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Acinetobacter  are opportunistic pathogens that
readily colonize patients with compromised host
defences.  Acinetobacter  calcoaceticus, the species
usually involved  in human infection, causes disease
chiefly in a hospital setting usually associated with
respiratory therapy equipment and indwelling catheters.
Sepsis, pneumonia and urinary tract infections are the
most frequent manifestations (1).

Excluding  enterobacteriaceae, Acinetobacter species
and Stenotrophomonas maltophilia are the second and
third most common gram negative bacilli respectively
encountered in clinical specimens (2). This genus contains
strictly aerobic, short, often capsulate, nonmotile, Gram
negative (or gram variable) bacilli or coccobacilli (often
diplo coccobacilli) that grows well on simple media.
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These organisms occur  frequently  as  components of
the commensal  flora of  man and animals  and  are
therefore regular contaminants of the hospital
enviornment (3).

The number of nosocomial infections caused by
Acinetobacter species has increased in recent years.
These gram negative bacilli are ubiquitous in nature and
are highly resistant to various anti microbial agents (4,5).
The present study is aimed to know the prevalence of
Acinetobacter in various clinical samples, their
characterization, antibiotic susceptibility pattern and to
know their relevance in various clinical samples.
Material and Methods

  The present study was conducted on 3024 clinical
samples received from patients admitted in various

The present study was designed to know the prevalence of Acinetobacter in various clinical samples,
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drain tips, catheter tips and other appropriate samples, Acinetobacter was isolated in 255 (8.4%)
samples. 66.6%  isolates were sensitive to amikacin and 95% to cefaperazone/ sulbactam combination.
This drug resistant nosocomial infection can be minimized to some extent by judicial use of antibiotics
and adopting proper infection control measures.
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departments of Christian Medical College and Hospital,
Ludhiana. Samples such as pus, body fluids, blood,
urine, drain tips, catheter tips and other appropriate
samples were collected.

The samples were inoculated on Blood agar and
MacConkey's agar medium. Catalase positive, oxidase
negative colonies were inoculated on triple sugar, Iron
medium to see the fermentation/non fermentation of
sugar and in Hugh and Leifson medium to see if the
organisms is oxidizer or non oxidizer (2).  Antibiotic
sensitivity test  were performed using Cephalexin (30
micro g) , Cefotaxime (30 micro g), Amikacin(30 micro
g), Ceftazidime(30 microg), Peflox (5micro g),
Meropenem(10 micro g), Piperacillin(30 micro g) and
Cefaperazone / Sulbactam  (30/75micro g) discs.
Restults

Out of 3024 samples processed,  Acinetobacter were
isolated in 255 (8.4%) samples. Maximum number
(36.8%) of samples were from pus (1112/3024)
followed by urine 32.5% (983/3024) and blood 36.7%
(1109/3024).Isolation of Acinetobacter was maximum
86.2% (220/255) from pus, followed by urine 8.23%
(21/255) and blood 5.4% (14/255).Various
Predisposing factors in these patients are shown in
table 1. Among all the Isolates, 67% of isolates were
Acinetobacter  saccharolytic nonhaemolytic, 5% were
Acinetobacter sacchrolytic haemolytic, 28% were
Acinetobacter asaccharolytic non haemolytic and none
was Acinetobacter asacchrolytic haemolytic.

Sixty six point six % isolates were sensitive to
Amikacin and 95% to Cefaperazone /Sulbactam
combination as shown in table 2.  Most of the isolates
(90%) were resistant to Cephalaxin and Ceftazidime.

Antibiotic susceptibility patterns of various isolates are
shown in table 2.
Discussion

Acinetobacter organisms have gained nosocomial
importance, cause a broad range of clinical syndrome
especially in patients with factors that impair normal host
resistance. Out of 3024 samples from indoor patients,
Acinetobacter were isolated in 255 (8.4%) samples in
present study while in the study of Roussel et al (6) and

Sakata et al (7), incidence of Acinetobacter was 15.2%
and 19% respectively.

Maximum number of Acinetobacter isolates were
from pus 86.2% (220/255) followed by urine 8.23%
(21/255) and blood 5.4% (14/255) respectively.  In
the study of  Mishra et al (8) 1986, also maximum
isolates were from pus, followed by blood 35/75 and
16/75  while in the study of Pedersen et al9 1970,
maximum isolates were from sputum 19/72, and from
urine 16/72. The rate of infection varies according to
the patient, duration of stay in hospital and the type of
infection.

In the present study, Acinetobacter saccharolytic non
haemolytic (previously named as A.baumanii,
A.anitratus) were dominant  (67%) while Acinetobacter
asacchrolytic non haemolytic (A.lwofii) were 28% and
Acinetobacter asaccharolytic haemolytic were nil.
Pedersen et al in 1970 (9) isolated Acinetobacter
antitratus in 72,

S.No. Predisposing Factors % Isolation 
1 
2 
3 
4 
5 
6 
7 
8 
 

Antibiotics intake >72 hrs 
I/V lines >48 hours 
Post operative 
Burns 
Urinary catheterization 
Malignancy 
Renal transplant 
Chest tube 

80 
76 
40 
30 
25 
10 
5 
1-2 

 

Table-1:Various Predisposing Factors and
              Acinetobacter Isolation

S.No Antibiotic No. of 
Sensitive 
Isolates 
n(%) 

1 
2 
3 
4 
5 
6 
7 
8 

Cephalaxin 
Cefotaxime 
Amikacin 
Ceftazidime 
Meropenem 
Peflox 
Piperacillin 
Cefaperazone /Sulbactam 

26(10) 
38(15) 
165(64.7) 
26(10) 
210(82.3) 
153(60) 
153(60) 
240(94) 

 

Table-2:Antibiotic Susceptibility Patterns
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Acinetobacter lwofii in 42 cases. Gulati et al (10) in
1999 reported that Acinetobacter  baumanii   were
associated with disease more frequently while
Acinetobacter lwoffi as environmental contaminant
Smego et al (11) in 1985 found that 16/25 isolates of
A.anitratus to be hospital acquired and disease
associated and Acinetobacter lwofii in  only two cases
of bacteremia that was also community acquired.

In the present study, all 255 isolates were from patients
having some predisposed conditions like antibiotics
intake >72 hours,  I/V lines  48 hours,  post operative,
burns, urinary catheterization, malignancy, renal
transplant, chest tube etc. This finding is supported by
other workers also (12-14).  In the present study 82%
of isolates were sensitive to Meropenem, 64.7% to
Amikacin and 94.1% to Cefaperazone/ Sulbactam while
Cephalexin showed least susceptibility.  This finding is
nearly comparable with Smego 1985 (12) who found
Amikacin to be 100% sensitive. However despite such
resistance , combination therapy using a third generation
Cephalosporin and Amikacin could be the  best choice
for treating Acinetobacter infections in our set up (15).
Conclusion

It can be concluded from the study that Acinetobacter
occurs as colonizer and contaminant in clinical samples
of hospitalized patients.  The increasing trends towards
antibiotic resistance reflect the extensive usage of
antibiotics in hospitals which in turn exerts selective
pressure on Acinetobacter in hospital environment. The
infections caused by these organisms are becoming
difficult to treat day by day. So, this drug resistant
nosocomial infection can be minimized to some extent
by judicial use of antibiotics and adopting other methods
of infection control.
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