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Abstract 
Introduction: Pseudomonas aeruginosa and Acinetobcter spp. are important nosocomial pathogens and carbapenem resistance is an emerging 

threat. Therapeutic  options for infections with these isolates include colistin. This study was conducted to determine the prevalence of 

carbapenem resistance in P. aeruginosa and Acinetobacter spp. bloodstream isolates, phenotypically characterize the resistance mechanisms 

and evaluate the invitro activity of colistin. 

Methodology: Consecutive 145 (95 P.aeruginosa and 50 Acinetobacter spp.) non-repeat isolates were included. Antibiotic susceptibility 

testing was performed per CLSI guidelines. MIC for carbapenems and colistin was performed using Etest. Isolates showing reduced 

susceptibility or resistance to the carbapenems were tested for metallo-β-lactamase (MBL) production using imipenem-EDTA combined disk 

and MBL Etest. 

Results: Carbapenem resistance was observed in 40% P. aeruginosa and 66.0% Acinetobacter spp. Carbapenem-resistant (CA-R) isolates 

were significantly (p< 0.05) more frequently resistant to the other antibiotics than carbapenem-susceptible isolates. Approximately half of the 

CA-R strains were multidrug-resistant, and 3.1-5.5% were resistant to all antibiotics tested. MBL was found in 76.3% and 69.7% of the P. 

aeruginosa and Acinetobacter spp., respectively. Colistin resistance was observed in three (6.0%) Acinetobacter isolates and eight (8.4%)  P. 

aeruginosa. MIC50 for carbapenems were two to four times higher for MBL-positive compared to MBL-negative isolates, but no difference 

was seen in MIC for colistin.  

Conclusion: Carbapenem resistance was observed to be mediated by MBL in a considerable number of isolates.  Colistin is an alternative for 

infections caused by CA-R isolates; however, MIC testing should be performed whenever clinical use of colistin is considered. 
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Introduction 
Non-fermenting bacilli such as Pseudomonas 

aeruginosa and Acinetobacter spp. are pathogens 

emerging as frequent causes of nosocomial infections, 

especially pneumonia and sepsis, with mortality rates 

of 27-48% in critically ill patients [1,2]. Management 

is difficult, as the strains often display intrinsic and 

acquired resistance to multiple classes of antibiotics, 

including extended-spectrum cephalosporins, 

aminoglycosides, and fluoroquinolones, severely 

limiting therapeutic options [3]. The introduction of 

carbapenems meropenem (MEM) and imipenem 

(IPM) into clinical practice was a great advance in the 

treatment of serious infections caused by these 

multidrug-resistant (MDR) bacteria; carbapenems are 

often employed as drugs of last resort in these bacteria. 

However, the emergence and increasing frequency of 

isolation of carbapenem-resistant (CA-R) P. 

aeruginosa and Acinetobacter spp. is a cause for 

concern [4]. 

Data of the antibiotic susceptibilities of 

Acinetobacter spp. from different geographical regions 

reveal that the resistance of Acinetobacter to IPM was 

in the range of no resistance to 40% (2000-2004) 

[5],which has subsequently risen to 85-87% (2007) in 

the ICUs of European countries such as Greece, and in 

the USA [6], while resistance to MEM has risen from 

18% (1997-2000) to 43.4% (2006) as reported from 

multicentric data by the MYSTIC program [7,8]. A 

similar trend in P. aeruginosa has been reflected in a 

Brazilian study, where rates of resistance to IPM 

increased from 6.06% in 2004 to 45.09% in 2008; 

resistance to MEM increased from 6.89 % to 20.0% 

during the same period [9]. In India, carbapenem 

resistance ranges from 10.9- 69% [10, 11] in P. 

aeruginosa; a range of 9.1-100% [12,13] in 

Acinetobacter spp. has been reported in various patient 
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populations in different sample types, mostly 

consisting of respiratory specimens and wound swab 

samples. To our knowledge, only a single Indian study 

[14] has reported carbapenem resistance (50%) in 

Acinetobacter baumannii  isolated from blood of 

neonates with sepsis.   

Of the various mechanisms of carbapenem 

resistance in P. aeruginosa and Acinetobacter spp.,  

namely impermeability arising via the loss of outer 

membrane porins, the upregulation of an active efflux 

pump (MexAB-OprM system, AdeABC pump) and 

production of metallo-beta-lactamases (MBLs) that 

mediated by the MBLs is of great concern [15-17]. 

The genes responsible for the production of MBLs are 

typically part of an integron structure carried on 

transferable plasmids; hence, isolates producing MBLs 

are often resistant to different groups of antimicrobial 

agents, which can be transferred to various types of 

bacteria [17]. Other than MBLs, derepressed AmpC β-

lactamases and OXA-carbapenemases are also an 

increasingly important source of carbapenem 

resistance in these two organisms [15-17].    

The emergence of CA-R P. aeruginosa and 

Acinetobacter spp. has led to the reconsideration of 

colistin, a polymyxin antibiotic that has activity 

against Gram-negative organisms including 

Pseudomonas and Acinetobacter spp.[18]. The 

increased clinical use of parenteral polymyxins has 

created a pressing need for up-to-date susceptibility 

data and standardized susceptibility testing methods in 

these two pathogens. In addition, it is essential to 

rapidly screen and detect MBLs in P. aeruginosa and 

Acinetobacter spp., which could help to modify 

therapy and to initiate effective infection control to 

prevent further dissemination. Numerous Indian 

studies have documented the presence of MBLs in P. 

aeruginosa[19-22], but only a few [13,21,22] have 

documented the same in Acinetobacter spp. Further, 

the issue of colistin susceptibility in these two 

organisms has not been addressed sufficiently [20, 23].    

The present study was conducted to determine the 

prevalence of carbapenem resistance in P. aeruginosa 

and Acinetobacter spp. bloodstream isolates in our 

hospital, to phenotypically characterize the resistance 

mechanisms, and to evaluate the in vitro activity of 

colistin against the isolates. 

Methodology 
The study was conducted at the Department of 

Microbiology, Vardhman Mahavir Medical College 

and Safdarjung Hospital, a 1500-bed tertiary care, 

referral, and teaching hospital in North India over a 

six-month period between January and June 2011. 

 

Bacterial isolates 

A total of 145 (95 P.aeruginosa and 50 

Acinetobacter spp.) non-repeat, non-duplicate 

bloodstream isolates recovered from patients admitted 

to various wards of the hospital were included in the 

study. The organisms were identified by conventional 

biochemical tests using standard microbiological 

techniques [24].  

 

Antimicrobial susceptibility testing and MIC 

determination 

Antimicrobial susceptibility testing and 

interpretation was performed for ten different 

therapeutically relevant antibiotics on Mueller Hinton 

agar (HiMedia, Mumbai, India) by the standard disk 

diffusion method according to Clinical Laboratory 

Standards Institute (CLSI, 2011) guidelines [25]. The 

antibiotics tested (disk concentrations in µg) were as 

follows: ceftazidime (30), piperacillin (100), amikacin 

(30), netilmicin (30), gentamicin (10), ciprofloxacin 

(5), piperacillin/tazobactam (100/10), 

cefoperazone/sulbactam (75/10), imipenem (10), and 

meropenem (10). All the disks were procured from 

HiMedia, Mumbai, India.  The tests were quality 

controlled using E. coli ATCC 25922 and P. 

aeruginosa ATCC 29213. Organisms “intermediate” 

were included in the percentage of resistant isolates.  

Minimum inhibitory concentration (MIC) was 

determined for all isolates to IPM, MEM, and colistin 

by the Etest (AB Biodisk, Solna, Sweden). The MIC 

(µg/ml) breakpoints for IPM and MEM for both the 

organisms were defined as follows: sensitive (≤ 4), 

intermediate (8), and resistant (≥ 16) [25]. For colistin, 

the MIC (µg/ml) breakpoints for P. aeruginosa were 

defined as sensitive (≤ 2), intermediate (4), and 

resistant (≥ 8); breakpoints for Acinetobacter spp. 

were defined as sensitive (≤ 2) and resistant (≥ 4) only 

[25]. For carbapenems, where both disk diffusion and 

MIC testing was performed, the results of the MIC test 

were taken for final consideration of the susceptibility 

status of the organisms. 
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Figure 1: Antibiotic –resistance profiles 1A MBL-positive 

(n=29) and MBL –negative (n=9) P. aeruginosa and 1B MBL-

positive (n=23)  and MBL –negative (n=10) Acinetobacter spp.  

Figure 2A: Minimum inhibitory concentration (MIC), MIC 50, 

MIC 90of P. aeruginosa (n=95) to carbapenems 

Figure 2B: Minimum inhibitory concentration (MIC), MIC 50, 

MIC 90 of Acinetobacter spp. (n=50) to carbapenems 

Figure 3: Minimum inhibitory concentration (MIC), MIC 50, 

MIC 90 of  3A : Pseudomonas aeruginosa (n=95) and 3B: 

Acinetobacter spp. (n=50)   to Colistin 
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Carbapenem-resistant isolates were defined as 

those intermediate or resistant to any one of the 

carbapenems, (MEM and/or IPM). Multidrug 

resistance was defined as non-susceptibility to at least 

one agent in three or more antimicrobial categories 

[26]. 

 

Metallo-β-lactamase detection 

Tests for MBL production were performed on 

isolates showing reduced susceptibility or resistance to 

the carbapenems [25] (IPM zone diameter  15 mm 

and /or MIC  2 µg/ ml), and/or MEM zone diameter 

 15 mm and/or MIC  2 µg/ml) by two methods, the 

imipenem-EDTA combined disk method and the 

imipenem/imipenem-EDTA MBL Etest. The 

imipenem -EDTA combined disk method was 

performed as described by Yong et al. [27], where a 

750µg EDTA disk was used in combination with an 

IPM disk along with a single IPM disk. A zone 

difference of   7 mm between IPM alone and with 

EDTA was considered MBL-positive. In the MBL 

Etest (AB Biodisk, Solna, Sweden), the presence of 

MBL was reflected by a reduction in the IPM MIC in 

the presence of EDTA of greater than or equal to 

eight-fold (IP/IPI ≥ 8),by the observation of a 

“phantom zone,” or a deformation of IPM inhibition 

ellipse per the manufacturer’s instructions. 

 

Results and Discussion  
The unit-wise distribution of the P. aeruginosa (n 

= 95) isolates was as follows: intensive care units (n = 

48; 50.5%), paediatric including neonatal unit (n = 35; 

36.8%), and adult medical unit (n = 12; 12.6%). 

Similarly, the unit-wise distribution of the 

Acinetobacter spp. (n = 50) isolates was: intensive 

care units (n = 35; 70.0%), paediatric including 

neonatal unit (n = 9; 18.0%), and adult medical unit (n 

= 6; 12.0%). Overall resistance of the isolates (P. 

aeruginosa  vs  Acinetobacter spp.) to the antibiotics 

tested  were as follows: ceftazidime (57.9% v. 84.0%), 

piperacillin (37.9% v. 94.0%),  netilmicin (36.8%  v. 

58.0%), gentamicin (40.0% v. 80.0%), amikacin 

(33.7% v. 72.0%), ciprofloxacin (35.8% v. 64.0%), 

piperacillin/tazobactam  (22.1% v. 42.0%),  

cefoperazone/sulbactam (24.2% v. 42.0%),  

meropenem (36.8% v. 62.0% ), imipenem (37.9% v. 

64.0%) and colistin (8.4% v. 6.0%) (Tables 1A and 

1B). Multidrug resistance was observed in 44 (46.3%) 

and 36 (72.0 %) of the P. aeruginosa and 

Acinetobacter spp. isolates, respectively.  

A total of 38 (40%) of P. aeruginosa and 33 

(66.0%) ofAcinetobater spp. were observed to be CA-

R.  Remarkably, CA-R isolates were found to be 

significantly (p < 0.05) more frequently resistant to the 

other antibiotics than carbapenem-susceptible isolates 

were (Tables 1A and 1B). Furthermore, close to half 

of the CA-R strains of both organisms were MDR, and 

3.1-5.5% of them were resistant to all antibiotics 

tested. Metallo-β-lactamase production was found in 

29 (76.3%) and 23 (69.7%) of the CA-R P. aeruginosa 

and Acinetobacter spp. isolates, respectively. In 

comparison to the disk method, the Etest detected one 

and three additional isolates of P. aeruginosa and 

Acinetobacter spp. to be MBL producers.  A 

comparison of antibiotic susceptibility profiles of CA-

R MBL-positive and MBL-negative isolates in both 

the organism groups showed a higher prevalence of 

resistance in MBL-positive isolates as compared to the 

MBL-negative ones for all antibiotics except colistin 

(Figure 1A and 1B). Since MBLs are carried on 

plasmids, this may explain the higher prevalence of 

co-resistance to other antibiotics found in MBL-

positive isolates.  

The minimum inhibitory concentration of 

Pseudomonas aeruginosa and Acinetobacter spp. to 

carbapenems are shown in Figure 2A and 2B, 

respectively. High-level MEM and IPM resistance 

(MIC ≥ 16 µg/ml) was noted in 23 (60.5%) and 28 

(73.7%) of the CA-R isolates of P. aeruginosa 

(Figure. 2A). Similarly, for Acinetobacter spp., high-

level MEM and IPM resistance was noted in 24 

(72.7%) and 29 (87.9%) of the carbapenem-resistant 

isolates (Figure 2B). Amongst CA-R isolates, MIC50 

for both MEM and IMP were two to four times higher 

for MBL producers compared to MBL non-producers 

(Figure 2A and 2B) in both organism groups. Colistin 

resistance was observed in 3 (6.0%) Acinetobacter 

isolates, which included two carbapenem-resistant 

(2/33, 6.1%) and one (1/17, 5.9%) carbapenem-

susceptible isolate. In the case of P. aeruginosa, 

colistin resistance was observed in eight (8.4%) 

isolates, including seven (7/38, 18.4%) carbapenem-

resistant and one (1/57, 1.8%) carbapenem-susceptible  

isolate. (Tables 1A & 1B). MIC range, MIC50 and 

MIC90 of P. aeruginosa and Acinetobacter spp. to 

colistin  are shown in Figure 3A and 3B. There was no 

significant difference in MIC50 and MIC90 amongst 

carbapenem-susceptible, CA-R MBL- positive and 

CA-R MBL-negative isolates of P. aeruginosa and 

Acinetobacter spp. 
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Thus, a high prevalence of resistance was observed 

in both P. aeruginosa and Acinetobacter isolates to the 

tested antibiotics (except to colistin), including 

carbapenems, with rates ranging from 22.1-57.9% and 

42 -94.0%, respectively.  A recent study [28] on 

selected bacteraemic pathogens from private 

institutions in South Africa also revealed a high 

prevalence of antimicrobial resistance in P. 

aeruginosa and A. baumannii. Carbapenem resistance 

in P. aeruginosa was observed to be 42% and 45% for 

MEM and IPM, while in A. baumanii it was 32% and 

33% for the two antimicrobial agents. Similarly, 

resistance to cefepime, piperacillin-tazobactam and 

fluoroquinolone was 53% v. 43%, 48% v. 42% and 

46% v. 31%, respectively [28]. A study on 

bacteraemic isolates of febrile neutropenic patients in 

Pakistan [29] showed an increase in IPM resistance 

from 0% in 1999-2000 to 37% in 2001-2006 in the 

Table 1A. Antimicrobial susceptibility pattern of P. aeruginosa (n=95) bloodstream isolates in a tertiary care hospital 

Antibiotic or resistance phenotype 

No. (%) of resistant isolates among: 

Total 

(n=95) 

Carbapenem- 

susceptible isolates 

(n=57) 

Carbapenem- resistant 

isolates 

(n=38) 

Ceftazidime 55 (57.9) 22 (38.6) 33 (86.8) * 

Piperacillin 36 (37.9) 9 (15.8) 27 (71.0) * 

Netilmicin 35 (36.8) 11 (19.3) 24 63.1) * 

Gentamicin 38 (40.0) 14 (24.6) 24 (63.1) * 

Amikacin 32 (33.7) 10 (17.5) 22 (57.9) * 

Ciprofloxacin 34 (35.8) 13 (22.8) 21 (55.3) * 

Piperacillin/tazobactam 21 (22.1) 3 (5.3) 18 (47.3) * 

Cefoperazone/sulbactam 23 (24.2) 2 (3.5) 21 (55.26) * 

Meropenem # 35 (36.8) 0 (0.0) 35 (92.1) * 

Imipenem # 36 (37.9) 0 (0.0) 36 (94.7) * 

Colistin 8 (8.4) 1 (1.7) 7 (18.4) * 

 # 33 isolates resistant to both Meropenem  and Imipenem, 3 isolates sensitive to Meropenem but resistant to Imipenem, and 2 isolates sensitive to 

Imipenem but resistant to Meropenem . 

* p < 0.05 (=significant) for difference in resistance between carbapenem-resistant and -susceptible isolates by chi-square test or Fisher’s exact test 

wherever applicable 

 

 

Table 1B. Antimicrobial susceptibility pattern of Acinetobacter spp. (n=50)  bloodstream isolates in a tertiary care hospital 

Antibiotic or resistance phenotype 

No. (%) of resistant isolates among: 

Total 

(n=50) 

Carbapenem- susceptible 

isolates 

(n=17) 

Carbapenem- resistant 

isolates 

(n=33) 

Ceftazidime 42 (84.0) 12 (70.5) 30 (90.9) 

Piperacillin 47 (94.0) 16 (94.1) 31 (93.9) 

Netilmicin 29 (58.0) 4 (23.5) 25 (75.7) * 

Gentamicin 40 (80.0) 9 (52.9) 31 (93.9) * 

Amikacin 36 (72.0) 6 (35.3) 30 (90.9) * 

Ciprofloxacin 32 (64.0) 4 (23.5) 28 (84.8) * 

Piperacillin/tazobactam 21 (42.0) 2 (11.8) 19 (57.5) * 

Cefoperazone/sulbactam 21 (42.0) 2 (11.8) 19 (57.5) * 

Meropenem # 31 (62.0) 0 (0.0) 31 (93.9) * 

Imipenem # 32 (64.0) 0 (0.0) 32 (96.9) * 

Colistin 3 (6.0) 1 (5.9) 2 (6.06) 

# 30 isolates resistant to both Meropenem and Imipenem, 2 isolates sensitive to Meropenem  but resistant to Imipenem PM, and 1 isolate sensitive to 

Imipenem  but resistant to Meropenem   

* p < 0.05 (=significant) for difference in resistance between carbapenem-resistant and -susceptible isolates by chi-square test or Fisher’s exact test 

wherever applicable  
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non-enterobacteriaceae isolates comprising mostly of 

P. aeruginosa and Acinetobacter spp. Similarly, a 

study in the United Kingdom [30] on Acinetobacter 

BSI isolates found carbapenem resistance rising from 

0% in 1998 to 55% in 2006.  

A large proportion of the CA-R isolates in our 

study were found to be MBL producers. In India, 

MBL-producing P. aeruginosa was first reported in 

2002 [31]. Since then, the incidence of MBL 

production by P. aeruginosa has been reported to 

range from 8.05-27.7 % from various clinical 

specimens across the country [20,22,32]. Specifically, 

amongst carbapenem-resistant strains, the incidence of 

MBL production has been found to vary from 50% to 

87.5% [19,21], which is similar to the findings of the 

present study. In Acinetobacter spp., the incidence of 

MBL production has been observed to vary from 0% 

to 70.9 % amongst the CA-R isolates [13,14,21,22]. A 

point to note is that most of the studies, including the 

present study, used the Etest MBL strips or IPM-

EDTA combined disk tests for the detection of MBLs, 

where the positivity may be dependent on the 

inhibitory effect of EDTA on dimer formation of a 

carbapenem-hydrolyzing-class D–beta-lactamase such 

as OXA-23 or OXA-24, a predominant mechanism of 

carbapenem resistance in Acinetobacter spp. This 

could explain the high prevalence of MBL- positive 

Acinetobacter isolates reported in these studies 

[20,21]. .However, no phenotypic tests are currently 

available to detect the presence of OXA enzymes in 

Acinetobacter spp.  

 Since only a few systematic surveys of antibiotic 

resistance have been performed on colistin, reliable 

data on its true resistance are lacking. Interpretation of 

categoric resistance has been further complicated by 

susceptibility criteria, which vary across countries 

[33]. In a study of 102 bacterial isolates [33], 

susceptibility to colistin was most prevalent in 

Acinetobacter spp., with no resistant isolates detected, 

whereas 33% of P. aeruginosa isolates were resistant 

to colistin. A survey of cystic fibrosis patients in the 

United Kingdom reported that 3.1% of P. aeruginosa 

isolates were resistant to colistin, based on a 

susceptibility breakpoint concentration ≤ 4 µg/ ml 

[34]. In a study from India, all 20 MBL-producing P. 

aeruginosa isolates were susceptible to colistin, with 

MIC ranging from 0.5-0.032 µg/ ml [35]. However, in 

another Indian study [20], colistin resistance was 

found in 51.7 % of CA-R P. aeruginosa strains. In the 

case of Acinetobacter spp., a study from North India 

[23] reported that 3.5% of the total and 16% of the 

CA-R MDR strains were resistant to both colistin and 

tigecycline.  

A limitation of the current study is the lack of 

genotypic confirmation for the presence of 

carbapenem-hydrolyzing genes. Studies from India, 

however, have demonstrated the presence of both 

OXA enzymes and MBLs by PCR in a considerable 

number of P. aeruginosa and Acinetobacter isolates. 

MBL genes by PCR have been detected in 42% [13], 

46.5% [36], and 16.28% [37] of carbapenem-resistant 

A. baumannii isolates in various Indian studies, while 

both OXA -beta –lactamases and MBLs were detected 

in 91.4% and 46.5% A. baumannii isolates in another 

study [38]. Similarly, the presence of MBL genes by 

PCR has been reported in 59.0% of P. aeruginosa 

strains [36].  

 

Conclusions  
The high prevalence of antibiotic resistance 

observed in the current study is significant, as it 

heralds the beginning of the post-antibiotic era where 

only a few therapeutic options would be available for 

treatment. Mechanisms other than MBL may 

contribute to carbapenem resistance; it is necessary to 

develop methods to detect these. Though colistin may 

be considered as a treatment alternative in infections 

caused by carbapenem-resistant P. aeruginosa and 

Acinetobacter spp., susceptibility testing (particularly 

MIC) should be performed whenever clinical use of 

colistin is considered.  
 
 
 

 
References 
1. Endimiani A, Luzzaro F, PiniB, Amicosante G, Rossoloni 

GM, Toniolo AQ (2006) Pseudomonas aeruginosa 

bloodstream infections: Risk factors and treatment outcome 

related to expression of the PER-1 extended-spectrum beta-

lactamase. BMC Infect Dis 6: 52. 

2. Deris ZZ, Harun A, Shafei MN, Rahman RA, Johari MR 

(2009) Outcomes and appropriateness of management of 

nosocomial Acinetobacter bloodstream infections at a 

teaching hospital in northeasternMalaysia. Southeast Asian J 

Trop Med Public Health 40: 140-147. 

3. Navon-Venezia S, Ben-Ami R, Carmeli Y (2005) Update on 

Pseudomonas aeruginosa and Acinetobacter baumanii 

infections in the healthcare setting. Curr Opin Infect Dis 18: 

306-313. 

4. Jones RN, Biedenbach DJ, Sader HS, Fritsche TR, Toleman 

MA , Walsh TR (2005) Emerging epidemic of metallo-β-

lactamase -mediated resistances. Diagn Microbiol Infect Dis 

51: 77-84. 

5. Perez F, Hujer AM, Hujer KM, Decker BK, Rather PN, 

Bonomo RA (2007) Global challenge of multidrug-



Mohantyet al. –Carbapenem resistance and colistin MIC of Pseudomonas aeruginosa and Acinetobacter spp.       J Infect Dev Ctries 2013; 7(11):880-887. 

886 

 

resistant Acinetobacter baumannii. Antimicrob Agents 

Chemother 51: 3471-3484. 

6. Manchanda V, Sachaita S, Singh NP (2010) Multidrug 

resistant Acinetobacter. J Global Infect Dis 2: 291-304. 

7. Turner PJ, Greenhalgh JM (2003) MYSTIC Study Group 

(Europe) The activity of meropenem and comparators 

against Acinetobacter strains isolated from European 

hospitals, 1997-2000. Clin Microbiol Infect 9: 563-567. 

8. Turner PJ (2008) Meropenem activity against European 

isolates: report on the MYSTIC (Meropenem Yearly 

Susceptibility Test Information Collection) 2006 

results. Diagn Microbiol Infect Dis60: 185-192. 

9. Baumgart AM, Molinari MA, Silveira AC (2010) Prevalence 

of carbapenem resistant Pseudomonas aeruginosa and 

Acinetobacter baumanii in high complexity hospital. Braz J 

Infect Dis 14: 433-436. 

10. Shashikala, Kanungo R, Srinivasan S, Devi S (2006) 

Emerging resistance to carbapenems in hospital acquired 

Pseudomonas infection: a cause for concern. Indian J 

Pharmacol 38: 287-288. 

11. Behera B, Das A, Mathur P, Kapil A (2008) High prevalence 

of carbapenem resistant Pseudomonas aeruginosa at a tertiary 

care centre of North India. Are we under-reporting? Indian J 

Med Res 128: 324-325. 

12. Gaur A, Garg A, Prakash P, Anupurba S, Mohapatra TM 

(2008) Observations on carbapenem resistance by minimum 

inhibitory concentration in nososcomial isolates of 

Acinetobacter species: an experience at a tertiary care hospital 

in North India. J Health Popul Nutr 26: 183-188. 

13. Uma Karthika R, Srinivasa Rao R, Sahoo S, Shashikala P, 

Kanungo R, Jayachandran S, Prashanth K (2009) Phenotypic 

and genotypic assays for detecting the prevalence of metallo-

β-lactamases in clinical isolates of Acinetobacter baumanii 

from a South Indian tertiary care hospital. J Med Microbiol 

58: 430-435. 

14. Roy S, Basu S, Dasgupta S, Singh AK, Viswanathan R (2010) 

Carbapenem resistance in Acinatobacterbaumanii isolated 

from blood of neonates with sepsis. Indian J Med Microbiol 

28: 416-417. 

15. Amin NE, Giske CG, Jala S, Keijser B, Kronvall G, Wretlind 

B (2005) Carbapenem resistance mechanisms in 

Pseudomonas aeruginosa: alterations of porin OprD and 

efflux proteins do not fully explain resistance patterns 

observed in clinical isolates. APMIS 113: 187-196. 

16. Durante-Mangnoni E, Zarrilli R (2011) Global spread of 

drug-resistant Acinetobacter baumanii: molecular 

epidemiology and management of antimicrobial resistance. 

Future Microbiol 6: 407-422. 

17. Bonomo RA, Szabo D (2006) Mechanisms of multidrug 

resistance in Acinetobactter species and Pseudomonas 

aeruginosa. Clin Infect Dis 43: 549-556. 

18. Li J, Nation RL, Turnidge JD, et al (2006) Colistin: the re-

emerging antibiotic for multidrug- resistant Gram-negative 

bacterial infections. Lancet 6: 589-601. 

19. Hemlatha V, Sekar U, Kamat V (2005) Detection of metallo-

beta-lactamase producing Pseudomonasaeruginosa in 

hospitalized patients. Indian J Med Res 122: 148-152. 

20. Varaiya A, Kulkarni M, Bhalekar P, Dogra J ( 2008) 

Incidence of metallo-beta-lactamse-producing Pseudomonas 

aeruginosa in diabetes and cancer patients. Indian J Pathol 

Microbiol 51: 200-203. 

21. Noyal MJC, Menezes GA, Harish BN, Sujatha S, Parija SC 

(2009) Simple screening tests for detection of 

carbapenemases in clinical isolates of nonfermentative Gram-

negative bacteria. Indian J Med Res 129: 707-712. 

22. John S, Balagurunathan R (2011) Metallo beta lactamase 

producing Pseudomonas aeruginosa and Acinetobacter 

baumanii . Indian J Med Microbiol 29: 302-304. 

23. Taneja N, Singh G, Singh M, Sharma M (2011) Emergence of 

tigecycline & colistin resistant Acinetobacter baumanii in 

patients with complicated urinary tract infections in north 

India. Indian J Med Res 133: 681-684. 

24. Collee JG, Miles RS, Wan B (1996) Tests for the 

identification of bacteria. In: Collee JG, Fraser AG, Marmion 

BP, Simmons A, editors  Mackie and McCartney Practical 

Medical Microbiology, 14th ed. Edinburgh: Churchill 

Livingstone  p. 131-150. 

25. Clinical and Laboratory Standards Institute (2011) 

Performance standards for antimicrobial susceptibility testing. 

Approved Standards; Twenty-first Informational Supplement; 

CLSI document M100-S21.CLI: Wayne, PA. 

26. Magiorakos AP, Srinivasan A, Carey RB, Carmete Y, Falagas 

ME, Giske CG, Harbarth S, Hindler JF, Kahlmeter G, Olsson-

Liljequist B, Paterson DL, Rice LB, Stelling J, Struelens MJ, 

Vatopoulos A, Weber JT, Monnet DL (2012) Multidrug-

resistant, extensively drug-resistant and pandrug-resistant 

bacteria: an international expert proposal for interim standard 

definitions for acquired resistance. Clin Microbiol Infect 18: 

268-281. 

27. Yong D, Lee K, Yum JH, Shin HB, Rossolini GM, Chong Y 

(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. 

28. Brink A, Moolman J, da Silva MC, Botha M (2007) National 

Antibiotic Surveillance Forum. Antimicrobial susceptibility 

profile of selected bacteraemic pathogens from private 

institutions in South Africa. South Afr Med J 97: 273-279. 

29. Irfan S, Idrees F, Mehraj V, Habib F, Adil S, Hasan R (2008) 

Emergence of carbapenem resistant gram negative and 

vancomycin resistant gram positive organisms in bacteremic 

isolates of febrile neutropenic patients: a descriptive study. 

BMC Infect Dis 8: 80-85. 

30. Wareham DW, Bean DC, Khanna P, Hennessy EM, Krahe D, 

Ely A, Millar M (2008) Bloodstream infection due to 

Acinetobacter spp.: epidemiology, risk factors and impact of 

multi-drug resistance. Eur J Clin Microbiol Infectious Dis 27: 

607-612. 

31. Navaneeth BV, Sridaran D, Sahay D, Belwadi MR (2002) A 

preliminary study on metallo-β-lactamase producing 

Pseudomonas aeruginosa in hospitalized patients. Indian J 

Med Res 116: 264-267. 

32. Agrawal G, Lodhi RB, Kamalakar UP, Khadse RK, 

Jalgaonkar SV (2008) Study of metallo-β-lactamase 

production in clinical isolates of Pseudomonas aeruginosa. 

Indian J Med Microbiol 26: 349-351. 

33. Tan TY, Ng SY (2006) The in vitro activity of colistin in 

gram-negative bacteria. Singapore Med J 47: 621-624. 

34. Pit TL, Sparrow M, Warner M, Stefanidou M (2003) Survey 

of resistance of Pseudomonas aeruginosa from UK patients 

with cystic fibrosis to six commonly prescribed antimicrobial 

agents. Thorax 58: 794-796. 

35. Manoharan A, Chatterjee S, Mathai D, SARI Study Group 

(2010) Detection and characterization of metallo beta 

lactamases producing Pseudomonas aeruginosa. Indian J Med 

Microbiol 28: 241-244. 



Mohantyet al. –Carbapenem resistance and colistin MIC of Pseudomonas aeruginosa and Acinetobacter spp.       J Infect Dev Ctries 2013; 7(11):880-887. 

887 

 

36. Shanthi Amudhan M, Sekar U, Kamalanathan A, Balaraman 

S (2012)blaIMP and blaVIM mediated carbapenem resistance in 

Pseudomonas and Acinetobacter species in India. J Infect Dev 

Ctries 6: 757-762. 

37. Purohit M, Mendiratta DK, Deotale VS, Madhan M, 

Manoharan A, Naranag P (2012) Detection of metallo-β-

lactamases producing Acinetobacter baumanii using 

microbiological assay, disc synergy test and PCR.  Indian J 

Med Microbiol 30: 456-461. 

38. Amudhan SM, Sekar U, Arunagiri K, Sekar B (2011) Oxa-

beta-lactamase mediated carbapenem resistance in 

Acinetobacter baumanii. Indian J Med Microbiol 29: 269-

274. 

 

Corresponding author 
Rajni Gaind, MD, Consultant and Associate Professor 

Department of Microbiology, Vardhaman Mahavir Medical 

College & Safdarjung Hospital 

A-154 Ashok Vihar Phase-1 

Delhi 110052, India 

Phone: 011-91-26160656 

Fax: 011-91-27123677 

Mobile: 091-9810528344 

Email: rgaind5@hotmail.com 

 

Conflict of interests:No conflict of interests is declared.

 


