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Introduction
Acinetobacter species are aerobic gram-negative organism being 

responsible for various types of infections such as pneumonia, urinary 
tract infection and septicemia [1-4]. The Acenitobacter infections 
have been recognized as an emerging problem and appeared to be 
associated with high mortality rates throughout the world. Very 
recently, it has been reported that Acinetobacter species accounts for 
10% of community-acquired bacteraemia in Kenyan hospital and the 
prevalence of antibiotic resistance among Acinetobacter baumannii 
isolates in Syria have been increasing in recent years [5,6]. The overall 
prevalence of nosocomial infections in hospital intensive care units 
due to A. baumannii varies from 2 to 10% [7]. The infections caused 
by Acinetobacter are often treated with cephalosporins including 
ceftazidime, ceftriaxone, aminoglycosides such as tobramycin and 
amikacin, carbapenems, and tetracycline. However, to date, most 
strains of A. baumannii have become increasingly resistant to almost 
all these currently available antibacterial agents [4]. 

According to a surveillance study conducted at 40 centers in 
12 countries revealing a substantial increase in resistance rates in 
Acinetobacter species for meropenem (43.4%) and imipenem (42.5%) 
[8]. The prevalence of imipenem resistance in A. baumannii isolated 
from a burns unit of United State America was found to be 87% [9]. 
Similarly, according to a surveillance study conducted in several regions 
of Greece between 1996 and 2007, A. baumannii shows resistant to 
imipenem up to 85% (ICUs), 60% (medical wards), and 59% (surgical 
wards) [Greek System for Surveillance of Antimicrobial Resistance 
(GSSAR): http://www.mednet.gr/whonet/]. 

In India, it has been demonstrated that approximately 35% 

Acinetobacter species are found to be resistant to carbapenem drugs 
and the prevalence of carbapenem resistance is increasing greatly in 
Acinetobacter species [3,10]. Among the factors thought to contribute 
antibiotic resistance development in A. baumannii, extended-spectrum 
β-lactamase (ESBL) production [11], metallo-β-lactamases (MBLs) 
production [10,11] are predominant. Szabo et al. [11] reported that 
MBLs cause resistance to all β-lactam antibiotics except monobactam.

In view of the above data, the increasing rate of the antibiotic 
resistance and its impact on treatment failure compelled us to think 
a new means by which the increasing mortality rate because of failure 
of drug therapy can be controlled. We studied the susceptibility of 
different antibiotics and compared it with a newly launched patent 
protected drug having a non-antibiotic adjuvant along with β-lactam 
and β-lactamase inhibitor which altogether termed as ceftriaxone plus 
ethylenediamine tetraacetic acid disodium (EDTA) plus sulbactam. 
Therefore, the aim of this study was to characterize the prevalence 
of ESBLs and MBLs, and to study the antibiotic susceptibility profile 
among 250 clinical isolates of A. baumannii collected from different 
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hospitals of India, Kenya, Uganda, and Syria. This work illustrates that 
ceftriaxone plus EDTA plus sulbactam appear to be most active against 
both ESBLs and MBLs producing A. baumannii.

Materials and Methods
Antimicrobial agents

Ceftriaxone plus EDTA plus sulbactam (Ceftriaxone: Sulbactam 
:: 2:1 with 10 mM EDTA disodium), amoxicillin plus clavulanic acid 
(Augmentin, Glaxo Smith Kline, Pharmaceuticals Limited, Mumbai, 
India), piperacillin plus tazobactam (Zosyn; Wyeth Pharmaceuticals, 
India, Mumbai), meropenem (Meronem, Astrazeneca Pharma India 
Limited, Bangalore, India), cefoperazone plus sulbactam (Magnex, 
Pfizer Limited, Mumbai, India) were used in the study. All the drugs 
were reconstituted according to the instructions of manufacturer prior 
to use. Working solutions were prepared using MH broth (Mueller 
Hinton, Himedia, Mumbai, India) and serial two fold dilutions were 
made using CAMH (Cation-Adjusted Mueller-Hinton, Himedia, 
Bombay, India) broth in wells of 96-well plate.

Collection of clinical isolates and their identification

A total of 250 multi-drug resistant clinical isolates of A. baumannii 
collected between January 2010 to April 2012 from different hospitals 
of India, Kenya, Uganda, and Syria. The isolates were from various 
clinical specimens such as pus (n=42), blood (n=95), sputum 
(n=68), urine (n=45). The identity of all strains were reconfirmed by 
morphologically and conventional biochemical methods [12]. Prior to 
use, all the samples were inoculated on Mac-Conkey's and blood agar, 
incubated at 37°C for overnight and colonies were processed. In case 
of blood sample, blood was incubated at 37°C overnight in brain heart 
infusion broth. A drop of brain heart infusion broth was inoculated on 
Mac-Conkey agar and blood agar and incubated at 37°C for overnight. 
For each isolates, three to five colonies were transferred into 10 ml of 
cation adjusted Mueller-Hinton broth (CAMHB, Himedia, Mumbai, 
India) and incubated at 37°C overnight on a rotary shaker at 150 
rpm to obtain a planktonic culture in exponential growth phase. This 
bacterial suspension was used as the inoculum at a concentration of 106 

colony-forming units (cfu/ml). 

Screening of A. baumannii clinical isolates for ESBL and MBL 

Screening of all clinical isolates was done according to Clinical and 
Laboratory Standards Institute (CLSI) guidelines [13].

Phenotypic ESBL detection

ESBL production among the clinical isolates was confirmed by 
phenotypic test [13]. Lawn culture of the organism was made and a 
disc of 3rd-generation cephalosporins (ceftazidime, cefotaxime and 
ceftriaxone) and in combination with clavulanic acid disc was placed 
with 25 mm apart. A ≥ 5 mm increase in a zone diameter for either 
antimicrobial agents tested in combination with clavulanic acid versus 
its zone when tested alone confirms an ESBL-producing organisms. 
The clinical isolates which were positive for ESBL by the double disc 
synergy test but PCR-negative were further tested for ESBL enzyme 
activity spectrophotometrically as described earlier [14]. K. pneumoniae 
ATCC 700603, (ESBL positive), Escherichia coli ATCC 35218 (TEM-1 
positive), negative), and A. baumannii MTCC 1425 (ESBL negative) 
strains were used as control throughout the study.

Phenotypic MBL detection

Phenotypic detection of MBLs among the A. baumannii clinical 
isolates was carried out using imipenem (10 μg) and imipenem (10 μg) 

+ EDTA (750 μg) discs as described elsewhere [15]. The test organism 
was inoculated onto Mueller-Hinton agar (MHA, Himedia, Mumbai, 
India) and an increase of 7 mm or more in zone diameter in the presence 
of EDTA compared to imipenem tested alone was considered to be a 
positive test for the presence of an MBL. The clinical isolates which 
were positive for MBL by the double disc synergy test but PCR-negative 
were further tested for MBL enzyme activity spectrophotometrically 
as described previously [16]. The strains Klebsiella pneumoniae BAA-
2146, Klebsiella pneumoniae BAA 1705 and Pseudomonas aeruginosa 
ATCC 27853 were used as control throughout study.

Preparation of template DNA

5ml of each bacterial culture was centrifuged at 5000 rpm for 5 min 
at 4°C and resulting pellet was washed once in Tris-EDTA (TE) buffer 
(Tris-HCl 1.0 M, pH 8.0; EDTA 0.5 M, pH 8.0). After addition of 300 μl 
of TE buffer, 40 μl of 10% SDS (sodium dodecyl sulfate), 3 μl of 0.5 M 
EDTA (pH 8.0) incubated for 5 min at 65°C. Following incubation, 750 
μl of isopropanol was added and centrifuged at 14000 rpm for 5 min 
at 15°C. The resulting pellet was resuspended in 500 μl of TE and 2 μl 
of RNase (10 mg/ml) and incubated at 65°C for 30 min, then added 2 
μl of proteinase K (20 mg/ml) and again incubated at 37°C for 15 min. 
Following incubation, 1 ml of phenol: chloroform (1:1) was added. The 
upper phase was transferred to another tube and added equal amount 
of chloroform, shaken well and centrifuged at 14000 rpm for 5 min 
at 15°C. The supernatant was provided with 40 μl of 5 M Na-Acetate 
(pH5.2) and 1 ml of ethanol and left at room temperature for 1 h, 
centrifuged at 7000 rpm for 5 min at 4°C. The DNA pellet was washed 
with 70% ethanol and suspended in 50 μl of TE buffer. DNA purity and 
concentration were assayed in a spectrophotometer (260/280).

Detection of ESBLs and MBLs types by PCR

All of the the isolates phenotypically positive for ESBL and MBL 
were checked for ESBLs and MBLs genotypically by PCR. PCR analysis 
for β-lactamase and metallo β-lactamase genes was carried out using 
the previously reported specific oligonucleotide primers shown in 
the Table 1. All of the primers were procured from Sigma Aldrich 
Chemicals Private Limited, Banglore, India. For PCR amplifications, 
about 200 pg of DNA was added to 20 μl mixture containing 0.5 
mM of dNTPs, 1.25 μM of each primer and 3.0 U of Taq polymerase 
(Bangalore Genei) in 1x PCR buffer. Amplification was performed in 
an Eppendorf thermal cycler (Germany). The amplified products were 
separated in 1.5% agarose gel containing 4 μl of 10 mg/ml of ethidium 
bromide. The gel was run at 70 volt for 1 h. The gel images were taken 
under ultraviolet light using gel documentation system (Bio-Rad, 
USA). A 100 bp ladder molecular weight marker (Bangalore Genei) 
was used to measure the molecular weights of amplified products. The 
images of ethidium bromide stained DNA bands were visualized using 
a gel documentation system (Bio-Rad, USA).

Antimicrobial susceptibility study

Disc diffusion method: The antimicrobial susceptibility testing 
of the following drugs were determined by the disc diffusion method 
according to the Clinical Laboratory Standards Institute guidelines 
[13]. Antibiotic tested included ceftriaxone plus EDTA plus sulbactam 
(30:10:15 μg), piperacillin plus tazobactam (100:10 μg), amoxicillin 
plus clavulanic acid (20:10 μg), cefoperazone plus sulbactam (75:30 μg), 
imipenem (10 μg) and meropenem (10 μg). The quality control strains 
were the same which mentioned above. The results were interpreted 
using the CLSI, 2009 guidelines [13]. 
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Results
Morphological and biochemical characterization

All of the clinical isolates obtained from various clinical specimens 
identified as A. baumannii based on their morphological and 
biochemical characterization.

Screening of ESBLs and MBLs

 Out of the 250 clinical isolates of A. baumannii, 209 (83.6%) were 
found to be ESBLs positive with ceftazidime/clavulanate and PCR, and 
167 isolates were MBL positive as evident through imipenem/EDTA 
and PCR study. Five clinical isolates (2.3%) which were positive for 
MBLs on disc diffusion test but negative in PCR showed MBL activity 
by spectrophotometric assay indicating involvement of other genes 
which were not included in the study. The overall prevalence of ESBLs 
and MBLs in A. baumannii isolates varied from sample to sample.

Diversity of ESBLs and MBLs

Table 2 shows the prevalence of ESBLs and MBLs in different 
clinical isolates. TEM-type ESBLs (blaTEM-1, blaTEM-2, and blaTEM-50) were 
varied from 82 to 87% in all of the isolates obtained from pus, blood, 

sputum and urine. SHV-type ESBLs (blaSHV-1 and blaSHV-10) ranged 
from 67 to 78%, CTX-M type ESBLs (CTX-M-9 and CTX-M-15) were 
ranged 60 to 67 and OXA type ESBLs (blaOXA11) varied from 51 to 56%. 
Among the MBLs, NDM-1 varied from 40 to 49%, IMP-1 varied from 
51 to 55%, VIM-1 varied from 55 to 59% and KPC (KPC-1 and KPC-2) 
ranged from 47 to 55% in all of the isolates.

Antimicrobial susceptibilities of clinical isolates

A significant difference in resistant and susceptibility pattern was 
observed with the drugs used in the study against the clinical isolates. 
An antibiogram of the isolates was presented in table 3. Of the 206 
isolates of A. baumannii tested for their antibiogram, more than 90-
93% isolates have shown susceptibility to ceftriaxone plus EDTA plus 
sulbactam and 7-10% were resistant. Amoxicillin plus clavulanic acid 
showed the highest percentage of resistance varying from 65 to 76% 
in various clinical specimens such as, pus, blood, sputum and urine 
followed by piperacillin plus tazobactam (46-62%), cefoperazone plus 
sulbactam (51-60%), imipenem (54-58%) and meropenem (46-50%).

Discussion
In recent years, the increasing resistance to antibiotics has alarmed 

the whole world. Production of β-lactamases has been one of the 
important resistance mechanism of many bacterial species particularly 
in the Enterobacteriacae [10,17-19]; high prevalence of ESBLs and 
MBLs producing A. baumannii strains has been documented by 
various groups [3,5,6,10]. In the present study, the percentage of ESBLs 
and MBLs in A. baumannii clinical isolates ranged from 50% to 85% 
and 40% to 59%, respectively. Previous studies have reported ESBL 
production varying from 68%-75% [11,20,21], where as MBL producing 
organism ranged from 28 to 42% [10,19]. Very recently, Jaggi et al. [22] 
reported that the A. baumannii obtained from entire hospital showed 
89.6% carbapenem resistance, this resistance increased to 93.2% in ICU 
clinical samples. Antibiotic resistance in A. baumannii is increasing 
at an alarming rate leading to increased morbidity, mortality at ICU 
settings as revealed by surveillance studies from Europe, Asia pacific 
region, Latin America and North America over the last 3-5 years [23].

In the present study, the highest percentage of ESBL producers 
were observed in isolates obtained from blood 88.42% (84 isolates) 
followed by sputum 81% (55 isolates), pus 83.33% (35 isolates) 
and urine 77.77% (35 isolates). Similarly, the highest percentage of 
occurrence of MBL was reported in blood 74.73% (71 isolates) followed 
by sputum 61.76% (42 isolates), pus 64.28% (27 isolates) and urine 60% 
(27 isolates) (Table 3). Roy et al. [24] from India isolated twelve isolates 
of A. baumannii from blood culture of septic neonates during 2007 and 
2008 and reported 33.33% isolates were carbapenem resistant.

ESBL positive isolates (n=209) MBL positive isolates (n=167)

TEM-1 TEM-2 TEM-50 SHV-1 SHV-10 CTX-M-9 CTX-M-15 OXA-11 NDM-1 IMP-1 VIM-1 KPC-1 KPC-2

Pus 11 10 8 16 10 11 10 18 Pus 11 15 16 8 7

(n=35) (n=27)

Blood 27 28 12 35 31 31 26 44 Blood 35 39 41 16 18

(n=84) (n=71)

Sputum 22 18 08 19 18 18 15 31 Sputum 18 23 25 11 12

(n=55) (n=42)

Urine 14 13 03 13 11 10 13 19 Urine 13 14 15 6 8

(35) (27)

Table 2: Distribution of ESBLs and MBLs genes among clinical samples of A. baumannii.

Primer Primer sequences (5'-3') Amplicon
(base pair) References

TEM-1 F-TCGGGGAAATGTGCG
R-TGCTTAATCAGTGAGGCACC 966 30

TEM-2 F-ATCAGCAATAAACCAGC
R-CCCCGAAGAACGTTTTC 516 31

TEM- 50 F-GAAGACGAAAGGGCCTCGTG
R-GGTCTGACAGTTACCAATGC 264 32

SHV -1 F- TAAGCGAAAGCCAGCTGTCG
R- TTTCGCTCCAGCTGTTCGTC 178 33

SHV-10 F-CCGATAAGACCGGAGTTCGC
R-AGTCATATCGCCCGGCAC 248 34

CTXM-9 F-TACCGCAGATAATACGCAGGTG
R-CAGCGTAGGTTCAGTGCGATCC 355 35

CTXM- 10 F- CGTGCTTTGTAAAAGTAGCAG
R- CATGATTTTGGTGGGAATGG 534 36

CTXM-15 F- AATCACTGCGCCAGTTCACGCT
R- GAACGTTTCGTCTCCCAGCTGT 479 35

OXA-11 F- AACTATGATTGGGGATTGAG
R- TCAACAAATCGCCAGAGAAG 276 37

NDM-1 F-GGTTTGGCGATCTGGTTTTC
R- CGGAATGGCTCATCACGATC 621 38

VIM-1 F-GATGGTGTTTGGTCGCATA
R- CGAATGCGCAGCACCAG 390 39

IMP- 1 F- GGAATAGAGTGGCTTAAYTC
R- CCAAACYACTASGTTATCT 188 39

KPC-1 F-CTTGCTGCCGCTGTGCTG
R- GCAGGTTCCGGTTTTGTCTC 489 40

KPC-2 F- GCTACACCTAGCTCCACCTTC
R- GCATGGATTACCAACCACTGT 989 41

F: Sense Primer; R: Antisense Primer

Table 1: Oligonucleotides used in the study for each tested genes.
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The antibiogram clearly showed an increasing resistance of A. 
baumannii to various antibiotics. However, ceftriaxone plus EDTA plus 
sulbactam was active more than 90% of A. baumannii clinical isolates 
obtained from pus, blood, sputum and urine. Amoxicillin plus clavulanic 
acid showed the highest percentage of resistance varying from 65 to 
76% followed by piperacillin plus tazobactam (46-62%), cefoperazone 
plus sulbactam (51-60%), imipenem (54-58%) and meropenem (46-
50%). Several authors have documented on the reduced susceptibility to 
imipenem and meropenem among A. baumannii isolates [3,10,24-26]. 
Prakasam et al. [27] demonstrated that A. baumannii showed 80.4% 
resistance against piperacillin plus tazobactam and 63% resistance to 
meropenem. Another study conducted by Kaul et al. [28] reported the 
increased carbapenem resistance in gram negative bacilli. Similarly, 
Srinivasa Rao et al. [29] has reported high level of resistance (> 75%) to 
both carbapenem and other antibiotic routinely used for the treatment 
of gram negative bacilli. 

Interestingly, ceftriaxone plus EDTA plus sulbactam showed 
intermediate to resistant response to those strains which were positive 
with higher classes of TEM and OXA including TEM-50, OXA-11, 
whereas piperacillin plus tazobactam, amoxicillin plus clavulanic acid, 
cefoperazone plus sulbactam, imipenem and meropenem were resistant 
to those isolates were positive with MBL gene including NDM-1, VIM-
1, KPC-1, KPC-2, IMP-1 and ESBL genes such as TEM-50 and OXA-11 
[21]. However, ceftriaxone plus EDTA plus sulbactam appeared to be 
highly susceptible to MBL positive genes including NDM-1, VIM-1, 
KPC-2, IMP-1.

Multi-drug resistant A. baumannii bacteria remain an important 
cause of infection around the world. Ceftriaxone plus EDTA plus 
sulbactam is active against A. baumannii isolates of pus, blood, sputum 
and urine origin, even when susceptibility to other drugs has been 
lost. Thus, in case of infection with multidrug-resistant A. baumannii, 
ceftriaxone plus EDTA plus sulbactam can be drug of choice. 
Acknowledgement

Authors are thankful to sponsor, Venus Pharma GmbH, AM Bahnhof 1-3, 
D-59368, Werne, 198 Germany, for providing assistance to carry out this study. 
Also thankful to institutes which provided clinical isolates.

References

1.	 Peleg AY, Seifert H, Paterson DL (2008) Acinetobacter baumannii: emergence 
of a successful pathogen. Clin Microbiol Rev 21: 538-582.

2.	 Wieczorek P, Sacha P, Hauschild T, Zórawski M, Krawczyk M, et al. (2008) 
Multidrug resistant Acinetobacter baumannii--the role of AdeABC (RND family) 
efflux pump in resistance to antibiotics. Folia Histochem Cytobiol 46: 257-267.

3.	 Sinha M, Srinivasa H, Macaden R (2007) Antibiotic resistance profile & 
Extended Spectrum Beta-Lactamase (ESBL) production in Acinetobacter 
species. Indian J Med Res 126: 63-67.

4.	 Howard A, O'Donoghue M, Feeney A, Sleator RD (2012) Acinetobacter 
baumannii: an emerging opportunistic pathogen. Virulence 3: 243-250.

5.	 Aiken AM, Mturi N, Njuguna P, Mohammed S, Berkley JA, et al. (2011) Risk 
and causes of paediatric hospital-acquired bacteraemia in Kilifi District Hospital, 
Kenya: a prospective cohort study. Lancet 378: 2021-2027.

6.	 Hamzeh AR, Al Najjar M, Mahfoud M (2012) Prevalence of antibiotic resistance 
among Acinetobacter baumannii isolates from Aleppo, Syria. Am J Infect 
Control 40: 776-777.

7.	 Iacono M, Villa L, Fortini D, Bordoni R, Imperi F, et al. (2008) Whole-genome 
pyrosequencing of an epidemic multidrug-resistant Acinetobacter baumannii 
strain belonging to the European clone II group. Antimicrob Agents Chemother 
52: 2616-2625.

8.	 Turner PJ (2008) Meropenem activity against European isolates: report on the 
MYSTIC (Meropenem Yearly Susceptibility Test Information Collection) 2006 
results. Diagn Microbiol Infect Dis 60: 185-192.

9.	 Sareek PS, Sureshkumar D, Ramgopalakrishnan, Ramasubramanian V, 
Gaphur KA, et al. (2012) Antibiotic sensitivity pattern of blood isolates of 
Acinetobacter species in a tertiary care hospital: a retrospective analysis. Am 
J Infect Dis 8: 65-69. 

10.	Uma Karthika R, Srinivasa Rao R, Sahoo S, Shashikala P, Kanungo R, et 
al. (2009) Phenotypic and genotypic assays for detecting the prevalence of 
metallo-beta-lactamases in clinical isolates of Acinetobacter baumannii from a 
South Indian tertiary care hospital. J Med Microbiol 58: 430-435.

11.	Szabó D, Szentandrássy J, Juhász Z, Katona K, Nagy K, et al. (2008) Imported 
PER-1 producing Pseudomonas aeruginosa, PER-1 producing Acinetobacter 
baumanii and VIM-2-producing Pseudomonas aeruginosa strains in Hungary. 
Ann Clin Microbiol Antimicrob 7: 12.

12.	Bouvet PJ, Grimont PA (1987) Identification and biotyping of clinical isolates of 
Acinetobacter. Ann Inst Pasteur Microbiol 138: 569-578.

13.	Pereira V, Lopes C, Castro A, Silva J, Gibbs P, et al. (2009) Characterization 

S. 
No

Name of 
antibiotic

Clinical isolates from pus
((n= 42))

Clinical isolates from blood 
(n=95)

Clinical isolates from sputum 
(n=68)

Clinical isolates from urine 
(n=45)

Susceptibility Resistant Susceptibility Resistant Susceptibility Resistant Susceptibility Resistant

No of 
isolates % No of 

isolates % No of 
isolates % No of 

isolates % No of 
isolates % No of 

isolates % No of 
isolates % No of 

isolates %

1
Ceftriaxone 
+EDTA + 
sulbactam

38 90.47 4 9.5 88 92.63 7 7.36 62 91.11 6 8.82 42 93.33 3 6.66

2 Piperacillin + 
Tazobactam 16 38.05 24 62 41 43.15 54 56.84 27 39.7 41 60.29 19 42.2 26 57.77

3
Amoxycillin 
+ Clavulanic 
acid

12 28.57 30 71.42 33 31.57 62 65.26 16 23.52 52 76.47 14 31.11 31 68.88

4 Cefoperazone 
+ Sulbactam 17 40.47 25 59.52 38 40 57 60 29 42.64 39 57.35 18 40.0 27 60.0

5 Imipenem 19 45.23 23 54.76 40 42.10 55 57.89 31 45.58 37 54.41 20 44.44 25 55.55

6 Meropenem 21 50 21 50 47 47.47 48 50.52 37 54.41 31 45.58 24 53.33 21 46.66

Table 3: Antibiogram of clinical isolates of A. baumannii.

http://www.ncbi.nlm.nih.gov/pubmed/18625687
http://www.ncbi.nlm.nih.gov/pubmed/18625687
http://www.ncbi.nlm.nih.gov/pubmed/19056528
http://www.ncbi.nlm.nih.gov/pubmed/19056528
http://www.ncbi.nlm.nih.gov/pubmed/19056528
http://www.ncbi.nlm.nih.gov/pubmed/17890826
http://www.ncbi.nlm.nih.gov/pubmed/17890826
http://www.ncbi.nlm.nih.gov/pubmed/17890826
http://www.ncbi.nlm.nih.gov/pubmed/22546906
http://www.ncbi.nlm.nih.gov/pubmed/22546906
http://www.ncbi.nlm.nih.gov/pubmed/22133536
http://www.ncbi.nlm.nih.gov/pubmed/22133536
http://www.ncbi.nlm.nih.gov/pubmed/22133536
http://www.ncbi.nlm.nih.gov/pubmed/22305413
http://www.ncbi.nlm.nih.gov/pubmed/22305413
http://www.ncbi.nlm.nih.gov/pubmed/22305413
http://www.ncbi.nlm.nih.gov/pubmed/18411315
http://www.ncbi.nlm.nih.gov/pubmed/18411315
http://www.ncbi.nlm.nih.gov/pubmed/18411315
http://www.ncbi.nlm.nih.gov/pubmed/18411315
http://www.ncbi.nlm.nih.gov/pubmed/17945455
http://www.ncbi.nlm.nih.gov/pubmed/17945455
http://www.ncbi.nlm.nih.gov/pubmed/17945455
http://thescipub.com/abstract/10.3844/ajidsp.2012.65.69
http://thescipub.com/abstract/10.3844/ajidsp.2012.65.69
http://thescipub.com/abstract/10.3844/ajidsp.2012.65.69
http://thescipub.com/abstract/10.3844/ajidsp.2012.65.69
http://www.ncbi.nlm.nih.gov/pubmed/19273637
http://www.ncbi.nlm.nih.gov/pubmed/19273637
http://www.ncbi.nlm.nih.gov/pubmed/19273637
http://www.ncbi.nlm.nih.gov/pubmed/19273637
http://www.ncbi.nlm.nih.gov/pubmed/18513394
http://www.ncbi.nlm.nih.gov/pubmed/18513394
http://www.ncbi.nlm.nih.gov/pubmed/18513394
http://www.ncbi.nlm.nih.gov/pubmed/18513394
http://www.ncbi.nlm.nih.gov/pubmed/3440090
http://www.ncbi.nlm.nih.gov/pubmed/3440090
http://www.ncbi.nlm.nih.gov/pubmed/19269569


Citation: Chaudhary M, Payasi A (2012) Molecular Characterization and Antimicrobial Susceptibility Study of Acinetobacter baumannii Clinical 
Isolates from Middle East, African and Indian Patients J Proteomics Bioinform 5: 265-269. doi:10.4172/jpb.1000248

Volume 5(11) 265-269 (2012) - 269 
J Proteomics Bioinform    
ISSN:0974-276X JPB, an open access journal 

for enterotoxin production, virulence factors, and antibiotic susceptibility of 
Staphylococcus aureus isolates from various foods in Portugal. Food Microbiol 
26: 278-282.

14.	Power P, Galleni M, Ayala JA, Gutkind G (2006) Biochemical and molecular 
characterization of three new variants of AmpC beta-lactamases from 
Morganella morganii. Antimicrob Agents Chemother 50: 962-967.

15.	Yong D, Lee K, Yum JH, Shin HB, Rossolini GM, et al. (2002) Imipenem-EDTA 
disk method for differentiation of metallo-beta-lactamase-producing clinical 
isolates of Pseudomonas spp. and Acinetobacter spp. J Clin Microbiol 40: 
3798-3801.

16.	Edwards R, Hawkyard CV, Hashmi PS (1998) Biological assay for the detection 
of metallo-beta-lactamases in Bacteroides fragilis. Br J Biomed Sci 55: 169-
171.

17.	Gayathri D, Eramma NK, Devaraja TN (2012) New Delhi metallo beta-
Lactamase-1; Incidence and threats. Int J Biol Med Res 3: 1870-1874. 

18.	Gupta N, Limbago BM, Patel JB, Kallen AJ (2011) Carbapenem-resistant 
Enterobacteriaceae: epidemiology and prevention. Clin Infect Dis 53: 60-67.

19.	Rawat D, Nair D (2010) Extended-spectrum β-lactamases in gram negative 
bacteria. J Glob Infect Dis 2: 263-274. 

20.	Mittal N, Nair D, Gupta N, Rawat D, Kabra S, et al. (2003) Outbreak of 
Acinetobacter spp septicemia in a neonatal ICU. Southeast Asian J Trop Med 
Public Health 34: 365-366.

21.	Kansal R, Pandey A, Asthana AK (2009) Beta-lactamase producing 
Acinetobacter species in hospitalized patients. Indian J Pathol Microbiol 52: 
456-457.

22.	Jaggi N, Sissodia P, Sharma L (2012) Acinetobacter baumannii isolates in a 
tertiary care hospital: antimicrobial resistance and clinical significance. J Micro 
Infect Dis 2: 57-63. 

23.	Ko KS, Suh JY, Kwon KT, Jung SI, Park KH, et al. (2007) High rates of 
resistance to colistin and polymyxin B in subgroups of Acinetobacter baumannii 
isolates from Korea. J Antimicrob Chemother 60: 1163-1167.

24.	Roy S, Basu S, Dasgupta S, Singh AK, Viswanathan R (2010) Carbapenem 
resistance in Acinetobacter baumannii isolated from blood of neonates with 
sepsis. Indian J Med Microbiol 28: 416-417.

25.	Taneja N, Maharwal S, Sharma M (2003) Imipenem resistance in nonfermenters 
causing nosocomial urinary tract infections. Indian J Med Sci 57: 294-299.

26.	Sinha M, Srinivasa H (2007) Mechanisms of resistance to carbapenems in 
meropenem- resistant Acinetobacter isolates from clinical samples. Indian J 
Med Microbiol 25: 121-125.

27.	Prakasam G, Geethapriya S, Jayakeerrthana KH, Ramesh S (2011) Detection 
of certain virulence and antimicrobial resistance pattern among clinical isolates 
of Acinetobacter baumannii. Int J Pharma Bio Sci 2: 501-507. 

28.	Kaul S, Brahmadathan KN, Jagannati M, Sudarsanam TD, Pitchamuthu K, et al. 
(2007) One year trends in the gram-negative bacterial antibiotic susceptibility 
patterns in a medical intensive care unit in South India. Indian J Med Microbiol 
25: 230-235.

29.	Srinivasa Rao R, Uma Karthika R, Singh SP, Shashikala P, Kanungo R, 
Jayachandran S, Prashanth K (2008) Correlation between biofilm production 
and multiple drug resistance in imipenem resistant clinical isolates of 
Acinetobacter baumannii. Indian J Med Microbiol 26: 333-337. 

30.	De Gheldre Y, Avesani V, Berhin C, Delmée M, Glupczynski Y (2003) 
Evaluation of Oxoid combination discs for detection of extended-spectrum 
beta-lactamases. J Antimicrob Chemother 52: 591-597.

31.	Colom K, Pérez J, Alonso R, Fernández-Aranguiz A, Lariño E, et al. (2003) 
Simple and reliable multiplex PCR assay for detection of blaTEM, bla(SHV) and 
blaOXA-1 genes in Enterobacteriaceae. FEMS Microbiol Lett 223: 147-151. 

32.	Henquell C, Chanal C, Sirot D, Labia R, Sirot J (1995) Molecular characterization 
of nine different types of mutants among 107 inhibitor-resistant TEM beta-
lactamases from clinical isolates of Escherichia coli. Antimicrob Agents 
Chemother 39: 427-430.

33.	Chaves J, Ladona MG, Segura C, Coira A, Reig R, et al. (2001) SHV-1 beta-
lactamase is mainly a chromosomally encoded species-specific enzyme in 
Klebsiella pneumoniae. Antimicrob Agents Chemother 45: 2856-2861.

34.	Chanawong A, M'Zali FH, Heritage J, Lulitanond A, Hawkey PM (2001) 
Discrimination of SHV beta-lactamase genes by restriction site insertion-PCR. 
Antimicrob Agents Chemother 45: 2110-2114.

35.	Chia JH, Chu C, Su LH, Chiu CH, Kuo AJ, et al. (2005) Development of a 
multiplex PCR and SHV melting-curve mutation detection system for detection 
of some SHV and CTX-M beta-lactamases of Escherichia coli, Klebsiella 
pneumoniae, and Enterobacter cloacae in Taiwan. J Clin Microbiol 43: 4486-
4491.

36.	Steward CD, Rasheed JK, Hubert SK, Biddle JW, Raney PM, et al. (2001) 
Characterization of clinical isolates of Klebsiella pneumoniae from 19 
laboratories using the National Committee for Clinical Laboratory standards 
extended-spectrum beta-lactamase detection methods. J Clin Microbiol 39: 
2864-2872. 

37.	Bert F, Branger C, Lambert-Zechovsky N (2002) Identification of PSE and 
OXA beta-lactamase genes in Pseudomonas aeruginosa using PCR-restriction 
fragment length polymorphism. J Antimicrob Chemother 50: 11-18.

38.	Poirel L, Walsh TR, Cuvillier V, Nordmann P (2011) Multiplex PCR for detection 
of acquired carbapenemase genes. Diagn Microbiol Infect Dis 70: 119-123.

39.	Ellington MJ, Kistler J, Livermore DM, Woodford N (2007) Multiplex PCR 
for rapid detection of genes encoding acquired metallo-beta-lactamases. J 
Antimicrob Chemother 59: 321-322.

40.	Tenover FC, Kalsi RK, Williams PP, Carey RB, Stocker S, et al. (2006) 
Carbapenem resistance in Klebsiella pneumoniae not detected by automated 
susceptibility testing. Emerg Infect Dis 12: 1209-1213.

41.	Moland ES, Hanson ND, Herrera VL, Black JA, Lockhart TJ, et al. (2003) 
Plasmid-mediated, carbapenem-hydrolysing beta-lactamase, KPC-2, in 
Klebsiella pneumoniae isolates. J Antimicrobial Chemother 51: 711-714 

http://www.ncbi.nlm.nih.gov/pubmed/19269569
http://www.ncbi.nlm.nih.gov/pubmed/19269569
http://www.ncbi.nlm.nih.gov/pubmed/19269569
http://www.ncbi.nlm.nih.gov/pubmed/16495258
http://www.ncbi.nlm.nih.gov/pubmed/16495258
http://www.ncbi.nlm.nih.gov/pubmed/16495258
http://www.ncbi.nlm.nih.gov/pubmed/12354884
http://www.ncbi.nlm.nih.gov/pubmed/12354884
http://www.ncbi.nlm.nih.gov/pubmed/12354884
http://www.ncbi.nlm.nih.gov/pubmed/12354884
http://www.ncbi.nlm.nih.gov/pubmed/10367399
http://www.ncbi.nlm.nih.gov/pubmed/10367399
http://www.ncbi.nlm.nih.gov/pubmed/10367399
http://www.biomedscidirect.com/385/new_delhi_metallo_beta_lactamase_1_incidence_and_threats/articlescategories
http://www.biomedscidirect.com/385/new_delhi_metallo_beta_lactamase_1_incidence_and_threats/articlescategories
http://www.ncbi.nlm.nih.gov/pubmed/21653305
http://www.ncbi.nlm.nih.gov/pubmed/21653305
http://www.ncbi.nlm.nih.gov/pubmed/20927289
http://www.ncbi.nlm.nih.gov/pubmed/20927289
http://www.ncbi.nlm.nih.gov/pubmed/12971564
http://www.ncbi.nlm.nih.gov/pubmed/12971564
http://www.ncbi.nlm.nih.gov/pubmed/12971564
http://www.ncbi.nlm.nih.gov/pubmed/19680002
http://www.ncbi.nlm.nih.gov/pubmed/19680002
http://www.ncbi.nlm.nih.gov/pubmed/19680002
http://www.jmidonline.org/upload/sayi/8/JMID-00562.pdf
http://www.jmidonline.org/upload/sayi/8/JMID-00562.pdf
http://www.jmidonline.org/upload/sayi/8/JMID-00562.pdf
http://www.ncbi.nlm.nih.gov/pubmed/17761499
http://www.ncbi.nlm.nih.gov/pubmed/17761499
http://www.ncbi.nlm.nih.gov/pubmed/17761499
http://www.ncbi.nlm.nih.gov/pubmed/20966591
http://www.ncbi.nlm.nih.gov/pubmed/20966591
http://www.ncbi.nlm.nih.gov/pubmed/20966591
http://www.ncbi.nlm.nih.gov/pubmed/12928556
http://www.ncbi.nlm.nih.gov/pubmed/12928556
http://www.ncbi.nlm.nih.gov/pubmed/17582181
http://www.ncbi.nlm.nih.gov/pubmed/17582181
http://www.ncbi.nlm.nih.gov/pubmed/17582181
http://www.ncbi.nlm.nih.gov/pubmed/17901640
http://www.ncbi.nlm.nih.gov/pubmed/17901640
http://www.ncbi.nlm.nih.gov/pubmed/17901640
http://www.ncbi.nlm.nih.gov/pubmed/17901640
http://www.ncbi.nlm.nih.gov/pubmed/18974485
http://www.ncbi.nlm.nih.gov/pubmed/18974485
http://www.ncbi.nlm.nih.gov/pubmed/18974485
http://www.ncbi.nlm.nih.gov/pubmed/18974485
http://www.ncbi.nlm.nih.gov/pubmed/12972449
http://www.ncbi.nlm.nih.gov/pubmed/12972449
http://www.ncbi.nlm.nih.gov/pubmed/12972449
http://www.ncbi.nlm.nih.gov/pubmed/12829279
http://www.ncbi.nlm.nih.gov/pubmed/12829279
http://www.ncbi.nlm.nih.gov/pubmed/12829279
http://www.ncbi.nlm.nih.gov/pubmed/7726509
http://www.ncbi.nlm.nih.gov/pubmed/7726509
http://www.ncbi.nlm.nih.gov/pubmed/7726509
http://www.ncbi.nlm.nih.gov/pubmed/7726509
http://www.ncbi.nlm.nih.gov/pubmed/11557480
http://www.ncbi.nlm.nih.gov/pubmed/11557480
http://www.ncbi.nlm.nih.gov/pubmed/11557480
http://www.ncbi.nlm.nih.gov/pubmed/11408231
http://www.ncbi.nlm.nih.gov/pubmed/11408231
http://www.ncbi.nlm.nih.gov/pubmed/11408231
http://www.ncbi.nlm.nih.gov/pubmed/16145096
http://www.ncbi.nlm.nih.gov/pubmed/16145096
http://www.ncbi.nlm.nih.gov/pubmed/16145096
http://www.ncbi.nlm.nih.gov/pubmed/16145096
http://www.ncbi.nlm.nih.gov/pubmed/16145096
http://www.ncbi.nlm.nih.gov/pubmed/11474005
http://www.ncbi.nlm.nih.gov/pubmed/11474005
http://www.ncbi.nlm.nih.gov/pubmed/11474005
http://www.ncbi.nlm.nih.gov/pubmed/11474005
http://www.ncbi.nlm.nih.gov/pubmed/11474005
http://www.ncbi.nlm.nih.gov/pubmed/12096001
http://www.ncbi.nlm.nih.gov/pubmed/12096001
http://www.ncbi.nlm.nih.gov/pubmed/12096001
http://www.ncbi.nlm.nih.gov/pubmed/21398074
http://www.ncbi.nlm.nih.gov/pubmed/21398074
http://www.ncbi.nlm.nih.gov/pubmed/17185300
http://www.ncbi.nlm.nih.gov/pubmed/17185300
http://www.ncbi.nlm.nih.gov/pubmed/17185300
http://www.ncbi.nlm.nih.gov/pubmed/16965699
http://www.ncbi.nlm.nih.gov/pubmed/16965699
http://www.ncbi.nlm.nih.gov/pubmed/16965699
http://www.ncbi.nlm.nih.gov/pubmed/12615876
http://www.ncbi.nlm.nih.gov/pubmed/12615876
http://www.ncbi.nlm.nih.gov/pubmed/12615876

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Materials and Methods
	Antimicrobial agents
	Collection of clinical isolates and their identification
	Screening of A. baumannii clinical isolates for ESBL and MBL 
	Phenotypic ESBL detection
	Phenotypic MBL detection
	Preparation of template DNA
	Detection of ESBLs and MBLs types by PCR
	Antimicrobial susceptibility study

	Results
	Morphological and biochemical characterization
	Screening of ESBLs and MBLs
	Diversity of ESBLs and MBLs
	Antimicrobial susceptibilities of clinical isolates

	Discussion
	Acknowledgement
	References
	Table 1
	Table 2
	Table 3

