
MRSA  
(Methicillin -Resistant Staphylococcus Aureus) 

Methicillin-resistant Staphylococcus aureus (MRSA) is a bacterium that causes 
infections in the body. MRSA infection is an infection with a strain of Staphylococcus 
aureus bacteria that is resistant to antibiotics known as beta-lactams.1 These commonly 
used antibiotics include methicillin, amoxicillin, and penicillin. 
 
Most MRSA infections occur in people with weak immune systems, usually patients in 
hospitals and long- term care facilities. MRSA infections in hospitalized patients are 
known as healthcare-associated (HA-MRSA).1 MRSA infections in people not 
considered high-risk in the community are known as community-associated MRSA (CA-
MRSA).1 Poor hygiene, crowded living conditions, athletes who share equipment, 
prisoners, and children in daycare facilities are considered risk factors for MRSA. 
 
Unfortunately, there has been a recent increase of both community and hospital 
acquired MRSA. Some have speculated that the increase may be due to the 
inappropriate use of third-generation cephalosporins,2 while others suggested 
widespread use of quinolones is responsible.3 
 
The standard laboratory gram-positive susceptibility testing panels list vancomycin and 
linezolid as antibiotics to which MRSA is sensitive.4 Vancomycin has long been 
considered the gold standard for treating MRSA infections because vancomycin-
resistant staphylococci are rare.4  Unfortunately, when vancomycin is used as single 
drug therapy to treat MRSA infections, cure rates in serious infections has been very 
disappointing (avg.40% failure).4  In treating nonserious MRSA infections, such as 
wound, skin and urinary tract infections (UTIs), in addition to slow cure rates and failure 
vancomycin is practically and economically burdensome.  Because there is no oral form, 
a patient for whom vancomycin is prescribed must be infused (IV or infusaport). 
Additionally, to avoid toxicity, blood levels must be monitored regularly. Linezolid, an oral 
drug that most MRSA isolates test sensitive carries a risk of hematological 
abnormalities, including myclosuppression and thrombocytopenia.4  Linezolid, like 
vancomycin, is extremely economically burdensome. So in response to alternatives to 
vancomycin and linezolid new approaches are being investigated.  
 
One option for clinicians to consider is rifampin combination therapy; if the patient has 
a serious staphylococcal infection.4 Although rifampin is ineffective as a single-drug 
therapy for treating staph infections, numerous studies have shown that when rifampin is 
combined with vancomycin, trimethoprin-sulfamethoxazole, mineocycline, or 
ciprofloxacin the clinical outcomes are markedly improved.4 
  
Unfortunately, no treatment guarantees clinical success. This article in no way is 
recommending a specific treatment , rather it is hoped this material will prompt 
discussions and awareness among the medical community that will in some small way 
improve patient care and lessen resistant staphylococci. 
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