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Melatonin, which shows a robust nycthemeral rhythm, plays the role of an endogen-
ous synchronizer, able to stabilize and reinforce circadian rhythms and maintain their
mutual phase relationships. Additionally, melatonin is a potent antioxidant and dis-
plays immunological properties. Because free radical generation, immune dysfunc-
tion, and sleep and metabolic disorders are involved in the short- and long-term
pathophysiology of the burn syndrome, we undertook the study of daily urine mela-
tonin, 6-sulfatoxymelatonin (aMT6s, the main hepatic melatonin metabolite), and
cortisol variations plus temperature profiles in burn patients using a non-invasive
protocol. Eight patients (6 males, 2 females) were studied on three occasions after
admission to the intensive care unit (early session: days 1 to 3; intermediate session:
day 10; late session: days 20 to 30). Melatonin, aMT6s, and free cortisol levels were
determined in urine samples collected at 4 h intervals over a continuous 24 h span.
Core temperature was recorded daily. Controls consisted of healthy subjects in the
same age range. Cosinor analysis of the data provided an evaluation of mesor, ampli-
tude, and acrophase of circadian rhythms. Also, we calculated day (D), night (N), and
24 h hormone excretions, N/D ratio for melatonin and aMT6s, and D/N ratio for
cortisol. These data were analyzed using Kruskal-Wallis test followed by multiple
comparisons. Cosinor analysis did not detect a circadian rhythm in melatonin,
aMT6s, or cortisol in any of the three sessions. D melatonin excretion displayed a
major increase, resulting in a decreased N/D melatonin ratio, and the melatonin
mesor (24 h mean) was increased in the early session, compared with controls. For
aMT6s, only the early N/D ratio was decreased, and the mesor of the intermediate
session increased. These results were not the consequence of hepatic and/or kidney
alteration, as the patients’ hepatic and renal parameters were in the normal range.
The D and N melatonin/aMT6s ratios of controls and patients were similar, and the
aMT6s profiles were superimposed on the melatonin ones, mainly during the day.
The D, N, and 24 h cortisol values were increased in all sessions, except for the D
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level of the early session. The consistently increased mesors in the three sessions
provided confirmation. The core temperature profiles were abnormal in all three ses-
sions, mainly during the night, although there was a tendency toward normalization
with time. The individual mesors were consistently increased compared with controls.
Globally, the abnormalities we report could participate in the pathophysiology of
short- and long-term alterations observed in burn syndrome, especially disturbances
of sleep, metabolism, and immune function. (Author correspondence: bruno.claus-
trat@chu-lyon.fr).

Keywords Burn patients; Melatonin; 6-Sulfatoxymelatonin; Free cortisol;
Temperature

INTRODUCTION

In humans, the hormone melatonin is synthesized by the pineal
gland and conveys the information of nighttime to the organism. It also
plays the role of an endogenous synchronizer, able to stabilize and
reinforce circadian rhythms and maintain their mutual phase-relation-
ships (Claustrat et al., 2005). There are few reports of daily hormone and
body temperature rhythms in burn patients. Molteni et al. (1979)
reported high levels of plasma cortisol, aldosterone, and renin with disap-
pearance of rhythms, whereas Vaughan et al. (1982) observed elevated
24 h plasma cortisol levels in proportion to the extent of body burned,
but with the maintenance of a significant circadian rhythm of lower
amplitude and normal peak time. Also, the amplitude of the plasma mel-
atonin rhythm was decreased, whereas the mean levels of resting heart
rate and body temperature were increased (Vaughan et al., 1985).

Melatonin, cortisol, and temperature rhythms are controlled by a
common circadian clock located in the suprachiasmatic nuclei (SCN) of
the hypothalamus (Claustrat et al., 2005). These interplaying rhythms are
involved in the regulation of the sleep-wake cycle and internal sleep
structure (Gronfier et al., 1999), and more generally in the temporal
organization of many physiological functions, including immunity
(Guerrero & Reiter, 2002) and antioxidant defenses (Reiter et al., 2000).
Free radical generation is associated with thermal injury, and the
activation of a proinflammatory cascade after burn injury seems to be
important in the development of immune dysfunction, susceptibility to
infections, and multiple organ failure (Ward & Till, 1990). Also, a signifi-
cant proportion of burn patients displays long-term disturbance of sleep
and metabolism (Boeve et al., 2002), suggesting the participation of bio-
logical rhythm disturbances in chronic insomnia (Lack & Wright, 2007).
In view of these data, we longitudinally investigated in an explorative
study the 24 h temperature rhythm as well as the daily urine profiles of
melatonin, 6-sulfatoxymelatonin (aMT6s, the main hepatic melatonin
metabolite; Arendt et al., 1985), and free cortisol in burn patients.
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MATERIALS AND METHODS

Subjects

This prospective study, which involved non-invasive biological
sampling, was approved by the institutional Ethics Committee of
Hospices Civils de Lyon and met the ethical standards of this journal
(Portaluppi et al., 2008). Eight burn patients (six men/two women whose
ovarian cycle provisionally ceased after burn injury), aged from 19 to 33
yrs (mean± SD: 25± 6 yrs), were admitted in the intensive care unit
(ICU) within 24 h after burn injury. The burned skin surface was >30%
(mean± SD: 53± 16%, range 37–87%). The abbreviated burn severity
index (ABSI; Tobiasen et al., 1982) was between 6 and 12 (median 8).
During the first 72 h in the ICU, patients received inotropic support (n=
4) with norepinephrine, antibiotic therapy (n= 4) for systemic infection,
sporadic paracetamol injection (n= 4) when fever rose >39°C, and furo-
semide (n= 1). All patients were sedated with midazolam, sufentanyl, and
ketamine the first week of hospitalization and then received morphine as
analgesic treatment. Plasma cortisol response to corticotropin stimulation
was normal, as were the biochemical indexes of hepatic and renal func-
tions. None of the patients received corticoid treatment during the first
three weeks of hospitalization. The mean duration of hospitalization in
the ICU was 46 days (range 22–85 days). Environmental conditions were
those of ICU wards, including artificial lighting from cardiopulmonary
monitoring and during hourly nursing rounds. The luminance in the
room was 180–200 lx during the day and <5 lx during the night, except
during nursing rounds (150–200 lx for ∼10 min/h). During this time
span, patients were not submitted to direct lightening and usually their
eyes were closed, especially during the early session. Controls consisted of
14 healthy subjects (12 men/2 women investigated during their follicular
phase) of the same age range (18–30 yrs) as the burn patients who col-
lected their urines at home. They did not display marked morningness
or eveningness, as assessed by the Horne and Östberg (1976) test.

Hormone and Temperature Studies

Daily urine excretions of melatonin, aMT6s, and free cortisol plus
core temperature were studied on three occasions after admission to the
ICU (early session: days 1 to 3; intermediate session: day 10; late session:
days 20 to 30). A previous report had shown that both urinary melatonin
and aMT6s assays correlate significantly with daily plasma melatonin pro-
files and can be used as non-invasive methods to study melatonin
secretion (Paakkonen et al., 2006). Urine samples were collected at 4 h
intervals for 24 h, beginning at 08:00 h. Urine samples were kept at 4°C
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until the end of collection, and then aliquoted and stored at −20°C until
assayed. Urinary melatonin, aMT6s, and free cortisol levels were deter-
mined by radioimmunoassay or radiocompetition as previously reported
(Brun et al., 1987; Harthé et al., 1991; Murphy, 1968). Quantity rates
(quantities/time span) were calculated for each parameter. This resulting
expression takes into account a possible dilution of urine related to the
hydration of patients. Core temperature was recorded hourly through a
bladder temperature sensor connected to an indwelling catheter in the
early and intermediate sessions and a clinical thermometer in the late
session. Due to dressing replacement (every day or more) and/or surgical
operation when patients experienced hypothermia, non-relevant temp-
erature values were excluded from the profiles. Reference values had pre-
viously been determined in healthy controls of the same age-range (Brun
et al., 1998).

Statistics

Results of the analyses of the hormone and temperature profiles are
expressed as mean± SEM in figures. Rhythms of hormone excretion
were studied by mean cosinor analysis on the 4 h urine blocks (Faure
et al., 1990). The Chronos-Fit program (Zuther & Lemmer, 2005) pro-
vided the mesor (the 24 h mean of the data points) and an estimation of
the amplitude (A, one-half the total peak-to-trough difference) and acro-
phase (φ, peak time), with 95% confidence intervals, of the best fitting
cosine function. In each case, F statistic was calculated to examine the
appropriateness of the adjusted function and of the time-dependence of
data (zero-amplitude test). The sinusoidal test was met when the calcu-
lated F was inferior to the value read in an F-table. Hormone concen-
trations were time-dependent when the null hypothesis H0 was rejected
by the zero amplitude test (calculated as F> F0.95). Also, the urinary data
were divided into 12 h (day, D, 08:00–20:00 h and night, N, 20:00–08:00
h) and 24 h blocks; then, the N/D melatonin and aMT6s ratios and the
D/N cortisol ratio were calculated. The data analyzed using Graphpad
Prism 4 program were submitted to the non-parametric Kruskal-Wallis
rank sum test followed by multiple post-hoc comparisons using Dunn’s
test. Individual temperature profiles were analyzed by the Chronofit
program (Zuther & Lemmer, 2005).

RESULTS

Patients displayed good compliance with the non-invasive protocol.
Daily variations and findings of the mean cosinor of hormone excretion
are presented in Figure 1 and Table 1, respectively. No significant
rhythm was detected in patients by cosinor analysis for any of the
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hormones (calculated F < F0.95), so that only mesors could be compared
between patients and controls.

Melatonin

The Kruskal-Wallis test showed heterogeneity of the D melatonin
levels and N/D ratios between groups (see Figures 2a [left] and 2c).
Compared with controls, the D melatonin levels of the patients were sig-
nificantly increased in all three sessions. Due to this increase, the N/D
ratios were decreased in all three sessions (see Figure 2c). The 24 h
urinary melatonin levels did not display such heterogeneity, although
there was a tendency for an early increase followed by a progressive nor-
malization with time in patients (see Figure 2b). The early session
increase of mesor confirmed this tendency (see Table 1).

aMT6s

The D, N, and 24 h aMT6s levels did not display heterogeneity by
the Kruskal-Wallis test (see Figures 2d and 2e). Compared with controls,
there was a tendency, however, of an increase in aMT6s in the early and
intermediate sessions in patients, and this was confirmed by increased
mesors in the same sessions (see Table 1). Also, visual inspection of the
data showed an evolution of the D aMT6s levels like that of the D melato-
nin ones. In addition, the melatonin/aMT6s ratio (an index of melatonin
metabolism) did not differ between controls and patients (D and N ratios
in controls: 0.009± 0.001 and 0.017± 0.012; D and N ratios in the early,

FIGURE 1 Mean daily profiles of urinary melatonin, aMT6s, and free cortisol excretions in patients
(early session, n= 8; intermediate session, n= 6; late session, n= 4) and controls.
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TABLE 1 Cosinor parameters (95% confidence levels) of urinary melatonin, aMT6S, and free cortisol profiles

Variables Cosinor parameters Controls Patients (early session) Patients (intermediate session) Patients (late session)

Melatonin Mesor (ng/h) 2.8–5.4 6.8–12.8† 4.9–9.3 4.2–8.6
Amplitude (ng/h) 0.9–4.6 — — —

Acrophase (h:min) 22:52–04:00 — — —

Sinusoidality test F3
78 = 1.1 (2.73) F3

42 = 0.35 (2.83) F3
24 = 0.34 (3.01) F3

12 = 0.14 (3.49)

Amplitude 0 test F2
81 = 4.4 (3.1)∗ F2

45 = 0.09 (3.23) F2
27 = 1.43 (3.35) F2

15 = 0.96 (3.68)

aMT6S Mesor (ng/h) 272–417 419–1197† 625–1311† 308–931
Amplitude (ng/h) 141–346 — — —

Acrophase (h:min) 03:07–06:20 — — —

Sinusoidality test F3
78 = 0.13 (2.73) F3

42 = 0.42 (2.83) F3
24 = 0.70 (3.01) F3

12 = 0.42 (3.49)

Amplitude 0 test F2
81 = 11.3 (3.1)∗ F2

45 = 0.55 (3.23) F2
27 = 0.64 (3.35) F2

15 = 1.71 (3.68)

Cortisol Mesor (ng/h) 2.6–3.7 20.2–49† 14.4–24.7 11.1–26.2
Amplitude (ng/h) A= 1.9–3.5 — — —

Acrophase (h:min) φ= 10:04–12:22 — — —

Sinusoidality test F1
78 = 0.51 (3.95) F3

42 = 0.75 (2.83) F3
24 = 0.39 (3.01) F3

12 = 0.44 (3.49)

Amplitude 0 test F4
79 = 26.8 (2.5)∗ F2

45 = 2.95 (3.23) F2
27 = 3.09 (3.35) F2

15 = 0.42 (3.68)

∗Indicates significant 24 h rhythm.
†Indicates results significantly different by comparison with the 95% confidence interval of controls.
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intermediate, and late patient sessions, respectively: 0.031± 0.011 and
0.050± 0.022, 0.011± 0.003 and 0.027± 0.015, and 0.029± 0.022 and
0.0077± 0.0033; Kruskall-Wallis test non-significant). Finally, the N/D
aMT6s ratios displayed heterogeneity and an early decrease in patients
compared with controls (see Figure 2f), with normalization of the ratio
with time.

Cortisol

The Kruskal-Wallis test showed heterogeneity of the D, N, and 24 h
urinary free cortisol levels between groups (see Figures 2g and 2h). The
D and 24 h excretions were significantly increased in all sessions, except
for the D excretion of the early session, and they displayed a progressive
decline with time. However, the N excretion remained increased com-
pared with controls; consistent with this observation, the mesors were
consistently increased (see Table 1). Circadian rhythm detection
approached near-statistical significance in the early and intermediate

FIGURE 2 Melatonin, aMT6S, and free cortisol excretions in patients (early, intermediate, and late
sessions) and controls. Day (D) and night (N) excretions (left); 24 h excretion (middle); N/D or D/N
ratio (right). Kruskall Wallis test (KWT): N.S., non-significant. Post-hoc comparisons between patient
and control sessions: ∗p< 0.05; ∗∗p< 0.01, ∗∗∗p< 0.001.
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sessions (see Table 1). Due to both increases of D and N values, the D/N
ratio was not significantly altered over time (see Figure 2i).

Core Temperature

The mean daily profiles of core body temperature for each session are
presented in Figure 3. Five, four, and three individual temperature pro-
files were available in the early, intermediate, and late sessions, respect-
ively. Individual mesors were above the upper limit of the 95%
confidence interval of controls whatever the session (see Table 2). In the
early session, four of the five studied patients displayed a significant circa-
dian rhythm, but its amplitude was low. In the intermediate session, two

FIGURE 3 Mean daily core body temperature profiles in patients (•: a, early; b, intermediate; c,
late session) and controls (□).
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TABLE 2 Cosinor parameters of temperature profiles of patients and controls

Early session Intermediate session Late session

Patients M (°C) A (°C) φ (h:min) M (°C) A (°C) φ (h:min) M (°C) A (°C) φ (h:min)

1 38.12 0.46 10:21 38.29 — — 37.59 0.36 17:13
2 37.71 0.33 22:37 37.49 0.19 16:02 36.93 0.31 20:14
3 38.34 — — — — — 37.6 — —

4 38.11 0.24 19:35 38.25 — — — — —

5 38.46 0.36 15:59 38.22 0.52 18:23 — — —

Controls 36.70–36.76°C∗ 0.47–0.55°C∗ 15:47–16:27∗

When the circadian rhythm is not significant, only the mesor (M) is given. A is amplitude and φ is acrophase (referenced to local 00:00 h).
∗95% confidence intervals (see Kocher et al., 2006).
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patients displayed a significant rhythm with low or normal amplitude.
Finally, a significant rhythm was observed in two of the three patients
studied in the late session, but the amplitude was low. Globally, all
patients displayed an increased temperature mainly during the night and
an abnormal acrophase, except patient 5 (early session) and patient 2
(intermediate session).

DISCUSSION

Using a non-invasive protocol, we observed major alterations of the
daily profiles of urinary melatonin, aMT6s, and cortisol plus the 24 h
core body temperature rhythm in burn patients, which persisted for
several weeks after injury. Although the sample of patients was small, the
results are clear. We did not investigate another patient group as a hospi-
tal control that would have received similar treatment or displayed the
same recovery kinetics, and this constitutes a shortcoming of this study.
We do not believe the observed alteration of melatonin secretion is
related to the ICU environment. For example, the episodic lighting
during the night did not evoke a decrease in nocturnal melatonin
excretion and was not sufficient to shift the secretion pattern from the
night to the day. In this regard, Bojkowski et al. (1987) showed that a 300
lx light intensity administered for 30 min is necessary to obtain slight
melatonin suppression in healthy subjects instructed to continuously look
directly at the light. Due to the dramatic increase of the D melatonin
excretion, the N/D melatonin variation was abolished in the three study
sessions. This result does not parallel that of Vaughan et al. (1985), who
reported normal (low) plasma melatonin levels during the day and
decreased nighttime values on the post-burn day. Also, the urinary mela-
tonin excretion rates were more disturbed than the aMT6s ones. This was
not related to the medical hydration of the patients and/or abnormal
melatonin metabolism, as the patients displayed kidney and hepatic par-
ameters in the normal range. In addition, the D and N melatonin/
aMT6s ratios did not differ between patients and controls in any session,
and the D and N aMT6s levels were of the same order of magnitude
(around 1μg/h) as those reported in critically ill patients with severe
sepsis (Mundigler et al., 2002). A further study including combined
plasma and urine sampling could clarify the discrepancy between both
profiles, although it is difficult to carry out for ethical reasons. Finally,
one could ask whether destruction of the skin, a site of melatonin biosyn-
thesis, may contribute to abnormal circulating melatonin levels (Slominski
et al., 2005). This hypothesis is weak but, at the very least, the cutaneous
melatoninergic system, which is involved in preserving the integrity of
skin from oxidative stress (Fischer et al., 2008), is probably impaired in
burn patients.
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We feel that the type of medications administered to the burn patients
had little influence on the results. Opioids show large interspecies differ-
ences in their effects on melatonin secretion. For example, in the dom-
estic pig, morphine does not alter plasma melatonin concentration when
administered in the morning or evening of the diurnal light-dark cycle
(Lewczuk et al., 1999), whereas it displays a stimulatory effect, at least in
vitro, on bovine pinealocytes (Chuchuen et al., 2004) and rat pineal
gland (Chetsawang & Govitrapong, 2005). No such data are available for
humans. Also, the abnormal N/D melatonin variation was not a conse-
quence of benzodiazepine treatment. Indeed, adinazolam was not associ-
ated with any change in aMT6s output during a six-week treatment in
depressed patients (Kennedy et al., 1992). In addition, ketamine, which
was episodically administered during the day for dressing replacement
and/or surgical operation, blocks the effects of the excitatory neurotrans-
mitter glutamic acid at the N-methyl-D-aspartate (NMDA) receptors
(Gunduz-Bruce, 2009). The acute administration of NMDA antagonists at
the beginning of the dark period induces an inhibition of melatonin pro-
duction in hamsters (Vuillez et al., 1998). These conditions of adminis-
tration are quite different from ours. Further, the impaired melatonin
secretion could not be related to pineal β-receptor response to elevated
norepinephrine levels due to major stress or treatment, as the human
pineal gland displays poor responsiveness to circulating catecholamines
and adrenergic agonists (Berlin et al., 1995; David et al., 1987). Finally,
corticosteroids could modify the density and sensitivity of pineal β-
receptors, as demonstrated for lymphocytes (Davies et al., 1980).
However, the chronic situation of hypercortisolism should have decreased
melatonin secretion as a result (Claustrat et al., 1984).

In agreement with a previous study involving the determination of
free plasma cortisol (Garrel, 1996), urinary free cortisol displayed an
initial increase, mainly during the night, that was maintained over the
complete study. Hypercortisolism could have reinforced clock alteration,
as glucocorticoids suppress gene expression of vasopressin, a main neuro-
transmitter in the SCN (Liu et al., 2006). Also, this sustained hypercorti-
solism could participate in osteoporosis, which is a major after-effect of
burn injury (Pandit et al., 1993).

Although there was a tendency toward recovery, abnormal tempera-
ture profiles, which were observed mainly during the night, persisted one
month after injury. This is in agreement with experimental data that
showed both an increase in body temperature and a decrease of its circa-
dian variation following burn injury in the rat (Caldwell et al., 1999).

Sleep disorders are a frequent complication of burn injury for a
variety of reasons, including those associated with trauma and treatment
(i.e., ICU environment, pain, itching, and medication; see Boeve et al.,
2002; Jaffe & Patterson, 2004; Raymond et al., 2004). Both long-term
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cortisol hypersecretion and abnormal decrease of evening temperature
could be supplementary major factors (Krauchi, 2007; Vgontzas &
Chrousos, 2002). The inappropriate secretion of melatonin could have
played a role in the alteration of the temperature profile. In physiological
conditions, melatonin reinforces the nocturnal decrease of core body
temperature (Strassmann et al., 1991), a phenomenon that facilitates
sleep propensity. This is the consequence of peripheral vasodilation
related to stimulation of melatonin receptors present in the peripheral
vasculature (Krauchi et al., 2000). In burn patients, vascular receptors
might be desensitized due to the dramatic increase of daytime melatonin
secretion.

Other physiological functions that display a circadian organization
and that are influenced by the melatonin signal, especially immune and
antioxidative defenses, are affected in burn patients. Burn patients
display severe alterations of the immune system, mainly in IL-2, IL-6,
and the soluble forms of IL-2 and CD25 receptors (Jobin et al., 2000;
Peteiro-Cartelle et al., 1999). Interactions between the pineal gland and
the immune system are bidirectional, as interleukins and cytokines
affect melatonin synthesis and release (Withyachumnarnkul et al.,
1990).

Oxidative stress plays an important role during sepsis and burn
trauma and may be involved in the development of organ injury
(Horton, 2003). Melatonin is a potent free radical scavenger and displays
antioxidative properties (Tan et al., 2002). Moreover, it is a major skin
protectant with a wide spectrum of effects upon the maintenance of skin
homeostasis against different stress-inducing events, including burns
(Fischer et al., 2008). Exogenous melatonin displays protective effects on
burn injury in rats (Tunali et al., 2005). At the present time, experimental
evidence indicates that endogenously produced melatonin is relevant as a
physiological antioxidant (Reiter et al., 2005). Also, beneficial pleiotropic
actions of melatonin have been observed in septic newborns (Gitto et al.,
2001). Considering the synchronizing role of melatonin as well as its
immunomodulatory and antioxidative activity during the natural
immune response, reinforcement of the night/day variation by the
administration of a supraphysiological melatonin dose could be beneficial
after burn injury (Maldonado et al., 2007). We suggest undertaking such
an investigation in controlled conditions.

ACKNOWLEDGMENTS

We thank Dr Claude Gronfier (INSERM U846) for helpful discussions.
The authors declare no conflicts of interest.

Melatonin, aMT6s, Cortisol, and Temperature in Burn Patients 389

Ch
ro

no
bi

ol
 In

t D
ow

nl
oa

de
d 

fro
m

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

A
lic

e 
M

ar
in

o 
on

 0
5/

28
/1

0
Fo

r p
er

so
na

l u
se

 o
nl

y.



REFERENCES

Arendt J, Bojkowski C, Franey C, Wright J, Marks V. (1985). Immunoassay of 6-hydroxymelatonin
sulfate in human plasma and urine: Abolition of the urinary 24-hour rhythm with atenolol.
J. Clin. Endocrinol. Metab. 60:1166–1173.

Berlin I, Touitou Y, Guillemant S, Danjou P, Puech AJ. (1995). Beta-adrenoceptor agonists do not
stimulate daytime melatonin secretion in healthy subjects. Life Sci. 56:325–331.

Boeve SA, Aaron LA, Martin-Herz SP, Peterson A, Cain V, Heimbach DM, Patterson DR. (2002).
Sleep disturbance after burn injury. J. Burn Care Rehabil. 23:32–38.

Bojkowski CJ, Aldhous ME, English J, Franey C, Poulton AL, Skene DJ, Arendt J. (1987).
Suppression of nocturnal plasma melatonin and 6-sulfatoxymelatonin by bright and dim light in
man. Horm. Metabol. Res. 19:437–440.

Brun J, Claustrat B, David M. (1987). Urinary melatonin, LH, oestradiol, progesterone excretion
during the menstrual cycle or in women taking oral contraceptives. Acta Endocrinol.
116:145–149.

Brun J, Chamba G, Khalfallah Y, Girard P, Boissy I, Bastuji H, Sassolas G, Claustrat B. (1998). Effect
of modafinil on plasma melatonin, cortisol and growth hormone rhythms, rectal temperature
and performance in healthy subjects during a 36 h sleep deprivation. J. Sleep Res. 7:105–114.

Caldwell FT Jr, Graves DB, Wallace BH. (1999). Vagotomy modifies but does not eliminate the
increase in body temperature following burn injury in rats. Burns 25:295–305.

Chetsawang B, Govitrapong P. (2005). Stimulatory effect of morphine on rat pineal melatonin syn-
thesis via a cyclic AMP-dependent transcription pathway. Neurosci. Lett. 389:57–60.

Chuchuen U, Ebadi M, Govitrapong P. (2004). The stimulatory effect of mu- and delta-opioid recep-
tors on bovine pinealocyte melatonin synthesis. J. Pineal Res. 37:223–229.

Claustrat B, Chazot G, Brun J, Jordan D, Sassolas G. (1984). A chronobiological study of melatonin
and cortisol secretion in depressed subjects: Plasma melatonin, a biochemical marker in major
depression. Biol. Psychiatry 19:1215–1228.

Claustrat B, Brun J, Chazot G. (2005). The basic physiology and pathophysiology of melatonin. Sleep
Med. Rev. 9:11–24.

David M, Harthé C, Brun J, Mouren P, Veillas G, Claustrat B. (1987). Plasma catecholamines and
melatonin levels during acute exercise in cardiac patients. Neuroendocrinol. Lett. 9:267–272.

Davies AO, Lefkowitz RJ. (1980). Corticosteroid-induced differential regulation of beta-adrenergic
receptors in circulating human polymorphonuclear leukocytes and mononuclear leukocytes.
J. Clin. Endocrinol. Metab. 51:599–605.

Faure A, Nemoz C, Claustrat B. (1990). A graphical and statistical method for investigation of time
series in chronobiology according to the cosinor procedure. Comput. Biol. Med. 20:319–329.

Fischer TW, Slominski A, Zmijewski MA, Reiter RJ, Paus R. (2008). Melatonin as a major skin protec-
tant: From free radical scavenging to DNA damage repair. Exp. Dermatol. 17:713–730.

Garrel DR. (1996). Corticosteroid-binding globulin during inflammation and burn injury: Nutritional
modulation and clinical implications. Horm. Res. 45:245–251.

Gitto E, Karbownik M, Reiter RJ, Tan DX, Cuzzocrea S, Chiurazzi P, Cordaro S, Corona G,
Trimarchi G, Barberi I. (2001). Effects of melatonin treatment in septic newborns. Pediatr. Res.
50:756–760.

Gronfier C, Simon C, Piquard F, Ehrhart J, Brandenberger G. (1999). Neuroendocrine processes
underlying ultradian sleep regulation in man. J. Clin. Endocrinol. Metab. 84:2686–2690.

Guerrero JM, Reiter RJ. (2002). Melatonin-immune system relationships. Curr. Top. Med. Chem.
2:167–179.

Gunduz-Bruce H. (2009). The acute effects of NMDA antagonism: From the rodent to the human
brain. Brain Res. Rev. 60:279–286.

Harthé C, Claustrat B, Brun J, Chazot G. (1991). Direct 6-sulfatoxymelatonin radioimmunoassay in
plasma with use of an iodinated tracer. Clin. Chem. 37:536–539.

Horne J, Östberg O. (1976). A self-assessment questionnaire to determine morningness-eveningness
in human circadian rhythms. Int. J. Chronobiol. 4:97–110.

Horton JW. (2003). Free radicals and lipid peroxidation mediated injury in burn trauma: The role of
antioxidant therapy. Toxicology 189:75–88.

G. Pina et al.390

Ch
ro

no
bi

ol
 In

t D
ow

nl
oa

de
d 

fro
m

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

A
lic

e 
M

ar
in

o 
on

 0
5/

28
/1

0
Fo

r p
er

so
na

l u
se

 o
nl

y.



Jaffe SE, Patterson DR. (2004). Treating sleep problems in patients with burn injuries: Practical con-
siderations. J. Burn Care Rehabil. 25:294–305.

Jobin N, Garrel D, Bernier J. (2000). Increased serum-soluble interleukin-2 receptor in burn
patients: Characterization and effects on the immune system. Hum. Immunol. 61:233–246.

Kennedy SH, Brown GM. (1992). Effect of chronic antidepressant treatment with adinazolam and
desipramine on melatonin output. Psychiatry Res. 43:177–185.

Kocher L, Brun J, Borson-Chazot F, Gonnaud PM, Claustrat B. (2006). Increased REM sleep associ-
ated with melatonin deficiency after pinealectomy: A case study. Chronobiol. Int. 23:889–901

Krauchi K. (2007). The human sleep-wake cycle reconsidered from a thermoregulatory point of view.
Physiol. Behav. 90:236–245.

Krauchi K, Cajochen C, Werth E, Wirz-Justice A. (2000). Functional link between distal vasodilation
and sleep-onset latency? Am. J. Physiol. Regul. Integr. Comp. Physiol. 278:741–748.

Lack LC, Wright HR. (2007). Treating chronobiological components of chronic insomnia. Sleep Med.
8:637–644.

Lewczuk B, Przybylska-Gornowicz B, Wyrzykowski Z. (1999). The effect of morphine on melatonin
secretion in the domestic pig. In vivo and in vitro study. Neuro Endocrinol. Lett. 20:171–178.

Liu RY, Unmehopa UA, Zhou JN, Swaab DF. (2006). Glucocorticoids suppress vasopressin gene
expression in human suprachiasmatic nucleus. J. Steroid. Biochem. Mol. Biol. 98:248–253.

Maldonado MD, Murillo-Cabezas F, Calvo JR, Lardone PJ, Tan DX, Guerrero JM, Reiter R. (2007).
Melatonin as pharmacologic support in burn patients: A proposed solution to thermal injury-
related lymphocytopenia and oxidative damage. Crit. Care Med. 35:1–9.

Molteni A, Warpeha RL, Brizio-Molteni L, Albertson DF, Kaurs R. (1979). Circadian rhythms of
serum aldosterone, cortisol and plasma renin activity in burn injuries. Ann. Clin. Lab. Sci.
9:518–523.

Mundigler G, Delle-Karth G, Koreny M, Zehetgruber M, Steindl-Munda P, Marktl W, Fertl L,
Siostrzonek P. (2002). Impaired circadian rhythm of melatonin secretion in sedated critically ill
patients with severe sepsis. Crit. Care Med. 30:536–540.

Murphy BE. (1968). Clinical evaluation of urinary cortisol determinations by competitive protein-
binding radioassay. J. Clin. Endocrinol. Metab. 28:343–348.

Paakkonen T, Makinen TM, Leppaluoto J, Vakkuri O, Rintamaki H, Palinkas LA, Hassi J. (2006).
Urinary melatonin: A non-invasive method to follow human pineal function as studied in three
experimental conditions. J. Pineal Res. 40:110–115.

Pandit SK, Malla CN, Zarger HU, Kaul A, Dev G. (1993). A study of bone and joint changes second-
ary to burns. Burns 19:227–228.

Peteiro-Cartelle FJ, Alvarez-Jorge A. (1999). Dynamic profiles of interleukin-6 and the soluble form
of CD25 in burned patients. Burns 25:487–491.

Portaluppi F, Touitou Y, Smolensky MH. (2008). Ethical and methodological standards for laboratory
and medical biological rhythm research. Chronobiol. Int. 25:999–1016.

Raymond I, Ancoli-Israel S, Choiniere M. (2004). Sleep disturbances, pain and analgesia in adults
hospitalized for burn injuries. Sleep Med. 5:551–559.

Reiter RJ, Tan DX, Osuna C, Gitto E. (2000). Actions of melatonin in the reduction of oxidative
stress. A review. J. Biomed. Sci. 7:444–458.

Reiter RJ, Tan DX, Maldonado MD. (2005). Melatonin as an antioxidant: Physiology versus pharma-
cology. J. Pineal Res. 39:215–216.

Slominski A, Wortsman J, Tobin DJ. (2005). The cutaneous serotoninergic/melatoninergic system:
Securing a place under the sun. FASEB J. 19:176–194.

Strassmann RJ, Qualls CR, Lisansky EJ, Peake GT. (1991). Elevated rectal temperature produced by
all-night bright light is reversed by melatonin infusion in men. J. Appl. Physiol. 71:2178–2182.

Tan DX, Reiter RJ, Manchester LC, Mayo JC, Sainz RM, Lopez-Burillo S. (2002). Chemical and
physical properties and potential mechanisms: Melatonin as a broad spectrum antioxidant and
free radical scavenger. Curr. Topics Med. Chem. 2:181–198.

Tobiasen J, Hiebert JM, Edlich RF. (1982). The abbreviated burn severity index. Ann. Emerg. Med.
11:260–262.

Tunali T, Sener G, Yarat A, Emekli N. (2005). Melatonin reduces oxidative damage to skin and
normalizes blood coagulation in a rat model of thermal injury. Life Sci. 76:1259–1265.

Vaughan GM, Becker RA, Allen JP, Goodwin CW Jr., Pruitt BA Jr, Mason AD Jr. (1982). Cortisol
and corticotrophin in burned patients. J. Trauma 22:263–273.

Melatonin, aMT6s, Cortisol, and Temperature in Burn Patients 391

Ch
ro

no
bi

ol
 In

t D
ow

nl
oa

de
d 

fro
m

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

A
lic

e 
M

ar
in

o 
on

 0
5/

28
/1

0
Fo

r p
er

so
na

l u
se

 o
nl

y.



Vaughan GM, Taylor TJ, Pruitt BA Jr., Mason AD Jr. (1985). Pineal function in burns: Melatonin is
not a marker for general sympathetic activity. J. Pineal Res. 2:1–12.

Vgontzas AN, Chrousos GP. (2002). Sleep, the hypothalamic-pituitary-adrenal axis, and cytokines:
Multiple interactions and disturbances in sleep disorders. Endocrinol. Metab. Clin. North Am.
31:15–36.

Vuillez P, Jacob N, Teclemariam-Mesbah R, Van Rossum A, Vivien-Roels B, Pévet P. (1998). Effect of
NMDA receptor antagonist MK-801 on light-induced Fos expression in the suprachiasmatic
nuclei and on melatonin production in the Syrian hamster. J. Neuroendocrinol. 10:671–677.

Ward PA, Till GO. (1990). Pathophysiologic events related to thermal injury of skin. J. Trauma
30:S75–S79.

Withyachumnarnkul B, Nonaka KO, Santana C, Attia AM, Reiter RJ. (1990). Interferon-gamma
modulates melatonin production in rat pineal glands in organ culture. J. Interferon Res.
10:403–411.

Zuther P, Lemmer B. (2005). Chronos-Fit. Available at: http://www.ma.uni-heidelberg.de/inst/phar/
forschungLemmer.html

G. Pina et al.392

Ch
ro

no
bi

ol
 In

t D
ow

nl
oa

de
d 

fro
m

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

A
lic

e 
M

ar
in

o 
on

 0
5/

28
/1

0
Fo

r p
er

so
na

l u
se

 o
nl

y.


