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AbstR Act

This systematic review and meta-analysis of randomized con-
trolled trials (RCTs) was conducted to clarify the effect of mel-
atonin supplementation on glycemic control. Databases includ-
ing PubMed, MEDLINE, EMBASE, Web of Science, and Cochrane 
Central Register of Controlled Trials were searched until July 
30th, 2018. Two reviewers independently assessed study eli-
gibility, extracted data, and evaluated the risk of bias for includ-
ed trials. Heterogeneity among included studies was assessed 
using Cochran’s Q test and I-square (I2) statistic. Data were 
pooled using random-effect models and mean difference (MD) 
was considered as the overall effect size. Twelve trials out of 
292 selected reports were identified eligible to be included in 
current meta-analysis. The pooled findings indicated that me-
latonin supplementation significantly reduced  fasting glucose 
(MD = –6.34; 95 % CI, –12.28, –0.40; p = 0.04; I2: 65.0) and in-
creased the quantitative insulin sensitivity check index (QUICKI) 
(MD = 0.01; 95 % CI, 0.00, 0.02; p = 0.01; I2: 0.0). However, me-
latonin administration did not significantly influence insulin 
levels (MD = –1.03; 95 % CI, –3.82, 1.77; p = 0.47; I2: 0.53), 
homeostasis model assessment of insulin resistance (HOMA-IR) 
(MD = –0.34; 95 % CI, –1.25, 0.58; p = 0.37; I2: 0.37) or HbA1c 
levels (MD = –0.22; 95 % CI, –0.47, 0.03; p = 0.08; I2: 0.0). In 
summary, the current meta-analysis showed a promising effect 
of melatonin supplementation on glycemic control through 
reducing fasting glucose and increasing QUICKI, yet additional 
prospective studies are recommended, using higher supple-
mentation doses and longer intervention period, to confirm 
the impact of melatonin on insulin levels, HOMA-IR and HbA1c.
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Abbreviations
CHD Coronary heart disease
FPG Fasting plasma glucose
HbA1c Hemoglobin A1c
HOMA-IR  Homeostasis model of assessment-estimated insulin 

resistance
NASH Nonalcoholic steatohepatitis
QUICKI Quantitative insulin-sensitivity check index
T2DM Type 2 diabetes mellitus

Introduction
Diabetes mellitus is a chronic, life-threatening metabolic disorder, 
which is or will soon became a massive economic burden for many 
communities [1]. The global prevalence of diabetes among adults 
(aged 20–79 years) was 6.4 % in 2010, affecting 285 million adults. 
Unfortunately, this will increase to 7.7 %, involving 439 million adults, 
by 2030. Between 2010 and 2030, there will be a 69 % increase in the 
number of adults suffering from diabetes in developing countries and 
a 20 % increase in developed countries [1]. Type 2 diabetes mellitus 
(T2DM) has been significantly associated with the development of mi-
crovascular and macrovascular complications [2–4]. Studies have also 
shown that T2DM is associated with increased oxidative stress occur-
ring as a consequence of hyperglycemia, hyperinsulinemia, increased 
insulin resistance, reduced insulin sensitivity, and dyslipidemia [5–8].

Melatonin is an endogenous indole amine, secreted by the pin-
eal gland, which facilitates physiologic timings based on circadian 
patterns [9]. Previously, the beneficial effects of melatonin on met-
abolic profiles and inhibitory actions on adrenocorticotropic hor-
mone responses were documented [10–13]. In addition, animal 
studies and non-randomized human trials have proposed the pos-
sible impact of melatonin administration on improving glycemic 
control, insulin resistance, hypertension, and dyslipidemia [14, 15]. 
Melatonin intake has been shown to regulate blood glucose levels 
through its ability to bind directly to melatonin receptors on hepat-
ocytes [16] and regulate the uptake of glucose in adipocytes, by 
modulating the expression of the glucose uptake transporter [17]. 
Moreover, melatonin has been reported to stimulate the secretion 
of glucagon, another hormone that is important in glucose and in-
sulin metabolism [18]. However, few randomized controlled trials 
(RCTs) have evaluated the effects of melatonin on glycemic con-
trol, and the published findings are inconsistent. In a study con-
ducted by Rezvanfar et al. [19], melatonin administration at a dos-
age of 6 mg for 12 weeks decreased fasting glucose in diabetic pa-
tients. The same research group has recently found that melatonin 
administration at a dosage of 10 mg/day for 12 weeks improved 
glycemic control in diabetic patients suffering from coronary heart 
disease (CHD) [20]. Moreover, a 12-week trial using melatonin 
showed significant improved insulin sensitivity and the inflamma-
tory status in obese patients with Acanthosis Nigricans [21]. There 
are, however, results as well that, for example, 5 mg/day melatonin 
supplementation for 2 months did not affect fasting glucose in pa-
tients diagnosed with metabolic syndrome (MetS) [15]. Differenc-
es in study design, study population characteristics, the dosage of 
melatonin used, and the duration of intervention might explain the 
discrepancies among the findings published to date.

To the best of our knowledge, there is no systematic review or 
meta-analyses of RCTs determining the effect of melatonin supple-
mentation on glycemic control. Thus, the present meta-analysis 
was summarized available publications demonstrating an effect of 
melatonin supplementation on glycemic control and examined the 
impact of melatonin on glycemic control using meta-analysis.

Materials and Methods

Search and studies selection strategies
The scientific international databases, including Cochrane Library, 
EMBASE, PubMed, and Web of Science were searched for relevant 
studies published until July 30th, 2018. A search strategy was de-
veloped using the following MeSH and text keywords; intervention 
(“melatonin” AND “supplementation” OR “intake”), and outcomes 
[“fasting glucose” OR “FPG” OR “insulin” OR “homeostasis model 
assessment of insulin resistance (HOMA-IR)” OR “HbA1c” OR 
“quantitative insulin sensitivity check index (QUICKI)].

Inclusion and exclusion criteria
RCTs with the following criteria were included in meta-analysis: human 
trial with either parallel or cross-over design, data for the effect of me-
latonin on glycemic control extracted from RCTs (including mean 
changes of glucose, insulin, HOMA-IR, HbA1c, and QUICKI with stand-
ard deviations (SDs) and related 95 % confidence intervals (CIs) for the 
both intervention and placebo groups). Other studies such as animal 
experiments, in vitro studies, case reports, observational studies, in-
vestigations without control group, and studies that did not achieve 
the least quality score were excluded from this meta-analysis.

Data extraction and quality assessment
Two independent authors (VO and NM) screened the retrieved 
 articles based on the eligibility criteria. In the first step the title and 
abstract of studies were reviewed. Then, the full-text of relevant 
studies was retrieved and assessed to ascertain the suitability of a 
study for the meta-analysis. Any disagreement was resolved through 
the judgment of the third author (ZA).

The following data were extracted from selected studies: the first 
authors’ name, year of publication, study location, age, study design, 
sample size, dose of intervention, duration of study, type of disease, 
the mean and standard deviation (SD) for fasting glucose, insulin, 
HOMA-IR, HbA1c, and QUICKI in each intervention group. The qual-
ity of the selected RCTs was assessed by same independent authors 
using the Cochrane Collaboration risk of bias tool based on the fol-
lowing criteria: “randomization generation, allocation concealment, 
blinding of participants and outcome assessors, incomplete outcome 
data, and selective outcome reporting, and other sources of bias”.

Data synthesis and statistical analysis
The effects of melatonin supplementation on the changes of the follow-
ing outcomes were calculated: 1) fasting glucose, 2) insulin, 3) HOMA-IR, 
4) HbA1c, and 5) QUICKI. The mean differences (MDs) with 95 % CI were 
used for pooling data to determine effect sizes. The change score ap-
proach was used to calculate the effect size of melatonin supplementa-
tion on the identified outcome. The random-effect model was used to 
report the pooled effect sizes using 95 % confidence interval (CI).
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Heterogeneity and publication bias
Heterogeneity across included studies was assessed using 
Cochran’s Q test (with significant p-value lower than 0.1) and 
I-square test (I2 greater than 50 percent showing significant heter-
ogeneity). The funnel plot, as well as the Beggs’s and Egger’s re-
gression tests were used to determine the publication bias. Both 
STATA 11.0 (Stata Corp., College Station, TX, USA) and Review Man-
ager 5.3 (Cochrane Collaboration, Oxford, UK) were applied for data 
analysis.

Results
The step by step flowchart for identification and selection is illus-
trated in ▶Fig. 1. Finally, 12 RCTs out of 292 articles were selected to 
be included in meta-analysis. Ten trials had measured the effects 
of melatonin on fasting glucose, 4 on insulin, 3 on HOMA-IR, 3 on 
HbA1c and 2 on QUICKI. The sample size of included RCTs in this 
meta-analysis varied from 20 to 128 participants. Duration of in-

tervention ranged from 30 days to 24 weeks. Selected RCTs were 
published between 2005 and 2018. Dosage of melatonin supple-
ments varied from 3 to 10 mg/day. The detailed characteristics of 
selected RCTs are summarized in ▶table 1.

Main outcomes
Forest plots reporting the effect sizes of primary RCTs on glycemic 
control parameters are indicated in ▶Fig. 2 1–5. The pooled find-
ings using random-effect models indicated that melatonin supple-
mentation significantly reduced fasting glucose (MD = –6.34; 95 % 
CI, –12.28, –0.40; p = 0.04; I2: 65.0) and increased QUICKI (MD =  
0.01; 95 % CI, 0.00, 0.02; p = 0.01; I2: 0.0). However, melatonin ad-
ministration did not influence insulin levels (MD = –1.03; 95 % CI, 
–3.82, 1.77; p = 0.47; I2: 0.53), HOMA-IR (MD = –0.34; 95 % CI, –1.25,  
0.58; p = 0.37; I2: 0.37) and HbA1c (MD = –0.22; 95 % CI, –0.47, 0.03;  
p = 0.08; I2: 0.0).

▶Fig. 1 Literature search and review flowchart for selection of studies.

Articles screened by title and
abstract (n = 125)

Full text articles assessed for
eligibility (n = 24)

Studies included in this study
(n = 12)

Articles excluded (n = 167) due to duplicate
articles, not randomized controlled trials,
review and not human

Excluded non-relevant articles (n = 81)

Articles excluded (n = 12):
1. Data presentation inappropriate for meta-
analysis (n = 9)
2. Not placebo (n = 3)

Articles identified through
electronic database search (n = 292)
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▶Fig 2 1–5: Meta-analysis lipid profiles mean differences estimates for 1 fasting glucose, 2 for insulin, 3 for homeostasis model assessment of 
insulin resistance, 4 for HbA1c, 5 and for quantitative insulin sensitivity check index in melatonin and placebo groups.
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Publication bias
Funnel plots demonstrating publication bias are illustrated in ▶Fig 3. 
Results of Begg’s (p = 0.02) and Egger’s (p = 0.008) tests for the effe-
cts of melatonin supplementation on fasting glucose were statisti-
cally significant.

Discussion
To our best knowledge, this is the first meta-analysis of RCTs eval-
uating the effect of melatonin supplementation on glycemic con-
trol. The current meta-analysis showed the beneficial impact of 
melatonin supplementation on glycemic control including a signif-
icant reduction in fasting glucose and an increase in QUICKI, though 
melatonin did not affect insulin levels, HOMA-IR, and HbA1c.

Existing evidence are promising regarding the impact of mela-
tonin on glycemic control. In healthy individuals, glucose homeo-
stasis is tightly controlled via a complex pathway of regulatory 
mechanisms involving multiple organs and tissues. Normal glucose 
balance is usually impaired due to a sustained reduction in both 
pancreatic beta-cell function and insulin secretion [22]. In animal 
models, melatonin has been shown to regulate circulating serum 
glucose levels through its ability to bind directly to melatonin re-
ceptors on hepatocytes [16] as well as to regulate the uptake of 
glucose by adipocytes, through modulating the expression of the 
glucose uptake transporter [17]. Abnormal nocturnal melatonin 
profiles have been reported in diabetic patients, especially for those 
suffering from diabetic neuropathy [23]. Low melatonin secretion 
has also been independently correlated with a higher risk of devel-
oping T2DM; an association that further establishes the roles of 
melatonin in glycemic control and insulin sensitivity [24]. There is 
a new evidence suggesting a relationship between melatonin pro-
duction disturbances and impairment of insulin, glucose and lipid 
metabolism [25]; and antioxidant capacity [26]. Results from both 
in vivo and in vitro studies have shown that in patients diagnosed 
with MetS, night-time melatonin level is significantly correlated to 
nighttime insulin concentrations [27]. Moreover, melatonin stim-
ulates the secretion of glucagon, which is the second hormone im-
portant in glucose metabolism [18]. In a meta-analysis, we have 

previously reported that melatonin significantly decreased inflam-
matory markers including CRP and IL-6, but not TNF-α levels in pa-
tients with MetS and related disorders [28]. However, some of the 
RCTs that assessed the effects of melatonin supplementation on 
glycemic control have yielded inconsistent results. Rezvanfar et al. 
[19] found that melatonin administration at a dosage of 6 mg to 
type 2 diabetic patients for 12 weeks decreased fasting glucose lev-
els. In addition, combined myo-inositol and melatonin supplemen-
tation for 6 months significantly improved glucose metabolism 
among women experiencing the menopausal transition [29]. More-
over, a 12-week supplementation of melatonin improved insulin 
sensitivity and the inflammatory status of obese patients with 
Acanthosis Nigricans [21]. Controversial findings also exist; as an 
example, 5 mg/day melatonin supplementation for 2 months did 
not affect fasting glucose levels in patients with MetS [15]. Differ-
ences in study design, study population characteristics, the dosage 
of melatonin used and the duration of intervention might explain 
the discrepancies among existing evidence.

Melatonin receptors (MT1 and MT2) are present in both animal 
[30, 31] and human [32] pancreatic islets. In addition, an increase 
in the expression of MT1 and MT2 receptors is reported in the pan-
creas of diabetic rats and in subjects with T2DM [33]. Associations 
between single nucleotide polymorphisms situated close to (or 
within) the gene encoding MT2 (MTNR1B), and an increased risk of 
developing T2DM [34], diminished B-cell function [35] and im-
paired glycemic control [36] have been reported in different co-
horts from a variety of different ethnicities. The inhibitory effects 
of melatonin intake on elevated fasting glucose may be mediated 
through the function of 2 G-protein-coupled receptors. These re-
ceptors are expressed in both the beta cells of the pancreatic islets 
and the adipocytes, playing important roles in the regulation of 
blood glucose [37].

This meta-analysis has some limitations. There were few eligible 
RCTs including a modest number of participants. Various doses of 
melatonin were administered for intervention in the included stud-
ies. The results of publication bias were statistically significant for 
the effects of melatonin supplementation on FPG. Thus, additional 
RCTs are required to obtain the necessary pooled effect size. In ad-
dition, due to low number of RCTs included for the effect of mela-
tonin supplementation on insulin, HOMA-IR, HbA1c and QUICKI, we 
could not assess the publication bias for these outcomes.

Conclusions
In summary, the current meta-analysis showed a potentially ben-
eficial of melatonin supplementation on improving glycemic con-
trol through reducing fasting glucose and increasing QUICKI. How-
ever, additional prospective studies are recommended using higher 
supplementation doses and longer intervention period to deter-
mine the impact of melatonin on insulin levels, HOMA-IR, and 
HbA1c.

Author Contributions
ZA, AD-I, VO, NM, M-AM, MK, MR, and MR contributed to the con-
ception, design, statistical analysis, and drafting of the manuscript. 
RJR reviewed the manuscript and offered critical comments.

0

5

10

15

20

25

se
 (W

M
D

)

– 100 – 50 0 50
WMD

Funnel plot with pseudo 95 % confidence limits

▶Fig. 3 Funnel plot for assess the publication bias for the effect of 
melatonin on fasting glucose.

788

D
ow

nl
oa

de
d 

by
: K

as
ha

n 
U

ni
ve

rs
ity

 o
f M

ed
ic

al
 S

ci
en

ce
s.

 C
op

yr
ig

ht
ed

 m
at

er
ia

l.



Doosti-Irani A et al. Melatonin Supplementation and Glycemic Control … Horm Metab Res 2018; 50: 783–790

Funding
The research grant provided by Research Deputy of Kashan Univer-
sity of Medical Sciences (KAUMS).

Conflict of Interest

The authors declare that they have no conflict of interest.

References

[1] Shaw JE, Sicree RA, Zimmet PZ. Global estimates of the prevalence of 
diabetes for 2010 and 2030. Diabetes Res Clin Pract 2010; 87: 4–14

[2] Neri S, Calvagno S, Mauceri B, Misseri M, Tsami A, Vecchio C, 
Mastrosimone G, Di Pino A, Maiorca D, Judica A, Romano G, Rizzotto A, 
Signorelli SS. Effects of antioxidants on postprandial oxidative stress 
and endothelial dysfunction in subjects with impaired glucose 
tolerance and type 2 diabetes. Eur J Nutr 2010; 49: 409–416

[3] Wright E Jr., Scism-Bacon JL, Glass LC. Oxidative stress in type 2 
diabetes: The role of fasting and postprandial glycaemia. Int J Clin 
Pract 2006; 60: 308–314

[4] Brownlee M. Biochemistry and molecular cell biology of diabetic 
complications. Nature. 2001; 414: 813–820

[5] Folli F, Corradi D, Fanti P, Davalli A, Paez A, Giaccari A, Perego C, 
Muscogiuri G. The role of oxidative stress in the pathogenesis of type 2 
diabetes mellitus micro- and macrovascular complications: Avenues 
for a mechanistic-based therapeutic approach. Curr Diabetes Rev 
2011; 7: 313–324

[6] Johnson EL. Glycemic variability in type 2 diabetes mellitus: Oxidative 
stress and macrovascular complications. Adv Exp Med Biol 2012; 771: 
139–154

[7] Korkmaz A, Topal T, Tan DX, Reiter RJ. Role of melatonin in metabolic 
regulation. Rev Endocr Metab Disord 2009; 10: 261–270

[8] Korkmaz A, Ma S, Topal T, Rosales-Corral S, Tan DX, Reiter RJ. Glucose: 
a vital toxin and potential utility of melatonin in protecting against the 
diabetic state. Mol Cell Endocrinol 2012; 349: 128–137

[9] Pevet P, Challet E. Melatonin: Both master clock output and internal 
time-giver in the circadian clocks network. J Physiol Paris 2011; 105: 
170–182

[10] Bazwinsky-Wutschke I, Muhlbauer E, Wolgast S, Peschke E. Transcripts 
of calcium/calmodulin-dependent kinases are changed after 
forskolin- or IBMX-induced insulin secretion due to melatonin 
treatment of rat insulinoma beta-cells (INS-1). Horm Metab Res 2009; 
41: 805–813

[11] Mesri Alamdari N, Mahdavi R, Roshanravan N, Lotfi Yaghin N, 
Ostadrahimi AR, Faramarzi E. A double-blind, placebo-controlled trial 
related to the effects of melatonin on oxidative stress and inflammato-
ry parameters of obese women. Horm Metab Res 2015; 47: 504–508

[12] Ozkanlar S, Kara A, Sengul E, Simsek N, Karadeniz A, Kurt N. Melatonin 
Modulates the immune system response and inflammation in diabetic 
rats experimentally-induced by alloxan. Horm Metab Res 2016; 48: 
137–144

[13] Campino C, Valenzuela FJ, Torres-Farfan C, Reynolds HE, Abarzua-Cata-
lan L, Arteaga E, Trucco C, Guzman S, Valenzuela GJ, Seron-Ferre M. 
Melatonin exerts direct inhibitory actions on ACTH responses in the 
human adrenal gland. Horm Metab Res 2011; 43: 337–342

[14] Rios-Lugo MJ, Cano P, Jimenez-Ortega V, Fernandez-Mateos MP, 
Scacchi PA, Cardinali DP, Esquifino AI. Melatonin effect on plasma 
adiponectin, leptin, insulin, glucose, triglycerides and cholesterol in 
normal and high fat-fed rats. J Pineal Res 2010; 49: 342–348

[15] Kozirog M, Poliwczak AR, Duchnowicz P, Koter-Michalak M, Sikora J, 
Broncel M. Melatonin treatment improves blood pressure, lipid profile, 
and parameters of oxidative stress in patients with metabolic 
syndrome. J Pineal Res 2011; 50: 261–266

[16] Poon AM, Choy EH, Pang SF. Modulation of blood glucose by 
melatonin: A direct action on melatonin receptors in mouse 
hepatocytes. Biol Signals Recep 2001; 10: 367–379

[17] Lima FB, Machado UF, Bartol I, Seraphim PM, Sumida DH, Moraes SM, 
Hell NS, Okamoto MM, Saad MJ, Carvalho CR, Cipolla-Neto J. 
Pinealectomy causes glucose intolerance and decreases adipose cell 
responsiveness to insulin in rats. Am J Physiol 1998; 275: E934–E941

[18] Bahr I, Muhlbauer E, Schucht H, Peschke E. Melatonin stimulates 
glucagon secretion in vitro and in vivo. J Pineal Res 2011; 50: 336–344

[19] Rezvanfar MR, Heshmati G, Chehrei A, Haghverdi F, Rafiee F, Rezvanfar F. 
Effect of bedtime melatonin consumption on diabetes control and lipid 
profile. Int J Diabetes Dev C. 2017; 37: 74–77

[20] Raygan F, Ostadmohammadi V, Bahmani F, Reiter RJ, Asemi Z. 
Melatonin administration lowers biomarkers of oxidative stress and 
cardio-metabolic risk in type 2 diabetic patients with coronary heart 
disease: A randomized, double-blind, placebo-controlled trial. Clin 
Nutr 2017,  pii: S0261-5614(17)31424-3. doi:10.1016/j.
clnu.2017.12.004

[21] Sun H, Wang X, Chen J, Gusdon AM, Song K, Li L, Qu S. Melatonin 
treatment improves insulin resistance and pigmentation in obese 
patients with acanthosis Nigricans. Int J Endocrinol 2018; 2304746

[22] Xia Q, Chen ZX, Wang YC, Ma YS, Zhang F, Che W, Fu D, Wang XF. 
Association between the melatonin receptor 1B gene polymorphism 
on the risk of type 2 diabetes, impaired glucose regulation: A 
meta-analysis. PLoS One. 2012; 7: e50107

[23] O'Brien IA, Lewin IG, O'Hare JP, Arendt J, Corrall RJ. Abnormal circadian 
rhythm of melatonin in diabetic autonomic neuropathy. Clin 
Endocrinol (Oxf) 1986; 24: 359–364

[24] McMullan CJ, Schernhammer ES, Rimm EB, Hu FB, Forman JP. 
Melatonin secretion and the incidence of type 2 diabetes. JAMA 2013; 
309: 1388–1396

[25] Espino J, Pariente JA, Rodriguez AB. Role of melatonin on diabetes-re-
lated metabolic disorders. World J Diabetes 2011; 2: 82–91

[26] Peschke E. Melatonin, endocrine pancreas and diabetes. J Pineal Res 
2008; 44: 26–40

[27] Robeva R, Kirilov G, Tomova A, Kumanov P. Melatonin-insulin 
interactions in patients with metabolic syndrome. J Pineal Res 2008; 
44: 52–56

[28] Akbari M, Ostadmohammadi V, Tabrizi R, Lankarani KB, Heydari ST, 
Amirani E, Reiter RJ, Asemi Z. The effects of melatonin supplementa-
tion on inflammatory markers among patients with metabolic 
syndrome or related disorders: A systematic review and meta-analysis 
of randomized controlled trials. Inflammopharmacology 2018; 26: 
899–907

[29] D'Anna R, Santamaria A, Giorgianni G, Vaiarelli A, Gullo G, Di Bari F, 
Benvenga S. Myo-inositol and melatonin in the menopausal transition. 
Gynecol Endocrinol 2017; 33: 279–282

[30] Poirel VJ, Cailotto C, Streicher D, Pevet P, Masson-Pevet M, Gauer F. 
MT1 melatonin receptor mRNA tissular localization by PCR amplifica-
tion. Neuro Endocrinol Lett 2003; 24: 33–38

[31] Stebelova K, Anttila K, Manttari S, Saarela S, Zeman M. Immunohisto-
chemical definition of MT(2) receptors and melatonin in the 
gastrointestinal tissues of rat. Acta Histochem 2010; 112: 26–33

[32] Peschke E, Fauteck JD, Musshoff U, Schmidt F, Beckmann A, Peschke D. 
Evidence for a melatonin receptor within pancreatic islets of neonate 
rats: Functional, autoradiographic, and molecular investigations.  
J Pineal Res 2000; 28: 156–164

789

D
ow

nl
oa

de
d 

by
: K

as
ha

n 
U

ni
ve

rs
ity

 o
f M

ed
ic

al
 S

ci
en

ce
s.

 C
op

yr
ig

ht
ed

 m
at

er
ia

l.



Doosti-Irani A et al. Melatonin Supplementation and Glycemic Control … Horm Metab Res 2018; 50: 783–790

Review

[33] Peschke E, Stumpf I, Bazwinsky I, Litvak L, Dralle H, Muhlbauer E. 
Melatonin and type 2 diabetes - a possible link?  J Pineal Res 2007; 42: 
350–358

[34] Staiger H, Machicao F, Schafer SA, Kirchhoff K, Kantartzis K, Guthoff M, 
Silbernagel G, Stefan N, Haring HU, Fritsche A. Polymorphisms within 
the novel type 2 diabetes risk locus MTNR1B determine beta-cell 
function. PLoS One 2008; 3: e3962

[35] Mussig K, Staiger H, Machicao F, Haring HU, Fritsche A. Genetic 
variants in MTNR1B affecting insulin secretion. Ann Med 2010; 42: 
387–393

[36] Kan MY, Zhou DZ, Zhang D, Zhang Z, Chen Z, Yang YF, Guo XZ, Xu H, 
He L, Liu Y. Two susceptible diabetogenic variants near/in MTNR1B are 
associated with fasting plasma glucose in a Han Chinese cohort. 
Diabet Med 2010; 27: 598–602

[37] Contreras-Alcantara S, Baba K, Tosini G. Removal of melatonin 
receptor type 1 induces insulin resistance in the mouse. Obesity (Silver 
Spring) 2010; 18: 1861–1863

[38] Agahi M, Akasheh N, Ahmadvand A, Akbari H, Izadpanah F. Effect of 
melatonin in reducing second-generation antipsychotic metabolic 
effects: A double blind controlled clinical trial. Diabetes Metab Syndr 
2018; 12: 9–15

[39] Ghaderi A, Banafshe HR, Mirhosseini N, Motmaen M, Mehrzad F, 
Bahmani F, Aghadavod E, Mansournia MA, Reiter RJ, Karimi MA,  
Asemi Z. The effects of melatonin supplementation on mental health, 
metabolic and genetic profiles in patients under methadone 
maintenance treatment. Addict Biol 2018,  doi:10.1111/adb.12650

[40] Goyal A, Terry PD, Superak HM, Nell-Dybdahl CL, Chowdhury R, 
Phillips LS, Kutner MH. Melatonin supplementation to treat the 
metabolic syndrome: A randomized controlled trial. Diabetol Metab 
Syndr 2014; 6: 124

[41] Gonciarz M, Gonciarz Z, Bielanski W, Mularczyk A, Konturek PC, 
Brzozowski T, Konturek SJ. The effects of long-term melatonin 
treatment on plasma liver enzymes levels and plasma concentrations 
of lipids and melatonin in patients with nonalcoholic steatohepatitis: A 
pilot study. J Physiol Pharmacol 2012; 63: 35–40

[42] Hussain SA, Khadim HM, Khalaf BH, Ismail SH, Hussein KI, Sahib AS. 
Effects of melatonin and zinc on glycemic control in type 2 diabetic 
patients poorly controlled with metformin. Saudi Med J 2006; 27: 
1483–1488

[43] Modabbernia A, Heidari P, Soleimani R, Sobhani A, Roshan ZA, Taslimi S, 
Ashrafi M, Modabbernia MJ. Melatonin for prevention of metabolic 
side-effects of olanzapine in patients with first-episode schizophrenia: 
Randomized double-blind placebo-controlled study. J Psychiatr Res 
2014; 53: 133–140

[44] Rezvanfar MR, Heshmati G, Chehrei A, Haghverdi F, Rafiee F, Rezvanfar F. 
Effect of bedtime melatonin consumption on diabetes control and lipid 
profile. Int J Diabetes Dev C 2017; 37: 74–77

[45] Romo-Nava F, Alvarez-Icaza Gonzalez D, Fresan-Orellana A, Saracco 
Alvarez R, Becerra-Palars C, Moreno J, Ontiveros Uribe MP, Berlanga C, 
Heinze G, Buijs RM. Melatonin attenuates antipsychotic metabolic 
effects: An eight-week randomized, double-blind, parallel-group, 
placebo-controlled clinical trial. Bipolar Disord 2014; 16: 410–421

Notice
Please note: This article was changed according to the Erratum 
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Erratum
1.  In the article, the name of the co-author was given 

 incorrectly. The correct name of the author is  
Mohammad Ali Mansournia.

2.  In the abstract section the correct abbreviation of  
“mean difference” is MD.
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