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Background.Mycoplasma pneumoniae pneumonia (MPP) is one of the most common forms of community-acquired pneumonia
in children. ,e objective of this study was to explore potential changes in levels of serum tumor necrosis factor-α (TNF-α) and
interferon-c (IFN-c) associated with pediatric MPP. Methods. ,is protocol has been registered (PROSPERO 2017:
CRD42017077979). A literature search was performed in October 2017 using PubMed, Embase, the Cochrane Library, and other
Chinese medical databases to identify studies. ,e meta-analysis was performed using Review Manager 5.3 software. Random-
effect models were used to estimate mean differences (MDs) and 95% confidence intervals (CIs) of cytokine levels. Results. Twelve
studies were included in the meta-analysis, encompassing 2,422 children withMPP and 454 healthy control children. Serum TNF-
α levels were significantly higher in children with MPP compared with healthy children (MD� 22.5, 95% CI� 13.78–31.22,
P< 0.00001), and there was significant heterogeneity across studies (I2 �100%, P< 0.00001). Subgroup analyses showed no
evidence for a difference in serum TNF-α levels between children with refractory and nonrefractory MPP. Serum IFN-c levels did
not significantly differ in children with MPP compared with healthy children (MD� 4.83, 95% CI�−3.27–12.93, P � 0.24).
Conclusions. Our meta-analysis showed that serum TNF-α and IFN-c levels were significantly elevated and unchanged, re-
spectively, in pediatric MPP. Because infection by different pathogens has variable effects on serum TNF-α and IFN-c levels, the
finding could be helpful in developing novel diagnostic methods.

1. Introduction

Mycoplasma pneumoniae (MP) is one of the most prevalent
etiological agents of community-acquired pneumonia in
children [1, 2]. Infection by MP is traditionally thought to be
self-limiting [3], but under some circumstances, it can result
in severe life-threatening diseases such as acute respiratory
distress syndrome, necrotizing pneumonitis, and fulminant
pneumonia. ,e incidence of MP pneumonia (MPP) has
been increasing in recent years [2]. However, symptoms
and radiographic findings in children with MPP are often
similar to those associated with other respiratory infections
[4]. ,us, early diagnosis of MPP is crucial for initiating
appropriate antibiotic therapy. Proinflammatory cytokines

play an important role in the mechanism of MP infection
[5–7].

,e proinflammatory cytokine tumor necrosis factor-
alpha (TNF-α) is an important initiator of inflammatory and
bactericidal processes [8, 9]. In bacterial pneumonia,
macrophage-derived TNF-α is elevated, resulting in re-
cruitment of inflammatory cells to sites of infection
[8, 10, 11]. However, TNF-α may not play a significant
antiviral role, and its levels in serum do not change sig-
nificantly during viral pneumonia [8, 12, 13]. Serum levels
of TNF-α in patients with MPP are less well defined,
with some studies showing elevated levels and others no
difference [14, 15]. Another proinflammatory cytokine,
interferon-gamma (IFN-c), is a critical mediator of antiviral
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immunity and is often associated with chronic inflammation
[16, 17]. Serum levels of IFN-c are typically elevated during
both viral and bacterial infections [18, 19], but its levels in
pediatric MPP patients have been inconsistent across studies
[20, 21].

,us, the purpose of this meta-analysis was to analyze
levels of serum TNF-α and IFN-c in pediatric MPP and
compare these with levels in healthy children.

2. Methods

2.1. Literature Search and Study Selection. A literature search
was performed in October 2017 using PubMed, Embase, the
Cochrane Library, and other Chinese medical databases to
identify studies. ,e following search terms were used:
(“cytokine”) or (“tumor necrosis factor-α” or “TNF-α”) or
(“interferon-c” or “IFN-c”) and (“Mycoplasma pneumoniae
pneumonia” or “MPP”). ,e searches were restricted to
studies whose subjects were children; no language re-
strictions were applied. ,e reference lists and supple-
mental materials associated with the search results were
manually inspected to identify additional relevant publica-
tions. Ameta-analysis of themean differences (MDs) of serum

TNF-α and IFN-c levels in pediatric MPP was undertaken.
,e Prospero registration number is CRD42017077979.

All studies aiming to explore the association between
serum TNF-α and IFN-c levels and pediatric MPP were
included. ,e study inclusion criteria were as follows: (i)
study subjects included children with MPP; (ii) study
subjects included a group of healthy control children; (iii)
serum TNF-α and IFN-c levels were measured; and (iv) full
text, original research articles could be obtained. ,e study
exclusion criteria were as follows: (i) lack of data on serum
TNF-α and IFN-c levels in pediatric MPP; (ii) not a primary
study or not a case-control design; (iii) insufficient data
extracted from the articles or the full text could not be
obtained; and (iv) duplicate studies. ,e study inclusion and
exclusion procedures are summarized in Figure 1.

2.2. Data Extraction. Two investigators (Y Wang and YS
Zhang) independently performed the data extraction. ,e
general characteristics of the study were extracted using
a standardized data extraction form on which publica-
tion information (first author’s name, publication year,
and country) and subject characteristics (serum cytokine

Records identified through
database searching (n = 3941)

Additional records identified
through other sources (n = 2)

Records after duplicates removed (n = 3621)

Records
screened

(n = 3621)

Records excluded (n = 3571)

Reasons:

Not related to children (n = 2503)

Not related to serum (n = 1068)

Full-text articles excluded (n = 33)

Reasons:

Full-text articles
assessed for

eligibility (n = 50)

Publication with duplicate data (n = 4)
Reviews/letter, no new data (n = 24)

Insufficient data (n = 5)

Studies included
in qualitative

synthesis (n = 17)

Full-text articles excluded (n = 5)
Reasons:

Publication with low quality (n = 5)

Studies included in quantitative 
synthesis (meta-analysis) (n = 12)

Figure 1: Flow diagram of included studies for this meta-analysis.
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measurement method, MPP type, control type, and sample
size) were noted. If no standard deviations for serum TNF-α
and IFN-c concentrations were available, these values were
calculated using confidence intervals and medians [22]. If
multiple published reports of the same study population were
available, we included only the report with the largest sample
size and the most complete data. Discrepancies were resolved
by discussion with other investigators (WT Lu and L Wang).

2.3. Statistical Analysis. ,e meta-analysis was performed
using Review Manager 5.3 software. Serum TNF-α and IFN-
c levels were extracted as the means± standardized de-
viations (SDs) of each study. MDs with 95% CIs were used to
determine the strength and directionality of the association
between serum TNF-α and IFN-c levels and pediatric MPP.
,e pooled MDs for TNF-α and IFN-c concentrations as-
sociated with pediatric MPP were calculated. Subgroup
analyses were performed to compare levels in children with
refractory and nonrefractory MPP. Heterogeneity was
assessed using Cochran’sQ test and the I-squared statistic. If
P< 0.1 or I2> 50%, heterogeneity was considered significant,
and a random-effect model was used.

3. Results

3.1. Search Results. ,e steps for screening and the study
selection procedure are presented in Figure 1. A total of

3,621 relevant articles were initially identified from PubMed,
Embase, the Cochrane Library, and other Chinese medical
databases. ,rough screening of titles and abstracts, 50
publications met the study inclusion criteria. After reading
the full text, 12 studies were included in the meta-analysis
[14, 15, 20, 21, 23–30].

3.2. Levels of Serum TNF-α and IFN-c in Pediatric MPP.
,e results of 12 studies of serum TNF-α and IFN-c levels in
children with MPP are summarized in Table 1. ,e pooled
MDs revealed that serum TNF-α levels were higher in the
pediatric MPP group as compared with age-matched healthy
controls (MD� 22.5, 95% CI� 13.78–31.22, P< 0.00001)
(Figure 2(a)). Substantial heterogeneity was observed among
studies (I2 �100%; P< 0.00001). As shown in Figure 2(b),
serum IFN-c levels did not significantly differ between
children withMPP and healthy control children (MD� 4.83,
95% CI�−3.27–12.93; P � 0.24), with significant hetero-
geneity across studies (I2 � 99%; P< 0.00001).

3.3. Subgroup Analysis. Although the result above demon-
strated that serum TNF-α levels significantly differed between
children with MPP and healthy children, levels in different
pediatric MPP subgroups were still unknown. We found that
serumTNF-α and IFN-c levels were not significantly different
in children with refractory and nonrefractory MPP (TNF-α:
MD� 103.07, 95% CI�−25.93–232.08, P � 0.12; IFN-c:

Table 1: Characteristics of studies included in the meta-analysis.

Author/year of
publication Country Plasma cytokines

assay method

Mycoplasma pneumoniae pneumonia group Control group
Total
N

Source of
pneumonia type

TNFα
(pg/ml)

IFNc

(pg/ml)
Total
N

Source of
control

TNFα
(pg/ml)

IFNc

(pg/ml)

Che et al. [23] (1) China Radioimmunoassay 30 MPP 497.19±
113.90 — 25 Healthy 161.40±

83.51 —

Che et al. [23] (2) China Radioimmunoassay 20 RMPP 520.42±
67.90 — 10 NRMPP 280.12±

26.72 —

Pan et al. [24] China ELISA 40 MPP — 99.43±
13.18 40 Healthy — 86.23±

6.31

Teng [14] China ELISA 44 MPP 29.22±
1.26 — 36 Healthy 7.98±

2.30 —

Qiao et al. [15] China ELISA 30 MPP 20.35±
7.63 — 20 Healthy 10.42±

2.64 —

Chen et al. [25] China ELISA 32 MPP 153.38±
208.34

490±
400 18 Healthy 38.19±

19.75
350±
150

Wang et al. [26] China ELISA 76 RMPP 114.5±
112.8

376.9±
296 26 NRMPP 43± 28 180±

154

He et al. [27] China ELISA 38 MPP 88.37±
14.48 — 25 Healthy 49.36±

16.78 —

Ye et al. [28] China Flow cytometry 680 MPP with acute
phase — 10.07±

3.18 50 Healthy — 8.83±
2.03

Zhang et al. [29] China Flow cytometry 145 RMPP 3.0± 0.47 16.3±
6.8 489 NRMPP 2.9±

0.35
7.9±
1.27

Fan et al. [20] China ELISA 84 MPP 22.4±
0.88

12.45±
0.8 30 Healthy 10.71±

1.90
23.44±
4.79

Li et al. [21] China Flow cytometry 526 MPP 3.6± 22.1 20.4±
25.9 30 Healthy 2.2±

0.45
4.8±
1.13

Zhou and Ye
[30] China Flow cytometry 182 MPP 2.8± 0.73 8.5±

22.0 180 Healthy 2.2±
0.22

4.7±
0.67

RMPP: refractory Mycoplasma pneumoniae pneumonia; NRMPP: nonrefractory Mycoplasma pneumoniae pneumonia.
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MD� 97.17, 95% CI�−87.24–281.59, P � 0.30) (Figure 3). In
the subgroup analysis, significant heterogeneity was observed
both for TNF-α levels (I2� 99%; P< 0.00001) and IFN-c
levels (I2 � 94%; P< 0.00001) (Figure 3).

3.4. Sensitivity Analysis and Reporting Bias. Sensitivity
analysis was performed by excluding studies one by one. No
obvious changes were found in the results, which confirmed
their stability. We did not construct a funnel plot as they are

Che et al. [23] (1)
Qiao et al. [15]
Teng 2012 [14]
Chen et al. 2013 [25]
He et al. 2014 [27]
Fan et al. 2016 [20]
Li et al. 2016 [21]
Zhou and Ye [30]

Total (95% CI)

MPP

113.9
7.63
1.26

208.34
14.48
0.88
22.1
0.73

30
30
44
32
38
84

526
182

966

83.51
2.64
2.3

19.75
16.78

1.9
0.45
0.22

25
20
36
18
25
30
30

180

364

2.4
16.2
16.4
1.3

14.4
16.4
16.3
16.5

100.0

Weight (%)
497.19
20.35
29.22

153.38
88.37
22.4
3.6
2.8

SD TotalMean
161.4
10.42
7.98

38.19
49.36
10.71

2.2
2.2

SD TotalMeanStudy or subgroup
Control

335.79 (283.51, 388.07)
9.93 (6.96, 12.90)

21.24 (20.40, 22.08)
115.19 (42.43, 187.95)

39.01 (30.98, 47.04)
11.69 (10.98, 12.40)

1.40 (–0.50, 3.30)
0.60 (0.49, 0.71)

22.50 (13.78, 31.22)

Mean difference
IV, random, 95% CI

Heterogeneity: τ2 = 120.25; χ2 = 3441.27, df = 7 (P < 0.00001); I2 = 100%
Test for overall effect: Z = 5.06 (P < 0.00001)

Mean difference
IV, random, 95% CI

Favours (control)
0–100 100 200–200

Favours (MPP)

(a)

Pan et al. [24]

Ye et al. [28]
Fan et al. [20]
Li et al. [21]

Total (95% CI)

Chen et al. [25]

Zhou and Ye [30]

Heterogeneity: τ2 = 83.57; χ2 = 382.22, df = 5 (P < 0.00001); I2 = 99%
Test for overall effect: Z = 1.17 (P = 0.24)
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20.4

490

8.5

MPP
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86.23
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350

4.7

SD TotalMeanStudy or subgroup
Control

13.20 (8.67, 17.73)

1.24 (0.63, 1.85)
–10.99 (–12.71, –9.27)

15.60 (13.35, 17.85)

4.83 (–3.27, 12.93)
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Figure 2: Forest plots showing mean difference (MD) and confidence intervals (CI) of the serum TNF-α and IFN-c levels to diagnose
pediatric MPP. (a) TNF-α and (b) IFN-c related results have been shown.
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Figure 3: Forest plots analysis change rule in the serum TNF-α and IFN-c levels between refractory and nonrefractory pediatric MPP. (a)
TNF-α and (b) IFN-c related results have been shown.
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known to be unreliable when constructed using fewer than
10 studies [31].

4. Discussion

TNF-α is involved in normal inflammatory reactions and
immune responses and is crucial for bactericidal processes
[10, 11]. Serum TNF-α levels are usually elevated in bacterial
pneumonia and not significantly altered in viral pneumonia
[8, 12, 13]. Our results revealed that serum TNF-α levels
were higher in children with MPP compared with healthy
controls. ,is finding suggests that a large amount of TNF-α
is released systemically in children infected byMP to combat
the pathogen via inflammatory processes. We speculate that
MP and other bacteria use similar signals to promote in-
flammatory responses. Previously, it was reported that the
actin-like protein of MP and other bacterial species might
share a common evolutionary ancestor [32]. Due to the
limited study of serum TNF-α levels in different pediatric
MPP subgroups, we could not obtain sufficient data to
perform a rigorous statistical analysis; this may be one
explanation for our finding that serum TNF-α levels did not
differ in refractory and nonrefractory MPP.

IFN-c is a major mediator of antiviral immunity and
inflammatory responses [16, 17]. Serum IFN-c levels are
consistently elevated in both viral and bacterial pneumonia
[18, 19]. In our meta-analysis, serum IFN-c levels were not
significantly different in children with MPP and healthy
controls. We speculate that IFN-c may be produced pre-
dominantly at sites of local inflammation rather than sys-
temically. Consistent with this hypothesis, some studies have
reported elevated IFN-c levels in sputum and alveolar lavage
fluid of children with MPP [33, 34]. Our results showed that
serum levels of TNF-α and IFN-c during infection with MP
differed from those observed during infection by other
bacterial and viral pathogens causing pneumonia. ,us, we
speculate that serum TNF-α and IFN-c levels in pediatric
MPP may be potential diagnostic markers of infection by
this pathogen.

,e main limitation of this study was the significant
heterogeneity observed across included studies. ,is het-
erogeneity remained in subgroup analyses of children
stratified by disease severity, which indicated that variation
in test methods, measurement reagents, or MPP onset time
might be potential sources. Of the 12 included studies,
cytokine testing was performed using radioimmunoassay,
flow cytometry, and ELISA in 1, 4, and 7 studies, respectively
(Table 1). Eachmeasurement method yielded different cutoff
values, whichmay have contributed to greater heterogeneity.
Moreover, even for the same measurement method (such as
ELISA), reagents were purchased from different manufac-
turers in each study; the reagents used may have affected
cutoff values, also contributing to heterogeneity. Early-onset
or late-onset MPP can induce varying degrees of in-
flammatory responses, and thus variation in time of testing
could also introduce heterogeneity. Finally, most of the
included studies had relatively small sample sizes. Further
studies with larger sample size are needed to reduce sta-
tistical heterogeneity in TNF-α and IFN-c levels and

improve their prognostic value as diagnostic biomarkers for
MPP, as well as to make meta-analyses more valuable. Due
to the limited number of included studies, we did not at-
tempt to analyze covariates as possible sources of hetero-
geneity. Although significant heterogeneity was detected,
sensitivity analysis showed that no single study influenced
the pooled results.

In conclusion, although few studies have analyzed serum
TNF-α and IFN-c levels in pediatric MPP, our meta-analysis
showed that serum TNF-α levels in children with MPP were
higher than those in healthy children. However, serum IFN-
c levels were not different in children with MPP and healthy
controls. Based on the varying trends of serum TNF-α and
IFN-c levels during infection by different pathogens, this
finding may be useful for distinguishing pathogens in
clinical settings.

Conflicts of Interest

,e authors declare that they have no conflicts of interest.

References

[1] M. Korppi, T. Heiskanen-Kosma, and M. Kleemola, “In-
cidence of community- acquired pneumonia in children
caused by Mycoplasma pneumoniae: serological results of
a prospective, population-based study in primary health care,”
Respirology, vol. 9, no. 1, pp. 109–114, 2004.

[2] C. Yan, H. Sun, and H. Zhao, “Latest surveillance data on
Mycoplasma pneumoniae infections in children, suggesting
a new epidemic occurring in Beijing,” Journal of Clinical
Microbiology, vol. 54, no. 5, pp. 1400-1401, 2016.

[3] K. Izumikawa, “Clinical features of severe or fatalMycoplasma
pneumoniae pneumonia,” Frontiers in Microbiology, vol. 7,
p. 800, 2016.

[4] C. Y. Chiu, C. J. Chen, K. S. Wong, M.-H. Tsai, C.-H. Chiu,
and Y.-C. Huang, “Impact of bacterial and viral coinfection on
mycoplasmal pneumonia in childhood community-acquired
pneumonia,” Journal of Microbiology, Immunology and In-
fection, vol. 48, no. 1, pp. 51–56, 2015.

[5] J. Yang, W. C. Hooper, D. J. Phillips, and D. F. Talkington,
“Cytokines in Mycoplasma pneumoniae infections,” Cytokine
and Growth Factor Reviews, vol. 15, no. 2-3, pp. 157–168, 2004.

[6] H. Tanaka, H. Koba, S. Honma, F. Sugaya, and S. Abe,
“Relationships between radiological pattern and cell-mediated
immune response in Mycoplasma pneumoniae pneumonia,”
European Respiratory Journal, vol. 9, no. 4, pp. 669–672, 1996.

[7] J. Yang, W. C. Hooper, D. J. Phillips, and D. F. Talkington,
“Regulation of proinflammatory cytokines in human lung
epithelial cells infected with Mycoplasma pneumoniae,” In-
fection and Immunity, vol. 70, no. 7, pp. 3649–3655, 2002.

[8] C. M. Wang, R. B. Tang, R. L. Chung, and B. T. Hwang,
“Tumor necrosis factor-alpha and interleukin-6 profiles in
children with pneumonia,” Journal of Microbiology, Immu-
nology and Infection, vol. 32, no. 4, pp. 233–238, 1999.

[9] D. P. O’Brien, D. E. Briles, A. J. Szalai, A. H. Tu, I. Sanz, and
M. H. Nahm, “Tumor necrosis factor alpha receptor i is
important for survival from Streptococcus pneumoniae in-
fections,” Infection and Immunity, vol. 67, no. 2, pp. 595–601,
1999.

[10] R. M. Strieter, J. A. Belperio, and M. P. Keane, “Host innate
defenses in the lung: the role of cytokines,”Current Opinion in
Infectious Diseases, vol. 16, no. 3, pp. 193–198, 2003.

Canadian Respiratory Journal 5



[11] J. M. Bordon, R. Fernandez-Botran, T. L. Wiemken et al.,
“Bacteremic pneumococcal pneumonia: clinical outcomes
and preliminary results of inflammatory response,” Infection,
vol. 43, no. 6, pp. 729–738, 2015.

[12] R. L. Peper and H. Van Campen, “Tumor necrosis factor as
a mediator of inflammation in influenza A viral pneumonia,”
Microbial Pathogenesis, vol. 19, no. 3, pp. 175–183, 1995.

[13] M. Narita, H. Tanaka, S. Abe, S. Yamada, M. Kubota, and
T. Togashi, “Close association between pulmonary disease
manifestation in Mycoplasma pneumonia infection and en-
hanced local production of interleukin-18 in the lung, in-
dependent of gamma interferon,” Clinical and Vaccine
Immunology, vol. 7, no. 6, pp. 909–914, 2000.

[14] N. Y. Teng, “Detection of TNF-a, IL-6, IL-8 levels in serum of
children with Mycoplasma pneumoniae and its clinical sig-
nificance,” Chinese Journal of Nosocomiology, vol. 22,
pp. 533–535, 2012.

[15] H. M. Qiao, H. X. Pang, Y. F. Zhang et al., “Changes of IL-6,
IL-10 and TNF-α in children with Mycoplasma pneumoniae
pneumonia,” Journal of Clinical Pediatrics, vol. 1, pp. 59–61,
2012.

[16] D. Finke, U. G. Brinckmann, V. ter Meulen, and U. G. Liebert,
“Gamma interferon is a major mediator of antiviral defense in
experimental measles virus-induced encephalitis,” Journal of
Virology, vol. 69, no. 9, pp. 5469–5474, 1995.

[17] A. Szkaradkiewicz, T. M. Karpiński, A. Zeidler,
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