on
the basis of the above should be more reliable.

Publication biases in this meta-analysis were less likely to
exist
We performed a Begg’s Test and found that the Kendall’s
Score (P-Q) was 25, Std. Dev. Of Score was 26.40, z was
0.95 (Pr > | z | = 0.344. Forest plot from Begg’s Test ap-
peared more symmetrical and the included studies were
uniformly and symmetrically distributed at the bottom
of the funnel plot (Fig. 6b). We also did an Egger’s test
and found that t value was 0.86 with 17 degree of free
(p = 0.401) (95% CI -0.7560045 to 1.792734) (Fig. 6c).
Based on the above data, the possibility of publication
biases in these studies were very small.

Discussion
Malignant pleural effusions (MPE) often occur in many
cancer patients as the tumor progresses [3]. With the

continuous development of molecular medicine, the
survival of patients with cancer gradually extended, MPE
has become one of the key problem that respiratory
physicians, oncologists and thoracic surgeons have to
face [33]. Although there are more and more studies on
MPE therapy, pleural effusion drainage, intra-thoracic in-
fusion chemotherapy and systemic chemotherapy are the
main treatment of MPE [1]. Interleukin-2 (IL-2) is a cyto-
kine with most important functions in the physiology of
cell-mediated immunity [12]. IL-2 causes activation, pro-
liferation, and trafficking of T-cells and natural killer cells.
When administered locally it may change a non-inflamed
tumor into an inflamed tumor, perhaps thereby increasing
sensitivity of that tumor to further immune attack [34].
One previous meta-analysis shows that IL-2 or induced
killer cells combination therapy displays a considerable ef-
ficacy in treating NSCLC and thus improves overall sur-
vival. Now IL-2 has been used for the treatment of MPE
through thoracic injection. Here, we performed a systemic
review and meta-analysis to evaluate the effcacy and safety
of IL-2 for patients with MPE through thoracic injection.
By retrieving a series of medical databases, based on strict
pre-enacted inclusion and exclusion criteria, a total of 18

Fig. 3 Efficacy comparison of cisplatin combined with IL-2 versus cisplatin alone by thoracic injection for controlling MPE. a Thoracic injection of
cisplatin alone had a higher NRR compared with cisplatin combined with IL-2 (p < 0.001). b Thoracic injection of cisplatin combined with IL-2 had
a higher QOL compared with cisplatin alone (p < 0.001); NRR, non-response rate; QOL, quality of life; OR, odds ratio
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studies that met the inclusion criteria were recruited in
this meta-analysis. We evaluated the study quality of
included studies based on the Cochrane Handbook of
Systematic Review and the principle of homogeneity in
clinical research and found that these studies have good
clinical homogeneity. Further heterogeneity analysis also
showed that there was no significant heterogeneity among
these studies, which indicating that the design and imple-
mentation of these studies were well comparable. Thus,
we used the fixed effects model of meta-analysis to evalu-
ate efficacy and safety of IL-2 for treating patients with
MPE through thoracic injection.
Amazingly, we found that the combination of cis-

platin plus IL-2 via thoracic injection significantly in-
creased the ORR (showing an absolute 4.1-fold
elevation) as well as DCR (an absolute 7.86-fold in-
crease), as compared with cisplatin alone. This result
gives us a message that IL-2 has a role in the treatment
of MPE, and when used in combination with cisplatin,
it significantly enhances the efficacy to control MPE
with synergistic effects. It has been shown that the
thoracic injection of IL-2 prolongs the survival of pa-
tients with MPE. The possible mechanism is that IL-2
increases the number of CD3 + T cells and NK cells in
the pleural space and enhances immunity reaction, re-
ducing the incidence of MPE; the data show that the
IL-2 treatment for MPE showed an effective rate of

about ~ 59% and no significant side effects [35–37]. A
recent study of IL-2 in MPE indicates that IL-2 reduces
(PD-1) expression, increases expressions of granzyme B
(GzmB) and γ- interferon, and enhances CD8+ T cell pro-
liferation in MPE. In addition, IL-2 reduces carcinoem-
bryonic antigen (CEA) expression in MPE, suggesting that
its mechanism of treatment for MPE is closely related to
these molecules [35]. Cisplatin is a non-specific cell cycle
anti-tumor drug, clinically used for the treatment of MPE.
Thoracic injection of cisplatin not only directly kill tumor
cells, improve lymphatic circulation, can also lead to
chemical pleurisy, pleural adhesions, thereby reducing
pleural exudation [38]. We deduce that the combination
of cisplatin and IL-2 can play their respective advantages,
the two applications can improve the body’s immune
function and show a synergistic effect. To confirm this re-
sult from another aspect, we compared the no-response
rate (NRR) of treatment between cisplatin plus IL-2 versus
cisplatin alone through thoracic injection for treating
MPE and found that NRR of cisplatin alone was remark-
ably higher than that of cisplatin plus IL-2, which showed
that patients with MPE could get a better benefit from cis-
platin plus IL-2 than IL-2 alone.
With the continuous improvement of cancer diagnosis

and treatment technology, patients’ survival and cure rates
have been significantly improved, so the improvement of
QOL of patients has become increasingly important [39].

Table 5 Comparison of adverse events between cisplatin combined with IL-2 versus cisplatin alone

Study Study size (N) Myelotoxicity Nausea/vomiting Chest pain Fever

Group 1 Group 2 Group 1 Group 2 Group 1 Group 2 Group 1 Group 2

Group 1 Group 2 N % N % N % N % N % N % N % N %

Changjie H 2001 [15] 30 30 – – – – 13 43.3 0 0 – – – – 10 33.3 0 0

Xiuzhi Y 2001 [16] 40 20 14 35 11 55 5 12.5 5 25 – – – – – – – –

Zhuo S 2004 [17] 32 30 3 9.3 3 10 5 15.6 4 13.3 – – – – – – – –

Junyan W 2005 [18] 48 34 – – – – 12 25 8 23.5 – – – – 18 37.5 11 32.4

Haiying X 2009 [19] 35 28 3 9 8 28.6 8 22.9 9 32.1 – – – – 12 36.4 1 4

Xiaoxia H 2009 [20] 37 35 13 35.1 10 25 11 29.7 11 31.4 – – – – 4 10.8 3 8.6

Lizheng C 2009 [21] 46 40 – – – – – – – – 12 26.1 4 10 – – – –

Jinguang C 2009 [22] 31 31 – – – – 6 20 8 26 5 16 3 10 6 19 2 6

Junfeng W 2010 [23] 41 41 – – – – 19 46.4 21 51.2 6 14.6 8 19.5 21 51.2 15 36.3

Jingping Z 2010 [24] 63 61 4 6.3 3 4.9 7 11.1 2 3.3 12 19.5 9 14.8 13 20.6 4 6.6

Cheng X 2010 [25] 41 41 6 19.4 8 25.8 11 35.5 7 26.6 7 22.6 4 12.9 9 29 7 26.6

Fang S 2011 [26] 30 30 2 6.6 3 10 4 13.3 6 20 7 23.3 5 16.6 12 40 9 30

Yan Q 2011 [28] 34 34 2 4.8 2 5.7 2 4.8 3 8.6 5 12.2 6 17.1 3 7.3 4 11.4

Li J 2013 [29] 41 35 16 42.1 13 37.1 9 23.7 8 22.8 6 15.8 4 11.4 2 7.1 3 8.5

Lijie H 2014 [30] 38 35 3 10 3 10 3 10 3 10 4 13.3 3 10 6 20 3 10

Miao H 2016 [31] 30 30 4 12.9 5 16.6 11 35.5 10 33.3 24 77.4 20 66.6 – – – –

P > 0.05 P > 0.05 P > 0.05 P < 0.05

IL-2 interleukin-2, N, cases; Values are given as number of patients (%). Group 1 = cisplatin+IL-2; Group 2 = cisplatin alone
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We compared the QOL between cisplatin plus IL-2 versus
cisplatin alone through thoracic injection for treating
MPE and noticed that combination perfusion of cisplatin
and IL-2 improved the QOL of patients with MPE, as
compared with cisplatin alone, which showed an absolute
2.75-fold increase. In recent years, health care has pro-
gressively increased its interest in understanding QOL as
a crucial and meaningful endpoint, particularly in oncol-
ogy [40]. Clinically, when cancer patients develop an MPE
condition, which means that the tumor has been locally
metastasized or disseminated, implying that it is difficult
to cure. Patients with MPE mainly manifested as chest
pain, dyspnea, weight loss and other cachexia symptoms,
however, the effective control of MPE can effectively alle-
viate the symptoms of patients, reduce pain and improve
QOL. Anti-cancer drugs are an important part of many
cancer treatments. The research and development of new
anti-cancer drugs is one of the hot spots in cancer re-
search. However, some anticancer drugs may also damage
healthy cells while damaging cancer cells, leading to side
effects [41]. When a drug is used to treat a disease, its side

effects are also an important indicator of its performance.
The same efficacy of treatment, we are willing to use
the method of smaller side effects [42]. In this
meta-analysis, we found that despite the combination
of IL-2 with cisplatin, the incidence rate on myelotoxi-
city, nausea/vomiting and chest pain did not show an
extra increase, as compared with cisplatin alone. Unfor-
tunately, we found that compared with cisplatin alone,
thoracic injection of cisplatin plus IL-2 led to a higher
possibility of fever. However, the fever caused by IL-2
was only mild to moderate. After the physical cooling
and antipyretics, the symptoms disappeared. IL-2 has
been used as a method of immunotherapy for a variety
of oncology treatments. Fever is clinically common
adverse reaction caused by IL-2, some patients need
anti-fever drugs. However, recent tumor immunology
studies have shown that elevated temperatures can pro-
mote more effective anti-tumor immune responses,
which may be more conducive to anti-tumor treatment
[43]. Patients with IL-2 are expected to have varying
degrees of systemic toxicity. There is evidence that

Fig. 4 Safety evaluation of cisplatin combined with IL-2 versus cisplatin alone by thoracic injection for controlling MPE. a The therapy of cisplatin
combined with IL-2 displayed the same incidence rate of myelotoxicity compared with cisplatin alone (p > 0.05). b The therapy of cisplatin
combined with IL-2 had the same incidence of nausea/vomiting compared with cisplatin alone (p > 0.05); OR, odds ratio

Han et al. BMC Cancer  (2018) 18:725 Page 12 of 15



increased doses of IL-2 lead to increased toxicity [44].
Several dosage regiments, including intravenous high
doses (720,000 or 600,000 international units/kg), low
dose subcutaneous injection, and IL-2 combined with
other therapies, have been used for maximum thera-
peutic benefit. There are currently 60 institutions in
North America with high doses of IL-2 for metastatic mel-
anoma and renal cell carcinoma [45]. Currently in China,
the recommended dosage of IL-2 for the treatment of
MPE is 0.5 to 1 million IU/ m2/ time. The studies in-
cluded in our meta-analysis were performed in accordance
with this dose. Our study showed that this dose indicated
a better efficacy and lower side effects. Since these studies
did not concern the effects of different doses of IL-2 on
side effects, our meta-analysis could not provide a conclu-
sion about how different doses might affect side effects.
This also reminds related researchers that this problem
should be paid attention to in future research.
Through meticulous sensitivity analysis and publica-

tion biases analysis, we found that the studies included
in this meta-analysis were of good homogeneity, so the
conclusions are stable. However, there are still some
shortcomings in these researches. First of all, the

dosage of IL-2 was defined 1 to 3 million units in those
studies; IL-2 dose showed some differences, suggesting
that the IL-2 combined with cisplatin by thoracic injec-
tion for MPE treatment needs further standardization.
Second, the description of randomized allocation and
blinded implementation of included studies is unclear
and there may be a risk of selective bias, which may affect
the strength of evidence of the findings. Third, because
there was no foreign literature to meet the inclusion cri-
teria, there may be a geographical bias. Fourth, to date,
there are no multicenter and large sample studies. We
hope that in the future there will be more scientifically
designed and rigorous RCTs of large samples to provide a
reliable basis for the clinical use of IL-2 in treatment of
MPE by thoracic injection.

Conclusions
Due to ethical and drug clinical research restrictions, clin-
ical studies on new drugs are often very cautious. Despite
this, this meta-analysis still give us an important message
that thoracic injection of cisplatin plus low-dose IL-2 has
a better benefit of ORR, DCR and QOL for controlling

Fig. 5 Safety evaluation of cisplatin combined with IL-2 versus cisplatin alone by thoracic injection for controlling MPE. a The incidence rate of
chest pain in group of cisplatin combined with IL-2 was no difference with cisplatin alone (p > 0.05). b The incidence rate of the fever in group of
cisplatin combined with IL-2 was higher than that in group of cisplatin alone (p = 0.001)
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MPE, compared with cisplatin alone, which means that
IL-2 may be one of the options to treat MPE. Especially,
except for the fever, the presence of low-dose IL-2 does
not have an extra increase on the incidence of other AEs.
However, further randomized trials with large population
are required to provide more evidence for evaluating the
efficacy of IL-2 in the treatment of MPE.

Abbreviations
AEs: Adverse reactions; CD4 + : Antigen-simulated cluster of differentiation 4;
CD8 + : Cluster of differentiation 8; CEA: Carcinoembryonic antigen;
CI: Confidence intervals; CNKI: China National Knowledge Infrastructure;
CR: Complete response; DCR: Disease control rate; EMBASE: Excerpt Medica
Database; GzmB: granzyme B; IL-2: interleukin 2; KPS: karnofsky scores;
MPE: Malignant pleural effusion; MPEs: Malignant pleural effusions;
NK: Natural killer; NRR: Non-response rate; NSCLC: Non-small cell lung cancer;
OR: Odds ratio; ORR: Objective response rate; OS: Overall survival;
PD: Progressive disease; PD-1: Programmed cell death 1; PR: Partial response;
QOL: Quality of life; RCTs: Randomised controlled trials; RECST: Response
evaluation criteria in solid tumors; SD: Stable disease; SFDA: China State Food
and Drug Administration; WHO: World Health Organization

Acknowledgements
We appreciate the great help of Mr. Wu Yuling, and Miss Hui Miaoling as
interviewers.

Availability of data and materials
The datasets supporting the conclusions of this article are included within
the article.

Authors’ contributions
LPH and QFJ: conception, design and selection of data; WY, TF and QDZ:
data collation, statistical analysis and composition of manuscript. All authors
have read and approved the manuscript.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of respiratory Medicine, Jining NO.1 People’s Hospital, Jining,
China. 2General surgery, Kanzhuang Township Health Center, Zoucheng,
China. 3Department of Clinical Laboratory, Jining NO.1 People’s Hospital,
NO.6, Jiankang Road, Jining City, Shandong Province 272011, People’s
Republic of China.

Received: 28 December 2017 Accepted: 12 June 2018

References
1. Biaoxue R, Hui P, Wenlong G, Shuanying Y. Evaluation of efficacy and safety

for recombinant human adenovirus-p53 in the control of the malignant
pleural effusions via thoracic perfusion. Sci Rep. 2016;6:39355.

2. Penz E, Watt KN, Hergott CA, Rahman NM, Psallidas I. Management of
malignant pleural effusion: challenges and solutions. Cancer Manag Res.
2017;9:229–41.

3. Biaoxue R, Shuxia M, Wenlong G, Shuanying Y. Thoracic perfusion of
matrine as an adjuvant treatment improves the control of the malignant
pleural effusions. World J Surg Oncol. 2015;13:329.

4. Rong B, Zhao C, Gao W, Yang S. Matrine promotes the efficacy and safety
of platinum-based doublet chemotherapy for advanced non-small cell lung
cancer. Int J Clin Exp Med. 2015;8:14701–17.

5. Jiang T, Zhou C, Ren S. Role of IL-2 in cancer immunotherapy.
Oncoimmunology. 2016;5:e1163462.

6. Onwumeh J, Okwundu CI, Kredo T. Interleukin-2 as an adjunct to
antiretroviral therapy for HIV-positive adults. Cochrane Database Syst Rev.
2017;5:CD009818.

7. Dhupkar P, Gordon N. Interleukin-2: old and new approaches to enhance
immune-therapeutic efficacy. Adv Exp Med Biol. 2017;995:33–51.

Fig. 6 Sensitivity assessment and publication bias analysis. a Sensitivity
analysis showed that deleting any study did not shake the overall
conclusion of meta-analysis; b Begg’s test suggested that the included
studies did not show a publication bias and the funnel plot seems to
be symmetrical; c Egger’s test exhibited that p value was 0.401, which
indicated that the publication bias did not exist

Han et al. BMC Cancer  (2018) 18:725 Page 14 of 15



8. Sheikhi A, Jafarzadeh A, Kokhaei P, Hojjat-Farsangi M. Whole tumor cell
vaccine adjuvants: comparing IL-12 to IL-2 and IL-15. Iran J Immunol. 2016;
13:148–66.

9. Malaguarnera M, Ferlito L, Gulizia G, Di Fazio I, Pistone G. Use of interleukin-
2 in advanced renal carcinoma: meta-analysis and review of the literature.
Eur J Clin Pharmacol. 2001;57:267–73.

10. Chi M, Dudek AZ. Vaccine therapy for metastatic melanoma: systematic
review and meta-analysis of clinical trials. Melanoma Res. 2011;21:165–74.

11. Roviello G, Zanotti L, Correale P, Gobbi A, Wigfield S, Guglielmi A, Pacifico C,
Generali D. Is still there a role for IL-2 for solid tumors other than melanoma
or renal cancer? Immunotherapy. 2017;9:25–32.

12. Mi D, Ren W, Yang K. Adoptive immunotherapy with interleukin-2 &
induced killer cells in non-small cell lung cancer: A systematic review &
meta-analysis. Indian J Med Res. 2016;143:S1–S10.

13. Mazumdar M, Smith A, Schwartz LH. A statistical simulation study finds
discordance between WHO criteria and RECIST guideline. J Clin Epidemiol.
2004;57:358–65.

14. Manchikanti L, Benyamin RM, Helm S, Hirsch JA. Evidence-based medicine,
systematic reviews, and guidelines in interventional pain management: part
3: systematic reviews and meta-analyses of randomized trials. Pain Physician.
2009;12:35–72.

15. Changjie H, Zhiqiang L, Yongzi Z, Jianfeng H, Xiangping W. Transcatheter
arterial infusion of interleukin-2 in the treatment of malignant pleural
effusion (in Chinese). Guangxi Med J. 2001;23:770–72.

16. Xiuzhi Y, Ruxi Y. 5Interleukin-2, cisplatin in combination with intracavitary
treatment of malignant pleural effusion (in Chinese). Chin J Lung Cancer.
2001;4:391.

17. Zhuo S, Hongxia B, Hanbing S, Yuhua K. Intrapleural injection of cisplatin
and interleukin - 2 in the treatment of malignant pleural effusion (in
Chinese). Modern Med J. 2004;32:259–61.

18. Junyan W, Feihu J, Ning X, Zhixiang Y, Yuchuan H. Interleukin 2 combined
with cisplatin in the treatment of malignant pleural effusion (in Chinese).
Oncol Progress. 2005;3:401–2.

19. Haiying X. Interleukin - 2 combined with cisplatin in the treatment of
malignant pleural effusion (in Chinese). China Med Herald. 2009;6:57–8.

20. Xiaoxia H, Fengying D. Comparison of the efficacy of intrapleural injection
of cisplatin combined with interleukin-2 in the treatment of malignant
pleural effusion (in Chinese). Int J Respir. 2009;29:669–71.

21. Lizheng C, Miaozheng L. Observation and nursing of cisplatin combined
with interleukin-II in the treatment of malignant pleural effusion (in
Chinese). Int Med Health Guid News. 2009;15:88–9.

22. Jinguang C, Ruifang W, Jin L, Jianguo L, Liqing A. Clinical observation of
minimally invasive catheter drainage combined with drug injection in the
treatment of malignant pleural effusion of lung cancer (in Chinese). Shanxi
Med J. 2009;38:1026–7.

23. Junfeng W, Ting Y, Mingxin T, Bo F. Clinical analysis of 41 cases of
malignant pleural effusion treated by interleukin-2 combined with
cisplatin via central venous catheters. Chin J Coal Ind Med.
2010;13:540–1.

24. Jingping Z. Clinical observation of cisplatin and interleukin - 2 pleural cavity
perfusion in treatment of lung cancer with malignant pleural effusion (in
Chinese). J Med Theory Pract. 2010;23:7–9.

25. Cheng X, Zaijun Z, Yuezheng H, Yeyuan W, Mingquan L. Clinical observation
of treating malignant pleural effusion with intrathecal interleukin-2 and
cisplatin (in Chinese). Cancer Prev Treat. 2010;23:211–3.

26. Fang S, Jianping H, Bingxiang T. Observation on efficacy of micro-
catheter drainage combined with intrapleural cisplatin and interleukin II
treatment of malignant pleural effusion (in Chinese). Chin J Clin Oncol
Rehabil. 2011;18:460–2.

27. Xueling L. The therapeutic efficiency and nursing in the treatment of
malignant pleural effusion by using restructured human interleukin-2
combined with cisplatin (in Chinese). Med J Chin People's Health.
2011;23:891–2.

28. Yan Q, Xiaolei Z, Zhiqiang W, Ying C. Clinical observations on thoracic
closed drainage combined with cisplatin and IL-2 for pleural effusion of
pulmonary carcinoma (in Chinese). Henan Med Res. 2011;20:283–5.

29. Li J. Interleukin - 2 combined with cisplatin in the treatment of malignant
pleural effusion (in Chinese). Chin Commun Doctor. 2013;15:191–2.

30. Lijie H, Qiuju Y, Ziying W. Curative effect of rIL-2 combined with cisplatin in
the treatment of patients with malignant pleural effusions (in Chinese). Chin
Pharm. 2014;17:1698–9.

31. Miao H. Cisplatin combined with recombinant human interleukin-2 via
pleural perfusion in the treatment of malignant pleural effusion (in Chinese).
Chin Contin Med Educ. 2016;8:160–2.

32. Baohua Y. A clinical analysis of treating pleural effusion (in Chinese). Clin J
Chin Med. 2017;9:31–3.

33. Biaoxue R, Xiguang C, Hua L, Wenlong G, Shuanying Y. Thoracic perfusion of
recombinant human endostatin (Endostar) combined with chemotherapeutic
agents versus chemotherapeutic agents alone for treating malignant pleural
effusions: a systematic evaluation and meta-analysis. BMC Cancer. 2016;16:888.

34. Minor DR, Moores SP, Chan JK. Prolonged survival after intraperitoneal
interleukin-2 immunotherapy for recurrent ovarian cancer. Gynecol Oncol
Rep. 2017;22:43–4.

35. Hu CY, Zhang YH, Wang T, Chen L, Gong ZH, Wan YS, Li QJ, Li YS, Zhu B.
Interleukin-2 reverses CD8(+) T cell exhaustion in clinical malignant pleural
effusion of lung cancer. Clin Exp Immunol. 2016;186:106–14.

36. Bjermer L, Gronberg H, Roos G, Henriksson R. Interleukin-2-administration
intravenously and intrapleurally in a patient with primary pulmonary
adenocarcinoma. Cellular responses in peripheral blood, intrapleural fluid
and bronchoalveolar lavage. Biotherapy. 1993;6:1–7.

37. Viallat JR, Boutin C, Rey F, Astoul P, Farisse P, Brandely M. Intrapleural
immunotherapy with escalating doses of interleukin-2 in metastatic pleural
effusions. Cancer. 1993;71:4067–71.

38. Sakaguchi H, Ishida H, Nitanda H, Yamazaki N, Kaneko K, Kobayashi K.
Pharmacokinetic evaluation of intrapleural perfusion with hyperthermic
chemotherapy using cisplatin in patients with malignant pleural effusion.
Lung Cancer. 2017;104:70–4.

39. Goerling U, Stickel A. Quality of life in oncology. Recent Results Cancer Res.
2014;197:137–52.

40. Marta GN, Moraes FY, Leite ETT, Chow E, Cella D, Bottomley A. A critical
evaluation of quality of life in clinical trials of breast cancer patients treated
with radiation therapy. Ann Palliat Med. 2017;6:S223–32.

41. Pearce A, Haas M, Viney R, Pearson SA, Haywood P, Brown C, Ward R.
Incidence and severity of self-reported chemotherapy side effects in routine
care: a prospective cohort study. PLoS One. 2017;12:e0184360.

42. Biaoxue R, Hua L, Wenlong G, Shuanying Y. Efficacy and safety of icotinib in
treating non-small cell lung cancer: a systematic evaluation and meta-
analysis based on 15 studies. Oncotarget. 2016;7:86902–13.

43. Kostner AH, Ellegaard MB, Christensen IJ, Bastholt L, Schmidt H. Fever and
the use of paracetamol during IL-2-based immunotherapy in metastatic
melanoma. Cancer Immunol Immunother. 2015;64:349–55.

44. Schwartzentruber DJ. Guidelines for the safe administration of high-dose
interleukin-2. J Immunother. 2001;24:287–93.

45. Dutcher JP, Schwartzentruber DJ, Kaufman HL, Agarwala SS, Tarhini AA,
Lowder JN, Atkins MB. High dose interleukin-2 (Aldesleukin) - expert
consensus on best management practices-2014. J ImmunoTher Cancer.
2014;2:26.

Han et al. BMC Cancer  (2018) 18:725 Page 15 of 15


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Searching of studies
	Inclusion criteria
	Exclusion criteria
	Research data extraction and analysis
	Efficacy evaluation criteria for treating MPE used in the included studies
	The implementation process of intervention
	The overall quality evaluation of included studies
	Statistical methods and analysis

	Results
	A total of 18 studies were recruited in this meta-analysis
	General characteristics of included studies reflected the balance of various parameters between the two groups
	Included studies showed a good consistency and comparability in administration and implementation of study
	Quality evaluation showed that included studies had a moderate to high study quality
	Included studies did not show a significant heterogeneity
	Thoracic injection of cisplatin plus IL-2 showed a higher ORR as compared with cisplatin alone
	Thoracic injection of cisplatin plus IL-2 displayed a higher DCR as compared with cisplatin alone
	NRR of cisplatin alone was higher than that of cisplatin plus IL-2 through thoracic injection for treating MPE
	Thoracic injection of cisplatin plus IL-2 improved the QOL of patients with MPE compared with cisplatin alone
	Cisplatin plus IL-2 displayed the same incidence rate on myelotoxicity, nausea/vomiting and chest pain compared with cisplatin alone
	Thoracic injection of cisplatin plus IL-2 led to a higher possibility of fever than cisplatin alone
	Sensitivity analysis showed that the presence or absence of any study did not affect the overall statistical performance
	Publication biases in this meta-analysis were less likely to exist

	Discussion
	Conclusions
	Abbreviations
	Acknowledgements
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

