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with cutaneous abscesses and occasionally life-threatening

the healthcare setting. Further studies on the genetic make

respiratory tract infections. These strains are referred to as

up of these organisms are required to help understand their

Community-acquired (also termed community-associated)

virulence and antibiotic susceptibility. The development of
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newer antimicrobial agents that are effective in treating pa-
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virulence genes known as Panton-Valentine leukocidin (PVL)
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Although much is known about MRSA, much remains to
be learned. Continued vigilance with good infection control practices and personal hygiene will be essential for
preventing the spread of these organisms. The collection
of good surveillance data will help in our understanding of
the spread of these organisms both in the community and in
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