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Background: Diabetic Foot Infection poses many problems in clinical practice. It is 

usually polymicrobial, and Staphylococcus aureus is the most common pathogen 

isolated. Objective: To determine the prevalence of methicillin resistant S. aureus 

(MRSA) and MRSA biofilm production among diabetic patients with chronic leg ulcers. 

Methodology: This study included 150 patients suffering from infected diabetic foot 

ulcers. We used VITEK 2 system to identify isolated bacteria. Colonies of S. aureus were 

screened for resistance to methicillin  on Mueller–Hinton agar supplemented with 

oxacillin at 4 μg/mL Antibiotic sensitivity test was investigated using Kirby Bauer Disc 

Diffusion method. Investigation of biofilm formation was performed by tissue culture 

plate method. Detection of icaA and icaD genes was investigated by PCR. Results: S. 

aureus was isolated from 70 (46.6%) patients. Among the 70 S. aureus, 34 (22.6%) were 

(MRSA), Pseudomonas aeruginosa 36(24.0%), Klebseilla pneumoniae 25(16.6%) and 

E.coli were 19(12.6%). Twenty eight out of 34 tested MRSA (82.35%) were able to form 

biofilm. Twenty five isolates (73.3%) were strong biofilm former, 3 isolates (8.8%) were 

moderate biofilm producer and 6 isolates (17.6%) were non biofilm producers. Twenty 

two were positive for both icaA and icaD genes, On the other hand eight isolates were 

negative for both genes. Conclusion: A high prevalence of biofilm producing MRSA was 

detected in S. aureus isolated from patients with Diabetic foot.  

 
INTRODUCTION 

 

Foot ulcer is very common in diabetic patients. Its 

prevalence ranges between 15% and 25% 
1
. Infection of 

these ulcers is usually a frequent complication (40%–

80%) which represent a major cause of mortality and 

morbidity
 2

. It is reported to be the most common cause 

of amputation of lower-limb
 3
. 

The pathophysiology of diabetic foot infection (DFI) 

is complex. The severity and prevalence are depending 

on pathogen-related factors (e.g., antibiotic-resistance, 

virulence and microbial organization) and host-related 

factors (e.g., immunopathy, arteriopathy and 

neuropathy)
 4
. 

Diabetic Foot Infection poses many problems in 

clinical practice in terms of both management and 

diagnosis. Indeed, impairment of leukocyte functions 

and peripheral arterial disease reduce the local 

inflammatory response and classical symptoms and 

signs of local infection. Also, signs of toxicity (e.g., 

leukocytosis and fever) may be appear late, even in 

severe conditions
 5,6

. 

Diabetic foot infections are polymicrobial, and 

Staphylococcus aureus is frequently isolated
 7
. 

Staphylococcus aureus in diabetic patients started as 

an opportunistic agent then becomes a pathogen 

involved in distinctive  manifestations, as diabetic foot 

ulcers. The same treatment for these infectious 

processes produces the selection of variants resistant to 

diverse antibiotics, generating multi resistant S. aureus, 

within them methicillin-resistant S. aureus (MRSA) 

stands out 
8
. 

The isolation of (Methicillin Resistant 

Staphylococcus aureus- Small Colony Variant) MRSA-

SCVs in patients with diabetic foot ulcers indicates that 

the treatment is more problematic and complex. 

Clinicians should be aware of identifying MRSA-SCVs 

to provide an efficient treatment, and prevent 

complications. Also to avoid the use of a great number 

of antibiotics without identifying the cause of infection
8
. 

Staphylococcus aureus that forms biofilm is difficult 

to be treated because many cells within the biofilm are 

dormant. The fibronectin-binding proteins (FnBPs) 

(FnBPA and FnBPB) stimulate biofilm formation by 

clinically relevant MRSA strains 
9
. 

The intercellular adhesion (ica) locus formed of the 

genes icaADBC  
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Which encode the proteins mediating synthesis of 

PIA and PS/A in staphylococcal species.Tthe icaA and 

icaD have been reported to play the most significant 

role in biofilm formation among S.aureus and 

S.epidermidis
 10

. 

Adaptation to attachment to surfaces in biofilms is 

accompanied by changes in gene and protein 

expression, also metabolic activity with resistance to 

antimicrobial agents and host mechanisms responsible 

of clearance
 11

. 

The aim of this study was to investigate the 

prevalence of methicillin resistant S. aureus (MRSA) 

and MRSA biofilm production among diabetic patients 

with chronic leg ulcers  

 

METHODOLOGY 
 

A prospective study was performed on 150 patients 

with both type 2 diabetes mellitus and infected diabetic 

foot ulcers. The study was conducted from July 2015 to 

February 2016 at National Institute of Diabetes and 

Endocrinology, Cairo, Egypt, Diabetic foot Outpatient 

Clinic, Faculty of Medicine, Fayoum University and 

Faculty of Science, Cairo University. 

 Specimens collection, isolation and identification:  

Foot ulcers were cleaned and irrigated vigorously 

with sterile saline and antiseptic solution then were 

debrided afterward. The debridement was performed 

using sterile scalpels which remove unhealthy tissue 

from infected ulcers. Then foot ulcers were cleaned 

again and samples were obtained from the base of foot 

ulcers without touching the skin and other tissues using 

sterile swabs
 12

. 

After collecting the samples, swabs were transported 

to the laboratory immediately and plated directly onto 

mannitol salt agar (Oxoid Ltd., Basingstoke, 

UK).incubated at 35°C with 5% CO2
 
for 48 hours then 

identified by VITEK 2 system (bioMérieux, Craponne, 

France). 

Gram positive cocci arranged in clusters that were 

mannitol-fermenting, catalase-positive, and coagulase-

positive were screened for methicillin resistance on 

Mueller–Hinton agar supplemented with sodium 

chloride cations and oxacillin at 4 μg/mL (Oxoid Ltd., 

Basingstoke, UK).  according to the Clinical Laboratory 

Standards Institute guidelines
13

. 

 Antibiotic susceptibility testing:  

Antibiotic sensitivity test was studied using Kirby 

Bauer Disc Diffusion Susceptibility Test on Mueller-

Hinton agar plate (Oxoid Ltd.,Basingstoke, UK) as 

described by Clinical and Laboratory Standards Institute 

(CLSI)  
13

. Results were interpreted after 18 to 24 h 

incubation at 37ºC. Antibiotics used were Gentamicin 

(10g), Oxycillin (1μg), Vancomycin (30μg), Linezolid 

(30μg), Erythromycin (15μg), Levolfloxacin (5μg), 

Clindamycin (2μg), Cefoxitin (30μg), Chloramphenicol 

(30 μg) (Oxoid Ltd.,Basingstoke, UK).  

 Detection of biofilm production:  

Detection of biofilm formation was performed using 

tissue culture plate method (TCP) as described 

previously
14

. Interpretation of the results were as 

follows: non biofilm former when OD ≤ ODc, weak 

biofilm former when ODc < OD ≤2 ODc, moderate 

biofilm former when 2 ODc < OD ≤ 4 ODc, strong 

biofilm former when 4 ODc < OD, where ODc is the 

mean OD of the negative control and OD is the mean 

OD of the isolate. 

 Detection of of icaA and icaD Genes by Polymerase 

Chain Reaction (PCR):  

Genomic DNA was extracted from an overnight 

culture using Gene JET Genomic DNA Purification Kit 

(Axygen biosciences, USA) with the addition of 

Lysostaphin (Sigma-Aldrich) at final concentration of 

100 μg/ml and incubation at 37°C for 1 h in the initial 

step. The presence of icaA and icaD were detected by 

polymerase chain reaction (PCR) as described by 

Bassyouni et al.
14

. 

 

RESULTS 
 

A total of one hundred and fifty patients who were 

diagnosed to have diabetes mellitus with foot ulcers 

were included in this study. Out of 150 patients 82 

(54.66%) patients were male and 68 (45.33%) patients 

were female. Table 1 summarizes the demographic and 

clinical characteristics of the patients. And Table 2 

shows the characters of the foot ulcers. 

 

 

Table 1: Demographic and clinical characteristics of 

the patients 

Characteristic Total 

No. 

Age:/Years (mean) 53.3 

Gender 

Male /Female 

 

82/68 

Duration of diabetes mellitus: years 

(mean) 

11.7 

Type of diabetes mellitus: 

Type I 

Type II 

 

35 

105 

Antidiabetic treatment 

Oral antidiabetic 

Insulin 

Both 

None 

 

38 

92 

15 

5 

Complication 

Retinopathy 

Nephropathy 

Neuropathy 

Hypertension 

 

41 

32 

15 

62 
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Table 2: Characters of the foot ulcers. 

Ulcer characters Mean 

Duration of the present ulcer/months 4.97 

Size of the ulcer/cm² 9.77 

Location of the ulcer:  

-Dorsal 

-Planter 

-Both 

72 

43 

35 

  

 

Table 3 shows the isolated bacteria recovered from 

diabetic foot ulcers. From the table it is evident that 

Staphylococcus aureus represents 46.6% of the isolates. 

Among them 22.6% were MRSA 

 

 

Table 3: Bacteria isolated from diabetic foot ulcers.  

Organisms isolated No. 

(150) 

(%) 

 

Staphylococcus aureus: 

(MRSA) 

Pseudomonas aeruginosa 

Klebseilla pneumonia 

E. coli 

 

70 

(34) 

36 

25 

19 

 

46.6 

22.6 

24.0 

16.6 

12.6 

 

Table 4 showed the antimicrobial susceptibility test 

results of 34 MRSA isolates. The 34 bacterial isolates 

were tested for the ability to form biofilm using 

microtitre plate technique. The results revealed that 28 

out of 34 tested bacterial isolates (82.35%) had the 

ability to form biofilm. 

 

 

Table 4: Antibiotic resistance pattern of isolated MRSA (34 strains). 

Resistant Intermediate 

resistant 
Sensitive  

Antibiotics % No. % No. % No. 

100 34 0 0 0 0 Oxicillin 

100 34 0 0 0 0 Cefoxitin 

2.9 1 8.8 3 88.2 30 Vancomycin 

41.1 14   58.8 20 Clindamycin 

76.4 26   23.5 8 Erythromycin 

55.8 19   44.1 15 Chloramphenicol 

61.7 21   38.2 13 Gentamicin 

88.2 30   11.7 4 Levofloxacin 

0 0 2.9 1 97.0 33 Linezolid 

 

 

 

Screening of the extent of biofilm formation of the 

isolated MRSA by tissue culture assay reveled that 

twenty five isolates (73.3%) were strong biofilm 

producers, 3 isolates (8.8%) were moderate biofilm 

producer and 6 isolates (17.6%) were non biofilm 

producers (table 5). 

 

 

 

Table 5: The extent of biofilm formation of the isolated MRSA 

Micro-organisms Number of 

isolates 

Biofilm formation (OD 570 nm) 

High (strong) Moderate Non/- weak 

No (%) No (%) No (%) 

MRSA biofilm 34 25 73.3 3 8.8 6 17.6 

 

 

 

Detection of genes icaA and icaD by Polymerase 

Chain Reaction (PCR) revealed that twenty two were 

positive for both genes and showed strong biofilm 

formation abilities, On the other hand eight isolates 

were negative for both genes and showed no or 

weak/moderate biofilm formation abilities, The 

remaining 4 isolates were positive for only icaA gene, 

 

DISCUSSION 
 

Many risk factors were implicated in development of 

diabetic foot ulcers, Zhang et al.
15

, Al-Rubeaan  et al
16

 

and Wu  et al.
17

 reported that the prevalence of foot 

complications in diabetic patients increased with age, 

diabetes duration and  males more than females. 

Diabetic foot is more commonly seen among type 2 
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patients, diabetes duration ≥10 years, Charcot joints, , 

neuropathy,  peripheral vascular disease, insulin use, 

nephropathy, retinopathy, age ≥45 years, poor glycemic 

control, cerebral vascular disease, coronary artery 

disease, smoking,  male gender, and hypertension. 

These reports come in agreement with present results as 

the mean age of the patients was (53.3) years, the mean 

duration of diabetes was (11.7) years. Ninety two 

patients treated with insulin, 38 treated with oral 

antidiabetic, 15 were treated with both oral and insulin 

and 5 take no treatment, 62 were hypertensive, 41 had 

retinopathy, 32 had nephropathy, 15 had neuropathy 

According to Cunha 
18

, the increased prevalence of 

diabetic mellitus is associated with the increase in the 

problem of infections among diabetic patients and 

diabetic foot infection accounts for 20% of hospital 

admission. 

Diabetic foot infection is generally polymicrobial 

and both aerobic and anaerobic organisms were isolated 

from these infections 
19, 20

. 

Gram-negative bacteria were then predominant 

isolates in our study (53.3%). In agreement to our 

results, Gram-negative bacteria were reported 

previously to be higher than Gram-positive bacteria in 

DFU
 21

. 

In our study, from isolated Gram-negative bacteria, 

P. aeroginosa represents 24.0%, Klebseilla pneumonia  

(16.6%) and E. coli (12.6 %), nearly similar results were 

reported in a previous study as P. aeroginosa., 

Escherichia coli and Proteus spp. respectively had the 

highest frequencies 
22

. 

Methicillin-resistant Staphylococcus aureus has 

emerged as a serious problem in patients with diabetic 

foot ulcers 
23

.  

In present study, S. aureus was a frequently common 

bacterial pathogen (46.6%) followed by P. aeruginosa 

(24.0%). Almost similar rates were reported  in other 

studies 
19,24

. Among   S. aureus isolated in the current 

study, methicillin resistant strains represent 22.6% our 

results go hand in hand with many previous studies 
25-30

.  

Biofilm productions are known as a significant 

problem because biofilm formation protects pathogenic 

bacteria from the action of antibiotics and it's one of the 

main causes of development of chronic infections 
31-33

. 

The ability of microbial species to form biofilm is 

responsible for chronic or persistent infections as 

biofilm protects microorganisms from host immune 

system and antimicrobial agents 
34-36

. Biofilms make 

bacteria 1000 times more resistant to antibiotics 

therapy
37

. 

In the present study, the ability of 34 bacterial 

isolates to form biofilm was examined using microtitre 

plate assay. The results revealed that there were high 

prevalence of biofilm formation, Among MRSA isolates 

in this study biofilm formation was present in 82.35% of 

the isolates. By TCP method, twenty five of them 

(73.3%) were strong biofilm producers, three (8.8%) 

were moderate and six (17.6%) were non/weak 

producers which are close to results obtained by 

Eftekhar and Dadaei 
38

 and Cha et al.
39

.  

Bardiaue et al.
40

 reported that biofilm formation 

ability was present in all MRSA isolates. Resistance to 

β-lactam antibiotics in MRSA is conferred by the 

acquisition of a mobile genetic element, carrying the 

mecA gene or the variant mecC 
8
. 

Our results revealed that twenty two were positive 

for both genes and showed strong biofilm formation 

abilities, On the other hand eight isolates were negative 

for both genes and showed no or weak to moderate 

biofilm formation abilities, The remaining 4 isolates 

were positive for only icaA gene. 

 

CONCLUSION 

 

In conclusion a high prevalence of biofilm 

producing MRSA was detected in S. aureus isolated 

from patients with Diabetic foot. Identifying these 

variants is crucial to provide an efficient treatment, 

prevent complications, and to avoid the use of a great 

number of antibiotics without identifying the cause of 

infection. 

 

REFERENCES 
 

1. Singh N, Armstrong DG, Lipsky BA. Preventing 

foot ulcers in patients with diabetes. JAMA.2005; 

293(2):217-228 

2. Prompers L, et al. Resource utilisation and costs 

associated with the treatment of diabetic foot ulcers. 

Prospective data from the Eurodiale Study. J 

Diabetologia.2008;51(10):1826-1834 

3. Lipsky BA, et al. Diagnosis and treatment of 

diabetic foot infections. J Clin Infect 

Dis.2004;39(7):885-910 

4. Jeffcoate WJ, et al. Unresolved issues in the 

management of ulcers of  

5. the foot in diabetes. J Diabet Med.2008; 

25(12):1380-1389 

6. Spichler A, Hurwitz BL, Armstrong DG, Lipsky 

BA. Microbiology of diabetic foot infections: 

FromLouis Pasteur to “crime scene investigation”. J 

BMC Med.2015;13:2 

7. Lavigne JP, Sotto A, Dunyach-Remy C, Lipsky 

BA. New molecular techniques to study the skin 

microbiota of diabetic foot ulcers. J Adv Wound 

Care.2015;4(1):38-49 

8. Dunyach-Remy C, Essebe CN, Sotto A, Lavigne J. 

Staphylococcus aureus Toxins and Diabetic Foot 

Ulcers: Role in Pathogenesis and Interest in 

Diagnosis. J Toxins.2016;(5):201-209 

http://www.ejmm-eg.com/
mailto:info@ejmm-eg.com


Kamel et al. / Impact of Biofilm Production in Methicillin Resistant Staphylococcus aureus, Volume 27 / No. 2 / April 2018   93-98 

  

 

 Egyptian Journal of Medical Microbiology  

www.ejmm-eg.com     info@ejmm-eg.com 
97 

9. Cervantes-Garcia E, Garcia-Gonzalez R,  Resendiz-

Albor A, Reyes-Torres  AL, Salazar-Schettino PM. 

Infections of diabetic foot ulcers with methicillin-

resistant Staphylococcus aureus. Int. J Lower 

Extremity Wounds.2015;(6):10.3402/dfa.v6.26431 

10. Herman-Bausier P, El-Kirat-Chatel S, Foster TJ, 

Geoghegan JA, Dufrêne YF. Staphylococcus 

aureus Fibronectin-Binding Protein A Mediates 

Cell-Cell Adhesion through Low-Affinity 

Homophilic Bonds. Torres VJ, Pier GB, 

eds. mBio.2015;6(3):e00413-15 

11. Arciola CR, Baldassari L, Montanaro L. Presence 

of icaA and icaD genes and slime production in a 

collection of Staphylococcal strains from catheter-

associated infections. J Clin Microbiol.2001; 

(39):2151–56 

12. Carlos J et al. Biofilm formation by clinical isolates 

and the implications in chronic infections. BMC 

Infectious Diseases.2013;13:47 

13. Al-Gadaa AH, Alkadi A, Saleh E. Methicillin 

Resistant Staphylococcus aureus and its Biofilm in 

Persistent Diabetic Foot Ulcer in Qassim Region. J 

Life Sci.2015;12(2):1-8 

14. Clinical and Laboratory Standards Institute (CLSI). 

Performance standards for antimicrobial 

susceptibility testing. 22 Informational Supplement 

ed. CLSI document M100-S22. Wayne, PA; 2012 

15. Bassyouni  RH, Dwedar RA,  Farahat MG, Kamel 

Z, Elwekel M. Protective Effect of Hamamelitannin 

against Biofilm Production by Methicillin-resistant 

Staphylococci Isolated from Blood of Patients at 

Intensive Care Units British Microbiology Research 

Journal.2015; 10(5):1-8 

16. Zhang P, Lu J, Jing Y, Tang S, Zhu D, Bi Y.Global 

epidemiology of diabetic foot ulceration: a 

systematic review and meta-analysis. Journal 

Annals of Medicine.2017;49(2)106-116 

17. Al-Rubeaan K, Al Derwish M, Ouizi S, Youssef 

AM, Subhani SN, Ibrahim HM, Alamri BN. 

Diabetic Foot Complications and Their Risk 

Factors from a Large Retrospective Cohort Study 

PLoS One. 2015;10(5):e0124446  

18. Wu L, Hou Q, Zhou Q, Peng F. Prevalence of risk 

factors for diabetic foot complications in a Chinese 

tertiary hospital. Int J Clin Exp Med.2015; 8(3): 

3785–3792.  

19. Cunha BA. Antibiotic selection for diabetic foot 

infections: a review. J Foot Ankle Surg.2000; 

39(4):253-257 

20. Lalanes LRI, Pena AC, Cauton-Valera R. Clinical, 

Microbiological profile and outcome of diabetic 

patients with foot ulcers admitted at Quirino Me 

morial Medical Center. Phil. J Microbiol Infect 

Dis.2001; 30(3):101-107 

21. Abdulrazak A, Bitar ZI. Al-Shamali AA, Mobasher 

LA. Bacteriological study of diabetic foot 

infections. J Diabetes Complicat. 2004;19(3):138-

41  

22. Taherpor A, Hemati Y, Azizi F. Bactriology of 

Diabetic foot lesions. Iran J Endocrinol 

Metabol.2007;5(1):11-18 

23. Gadepalli R, Dhawan B, Sreenivas V, Kapil A, 

Ammini AC, Chaudhry R. A clinic-microbiological 

study of diabetic foot ulcers in an Indian tertiary 

care hospital. J Diabetes Care.2006;29(8):1727-32 

24. Game F, Jeffcoate W. MRSA and osteomyelitis of 

the foot in diabetes. Diabet Med.2004;21:16-19 

25. Pathare NA, Bal A, Talvalkar GV, Antani DU. 

Diabetic foot infections: A study of microorganisms 

associated with the different Wagner Grades. Indian 

J Pathol Microbiol.1998;41(4):437-41 

26. James G, et al. Biofilms in Chronic wounds. 

Wound Repair and regeneration.2008;16(1):37-44 

27. Fazli M, et al. Nonrandom distribution of 

Pseudomonas aeruginosa and Staphylococcus 

aureus in chronic wounds. J Clin Microbiol.2009; 

47(12): 4084-4089 

28. Naas T, Nordmann P, Heidt A. Intercountry transfer 

of PER-1 extended-spectrum beta-lactamase-

producing Acinetobacter baumannii from Romania. 

Int J Antimicrob Agents.2007;29(2):226-228 

29. Zubair M, Malik A, Ahmad J. Clinico-

microbiological study and antimicrobial drug 

resistance profile of diabetic foot infections in 

North India. Foot (Edinb).2011;21(1):6-14  

30. El-Tahawy AT. Bacteriology of diabetic foot. Saudi 

Med J.2000;21(4): 344-7 

31. Tentolouris N, Jude EB, Smirnof I, Knowles 

EA, Boulton AJ. Methicillin-resistant 

Staphylococcus aureus: An increasing problem in a 

Diabetic foot. J Diabet Med.1999;16(9):767-71 

32. Hajipour MJ, Fromm KM, Ashkarran AA, de 

Aberasturi DJ. Antibacterial properties of 

nanoparticles. Trends in Biotechnology. 2012; 

30(10):499-511 

33. Costerton JW, Stewart PS, Greenberg EP. Bacterial 

biofilms: a common cause of persistent infections. J 

Science.1999;284(5418):131-151 

34. Cucarella C, Solano C, Valle J, Amorena B, Lasa Í, 

Penadés JR. Bap, a Staphylococcus aureus Surface 

Protein Involved in Biofilm Formation. Journal of 

Bacteriology.2001;183(9):2888-2896 

35. Cramaton SE, Gerke C, Gotz F. In vitro method to 

study staphylococcal biofilm formation. 

Methods in Enzymology.2001;336: 239-55 

36. Serralt VW, Harrison- Belestra C, Cazzaniga AL, 

Davis SC, Mertz PM. Lifestyle of bacteria in 

http://www.ejmm-eg.com/
mailto:info@ejmm-eg.com
https://www.tandfonline.com/author/Zhang%2C+Pengzi
https://www.tandfonline.com/author/Lu%2C+Jing
https://www.tandfonline.com/author/Jing%2C+Yali
https://www.tandfonline.com/author/Tang%2C+Sunyinyan
https://www.tandfonline.com/author/Zhu%2C+Dalong
https://www.tandfonline.com/author/Bi%2C+Yan
https://www.ncbi.nlm.nih.gov/pubmed/?term=Al-Rubeaan%20K%5BAuthor%5D&cauthor=true&cauthor_uid=25946144
https://www.ncbi.nlm.nih.gov/pubmed/?term=Al%20Derwish%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25946144
https://www.ncbi.nlm.nih.gov/pubmed/?term=Ouizi%20S%5BAuthor%5D&cauthor=true&cauthor_uid=25946144
https://www.ncbi.nlm.nih.gov/pubmed/?term=Youssef%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=25946144
https://www.ncbi.nlm.nih.gov/pubmed/?term=Subhani%20SN%5BAuthor%5D&cauthor=true&cauthor_uid=25946144
https://www.ncbi.nlm.nih.gov/pubmed/?term=Ibrahim%20HM%5BAuthor%5D&cauthor=true&cauthor_uid=25946144
https://www.ncbi.nlm.nih.gov/pubmed/?term=Alamri%20BN%5BAuthor%5D&cauthor=true&cauthor_uid=25946144
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4422657/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Wu%20L%5BAuthor%5D&cauthor=true&cauthor_uid=26064275
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hou%20Q%5BAuthor%5D&cauthor=true&cauthor_uid=26064275
https://www.ncbi.nlm.nih.gov/pubmed/?term=Zhou%20Q%5BAuthor%5D&cauthor=true&cauthor_uid=26064275
https://www.ncbi.nlm.nih.gov/pubmed/?term=Peng%20F%5BAuthor%5D&cauthor=true&cauthor_uid=26064275
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4443109/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Pathare%20NA%5BAuthor%5D&cauthor=true&cauthor_uid=9866905
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bal%20A%5BAuthor%5D&cauthor=true&cauthor_uid=9866905
https://www.ncbi.nlm.nih.gov/pubmed/?term=Talvalkar%20GV%5BAuthor%5D&cauthor=true&cauthor_uid=9866905
https://www.ncbi.nlm.nih.gov/pubmed/?term=Antani%20DU%5BAuthor%5D&cauthor=true&cauthor_uid=9866905
https://www.ncbi.nlm.nih.gov/pubmed/?term=Tentolouris%20N%5BAuthor%5D&cauthor=true&cauthor_uid=10510954
https://www.ncbi.nlm.nih.gov/pubmed/?term=Jude%20EB%5BAuthor%5D&cauthor=true&cauthor_uid=10510954
https://www.ncbi.nlm.nih.gov/pubmed/?term=Smirnof%20I%5BAuthor%5D&cauthor=true&cauthor_uid=10510954
https://www.ncbi.nlm.nih.gov/pubmed/?term=Knowles%20EA%5BAuthor%5D&cauthor=true&cauthor_uid=10510954
https://www.ncbi.nlm.nih.gov/pubmed/?term=Knowles%20EA%5BAuthor%5D&cauthor=true&cauthor_uid=10510954
https://www.ncbi.nlm.nih.gov/pubmed/?term=Boulton%20AJ%5BAuthor%5D&cauthor=true&cauthor_uid=10510954


Kamel et al. / Impact of Biofilm Production in Methicillin Resistant Staphylococcus aureus, Volume 27 / No. 2 / April 2018   93-98 

 

 

Egyptian Journal of Medical Microbiology 

www.ejmm-eg.com     info@ejmm-eg.com 
98 

wounds: Presence of biofilms? Wounds. 2001; 

13:29-34 

37. Abraham KP, Sreenivas J, Venkateswarulu TC, 

Indira M, Babu DJ, Diwakar T, Prabhakar K. 

Investigation of the potential antibiofilm activities 

of plant extracts. International Journal of Pharmacy 

and Pharmaceutical Sciences.2012;4:282-285 

38. Bellifa S, Hassaine H, Balestrino D, Charbonnel N, 

M’hamedi I, Terki IK, Lachachi M, Didi W, 

Forestier C. Evaluation of biofilm formation of K. 

pneumoniae isolated from medical devices at the 

University Hospital of Tlemcen, Algeria. African 

Journal of Microbiology Research Res. 2013; 

(7):5558-5564 

39. Eftekhar F, Dadaei T. Biofilm Formation and 

Detection of IcaAB Genes in Clinical Isolates of 

Methicillin Resistant Staphylococcus aureus. 

Iranian Journal of Basic Medical Sciences.2011; 

14(2):132-136 

40. Cha J, Jae I, Sik Yoo J. Investigation of Biofilm 

Formation and its Association with the Molecular 

and Clinical Characteristics of Methicillin-resistant 

Staphylococcus aureus. Osong Public Health Res 

Perspect.2013;4(5):225-232 

41. Bardiaue M, Yamazaki K, Duprez NJ, Taminiau B, 

Mainil JG, Ote I. Genotypic and phenotypic 

characterization of methicillin-resistant 

Staphylococcus aureus (MRSA) isolated from milk 

of bovine mastitis. Letters in Applied 

Microbiology. 2013; (57):181-186 

 

http://www.ejmm-eg.com/
mailto:info@ejmm-eg.com

