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Abstract: Psoriasis is an inflammatory and auto-immune skin-disease characterized by uncontrolled
keratinocyte proliferation. Its pathogenesis is not still fully understood; however, an aberrant and
excessive inflammatory and immune response can contribute to its progression. Recently, more
attention has been given to the anti-inflammatory and immunomodulators effects of melatonin in
inflammatory diseases. The aim of this paper was to investigate the effect of melatonin on psoriatic
phenotype and also in S. aureus infection-associated psoriasis, with an in vitro model using Skinethic
Reconstructed Human Epidermis (RHE). An in vitro model was constructed using the RHE, a three-
dimensional-model obtained from human primary-keratinocytes. RHE-cells were exposed to a mix of
pro-inflammatory cytokines, to induce a psoriatic phenotype; cells were also infected with S. aureus
to aggravate psoriasis disease, and then were treated with melatonin at the concentrations of 1 nM,
10 nM, and 50 nM. Our results demonstrated that melatonin at higher concentrations significantly
reduced histological damage, compared to the cytokine and S. aureus groups. Additionally, the
treatment with melatonin restored tight-junction expression and reduced pro-inflammatory cytokine
levels, such as interleukin-1β and interleukin-12. Our results suggest that melatonin could be
considered a promising strategy for psoriasis-like skin inflammation, as well as complications of
psoriasis, such as S. aureus infection.
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1. Introduction

Psoriasis is an immune cell-mediated inflammatory skin disease [1]. It is a common
multifactorial disorder, with a strong genetic component [2]. Psoriasis is characterized by an
aberrant differentiation of keratinocytes, abnormal epidermal proliferation, inflammatory
cell infiltrates, and excessive dermal angiogenesis [3]. It is characterized by recurrent sym-
metrical, erythematous papules and plaques throughout the body; however, psoriasis can
also affect joints and nails [2]. Although psoriasis occurs worldwide, its prevalence varies
considerably among different ethnic groups [2]. Recent studies have shown that 75% of
cases occur before 46 years of age, with a greater incidence in men than women [2]. Clinical
studies demonstrated that patients with psoriasis have an increased risk of contracting
staphylococcal infection, due to an alteration of the skin microbiome; thus, aggravating
the psoriasis condition [4]. Currently, the treatment for psoriasis includes topical or sys-
temic use of corticosteroids, vitamin D derivates, and immunomodulators; however, the
long-term use of these drugs can cause different side effects, such as cutaneous atrophy
or recurrence of the disease [5]; therefore, research on new molecules and alternative ther-
apies is needed. Despite the pathogenesis of psoriasis being complex and not yet fully
clarified, scientific evidence has revealed that a recurrent inflammatory state, due to an
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uncontrolled keratinocyte proliferation and differentiation, plays a key role in psoriasis dis-
ease [1,3,6]. Skin inflammation is linked to the release of pro-inflammatory cytokines, such
as interleukin (IL)-1β, IL-2, and IL-12, which promote disease progression [7,8]. Moreover,
it has been demonstrated that an aberrant and excessive immune response contributes
to the development of psoriasis [9,10]. Recent studies revealed that T-cells, in response
to an inflammatory state, promote the proliferation of keratinocytes through the release
of cytokines such as IL-17 and tumor necrosis factor-α (TNF-α), which contribute to the
formation of well-demarcated psoriasis plaques and the creation of a pro-inflammatory
environment [11,12]. Based on these findings, particular attention has been given to the
research and identification of novel anti-inflammatory and immunomodulator substances,
able to alleviate the symptoms and progression of psoriasis.

Melatonin (5 methoxy-N-acetyltryptamine) is a hormone secreted by the pineal gland
and released in relation to the circadian rhythm [13]. It is also synthesized in extrapineal
tissues, such as the liver, heart, and skin [13]. Melatonin regulates numerous physiological
processes, including neuronal firing, cell proliferation, immune responses, and reproductive
and metabolic functions [14,15]. Recently, several in vivo and in vitro studies revealed the
anti-inflammatory, antioxidant, and immunomodulator effects of melatonin, suggesting its
possible use in various inflammatory diseases [15–18]. Melatonin is a potent free radical
scavenger and, together with its metabolites, produces an antioxidant cascade, limiting
oxidative damage [17]. Melatonin produced in the skin may in part be released into
the circulation, or carry out its ‘dermatological’ activities in situ [19]. Melatonin and its
metabolites are indispensable for physiological skin functions and for the maintenance of
cutaneous homeostasis [20]. It has been demonstrated that melatonin in skin cells is rapidly
metabolized through indolic, kynuric, and P450-dependent pathways or via nonenzymatic
processes induced by UVR or free radicals [21,22]. Skin protection against UVB radiation
is one of most well-known effects of melatonin. Furthermore, substantial evidence has
revealed that melatonin is able to enhance the skin-barrier function by stimulation of
keratin expression, appearing as a promising agent in wound healing [20,23,24]. Moreover,
it has been demonstrated that melatonin is able to reduce the release of pro-inflammatory
cytokines such as IL-1A, TNF-α, and IL-6 in response to inflammatory stimuli [25].

Therefore, based on these findings, this study aimed to investigate the effect of mela-
tonin on psoriatic phenotype and also in S. aureus infection-associated psoriasis with an
in vitro model using SkinEthic Reconstructed Human Epidermis (RHE), an innovative
three-dimensional model obtained from human primary keratinocytes. This model mimics
human epidermal morphology, and this makes it a valid method that replaces animal
testing for evaluating the effects of substances on skin [26].

Interestingly, our results suggest that melatonin could be considered a promising
therapeutic strategy for psoriatic symptoms, as well as complication of psoriasis such as
S. aureus infection, thanks to its anti-inflammatory effects.

2. Materials and Methods
2.1. Reconstructed Human Epidermis SkinEthic™ RHE

The SkinEthic™ Reconstructed Human Epidermis (RHE) was obtained from EPISKIN
Laboratories (Lyon, France, UE). It is an in vitro reconstructed human epidermis from
normal human keratinocytes. The tissue model consists of a differentiated epidermis,
including a basal cell layer, stratum spinosum, stratum granulosum, and stratum corneum
on a 0.5 cm2 surface of inert polycarbonate filter at the air–liquid interface, cultured in
a chemically defined medium, as previously described [26]. The Episkin™ method was
described as the only stand-alone test method for full replacement of an in vivo skin
irritation test [26]. The accuracy, high sensitivity, and specificity of the Episkin® model
were also confirmed by several investigations in the field of toxicology and cosmetic
product efficacy, which should also avoid the use of animal testing [27,28]. Although
skin organotypic culture offers the ideal physiological construct of the skin, as previously
discussed by Dunetti et al. [29], the practicality of its use is reduced, due to limited tissue
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availability (specifically diseased tissue biopsies), donor–donor variability, and ethical
considerations [30]. Moreover, compared to other 3D skin model, such as collagen hydrogel
systems, which are characterized by limited availability and stability [28], the RHE model
shows several advantages, such as a great similarity with human epidermis, differentiated
epidermis, 3D environment, and stability for a longer time [28].

2.2. Staphylococcus aureus Culture

For experimental infection, Staphylococcus aureus (S. aureus) strain was grown to the
exponential phase (about 1 × 109 CFU/mL) in brain–heart infusion broth at 37 ◦C overnight
with shaking, and harvested by centrifugation (5000× g for 5 min), washed (3× in PBS),
and suspended in the required numbers in fresh medium.

2.3. Psoriasis Model Induction

A psoriasis in vitro model was performed, as previously described [31,32]. SkinEthic
RHE cells were exposed to a mix of pro-inflammatory cytokines (IL-1A (10 ng/mL), IL-6
(5 ng/mL), TNF-α (5 ng/mL) and IL-17A (10 ng/mL)) to induce a psoriatic phenotype
for 24 h [31,32]. After 24 h, RHE cells were treated with melatonin dissolved in culture
medium at the concentrations of 1 nM, 10 nM, and 50 nM and incubated at 37 ◦C and 5%
CO2 for 24 h.

2.4. S. aureus Infection Associated-Psoriasis Model

RHE cells, following cytokine mix treatment, were infected with S. aureus for 90 min
to aggravate psoriasis disease (107 bacteria/well) [33]. After 24 h, RHE cells were treated
with melatonin at the concentrations of 1 nM, 10 nM, and 50 nM, and incubated at 37 ◦C
and 5% CO2 for 24 h.

2.5. Experimental Groups

Control group: untreated RHE cells.
RHE cells treated with SDS 1% for 24 h.
Melatonin 1 nM: RHE cells treated with melatonin 1 nM for 24 h.
Melatonin 10 nM: RHE treated with melatonin 10 nM for 24 h.
Melatonin 50 nM: RHE treated with melatonin 50 nM for 24 h.
Melatonin 100 nM: RHE treated with melatonin 100 nM for 24 h.
Cytokines group: RHE treated with cytokines mix for 24 h.
Cytokines + melatonin 1 nM group: RHE treated with cytokines mix and melatonin

1 nM for 24 h.
Cytokines + melatonin 10 nM group: RHE treated with cytokines mix and melatonin

10 nM for 24 h.
Cytokines + melatonin 50 nM group: RHE treated with cytokines mix and melatonin

50 nM for 24 h.
Cytokines + S. aureus infection group: RHE treated with cytokines mix and S. aureus.
Cytokines + S. aureus infection + melatonin 1 nM group: RHE treated with cytokines

mix, S. aureus and melatonin 1 nM for 24 h.
Cytokines + S. aureus infection + melatonin 10 nM group: RHE treated with cytokines

mix, S. aureus and melatonin 10 nM for 24 h.
Cytokines + S. aureus infection + melatonin 50 nM group: RHE treated with cytokines

mix, S. aureus and melatonin 50 nM for 24 h.
RHE cells, except the control group, were treated with cytokines mix for 24 h and then

with melatonin at different concentrations for other 24 h.
For the S. aureus infection, following psoriasis model induction, RHE cells were

infected with S. aureus for 90 min and then treated with melatonin at different concentrations
for 24 h.

The cytokines + melatonin 1 nM, and cytokines + S. aureus + melatonin 1 nM groups
were only subjected to histological evaluation, because they did not induce any beneficial
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effect; therefore, we decided to continue by only analyzing melatonin at the concentrations
of 10 nM and 50 nM.

2.6. Cell Viability (MTT)

The cell viability was determined by measuring the formation of insoluble blue for-
mazan crystals by the dehydrogenase enzyme, after addition of MTT [3-(4,5-dimethylthiazol-
2-yl)-2,5-diphenyltetrazolium bromide]. SkinEthic RHE cells were incubated with 0.3 mL
of MTT solution (1 mg/mL) for 3 h. To extract formazan crystals, 1.5 mL of isopropanol
was added to cells for 2 h. Subsequently, 200 µL was transferred three times per tissue to
a 96-well plate. Quantification of formazan concentration was determined by measuring
optical density (OD) at 570 nm using a spectrophotometry [26].

2.7. Histological Evaluation

RHE sections were collected for histological evaluation using standard haematoxylin
and eosin (H&E) staining. In brief, RHE tissues were fixed with 10% neutral formalin,
embedded in paraffin, and sectioned at 7 µm. Subsequently, sections were deparaffinized
with xylene and then stained with haematoxylin and eosin, as previously described [34]. All
sections were evaluated using an AxioVision microscope (Axostar Plus equipped with Axio-
Cam MRc, Zeiss, GE, Germany), and the histological results are shown at 20× magnification
(50 µm of the Bar scale).

2.8. Masson’s Trichrome Staining

To evaluate keratin content, RHE sections were stained with Masson’s Trichrome
(#04-010802, Bio-Optica, Milan, Italy), as previously described [35].

2.9. Immunohistochemical Localization

Immunohistochemical localization was executed as previously described [34,36]. In
brief, all slides were incubated overnight with the following primary antibodies: anti-
ZO1 (1:100; Santa Cruz Biotechnology, Dallas, TX, USA; sc-33725), anti-occludin (1:100;
Santa Cruz Biotechnology, Dallas, TX, USA; sc-133256), anti-IL-1β (1:100; Santa Cruz
Biotechnology, Dallas, TX, USA; sc-32294), anti-IL-2 (1:100; Santa Cruz Biotechnology,
Dallas, TX, USA; sc-133118), and anti-IL-12 (1:100; Santa Cruz Biotechnology, Dallas, TX,
USA; sc-7925). After washing with PBS, sections were incubated with a secondary antibody
for 1 h at room temperature. The reaction was revealed by a chromogenic substrate (DAB).
The images were acquired using an optical AxioVision microscope ((Axostar Plus equipped
with Axio-Cam MRc, Zeiss, GE, Germany). For immunohistochemistry, the images are
shown at 20× magnification (50 µm of the Bar Scale).

2.10. Colony Forming Unit (CFU) Evaluation

Various dilutions of RHE supernatants were plated on BHI agar plates and incubated
overnight at 37 ◦C. The adhesion rate was calculated as follows: colony forming unit (CFU)
of adhered bacteria/CFU of the initial number of bacteria [37,38].

2.11. Statistical Analysis

Data are expressed as mean ± standard error of the mean (SD) of n observations.
Each analysis was executed three times, with three samples replicates for each. The results
were analyzed with GraphPad 7 software, using one-way analysis of variance (ANOVA),
followed by a Bonferroni post hoc test for multiple comparisons. A p-value of less than
0.05 was considered significant.

3. Results
3.1. Effect of Melatonin on Skinethic RHE Cell Viability

First, an MTT assay was used to evaluate the effective concentration with the least
toxicity of melatonin on Skinethic RHE viability. The data revealed that melatonin at the
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concentrations of 1 nM, 10 nM, and 50 nM did not exert any cytotoxic effects on RHE cell
viability, contrary to the 100 nM concentration, which reduced cell viability, as shown in
the Figure 1A.
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Figure 1. Effect of melatonin on RHE cell viability. MTT assay revealed that melatonin treatment 1,
10, and 50 nM did not exert any cytotoxic effects on RHE cell viability, but the treatment at 100 nM
reduced cell viability by 45% (A). Additionally, the panel B revealed that RHE cell viability was
reduced following cytokines and S. aureus treatment; however, melatonin 1, 10, and 50 nM restored
cell viability. Data are representative of at least three independent experiments. (A) *** p < 0.001
vs. CTR. (B) *** p < 0.001 vs. CTR; # p <0.05 vs. cytokines group; ### p < 0.001 vs. cytokines group.
◦ p < 0.05 vs. cytokines + S. aureus group; ◦◦◦ p < 0.001 vs. cytokines group + S. aureus group.

Based on MTT result, we decided to continue to analyzing melatonin only at the
concentrations of 1 nM, 10 nM, and 50 nM, because they represented the highest non-
toxic concentrations.

Then, we evaluated the effect of melatonin on RHE cell viability after psoriasis-model
induction. Our results demonstrated that the cytokines treated group was characterized by
a decrease of cell viability compared to the control group, while the treatment with mela-
tonin at 1, 10, and 50 nM preserved cell viability, as shown in the Figure 1B. Moreover, we
evaluated the effect of melatonin on RHE cell viability in the S. aureus infection-associated
psoriasis group, demonstrating that melatonin preserved cell viability in a concentration-
dependent manner (Figure 1B).

3.2. Effect of Melatonin on CFU Evaluation after S. aureus Infection

The adhesion rate was calculated as follows: colony forming unit (CFU) of adhered
bacteria/CFU of the initial number of bacteria. As shown in the Figure 2, S. aureus adherence
was high in the S. aureus-associated psoriasis group compared to the control; however,
melatonin treatment at 10 nM and 50 nM significantly reduced it.
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Figure 2. Effect of melatonin on CFU evaluation after S. aureus infection. The figure shows that S.
aureus adherence was high in the S. aureus-associated psoriasis group compared to control (ND = not
detected); however, melatonin treatment at 10 nM and 50 nM significantly reduced it. *** p < 0.001 vs.
CTR; ## p < 0.01 vs. cytokines+ S. aureus group. ### p < 0.001 vs. cytokines + S. aureus group.
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3.3. Effect of Melatonin on Histological Damage

Histological analysis revealed that the cytokine group was characterized by a signif-
icant loss of structural integrity and a thickening of the stratum corneum compared to
the control group and control group + melatonin at the higher concentration of 50 nM
(Figure 3A–C); however, the treatment with melatonin at the concentrations of 10 nM
and 50 nM significantly restored structural integrity and the reduced thickening of the
stratum corneum (Figure 3E,F), more than the melatonin treatment at the concentration
of 1 nM, which did not provide any protection (Figure 3D). Moreover, our results showed
that S. aureus infection intensified the histological damage, as shown in the Figure 3G;
however, the treatment with melatonin at the concentrations of 10 nM and 50 nM was able
to restore structural integrity (Figure 3I,J) more than melatonin at the concentration of 1 nM
(Figure 3H; see histological score Figure 3K). Therefore, based on the histological evalua-
tion, we decided to only perform the other analyses with melatonin at the concentrations
of 10 nM and 50 nM.
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Figure 3. Effect of melatonin on histological damage. HE staining revealed that the cytokines and S.
aureus groups were characterized by loss of structural integrity and thickening of the stratum corneum
compared to the control group and control group + melatonin at the higher concentration 50 nM
(A–C). However, the treatment with melatonin at 10 nM and 50 nM (E,F,I,J) significantly restored
structural integrity; more than the melatonin treatment at the concentration of 1 nM (D–H). Data are
representative of at least three independent experiments. (K) *** p < 0.001 vs. CTR; ### p < 0.001 vs.
cytokines group. ◦◦◦ p < 0.001 vs. cytokines + S. aureus group.

3.4. Effect of Melatonin on Keratin Content

Masson’s trichrome staining was performed to visualize the increase of keratin content
typical of psoriasis [39,40]. The keratin content in the control group was basal, as shown
in Figure 4A; conversely, the cytokines group was characterized by an increase of keratin
content, stained with a greenish yellow (Figure 4B). The treatment with melatonin at the
concentrations of 10 nM and 50 nM significantly reduced the keratin content, almost to
basal level, in all treated groups (Figure 4C,D). Keratin content was further increased
following S. aureus infection, as shown in the Figure 4E; however, melatonin treatment
at both concentrations was able to significantly reduce keratin content (Figure 4F,G; see
fibrosis score Figure 4H).
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(A); conversely, the cytokines and S. aureus groups were characterized by an increase of keratin
content (B–E). The treatment with melatonin at the concentrations of 10 nM and 50 nM reduced
keratin content, almost to basal level (C,D,F,G). The yellow arrows indicate the positive staining.
Data are representative of at least three independent experiments. (H) *** p < 0.001 vs. CTR; # p < 0.05
vs. cytokines+ group; ### p < 0.001 vs. cytokines group; ◦ p< 0.05 vs. cytokines+ S. aureus group;
◦◦◦ p < 0.001 vs. cytokines+ S. aureus group.

3.5. Effect of Melatonin on Tight Junctions (TJs) Expression

Psoriasis is an inflammatory skin disease characterized by hyperproliferation of ker-
atinocytes and impaired barrier function [5]. Skin barrier function is guaranteed by the
presence of tight junctions (TJs), such as ZO-1 and occludin, which regulate solute diffusion
and cell permeability [5]. Psoriasis is characterized by an altered TJ protein expression in
the epidermis [5]. Therefore, in this study we decided to investigate the effect of melatonin
on TJ expression, by immunohistochemical staining. Our data demonstrated that the cy-
tokine group was characterized by a progressive decrease of ZO-1 and occludin expression
compared to the control group (Figures 5A,B and 6A,B). Conversely, the treatment with
melatonin at the concentrations of 10 nM and 50 nM restored ZO-1 and occludin epidermal
positive staining, almost to basal levels (Figures 5C,D and 6C,D). Moreover, we evaluated
the effect of melatonin on TJ levels in the S. aureus infection-associated psoriasis group
(Figures 5E and 6E), showing that melatonin at the concentrations of 10 nM and 50 nM
significantly increased TJ positive staining (Figures 5F,G and 6F,G; see % of total tissue area
score Figures 5H and 6H, respectively).
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Figure 5. Effect of melatonin on ZO-1 expression. Immunohistochemical staining revealed that
the cytokines and S. aureus group were characterized by a progressive decrease of ZO-1 expression
compared to the control (A,B,E). The treatment with melatonin 10 nM and 50 nM significantly restored
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are representative of at least three independent experiments. (H) *** p < 0.001 vs. CTR; ### p < 0.001
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Figure 6. Effect of melatonin on occludin expression. Immunohistochemical staining revealed that
the cytokines and S. aureus group were characterized by a progressive decrease of occludin expression
compared to the control (A,B,E). The treatment with melatonin 10 nM and 50 nM significantly restored
its expression, almost to basal levels (C,D,F,G). The yellow arrows indicate the positive staining. Data
are representative of at least three independent experiments. (H) *** p < 0.001 vs. CTR; ### p < 0.001
vs. cytokines group; ◦◦◦ p < 0.001 vs. cytokines+ S. aureus group.
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3.6. Effect of Melatonin on Pro-Inflammatory Cytokine’s Expression

The key role of IL-1β and IL-2 as pro-inflammatory cytokines involved in psoriasis
disease is well known [7,41]. In this study we decided to evaluate using immunohistochem-
istry the expression of IL-1β and IL-2, which promote the activation of the inflammatory
cascade, contributing to disease progression. Our data demonstrated that epidermal posi-
tive staining for IL-1β and IL-2 was significantly increased in the cytokine group compared
to the control (Figures 7A,B and 8A,B); highlighting an inflammatory state. However, the
treatment with melatonin at the concentrations of 10 nM and 50 nM was able to signifi-
cantly reduce their epidermal expression in all treated groups (Figures 7C,D and 8C,D).
Furthermore, we evaluated the effect of melatonin on IL-1β and IL-2 expression in the S.
aureus infection-associated psoriasis group (Figures 7E and 8E), showing that the treatment
with melatonin at the concentrations of 10 nM and 50 nM was able to significantly decrease
cytokine positive staining, as shown in the Figures 7F,G and 8F,G (see % total tissue area
Figures 7H and 8H, respectively).
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Figure 7. Effect of melatonin on IL-1β expression. Immunohistochemical staining revealed that the
cytokines and S. aureus group were characterized by an increase of IL-1β expression compared to the
control (A,B,E), while melatonin treatment at 10 nM and 50 nM significantly reduced its expression
(C,D,F,G). The yellow arrows indicate the positive staining. Data are representative of at least three
independent experiments. (H) *** p < 0.001 vs. CTR; ### p < 0.001 vs. cytokines group; ◦◦◦ p < 0.001
vs. cytokines + S. aureus group.

Moreover, various studies have highlighted the involvement of IL-12 in psoriasis;
known to promote the release of pro-inflammatory cytokines and T cells differentia-
tion [8,42]. In this regard, our results effectively demonstrated an increase of IL-12 level in
the cytokines group compared to the control (Figure 9A,B); its level was further increased
following S. aureus infection, as shown in the Figure 9E; however, the treatment with
melatonin at the concentrations of 10 nM and 50 nM significantly decreased its epidermal
expression (Figure 9C–G, see % of total tissue area score Figure 9H).



Biomedicines 2022, 10, 752 10 of 15Biomedicines 2022, 10, x  10 of 15 
 

 
Figure 8. Effect of melatonin on IL-2 expression. Immunohistochemical staining revealed that the 
cytokines and S. aureus group were characterized by an increase of IL-2 expression compared to the 
control (A,B,E); whereas, melatonin treatment at 10 nM and 50 nM significantly reduced its 
expression (C,D,F,G). The yellow arrows indicate the positive staining. Data are representative of 
at least three independent experiments. (H) *** p < 0.001 vs. CTR; ### p < 0.001 vs. cytokines group. 
°°° p < 0.001 vs. cytokines + S. aureus group. 

Moreover, various studies have highlighted the involvement of IL-12 in psoriasis; 
known to promote the release of pro-inflammatory cytokines and T cells differentiation 
[8,42]. In this regard, our results effectively demonstrated an increase of IL-12 level in the 
cytokines group compared to the control (Figure 9A,B); its level was further increased 
following S. aureus infection, as shown in the Figure 9E; however, the treatment with 
melatonin at the concentrations of 10 nM and 50 nM significantly decreased its epidermal 
expression (Figure 9C–G, see % of total tissue area score Figure 9H). 

 
Figure 9. Effect of melatonin on IL-12 expression. Immunohistochemical staining revealed that the 
cytokines and S. aureus groups were characterized by an increase of IL-12 expression compared to 

Figure 8. Effect of melatonin on IL-2 expression. Immunohistochemical staining revealed that the
cytokines and S. aureus group were characterized by an increase of IL-2 expression compared to
the control (A,B,E); whereas, melatonin treatment at 10 nM and 50 nM significantly reduced its
expression (C,D,F,G). The yellow arrows indicate the positive staining. Data are representative of at
least three independent experiments. (H) *** p < 0.001 vs. CTR; ### p < 0.001 vs. cytokines group.
◦◦◦ p < 0.001 vs. cytokines + S. aureus group.
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Figure 9. Effect of melatonin on IL-12 expression. Immunohistochemical staining revealed that the
cytokines and S. aureus groups were characterized by an increase of IL-12 expression compared to
the control group (A,B,E); however, melatonin treatment 10 nM and 50 nM significantly reduced its
expression (C,D,F,G). The yellow arrows indicate the positive staining. Data are representative of at
least three independent experiments. (H) *** p < 0.001 vs. CTR; ### p < 0.001 vs. cytokines group.
◦◦◦ p < 0.001 vs. cytokines + S. aureus group.
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4. Discussion

Psoriasis is a chronic immune-mediated inflammatory skin disease characterized by
an abnormal proliferation and differentiation of keratinocytes [1]. It has been demonstrated
that bacterial infections are very common in patients with psoriasis, particularly due to
Staphylococcus aureus, a Gram-positive bacterium, which contributes to psoriasis aggrava-
tion [43]. The pathogenesis of psoriasis is not yet understood; however, various studies
have revealed that it is characterized by a recurrent inflammatory state, due to uncon-
trolled differentiation of keratinocytes [44]. As the major components of the epidermis,
keratinocytes are not only important in maintaining a mechanical barrier, but also crucial in
modulating immune responses in the skin [27]. Genetic alterations to signaling pathways
of the innate and adaptive immune response can alter skin homeostasis, contributing to
disease progression [27,45]. In fact, the long-term use of drugs commonly prescribed for
psoriasis, provokes numerous side effects [46,47].

Recently, various studies have focused on the anti-inflammatory, antioxidant, and im-
munomodulator effects of melatonin [13,17,48] in chronic inflammatory skin diseases [49,50].
Melatonin and its metabolites are essential for the physiological functions of the skin and
for maintaining skin homeostasis [20]. Melatonin exerts protective effects against UV solar
skin damage through its versatile direct radical scavenging and anti-oxidative enzyme stim-
ulating actions, which also include its metabolites [21]. The antiaging action of melatonin in
the skin and its antioxidant/anti-inflammatory effects have been linked with the inhibition
of nuclear factor κB (NF-κB) and reactive oxygen species (ROS) formation, and suppression
of metalloproteinases (MMPs) and cyclooxygenase 2 (COX2) [51]. Several studies have
reported that melatonin is recommended for the treatment of chronic inflammatory skin
diseases, such as atopic dermatitis (AD), thanks to its abilities to reduce inflammatory
parameters, such as serum C-reactive protein (CRP) levels and IL-4 and IFN-γ production,
in patients with AD [52,53]. Moreover, it has been demonstrated that melatonin can be used
for the treatment of eczema, thanks its ability to re-establish immune system function [54],
also ameliorating skin tonicity [23]. Thus, based on these findings, the aim of this research
was to investigate the effect of melatonin on psoriatic phenotype and also in S. aureus
infection-associated psoriasis, with an in vitro model using SkinEthic Reconstructed Hu-
man Epidermidis (RHE); a three-dimensional in vitro model, well-known for its similarities
with human epidermis structure.

First, we evaluated the cytotoxic effect of melatonin on RHE cells at different concen-
trations; our results clearly demonstrated that melatonin did not cause cytotoxicity on RHE
cells at any of the concentrations used. Furthermore, we decided to assess the effect of
melatonin on RHE viability, following psoriasis model induction and S. aureus infection-
associated psoriasis, demonstrating that melatonin at higher concentrations was able to
significantly preserve cell viability, compared to the cytokine and S. aureus infection groups.
Moreover, the adhesion rate of S. aureus was calculated, showing that S. aureus adherence
was high in the S. aureus-associated psoriasis group compared to the control; however, the
treatment with melatonin at the concentrations of 10 nM and 50 nM significantly reduced it.

Psoriasis is a relapsing disease that occurs with erythematous plaques and epidermal
hyperplasia. It is histologically characterized by skin thickening, immune cell infiltration,
parakeratosis, and neovascularization [1,55]. Histological evaluation revealed that RHE
cells following cytokine treatment are characterized by a loss of skin integrity; however, the
treatment with melatonin at the concentrations of 10 nM and 50 nM significantly reduced
thickening of the stratum corneum and restored structural integrity.

However, patients with psoriasis have an increased risk of contracting S. aureus infec-
tion, due to an alteration of the skin microbiome [4,43]. S. aureus infection in patients with
psoriasis contributes to erythema and psoriatic plaque aggravation, worsening disease
conditions [4]. According to this evidence, our results demonstrated that S. aureus infection
in the cytokines group aggravated histological damage, but the treatment with melatonin
at the both concentrations significantly restored tissue integrity.
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An important hallmark of psoriasis is hyperkeratosis [56]. Hyperkeratosis, or thicken-
ing of the epidermis, is triggered by an excessive production of keratin by keratinocytes [3].
High levels of keratin contribute to the formation of psoriatic erythematous plaques in the
skin [57,58]. An increase of keratin content was particularly evident in the cytokines and S.
aureus infection-associated psoriasis groups, mimicking a psoriasis-like condition; however,
the treatment with melatonin at higher concentrations was able to significantly reduce the
keratin content, almost to basal level.

Furthermore, psoriasis is characterized by impaired skin barrier function [49]. The skin
barrier consists of the epidermis, the most superficial structure, composed of keratinocytes;
and the dermis, which consists of a fibrous extracellular matrix (ECM) generated by local
fibroblasts with interspersed resident immune cells [59]. The epidermis and dermis interact
cooperatively to maintain skin homeostasis, barrier function, and overall human health;
however, if dysregulated, several skin diseases may arise, including psoriasis [59]. Skin
barrier function is regulated by the presence of TJ proteins, such as ZO-1 and occludin,
which modulate solute diffusion and cell permeability [5,60]. Alterations of TJ epidermal
expression have been linked with an aberrant keratinocyte differentiation, heightened
transepidermal water loss, and reduced hydration typical of psoriasis [5]. According to this
scientific evidence, our results clearly showed that the cytokines group was characterized by
a decrease of ZO-1 and occludin expression, representing a typical psoriasis-like condition;
however, the treatment with melatonin significantly restored ZO-1 and occludin expression,
almost to basal level, re-establishing barrier permeability. Furthermore, it has been shown
that S. aureus infection in patients with skin diseases such as psoriasis alters the epidermal
levels of TJ proteins, contributing to impairment of the barrier [4]. Clearly, the S. aureus
infection associated-psoriasis group was characterized by a significant decrease of TJs
expression, but the treatment with melatonin was able to significantly re-establish ZO-1
and occludin expression.

Despite the exact cellular and molecular mechanisms still not being understood,
various studies have revealed that numerous pro-inflammatory cytokines contribute
to the pathogenesis of chronic inflammatory skin diseases such as psoriasis [8,41,42].
Keratinocytes, as the main epidermal cells, are capable of producing numerous pro-
inflammatory cytokines, including IL-1, IL-2, IL-12, and TNF-α, in response to various
internal and/or external stimuli; thus, contributing to the inflammatory state [61]. Cy-
tokines produced by keratinocytes may exercise systemic effects on the immune system,
influencing the proliferation of keratinocytes, as well as their processes of differentiation.

Our results confirmed that the cytokine and S. aureus infection-associated psoriasis
groups were characterized by a significant increase of IL-1β, IL-2, and IL-12 expression;
however, the treatments with melatonin at 10 nM and 50 nM were able to significantly
decrease their expression, reducing inflammatory response.

Based on the obtained results, melatonin was able to reduce common pathological
signs of psoriasis, as well as S. aureus infection-associated psoriasis thanks to the restoration
of skin structural integrity, keratin content, and TJ levels.

5. Conclusions

In conclusion, the obtained results offer new insights into the effect of melatonin in
reducing psoriatic phenotype, suggesting that melatonin could be a potential therapeutic
approach for psoriasis-like skin inflammation, as well as psoriasis-related complications,
such as S. aureus infection.
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21. Slominski, A.T.; Semak, I.; Fischer, T.W.; Kim, T.-K.; Kleszczyński, K.; Hardeland, R.; Reiter, R.J. Metabolism of melatonin in the
skin: Why is it important? Exp. Dermatol. 2016, 26, 563–568. [CrossRef] [PubMed]

22. Slominski, A.; Tobin, D.; Zmijewski, M.; Wortsman, J.; Paus, R. Melatonin in the skin: Synthesis, metabolism and functions. Trends
Endocrinol. Metab. 2008, 19, 17–24. [CrossRef] [PubMed]

23. Kim, T.-K.; Lin, Z.; Tidwell, W.J.; Li, W.; Slominski, A.T. Melatonin and its metabolites accumulate in the human epidermis in vivo
and inhibit proliferation and tyrosinase activity in epidermal melanocytes in vitro. Mol. Cell. Endocrinol. 2014, 404, 1–8. [CrossRef]

24. Slominski, A.T.; Hardeland, R.; Zmijewski, M.; Slominski, R.M.; Reiter, R.J.; Paus, R. Melatonin: A Cutaneous Perspective on its
Production, Metabolism, and Functions. J. Investig. Dermatol. 2018, 138, 490–499. [CrossRef] [PubMed]

25. Reiter, R.J.; Calvo, J.R.; Karbownik, M.; Qi, W.; Tan, D.X. Melatonin and Its Relation to the Immune System and Inflammation.
Ann. N. Y. Acad. Sci. 2006, 917, 376–386. [CrossRef] [PubMed]

http://doi.org/10.1038/nrdp.2016.82
http://www.ncbi.nlm.nih.gov/pubmed/27883001
http://doi.org/10.1136/ard.2004.033217
http://www.ncbi.nlm.nih.gov/pubmed/15708928
http://doi.org/10.1002/JLB.5MR0120-439R
http://www.ncbi.nlm.nih.gov/pubmed/32170886
http://doi.org/10.1111/bjd.15366
http://doi.org/10.3390/ijms21145053
http://doi.org/10.4103/0019-5154.48977
http://doi.org/10.1016/j.jid.2018.07.025
http://doi.org/10.1111/exd.13676
http://doi.org/10.1146/annurev-immunol-032713-120225
http://doi.org/10.1177/2475530318810851
http://www.ncbi.nlm.nih.gov/pubmed/31093599
http://doi.org/10.3109/08916934.2016.1166214
http://www.ncbi.nlm.nih.gov/pubmed/27050731
http://doi.org/10.1111/j.1600-079X.1993.tb00498.x
http://www.ncbi.nlm.nih.gov/pubmed/8102180
http://doi.org/10.1111/jpi.12137
http://doi.org/10.1111/j.1600-079X.2010.00796.x
http://doi.org/10.1080/14737175.2016.1182020
http://doi.org/10.3390/biom10091211
http://doi.org/10.1007/s12035-016-0131-9
http://doi.org/10.1096/fj.12-224691
http://doi.org/10.1007/s00018-017-2617-7
http://doi.org/10.1111/exd.13208
http://www.ncbi.nlm.nih.gov/pubmed/27619234
http://doi.org/10.1016/j.tem.2007.10.007
http://www.ncbi.nlm.nih.gov/pubmed/18155917
http://doi.org/10.1016/j.mce.2014.07.024
http://doi.org/10.1016/j.jid.2017.10.025
http://www.ncbi.nlm.nih.gov/pubmed/29428440
http://doi.org/10.1111/j.1749-6632.2000.tb05402.x
http://www.ncbi.nlm.nih.gov/pubmed/11268363


Biomedicines 2022, 10, 752 14 of 15

26. Pellevoisin, C.; Videau, C.; Briotet, D.; Grégoire, C.; Tornier, C.; Alonso, A.; Rigaudeau, A.S.; Bouez, C.; Seyler, N. SkinEthic™
RHE for in vitro evaluation of skin irritation of medical device extracts. Toxicol. Vitr. 2018, 50, 418–425. [CrossRef]

27. Nestle, F.O.; Di Meglio, P.; Qin, J.-Z.; Nickoloff, B.J. Skin immune sentinels in health and disease. Nat. Rev. Immunol. 2009, 9,
679–691. [CrossRef]

28. Sarkiri, M.; Fox, S.C.; Fratila-Apachitei, L.E.; Zadpoor, A.A. Bioengineered Skin Intended for Skin Disease Modeling. Int. J. Mol.
Sci. 2019, 20, 1407. [CrossRef]

29. Donetti, E.; Cornaghi, L.; Gualerzi, A.; Preis, F.B.; Prignano, F. An innovative three-dimensional model of normal human skin to
study the proinflammatory psoriatic effects of tumor necrosis factor-alpha and interleukin-17. Cytokine 2014, 68, 1–8. [CrossRef]

30. Randall, M.J.; Jüngel, A.; Rimann, M.; Wuertz-Kozak, K. Advances in the Biofabrication of 3D Skin in vitro: Healthy and
Pathological Models. Front. Bioeng. Biotechnol. 2018, 6, 154. [CrossRef]

31. Desmet, E.; Ramadhas, A.; Lambert, J.; Van Gele, M. In vitro psoriasis models with focus on reconstructed skin models as
promising tools in psoriasis research. Exp. Biol. Med. 2017, 242, 1158–1169. [CrossRef]

32. Bracke, S.; Desmet, E.; Guerrero-Aspizua, S.; Tjabringa, S.G.; Schalkwijk, J.; Van Gele, M.; Carretero, M.; Lambert, J. Identifying
targets for topical RNAi therapeutics in psoriasis: Assessment of a new in vitro psoriasis model. Arch Dermatol. Res. 2013, 305,
501–512. [CrossRef] [PubMed]

33. Kintarak, S.; Whawell, S.A.; Speight, P.M.; Packer, S.; Nair, S.P. Internalization of Staphylococcus aureus by Human Keratinocytes.
Infect. Immun. 2004, 72, 5668–5675. [CrossRef]

34. Scuderi, S.; Casili, G.; Ardizzone, A.; Forte, S.; Colarossi, L.; Sava, S.; Paterniti, I.; Esposito, E.; Cuzzocrea, S.; Campolo, M.
KYP-2047, an Inhibitor of Prolyl-Oligopeptidase, Reduces GlioBlastoma Proliferation through Angiogenesis and Apoptosis
Modulation. Cancers 2021, 13, 3444. [CrossRef] [PubMed]

35. Casili, G.; Lanza, M.; Scuderi, S.A.; Messina, S.; Paterniti, I.; Campolo, M.; Esposito, E. The Inhibition of Prolyl Oligopeptidase
as New Target to Counteract Chronic Venous Insufficiency: Findings in a Mouse Model. Biomedicines 2020, 8, 604. [CrossRef]
[PubMed]

36. Lanza, M.; Filippone, A.; Ardizzone, A.; Casili, G.; Paterniti, I.; Esposito, E.; Campolo, M. SCFA Treatment Alleviates Pathological
Signs of Migraine and Related Intestinal Alterations in a Mouse Model of NTG-Induced Migraine. Cells 2021, 10, 2756. [CrossRef]
[PubMed]

37. Wang, Z.; Kong, L.; Liu, Y.; Fu, Q.; Cui, Z.; Wang, J.; Ma, J.; Wang, H.; Yan, Y.; Sun, J. A Phage Lysin Fused to a Cell-Penetrating
Peptide Kills Intracellular Methicillin-Resistant Staphylococcus aureus in Keratinocytes and Has Potential as a Treatment for Skin
Infections in Mice. Appl. Environ. Microbiol. 2018, 84, e00380-18. [CrossRef] [PubMed]

38. Tang, Y.; Xu, Y.; Xiao, Z.; Zhao, Y.; Li, J.; Han, S.; Chen, L.; Dai, B.; Wang, L.; Chen, B.; et al. The combination of three-dimensional
and rotary cell culture system promotes the proliferation and maintains the differentiation potential of rat BMSCs. Sci. Rep. 2017,
7, 192. [CrossRef]

39. Zhang, X.; Yin, M.; Zhang, L.-J. Keratin 6, 16 and 17—Critical Barrier Alarmin Molecules in Skin Wounds and Psoriasis. Cells
2019, 8, 807. [CrossRef]

40. Nickoloff, B.J.; Bonish, B.K.; Marble, D.J.; Schriedel, K.A.; DiPietro, L.A.; Gordon, K.B.; Lingen, M.W. Lessons Learned from
Psoriatic Plaques Concerning Mechanisms of Tissue Repair, Remodeling, and Inflammation. J. Investig. Dermatol. Symp. Proc.
2006, 11, 16–29. [CrossRef]

41. Lee, R.E.; Gaspari, A.A.; Lotze, M.T.; Chang, A.E.; Rosenberg, S.A. Interleukin 2 and Psoriasis. Arch. Dermatol. 1988, 124,
1811–1815. [CrossRef] [PubMed]

42. Toichi, E.; Torres, G.; McCormick, T.; Chang, T.; Mascelli, M.A.; Kauffman, C.L.; Aria, N.; Gottlieb, A.B.; Everitt, D.E.; Frederick,
B.; et al. An Anti-IL-12p40 Antibody Down-Regulates Type 1 Cytokines, Chemokines, and IL-12/IL-23 in Psoriasis. J. Immunol.
2006, 177, 4917–4926. [CrossRef] [PubMed]

43. Wang, W.-M.; Jin, H.-Z. Skin Microbiome: An Actor in the Pathogenesis of Psoriasis. Chin. Med. J. 2018, 131, 95–98. [CrossRef]
[PubMed]

44. Rendon, A.; Schäkel, K. Psoriasis Pathogenesis and Treatment. Int. J. Mol. Sci. 2019, 20, 1475. [CrossRef]
45. Schön, M.P. Adaptive and Innate Immunity in Psoriasis and Other Inflammatory Disorders. Front. Immunol. 2019, 10, 1764.

[CrossRef]
46. Uva, L.L.; Miguel, D.; Pinheiro, C.; Antunes, J.; Cruz, D.; Ferreira, J.; Filipe, P. Mechanisms of Action of Topical Corticosteroids in

Psoriasis. Int. J. Endocrinol. 2012, 2012, 1–16. [CrossRef]
47. Trémezaygues, L.; Reichrath, J. Vitamin D analogs in the treatment of psoriasis: Where are we standing and where will we be

going? Dermato-Endocrinol. 2011, 3, 180–186. [CrossRef]
48. Plaimee, P.; Khamphio, M.; Weerapreeyakul, N.; Barusrux, S.; Johns, N.P. Immunomodulatory effect of melatonin in SK-LU-1

human lung adenocarcinoma cells co-cultured with peripheral blood mononuclear cells. Cell Prolif. 2014, 47, 406–415. [CrossRef]
49. Slominski, A.; Fischer, T.W.; Zmijewski, M.A.; Wortsman, J.; Semak, I.; Zbytek, B.; Slominski, R.M.; Tobin, D.J. On the Role of

Melatonin in Skin Physiology and Pathology. Endocrine 2005, 27, 137–148. [CrossRef]
50. Rusanova, I.; Martínez-Ruiz, L.; Florido, J.; Rodríguez-Santana, C.; Guerra-Librero, A.; Acuña-Castroviejo, D.; Escames, G.

Protective Effects of Melatonin on the Skin: Future Perspectives. Int. J. Mol. Sci. 2019, 20, 4948. [CrossRef]
51. Jaworek, A.K.; Szepietowski, J.C.; Hałubiec, P.; Wojas-Pelc, A.; Jaworek, J. Melatonin as an Antioxidant and Immunomodulator in

Atopic Dermatitis—A New Look on an Old Story: A Review. Antioxidants 2021, 10, 1179. [CrossRef] [PubMed]

http://doi.org/10.1016/j.tiv.2018.01.008
http://doi.org/10.1038/nri2622
http://doi.org/10.3390/ijms20061407
http://doi.org/10.1016/j.cyto.2014.03.003
http://doi.org/10.3389/fbioe.2018.00154
http://doi.org/10.1177/1535370217710637
http://doi.org/10.1007/s00403-013-1379-9
http://www.ncbi.nlm.nih.gov/pubmed/23775225
http://doi.org/10.1128/IAI.72.10.5668-5675.2004
http://doi.org/10.3390/cancers13143444
http://www.ncbi.nlm.nih.gov/pubmed/34298658
http://doi.org/10.3390/biomedicines8120604
http://www.ncbi.nlm.nih.gov/pubmed/33322134
http://doi.org/10.3390/cells10102756
http://www.ncbi.nlm.nih.gov/pubmed/34685736
http://doi.org/10.1128/AEM.00380-18
http://www.ncbi.nlm.nih.gov/pubmed/29625989
http://doi.org/10.1038/s41598-017-00087-x
http://doi.org/10.3390/cells8080807
http://doi.org/10.1038/sj.jidsymp.5650010
http://doi.org/10.1001/archderm.1988.01670120027005
http://www.ncbi.nlm.nih.gov/pubmed/3263840
http://doi.org/10.4049/jimmunol.177.7.4917
http://www.ncbi.nlm.nih.gov/pubmed/16982934
http://doi.org/10.4103/0366-6999.221269
http://www.ncbi.nlm.nih.gov/pubmed/29271387
http://doi.org/10.3390/ijms20061475
http://doi.org/10.3389/fimmu.2019.01764
http://doi.org/10.1155/2012/561018
http://doi.org/10.4161/derm.17534
http://doi.org/10.1111/cpr.12119
http://doi.org/10.1385/ENDO:27:2:137
http://doi.org/10.3390/ijms20194948
http://doi.org/10.3390/antiox10081179
http://www.ncbi.nlm.nih.gov/pubmed/34439427


Biomedicines 2022, 10, 752 15 of 15

52. Ardakani, A.T.; Farrehi, M.; Sharif, M.R.; Ostadmohammadi, V.; Mirhosseini, N.; Kheirkhah, D.; Moosavi, S.S.; Behnejad, M.;
Reiter, R.J.; Asemi, Z. The effects of melatonin administration on disease severity and sleep quality in children with atopic
dermatitis: A randomized, double-blinded, placebo-controlled trial. Pediatr. Allergy Immunol. 2018, 29, 834–840. [CrossRef]
[PubMed]

53. Kim, T.-H.; Jung, J.-A.; Kim, G.-D.; Jang, A.-H.; Ahn, H.-J.; Park, Y.S.; Park, C.-S. Melatonin inhibits the development of 2,4-
dinitrofluorobenzene-induced atopic dermatitis-like skin lesions in NC/Nga mice. J. Pineal Res. 2009, 47, 324–329. [CrossRef]
[PubMed]

54. Arushanian, E.B.; Al-Absi, J.M.; Chebotarev, V.V. The therapeutic activity of melatonin and its effect on immunological parameters
of patients with eczema. Eksp. Naia Klin. Farmakol. 2003, 66, 59–61.

55. Heidenreich, R.; Röcken, M.; Ghoreschi, K. Angiogenesis drives psoriasis pathogenesis. Int. J. Exp. Pathol. 2009, 90, 232–248.
[CrossRef]

56. Farci, F.; Mahabal, G.D. Hyperkeratosis. In StatPearls; StatPearls: Treasure Island, FL, USA, 2021.
57. McCormick, T.; Ayala-Fontanez, N.; Soler, D. Current knowledge on psoriasis and autoimmune diseases. Psoriasis Targets Ther.

2016, 6, 7–32. [CrossRef]
58. Elango, T.; Sun, J.; Zhu, C.; Zhou, F.; Zhang, Y.; Sun, L.; Yang, S.; Zhang, X. Mutational analysis of epidermal and hyperproliferative

type I keratins in mild and moderate psoriasis vulgaris patients: A possible role in the pathogenesis of psoriasis along with
disease severity. Hum. Genom. 2018, 12, 27. [CrossRef]

59. Orsmond, A.; Bereza-Malcolm, L.; Lynch, T.; March, L.; Xue, M. Skin Barrier Dysregulation in Psoriasis. Int. J. Mol. Sci. 2021, 22, 10841.
[CrossRef]

60. Crawford, M.; Dagnino, L. Scaffolding proteins in the development and maintenance of the epidermal permeability barrier. Tissue
Barriers 2017, 5, e1341969. [CrossRef]

61. Gröne, A. Keratinocytes and cytokines. Vet.-Immunol. Immunopathol. 2002, 88, 1–12. [CrossRef]

http://doi.org/10.1111/pai.12978
http://www.ncbi.nlm.nih.gov/pubmed/30160043
http://doi.org/10.1111/j.1600-079X.2009.00718.x
http://www.ncbi.nlm.nih.gov/pubmed/19817972
http://doi.org/10.1111/j.1365-2613.2009.00669.x
http://doi.org/10.2147/PTT.S64950
http://doi.org/10.1186/s40246-018-0158-2
http://doi.org/10.3390/ijms221910841
http://doi.org/10.1080/21688370.2017.1341969
http://doi.org/10.1016/S0165-2427(02)00136-8

	Introduction 
	Materials and Methods 
	Reconstructed Human Epidermis SkinEthic™ RHE 
	Staphylococcus aureus Culture 
	Psoriasis Model Induction 
	S. aureus Infection Associated-Psoriasis Model 
	Experimental Groups 
	Cell Viability (MTT) 
	Histological Evaluation 
	Masson’s Trichrome Staining 
	Immunohistochemical Localization 
	Colony Forming Unit (CFU) Evaluation 
	Statistical Analysis 

	Results 
	Effect of Melatonin on Skinethic RHE Cell Viability 
	Effect of Melatonin on CFU Evaluation after S. aureus Infection 
	Effect of Melatonin on Histological Damage 
	Effect of Melatonin on Keratin Content 
	Effect of Melatonin on Tight Junctions (TJs) Expression 
	Effect of Melatonin on Pro-Inflammatory Cytokine’s Expression 

	Discussion 
	Conclusions 
	References

