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Clindamycin has long been an option for treating both methicillin sensitive Staphylococcus aureus 
(MSSA) and methicillin resistant S. aureus (MRSA) infections. So, it is utmost important to perform the 
susceptibility test for erythromycin and clindamycin. And, there is concern on use of this antibiotic in 
the presence of erythromycin resistance because of the possibility of induction of cross-resistance 
among members of macrolide, lincosamide and streptogramin B (MLSB) group. During August 2011 to 
May 2012, a total of 207 isolates of S. aureus were isolated and among which 29.47% (61) isolates were 
confirmed as MRSA by cefoxitin (30 µg) disc. All the isolates were further processed for MLSB 
resistance test by double disc diffusion test of erythromycin (2 µg) and clindamycin (15 µg) at a 
distance of 15 and 22 mm between them. This study result show 12.56% (26) and 14.49% (30) of 
inducible macrolide-lincosamide-streptogramin B phenotype (iMLSB) resistance type at 22 and 15 mm 
disc distance, respectively, showing 15 mm disc distance is potential than 22 mm and 17.39% (36) of 
cMLSB resistance type. Similarly, both iMLSB and cMLSB are greater in MRSA than MSSA and 
constitutes 18.05 (11) and 36.06% (22), respectively. Thus, this study concludes that D-test should be 
used as a mandatory method and is more potential in 15 mm disc apart. 
 
Key words: Staphylococcus aureus, methicillin resistant S. aureus (MRSA), methicillin sensitive S. aureus 
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INTRODUCTION 
 
Staphylococcus aureus acquisting mecA gene which 

encodes PBR-2a with low affinity for -lactams, is 
methicillin resistant S. aureus (MRSA) (Brumfitt and 
Hamilton, 1989), which is the major cause of nosocomial 
and community acquired  infection  (Frank  et  al.,  1999). 

Changing pattern in antimicrobial resistance and 
increasing incidence of MRSA infection have led to 
treating such infection with MLS antibiotics (Jadhav et al., 
2011). However, their wide use resulted in increasing 
number   of   Staphylococci   strains   resistant   to   MLSB
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antibiotics (Saiman et al., 2003). Macrolide, lincosamide 
and Streptogramin B (MLSB) antibiotics are chemically 
distinct but have a similar mode of action (Gadepalli et 
al., 2006; Leclercq and Courvalin, 1991). The MLS family 
of antibiotics has three different mechanisms of 
resistance such as; target site modification, enzymatic 
antibiotic inactivation and macrolide efflux pumps 
(Jadhav et al., 2011). 

As the methicilin-resistant S. aureusare emerge, the 
clindamycin has become an excellent drug for some 
staphylococcal infections, particularly skin and soft tissue 
infections and as an alternative in penicillin-allergic 
patients (Drinkovic et al., 2001). Clindamycin, is among 
the limited choice of antimicrobials effective against 
MRSA, has good oral bioavailability making it a good 
option for outpatient therapy and changeover after 
intravenous antibiotics (Jadhav et al., 2011; Leclercq, 
2002). There is concern about use of this antibiotic in the 
presence of Erythromycin resistance because of the 
possibility of induction of cross-resistance among 
members of the macrolide, lincosamide, strepto-gramin B 
(MLSB) group (Hussain et al., 2000). Clindamycin has 
long been an option for treating both MSSA and MRSA 
infections. So, it is utmost important to perform the 
susceptibility test for erythromycin and clindamycin as S. 
aureus possesses two types (constitutive and inducible) 
of clindamycin resistance pattern. This resistance 
mechanism can be constitutive where rRNA methylase is 
always produced (cMLSB) or can be inducible where 
methylase is produced only in the presence of an 
inducing agent (iMLSB). MRSA has adapted to survive 
treatment with beta-lactam antibiotic such as penicillins, 
cephalosporins including methicillin, dicloxacillin, nafcillin 
and oxacillin. MRSA is especially troublesome in hospital-
associated (nosocomial) infection (Boucher and Corey, 
2008; Creechs et al., 2005; Eveillard et al., 2004). 

It is very important that microbiologists keep a close 
eye on the developing patterns of drug resistance to be 
able to guide therapy effectively. Inducible resistance to 
clindamycin could limit the effectiveness of this drug. 
Demonstration of iMLSB phenotype in isolates that are 
susceptible to clindamycin and resistant to erythromycin 
is possible by using double disk diffusion agar inhibitory 
assay or simply D-test (Jadhav et al., 2011; Gadepalli et 
al., 2006; Steward et al., 2005; Reddy and Reddy, 2012). 
In this study, we have attempted to characterize MLSBi 
resistance in both hospital and community associated S. 
aureus isolates, including MRSA and MSSA, at KIST 
medical college and hospital. 
 
 
MATERIALS AND METHODS 

 
The present study was conducted from August 2011 to May 2012. 
During the study, a total of 4230 clinical samples were processed 
and among which 207 isolates of S. aureus were isolated. Clinical 
samples include pus, blood, wound swab, body exudates, tips and 
urine. 

S.  aureus     isolates    were    identified     using    the   standard 
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conventional methods (Frank et al., 1999; Saiman et al., 2003; 
Fiebelkorn et al., 2003). Antimicrobial susceptibility testing were 
done by Kirby Bauer's disc diffusion method on Muller-Hinton agar 
plates using Penicillin (10 U), Ampicillin (10 µg), Cloxacillin (5 µg), 
Erythromycin (15 µg), Clindamycin (2 µg), Cotrimoxazole 
(1.25/23.75 µg), Ciprofloxacin (5 µg), Ofloxacin (5 µg), Cefotaxime 
(30 µg), Chloramphenicol (30 µg) as first line antibiotics and 
Amikacin (30 µg), Gentamicin (10 µg), Ceftazidime (30 µg), 
Amoxycillin/Clavulanic acid (20/10 µg) and Vancomycin (30 µg) as 
second line anitibiotics. S. aureus (ATCC 25923) was used as 
quality control for disc diffusion test as recommended by CLSI 
(2011). 

The organisms which showed resistant to Ampicillin, Penicillin 
and Cloxacillin were subjected to test with Cefoxitin (30 µg) to 
confirm MRSA. The isolates with resistant to at least two classes of 
first line antibiotics were regarded as MDR (Sahm et al., 2001; 
Simner et al., 2011). MRSA isolates were preserved in nutrient agar 
containing 20% glycerol at -7°C until further investigation. 

Isolates were plated on a Muller Hinton Agar plate at a Mac 
Farland concentration of 0.5 to eventually cover the agar 
surface.Clindamycin and Erythromycin disks, containing 2 and 15μg 
each respectively were placed in the center of the plate separated 
by a distance of 15 and 22 mm from the centre of discs. Plates 
were incubated at 37°C for 24 h. Inducible resistance to 
Clindamycin was defined as blunting of the clear circular area of no 
growth around the Clindamycin disc on the side adjacent to the 
Erythromycin disc and was designated D-test positive. Absence of a 
blunted zone of inhibition was designated D-test negative. Three 
different phenotypes were interpreted as follows (Deotale et al., 
2010; Kloos and Banerman, 1999). S. aureus ATCC 29213 (D-test 
negative) and S. aureus ATCC 25923 (D-test positive) were used 
as quality control. 
 
 

RESULTS 
 

Among 207 isolates of S. aureus isolated from different 
clinical specimens, 29.47% (61) were confirmed as 
MRSA distributing higher percentage in IPD than OPD 
(35.71 vs. 23.85%), in age group 51-60 years (42.11%), 
in female (29.91 vs. 28.89%) and in nephrology ward 
(31.44%). All MRSA were highly resistant to penicillin 
(100%), ampicillin (98.36%), ceftazidime (88.53%) and 
erythromycin (88.53%) while all MRSA were sensitive to 
vancomycin showing all MRSA isolates were MDR 
MRSA. 

The overall prevalence of iMLSB resistant phenotype 
was found to be 14.49% (Table 1) among S. aureus, 
however, 4 more isolates of S. aureus were found to be 
iMLSB when placed in 15 mm distance than 22 mm 
distance and higher in MRSA (18.03%) than MSSA 
(13.01%) (Table 2). Among 30 isolates of iMLSB, S. 
aureus were found to be the highest in female (18.80%), 
age group 31-40 years and OPD patients (14.68%). 
 
 
DISCUSSION 
 
An important distinctive feature of S. aureus strains is the 
susceptibility to methicillin; hence, strains are categorised 
as MSSA or MRSA which was first reported in 1960s in 
the hospital setting. Most MRSA strains are multidrug-
resistant,   being   commonly   resistant    to    macrolides,
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Table 1. Distribution of MLSB resistance in S. aureus. 
 

 
Inducible clindamycin test 

15 mm;  n(%) 22 mm; n(%) 

cMLSB 36 (17.39) 36 (17.39) 

Er/Cl* sensitive 103 (49.76) 103 (49.76) 

MSB resistance 38 (18.36) 42 (20.29) 

iMLSB 30 (14.49) 26 (12.56) 

Total 207 (100.00) 207 (100.00) 

 
 
 

Table 2. Distribution of MLSB resistance among MSSA and MRSA isolates. 
 

Resistant and  sensitive phenotypes Ery Cld 
D-

test 

MRSA MSSA 

No. (%) No. (%) 

Inducible MLSB (iMLSB) R S D+ 11 (18.03) 19 (13.01) 

Constitutive MLSB (cMLSB) R R  22 (36.06) 14 (9.59) 

MSB resistant R S D- 21 (34.43) 17 (11.64) 

Ery/Cl * sensitive S S  7 (11.48) 96 (65.76) 

Total 61 (100.00) 146 (100.000) 

 
 
 
aminoglycosides and fluoroquinolones (Pantosti et al., 
2007). The emergence of resistance to multiple 
antibiotics among staphylococci has left very few 
therapeutic options for clinicians. A therapeutic decision 
is not possible without the relevant clinical and 
microbiological data (Frank et al., 2002; Levin et al., 
2005). Newer antibacterial agents as tigecycline, 
dalbavancin, oritavancin and ceftobiprole are now 
available for staphylococcal infections; however, it is 
possible that these antibiotics will also gain resistance 
towards the pathogens in due course of time. So, a wise 
decision would be to conserve those antibiotics which are 
still highly effective against staphylococci; clindamycin is 
one of such drugs due to its pharmacokinetic properties. 

Though detection of mecA gene is considered as the 
gold standard for revealing methicillin resistant gene 
(Arbique et al., 2001; Fatholahzadeh et al., 2008), 
however in the present study, phenotypic method (test 
with cefoxitin disc; 30 µg/ml) as described by CLSI (2011) 
was employed. The results of the study revealed that 
MRSA were detected in 29.47% which is in accordance 
with the findings disseminated by other studies 
(Fatholahzadeh et al., 2008; Mdani et al., 2001; Vaez et 
al., 2011) and various regions in Nepal as well (Kumari et 
al., 2008; Sanjana et al., 2010; Shrestha et al., 2009). 
Some of the previous studies found the percentage of 
MRSA in different area ranging 15.4-44.90% (Kumari et 
al., 2008; Sanjana et al., 2010; Shrestha et al., 2009; 
Subedi and Brahmadathan, 2005). A study at a tertiary 
care hospital of Nepal has reported 42.42% MRSA in 
2008 (Mishra, 2008). All these studies have depicted the 
alarming condition due to MRSA isolates which is still in 
increasing trend. The prevalence is still higher in the  well 

developed countries where it ranged from 50-60% by 
mutated strains of S. aureus (Vazquez, 2006). But in the 
developing countries like Nepal, the higher prevalence of 
MRSA may have contended the fact that the 
inappropriate use of antibiotics for community as well as 
hospital acquired infections has resulted in the increment 
of the pressure to select MRSA and other resistant 
bacteria (Kumari et al., 2008; Sanjana et al., 2010; 
Subedi and Brahmadathan, 2005). 

Increasing frequency of MRSA infections and changing 
patterns in antimicrobial resistance have led to renewed 
interest in the use of macrolide lincosamidestreptogramin 
B (MLSB) antibiotics to treat such infections. However, 
their widespread use has led to an increase in the 
number of Staphylococcus strains resistant to MLSB 
antibiotics (Saiman et al., 2003) and as MRSA infections 
have become increasingly common in the community 
setting, the development of empirical antimicrobial 
therapeutic strategies for staphylococcal infections has 
become more problematic. The increasing frequency of 
MRSA with in vitro inducible clindamycin resistance 
raises a concern of clindamycin treatment failures and 
this is where the D test becomes significant (Frank et al., 
2002; Levin et al., 2005). 

In this study, 14.49% of S. aureus isolates were 
inducible macrolide-lincosamide-streptogramin B 
phenotype (iMLSB) and 17.39% were of cMLSB. The 
results are in accordance with a previous study in Nepal 
in which 18.2% of iMLSB were reported (Shrestha et al., 
2009). This study also correlates with the study done 
earlier which reported 34% of iMLSB, 19% cMLSB and 
30% of MS phenotypes (Mohanasoundaram, 2011). This 
study showed that the S-phenotype is  mostly  associated  



 
 
 
 
with MSSA than MRSA which is supported by a previous 
study (Reddy and Reddy, 2012). Similarly, this study 
showed cMLSB phenotype is higher among MRSA 
(36.06%) which is lower than the report of 44.2% cMLSB 
among MRSA from Turkish hospital (Yilmaz et al., 2007). 
The D-test results of staphylococci isolates showed four 
phenotypes; including D-positive, D-negative, MS (R) and 
S phenotype. Most of the MRSA showed MS-phenotype 
followed by D-negative while the most of the MSSA 
showed S-phenotype followed by iMLSB phenotype in this 
study, which is supported by other studies (Jadhav et al., 
2011; Yilmaz et al., 2007; Chelae et al., 2009). MRSA 
exhibit iMLSB predominantely than MSSA, the result 
being in accordance with a few studies reported before 
(Jadhav et al., 2011; Gadepalli et al., 2006; Yilmaz et al., 
2007; Chelae et al., 2009; Rahabar and Hajia, 2007). 

CLSI has recommended using D-test in which 15 µg 
Ery and 2 µg Cld should be placed 15-26 mm apart from 
edge-edge (Clinical and Laboratory Standards Institute, 
2011). This study evaluated the efficacy of two inter disc 
distances for iMLSB phenotype detection, by placing at 15 
and 22 mm from edge to edge of Ery and Cld discs. Four 
phenotypes failed to be detected as iMLSB at 22 mm 
distance than at 15 mm distance in this study which is 
supported by the study done in India reporting 7 more 
isolates were detected as iMLSB strains at 15 mm 
distance previously reported as D-test negative at 22 mm 
distance concluding low interdisc distance induces 
production of methylase by inducible agents (Ajantha et 
al., 2008). 

Due to the restricted range of antibiotics available for 
the treatment of methicillin-resistant staphylococcal 
infections and the known limitations of vancomycin, 
clindamycin should be considered for the management of 
serious soft tissue infections. In addition, such testing can 
provide information about resistant to MLS phenotype 
group of antibiotics and can be useful for surveillance 
studies related to MLS resistance in staphylococci. If D-
test is not performed, nearly half of the erythromycin 
resistant and clindamycin sensitive S. aureus isolates 
might have been missed and resulting in therapeutic 
failure with clindamycin. So before declaring the 
clindamycin sensitivity among the clinical isolates of S. 
aureus, it is necessary to check for inducible resistance 
(Jadhav et al., 2011; Gadepalli et al., 2006; Reddy and 
Reddy, 2012; Fiebelkorn et al., 2003; Shrestha et al., 
2009; Mohanasoundaram, 2011; Chelae et al., 2009; 
Rahabar and Hajia, 2007; Ajantha et al., 2008; Delialioglu 
et al., 2005; Mshana et al., 2009; Rodrigues et al., 2007; 
Zorgani et al., 2010). Negative D-test among the 
erythromycin resistant isolates confirm the sensitivity to 
clindamycin and possible to choose clindamycin as drug 
of choice in the treatment of staphylococcal infections 
(Leclercq, 2002). By consistently performing the D-test, 
the diagnostic laboratory can properly guide the clinician 
and clindamycin could be a valuable weapon against the 
staphylococci. It would be better to implement  the  D-test 
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for iMLSb detection on a routine basis in the hospital 
laboratory. 
 
 
Conclusion 
 
In this study, the prevalence of inducible clindamycin 
resistance was high among macrolide resistant S. aureus 
isolates. Since the results of this study represent the 
scenario of a single hospital and might not be 
representative of the rest of the country, it is 
recommended that D-test for iMLSb detection should be 
carried out in the hospital laboratory on a routine basis 
throughout the country. The use of highly advanced 
molecular methods for such results would be more 
promising in such studies. 
 
 

Conflict of Interests 
 

The authors have not declared any conflict of interests. 
 
 

ACKNOWLEDGEMENTS 
 

The authors thank the staff of KIST Medical College for 
their technical help. Authors are also extremely grateful to 
the Medical Superintendents, doctors, nurses, staff and 
patients of the hospital for their kind support during the 
study. 
 
 
REFERENCES 
 
Ajantha GS, Kulkarni RD, Shetty J, Shubhada C, Jain P (2008). 

Phenotypic detection of inducible clindamycin resistance among 
Staphylococcus aureus isolates by using the lower limit of 
recommended interdisc distance. Indian J. Pathol. Microbiol. 
51(1):376-378.  

Arbique J, Forward K, Haldane D, Davidson R (2001). Comparison of 
the velogene MRSA system for rapid identification of methicillin 
resistant Staphylococcus aureus. Diag. Microb. Infect. Dis. 40(1):5-
10. 

Boucher HW, Corey GR (2008). Epidemiology of Methicillin Resistant 
Staphylococcus aureus. Clin. Infect. Dis. 46(1): 344-349. 

Brumfitt W, Hamilton JMT (1989). Methicillin resistant Staphylococcus 
aureus. N. Engl. J. Med. 320(1):1188-1196. 

Chelae S, Laohaprertthisarn V, Phengmak M, Kongmuang U, 
Kalnauwakul S (2009). Detection of Inducible Clindamycin 
Resistance in Staphylococci by Disk Diffusion Induction Test. J. Med. 
Assoc. Thai. 92(7):947-951.  

Clinical and Laboratory Standard Institute (CLSI) (2011). Performance 
standards for antimicrobial susceptibility testing: Twenty First 
Information Supplement. CLSI approved standard M100-S20. CLSI, 
Wayne PA. 

Creechs CB, Kernodle DS, Alsentzer A, Wilson C, Edwards KM (2005). 
Increasing rates of nasal carriage ofmethicillin-resistant 
Staphylococcus aureusin healthy children. Pediatr. Infect. Dis. J. 
24(1):617-621.  

Delialioglu N, Aslan G, Ozturk C, Baki V, Sen S, Emekdas G (2005). 
Detection of inducible clindamycin resistance among the clinical 
isolates of Staphylococcus aureus. Jpn. J. Infect. Dis. 58(1):104-106.  

Deotale V, Mediratta DK, Raut U (2010). Inducible clindamycin 
resistance in Staphylococcus aureus isolated from clinical samples. 
Ind. J. Med. Microbiol. 28(2):124-126. 



284          Afr. J. Microbiol. Res. 
 
 
 
Drinkovic D, Fuller ER, Shore KP, Holland DJ, Ellis-Pegler R (2001). 

Clindamycin treatment of Staphylococcus aureus expressing 
inducible clindamycin resistance. J. Anitimicrob. Chemother. 
48(1):315-316. 

Eveillard M, Martin Y, Hidri N, Boussougant Y, Guillou MJ (2004). 
Carriage of methicillin-resistant Staphylococcus aureus among 
hospital employees: Prevalence, duration, andtransmission to 
households. Infect. Control Hosp. Epidemiol. 25(1):114-120. 

Fatholahzadeh B, Emaneini M, Gilbert G, Udo E, Aligholi M, Modarressi 
MH (2008). Staphylococcal cassette chromosome mec (SCCmec) 
analysis and antimicrobial susceptibility patterns of methicillin–
resistant Staphylococcus aureus (MRSA) isolets in Tehran, Iran. 
Microbial. Drug Resis. 14(3):217-222.  

Fiebelkorn KR, Crawford SA, McElmeel ML, Jorgensen JH (2003). 
Practical disc diffusion method for detection of inducible clindamycin 
resistance in Staphylococcus aureus and coagulase negative 
Staphylococcus. J. Clin. Microbiol. 41: 4740-4744.  

Frank AL, Marcinak JF, Magnat PD (2002). Clindamy-cin treatment of 
methicillin-resistant Staphylococcus aureusinfections in children. 
Pediatr. Infect. Dis. J. 21(1):530-534. 

Frank AL, Marcinak JF, Mangat PD (1999). Community-acquired 
methicillin and Clindamycin-susceptible methicillin resistant 
Staphylococcus aureus in children. Pediatr. Infect. Dis. J. 18: 993-
1000. 

Gadepalli R, Dhawan B, Mohanty S, Kapil A, Das BK, Chaudhary R 
(2006). Inducible clindamycin resistance in clinical isolates of 
Staphylococcus aureus. Indian J. Med. Res. 123(1): 571-573. 

Hussain FM, Boyle-Varva S, Bethel CD (2000). Currents trend in 
community-acquired methicillin-resistant Staphylococcus aureus at a 
tertiary care pediatric facility. Pediatr. Infect. Dis. J. 19:1163-1166. 

Jadhav SV, Gandham NR, Sharma M, Kaur M, MIsra RN, Matnani GB, 
Ujagare MT, Saikat B, Kumar A (2011). Prevalence of inducible 
Clindamycin resistance among community-and hospital-associated 
Staphylococcus aureusisolates in a tertiary care hospi-tal in India. 
Biomed. Res. 22(4):465-469. 

Kloos WE, Banerman TL (1999). Staphlococcus and Micrococcus, 
Chapter 22. In: Manual of clinical microbiology. 7

th
 ed. Murray PR, 

Baron EJ, Pfaller MA, Tenoer FC, Yolken RH, editors. Washington 
DC. ASM Press pp. 264-282.  

Kumari N, Mahopatra TM, Singh YI (2008). Prevalence of Methicillin 
Resistant Staphylococcus aureus (MRSA) in a Tertiary Care Hospital 
in Eastern Nepal. J. Nepal Med. Assoc. 47(170):53-56. 

Leclercq R (2002). Mechanisms of resistance to macrolides and 
lincosamides: Nature of the resistance elements and their clinical 
implications. Clin. Infect. Dis. 34(1):482-492.  

Leclercq R, Courvalin P (1991). Bacterial resistance to macrolide, 
lincosamide and streptogramin antibiotics by target modification. 
Antimicrob. Agents Chemother. 35:1267-1272. 

Levin TP, Suh B, Axelrod P (2005). Potential clindamy-cin Resistance in 
clindamycin-susceptible, erythromy-cin-resistant Staphylococcus 
aureus: Report of a clinical failure. Antimicrob. Agents Chemother. 
49(1):1222-1224.  

Mdani TA, AL-Abdollah NA, AL-Sanousi AA (2001). Methicillin –
resistant Staphylococcus aureusin two tertiary-care centers in Jaddah 
Saudi Arabia. Infect. Control Hosp. Epidemiol. 22(1):211-216. 

Mishra SK (2008). Microbiology of Lower Respiratory Tract infection 
with Special Reference to Extended Spectrum Beta Lactamase and 
Metallo Beta Lactamase producing strains among the patients 
attending at Tribhuvan University Teaching Hospital. Master Thesis, 
Institute of Medicine, Tribhuvan University, Nepal Med. J. 
75(1):1559–1562.  

Mohanasoundaram KM (2011). Inducible clindamycin resistance among 
the clinical isolates of Staphylococcus aureus. J. Clin. Diagn. Res. 
5(1):38-40.  

Mshana SE, Kamugisha E, Mirambo M, Chalya P, Rambau P, Mahalu 
W, Lyamuya E (2009). Inducible clindamycin resistance among the 
clinical isolates of Staphylococcus aureus. Tanzania J. Health Res. 
11(2): 59-64.  

Pantosti A, Sanchini A, Monaco M (2007). Mechanisms of antibiotic 
resistance in Staphylococcus aureus. Future Microbiol. 2(1):323–334. 

Rahabar M, Hajia M (2007). Inducible clindamycin resistance in 
Staphlococcus aureus: A cross sectional report. Pak. J. Biol. Sci. 

 
 
 
 

10(1):189-192. 
Reddy PS, Reddy S (2012). Phenotypic detection of Inducible 

Clindamycin resistance among the clinical isolates of Staphylococcus 
aureus by using the lower limit of int. disk space. J. Microbiol. 
Biotechnol. Res. 2(2):256-264. 

Rodrigues Prez LR, Caierao J, Souza Antunes AL (2007). Use of D test 
method to detect inducible clindamycin resistance in coagulase 
negative staphylococci (CoNS). Braz. J. Infect. Dis. 11(1):186-188. 

Sahm DF, Thornsberry C, Mayfield DC, Jones ME, Karlowsky JA 
(2001). Multidrug-resistant urinary tract isolates of Escherichia coli: 
Prevalence and patient demographics in the United States in 2000. 
Antimicrob. Agents Chemother. 45(5):1402-1406. 

Saiman L, O’Keefe M, Graham PI III (2003). Hospital transmission of 
community-acquired methicillin-resistant Staphylococcus aureus 
among postpartum women. Clin. Infect. Dis. 37: 1313-1319. 

Sanjana RK, Shah R, Chaudhary N (2010). Prevalance and 
antimicrobial susceptibility pattern of methicillin resistant 
Staphylococcus aureus (MRSA) in College of Medical Science- 
Teaching Hospital, Chitwan, Nepal. J. Inst. Med. 6(1):1-6. 

Shrestha B, Pokhrel B, Mohapatra T (2009). Study of Nosocomial 
isolates of Staphylococcus aureus with special reference to 
methicillin resistant Staphylococcus aureus in a tertiary care hospital 
in Nepal. Nep. Med. Coll. J. 11(2):123-126. 

Simner PJ, Zhanel GG, Pitout J, Tailor F, McCracken M, Mulvey MR, 
Lagace-Wiens PR, Adam HJ, Hoban DJ (2011). Prevalence and 
characterization of extended-spectrum beta-lactamase-and AmpC 
beta-lactamase-producing Escherichia coli: Results of the 
CANWARD 2007-2009 study. Diagn. Microbiol. Infect. Dis. 69(3):326-
334.  

Steward CD, Raney PM, Morell AK (2005). Testing for induction of 
clindamycin resistance in erythromycin resistant isolates of 
Staphylococcus aureus. J. Clin. Microbiol. 43:1716-17121.  

Subedi S, Brahmadathan KN (2005). Antimicrobial susceptibility 
patterns of clinical isolates of Staphylococcus aureus in Nepal. Clin. 
Microbiol. Infect. 11(3):235-237. 

Vaez H, Tabaraei A, Moradi A, Ghaemi EA (2011). Evaluation of 
methicillin resistance Staphylococcus aureusisolated from patients in 
Golestan province-north of Iran. African J. Microbiol. Res. 5(4):432-
436. 

Vazquez JA (2006). The emerging problems in infectious diseases: The 
impact of antimicrobial resistance in wound care. Wounds 12(1):12-
15.  

Yilmaz G, Aydin K, Iskendr S, Caylan R, Koksal I (2007). Detection and 
Prevalence of inducible clindamycin resistance in Staphylococci. J. 
Med. Microbiol. 56(1): 342-345.  

ZorganiA, Shawerf O, Tawil K, El-Turki E, Ghenghesh KS (2010). 
Inducible Clindamycin Resistance among Staphylococci isolated from 
burn patients. LJM 10:4176. 

 


