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Introduction 
 
Staphylococcus aureus is a pathogen causing wide range 
of infections from mild localized skin lesions to severe 
life threatening systemic infection such as septicaemia, 
pneumonia, endocardititis etc (Boucher and Corey, 2008; 
Valle et al., 2016) in both community as well as in 
hospital settings. Among Gram positive cocci, 
Methicillin Resistant Stahylococcus aureus (MRSA) 

continue to be a major nosocomial pathogen causing 
increased morbidity and mortality worldwide. 
 
In 1942 penicillin resistance Staphlyococcus aureus 

strain were reported which led to the introduction of a 
new drug Methicillin in October 1960 (Jevons, 1961), 2 
years later MRSA strain were reported widely. MRSA is 
due to presence of mecA gene, resulting in synthesis of 
an altered penicillin binding protein (PBP-2a) by the 
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Methicillin Resistant Stahylococcus aureus (MRSA) continue to be a major nosocomial 
pathogen causing increased morbidity and mortality worldwide. Emergence of hospital 
acquired MRSA strain posses great challenge for treatment leading to higher morbidity and 
mortality. This was a retrospective study done in a tertiary care hospital from November 
2022 to July 2023. Various clinical samples such as pus, blood, CSF, vaginal swab, pleural 
aspirate were received & processed and Staphylococcus aureus species were identified as 
per standard laboratory protocol. AST was performed & MRSA was detected by disc 
diffusion test as per CLSI guideline 2022. Total 214 Staphylococcus aureus were isolated. 
142 were MRSA, 72 were MSSA. Maximum number of Staphylococcus aureus (both 
MRSA & MSSA) were isolated from blood (48.13%) followed by pus (42.05%). MSSA 
were found 100% sensitive to Amikacin, & Lenezolid followed by Cotrimoxazol (97.22%), 
Piperacillin –tazobactam (97.22%), gentamicin (95.83%). MRSA strain 100% sensitive to 
Linezolid followed by Amikacin (95.77%), Gentamicin (91.54%) and Ciprofloxacin 
(72.53%). The result showed that Staphylococcus aureus isolated were resistant to most of 
the commonly used antibiotics. MRSA isolates were found sensitive to Linezolid, 
Amikacin and ciprofloxacin. There is need to establish antimicrobial surveillance system 
which will help in making antibiotic policy to prevent overuse and misuse of antibiotics. 
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virtue of which the organism have low affinity for β- 
lactam antibiotics and also to a range of different 
antibiotics classes such as macrolide, flouroquinolones, 
tetracyclines (Maple et al., 1989). 
 
The factors responsible for emergence of MRSA could be 
attributed to carriage of MRSA in nose, axilla, perineum 
and hands of patients and healthcare workers (HCW), 
irrational use of antibiotics, prolonged hospital stay, 
presence of indwelling catheters and cannula, 
immunosuppression, elderly age, decubitus ulcer, insulin 
dependent diabetes (Naves et al., 2012). 

 
Initially MRSA were hospital acquired but it is seen that 
community acquired MRSA is being increasingly 
reported in India (Grema et al., 2015). 
 
It is known that MRSA is endemic in India with variation 
in the antimicrobial susceptibility patterns based on 
geographical region & patient population (Agarwal et al., 
2015). 
 
Emergence of hospital acquired MRSA strain posses 
great challenge for treatment leading to higher morbidity 
and mortality (Chatterjee et al., 2018). 

 
According to Indian Council of Medical Research–
Antimicrobial Resistance Surveillance Network (ICMR–
AMRSN) report, the total MRSA prevalence in India 
escalated from 32.9% in 2017 to 38.6% in 2018, with 
North India reporting the highest MRSA prevalence of 
52.8%, followed by West India (48.1%) (AMRSN 
Annual Report, 2018). 

 
It is listed as Priority 1 (High) in the 2017 WHO list of 
bacteria for which new antibiotics are urgently needed 
(WHO, 2017). The CDC has also classified MRSA as a 
serious threat and therefore listed it in the 2019 
Antibiotic Resistance Threat Report (CDC, 2019). 

 
Understanding the prevalence, antibiotic resistance 
patterns and information on accurate and reliable 
detection methods of MRSA strains are necessary for 
appropriate antibiotic treatment and effective infection 
control. 
 

Materials and Methods 
 
Study setting: Microbiology laboratory of Maternal and 
Child tertiary care hospital, Western Rajasthan India. 
 

Study duration: November 2022 to July 2023 (Nine 
months). 
 
Study design: Retrospective observational study. 
 
Sample size and sampling 
 
Various clinical samples such as pus, blood, CSF, 
vaginal swab, pleural aspirate were received in the 
department of microbiology for aerobic bacterial culture 
& sensitivity. Samples were collected with proper aseptic 
procedure and were processed as per standard 
microbiological laboratory methods (Garry W. Procop et 

al., 2016). 
 
Data collection: Demographic details (age /Gender/ 
IPD/OPD) and clinical data (chief complaints, gynae/ 
paediatric etc) were noted in the proforma after taking 
institutional ethical committee permission.  
 

Antimicrobial sensitivity testing  
 
A standardized Kirby–Bauer disk diffusion method in the 
Muller–Hinton Agar (MHA) plate technique was 
performed as per Clinical and Laboratory Standards 
Institute (CLSI) guidelines 2022 (CLSI, 2022). A 
bacterial suspension equivalent to the 0.5 McFarland 
turbidity standard was prepared for inoculation. Standard 
antimicrobial disks representing multiple drug classes 
were subsequently set and the plates were incubated at 
37°C for 24 hours in Mueller–Hinton agar.  
 
An inhibition zone diameter of each antimicrobial was 
then measured and interpreted as resistant (R), 
intermediate (I), and sensitive(S). The antibiotics tested 
(Himedia, India) were Cefoxitin (30 μg), Penicillin (10 
μg), Gentamicin (10 μg), Amikacin (30ug), 
Cotrimoxazole (1.25/23.75 μg), Clindamycin (2 μg), 
Erythromycin (15 μg), Linezolid (30 μg), Piperacillin-
Tazobactam (100/10ug), Amoxicillin clavulanic acid 
(20/10ug), Ciprofloxacin (5 ug).  
 
Detection of methicillin resistance 
 
Methicillin resistance was detected by phenotypic 
method of cefoxitin disc diffusion test (CDD), all isolates 
were tested by CDD test using 30 ug Cefoxitindisc after 
making a lawn culture of 0.5 McFarland suspension of 
isolates on Muller Hinton Agar (MHA) plate. Plates were 
read after incubating at 37°C for 18 h. Any zone diameter 
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of ≤21 mm was reported as cefoxitin resistant and 
reported as Methicillin resistance Staphylococcus Aureus 
(MRSA) (CLSI, 2022). 
 

Results and Discussion 
 
Total 4338 clinical samples were received in the study 
time period. Out of 4338 samples growth were present in 
1377 samples and out of these Staphylococcus aureus 
were isolated in 214 (15.54%) samples.  
 
Out of 214 Staphylococcus aureus isolates, 142 were 
MRSA, 72 were MSSA, 142 were detected in paediatric 
population & 72 isolated in OBG patients (Table 1 & 2). 
 
Maximum number of Staphylococcus aureus (both 
MRSA & MSSA) were isolated from blood (48.13%) 
followed by pus (42.05%), vaginal swab (6.54%), CSF 
(1.40%) (as shown in table 3). 
 
Methicillin sensitive staphylococcus aureus strain were 
found 100% sensitive to Amikacin, & Lenezolid. They 
were sensitive most of the routinely used antibiotics like 
Cotrimoxazol (97.22%), Piperacillin –tazobactam 
(97.22%), gentamicin (95.83%), Ciprofloxacin (88.88%) 
and clindamycin (75%) (Table.4) 
 
MRSA strain showed maximum sensitivity to Linezolid 
(100%) followed by Amikacin (95.77%), Gentamicin 
(91.54%) and Ciprofloxacin (72.53%) (as shown in table 
5).  
 
In this study we found increasing trend of MRSA isolates 
(142) as compared to MSSA (72). This can be explained 
by presence of various risk factors like carriage of MRSA 
by HCWs and patients, poor hand hygiene practices, 
prolonged hospital stay and lack of any surveillance 
programs for MRSA. One of the major factor contributing 
to this increasing trend could be attributed to the fact that 
ours is a tertiary care centre where by the time patient 
reaches us they have already been on various 
antimicrobials agents (either by easily available over the 
counter medication or given by various quacks). 
 
Similar trends were also observed in study by Mallick et 

al., (2010); Patel et al., (2010); Gopalkrishnan et al., 

(2010); Sangeeta Joshi et al., (2013); Lohan et al., (2021) 
in India. Whereas in study by Ramanand kumar et al., 

(2019) from Bihar reported in their study that out of 200 
Staphylococcus aureus isolates, 73 (36.6%) were 
methicillin resistant (MRSA) and 127 (63.4%) methicillin 

sensitive (MSSA). This difference in incidence of MRSA 
could be due to different geographical region. 
 
In present study maximum number of Staphylococcus 

aureus (both MRSA & MSSA) were isolated from blood 
(48.13%) and pus (42.05%) samples followed by vaginal 
swab (6.54%), CSF (1.40%). A study by Anurupa et al., 

(2003) found maximum isolation of MRSA from pus and 
wound swabs (52.5). The article by Sangeeta et al., 
(2013) published in 2013 said that overall MRSA strains 
was highest for skin and soft tissue infections (64% in 
2008 and 61% in 2009) followed by blood (48%) and 
respiratory samples including bronchial washings, 
endotracheal secretions and sputum (41%). A study by 
Purav Patel et al.,

 (2014) in a tertiary care teaching 
hospital, Western India also found out that skin and soft 
tissue infection (72.37) accounted for most of the MRSA 
cases. Ramanand kumar et al., (2019) reported in their 
study that maximum isolates of pus was isolated from 
pus (41.09%), postoperative wound infection (17.80%), 
blood samples (21.91%) (Naves 

et al., 2012), 
miscellaneous sample (13.69%), urine (5.47%). 
 
A study by Lohan et al., (2021) observed maximum 
isolates of MRSA was from pus (61%) followed by urine 
(23.4%), blood (12.3%) and least was from catheter tip 
(1.2%).  
 

Methicillin sensitive staphylococcus aureus strain in this 
study were found 100% sensitive to Amikacin & 
Linezolid. They were sensitive to most of the routinely 
used antibiotics like Cotrimoxazole (97.22%), 
Piperacillin –tazobactam (97.22%), gentamicin (95.83%), 
Ciprofloxacin (88.88%) and clindamycin (75%).  
 
Whereas MRSA strain in our study showed maximum 
sensitivity to Linezolid (100%) followed by Amikacin 
(95.77%), Gentamicin (91.54%) and Ciprofloxacin 
(72.53%).  
 
Similar findings were reported by Ramanand kumar et 

al., (2019) in which 100% MRSA strain were susceptible 
to linezolid and vancomycin, moderate susceptibility 
(71,14%) to gentamicin, cefuroxime and least 
susceptibility to doxycycline, ciprofloxacin (23.81% and 
20.95% respectively). All MRSA strains (100%) were 
sensitive to vancomycinin a study from north India Arora 

et al., (2010) and the MRSA isolates were found to be 
more resistant to other antibiotics than MSSA. Sangeeta 

et al., (2013) reported no resistance documented against 
vancomycin and linezolid in MRSA strain (100%).  
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Table.1 Distribution of MRSA and MSSA from total clinical isolates (n=214) 
 

SN Total Staphylococcus aureus N(%) MRSA 

N(%) 

MSSA 

N(%) 

1. 214 (100) 142(66.35) 72(33.64) 
 

Table.2 Gender wise distribution of Staphylococcus aureus isolates. (n=214) 
 

 Peadiatric (%) OBG (%) Total (%) 

Male 89 (62.23%) - 89 (41.58%) 

Female 53 (37.32%) 72 (100%) 125 (58.87%) 

Total 142 (100%) 72 (100%) 214 (100%) 
 

Table.3 Sample wise distribution of MRSA and MSSA isolates. 
 

Sample type MRSA  

N(%) 

MSSA  

N(%) 

Total 

N(%) 

Pus  52 (36.61) 38 ( 52.77) 90 (42.05) 

Blood  75 (52.81) 28 (38.88) 103 (48.13) 

Vaginal swab 09 (6.33) 05 (6.94) 14 (6.54) 

CSF 02 (1.40) 01 (1.38) 03 (1.40) 

Pleural fluid 02 (1.40) 00 02 (0.93) 

Ascitic fluid 01 (0.70) 00 01 (0.46) 

Sputum 01 (0.70) 00 01 (0.46) 

Total  142 (100) 72 (100) 214 (100) 
 

Table.4 Antibiotic Sensitivity pattern of Methicillin Sensitive Staphylococus aureus (MSSA) 
 

Drugs Methicillin sensitive Staphylococcus aureus 

(MSSA) N-72(%) 

Penicillin (10 μg) 12(16.66%) 

Cefoxitin (30 μg) 72 (100%) 

Cefazolin (30 μg) 58 (80.55%) 

Amoxicillin clavulanic acid (20/10 μg) 58 (80.55%) 

Erythromycin ( 15μg) 36 (50%) 

Clindamycin (2 μg) 54 (75%) 

Gentamicin (10 μg) 69 (95.83%) 

Amikacin (30 μg) 72 (100%) 

Piperacillin-tazobactam 

( 100/10μg) 
70 (97.22%) 

Ciprofloxacin (5μg) 64 (88.88%) 

Cotrimoxazol (1.25/23.75 μg) 70 (97.22%) 

Linezolid (30μg) 72 (100%) 
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Table.5 Antibiotic sensitivity pattern of Methicillin Resistant Staphylococcus aureus (MRSA) isolates. 
 

Drugs Methicillin Resistant Staphylococcus aureus (MRSA) 

 N-142(%) 

Penicillin (10 μg) 00  

Cefoxitin (30 μg) 00 

Cefazolin (30 μg) 00  

Amoxicillin clavulanic acid (20/10 μg) 33 (23.23%) 

Erythromycin ( 15μg) 12 (8.45%) 

Clindamycin (2 μg) 36 (25.35%) 

Gentamicin (10 μg) 130 (91.54%) 

Amikacin (30 μg) 136 (95.77%) 

Piperacillin-tazobactam 

( 100/10μg) 
03 (2.11%) 

Ciprofloxacin (5μg) 103 (72.53%) 

Cotrimoxazol (1.25/23.75 μg) 20 (14.08%) 

Linezolid (30μg) 142(100%) 
 
Resistance to antibiotics amongst the MRSA isolates was 
more than that in methicillin sensitive S. aureus (MSSA) 
(P<0.001). Singh et al., (2022) reported that MRSA 
strains present maximum resistance against 
Ciprofloxacin (71.8%), Erythromycin (70.6%), 
Clindamycin (59.3%), Gentamicin (36.8%) and 
Cotrimoxazole (34.1%) and all MRSA isolates were 
discovered to be sensitive to Linezolid and Vancomycin. 
 
Staphylococcus aureus isolated were resistant to most of 
the commonly used antibiotics. MRSA isolates were 
found sensitive to Linezolid, Amikacin and 
ciprofloxacin. There is need to establish antimicrobial 
surveillance system which will help in making antibiotic 
policy of hospital to prevent overuse and misuse of 
antibiotics. Also there should be ongoing and continuous 
training of hospital infection prevention &control 
program to prevent spread of drug resistant 
microorganism. 
 

Limitation of study 
 
Vancomycin susceptibility could not performed due to 
limited resources for MIC (Minimum inhibitory 
concentration) detection. As disc diffusion test of 
Vancomycin for Staphylococcus aureus is not 
recommended as per CLSI guidline 2023. 
 

Acknowledgement 
 
Authors thank to Principal and Controller of Dr. 

S.N.Medical college. 
 
Author Contributions  
 
Richa Agrawal: Investigation, formal analysis, writing—
original draft. Pinky Bhagat: Validation, methodology, 
writing—reviewing. Rajendra Singh Parihar:—Formal 
analysis, writing—review and editing.  
 

Data Availability  
 
The datasets generated during and/or analyzed during the 
current study are available from the corresponding author 
on reasonable request. 
 

Declarations 
 
Ethical Approval Not applicable. 
 
Consent to Participate Not applicable. 
 
Consent to Publish Not applicable. 
 
Conflict of Interest The authors declare no competing 
interests. 
 
References 
 
Agarwal L, Singh A K, Sengupta C, Agarwal A. Nasal 

carriage of Methicillin- and Mupirocin-resistant 
S. aureus among health care workers in a tertiary 



Int.J.Curr.Microbiol.App.Sci (2024) 13(08): 91-97 

96 
 

care hospital. J Res Pharm Pract 2015 Oct-
Dec;4(4):182-186. https://doi.org/10.4103/2279-
042X.167046  

AMRSN Annual Report 2018. 
https://www.icmr.nic.in/sites/default/files/reports
/AMRSN_Annual_Report_2018_0.pdf.  
AccessedMay 18, 2020. 

Anupurba S, Sen M R, Nath G, Sharma B M, Gulati A K, 
Mohapatra T M. Prevalence of Methicillin 

Resistant Staphylococcus Aureus in a Tertiary 
Referral Hospital in Eastern Uttar Pradesh. 
Indian JMed Microbiol. 2003;21:49-51. 

Arora S, Devi P, Arora U, Devi B. Prevalence of 
Methicillin Resistant Staphylococcus aureus 
(MRSA) in a tertiary care hospital in northern 
India. J Lab Physicians 2010; 2: 78-81. 
https://doi.org/10.4103/0974-2727.72154  

Boucher H W and Corey G R. Epidemiology of 
Methicillin-Resistant Staphylococcus Aureus. 
Clin Infect Dis 2008;46 Suppl 5:S344-9. 
https://doi.org/10.1086/533590  

CDC. 2019 Antibiotic Resistance Threats Report | CDC. 
Center for Disease Control. Published 2021. 
Accessed December 26, 2022. 

Chatterjee A, Rai S, Guddattu V, Mukhopadhyay C, 
Saravu K. Is Methicillin-Resistant 

Staphylococcus Aureus infection associated with 
higher mortality and morbidity in hospitalized 
patients? Acohort study of 551 patients from 
South Western India. Risk ManagHealthc Policy 
2018;11:243–250. 
https://doi.org/10.2147/RMHP.S176517  

Clinical and Laboratory Standard Institute. Performance 
Standards for Antimicrobial Susceptibility 
Testing; Thirty two Edition Informational 
Supplement, Clinical and Laboratory Standards 
Institute; M100-S23, March, 2022. 

Garry W. Procop, Deidre L. Church, Geraldine S. Hall et 

al., (2016) Koneman’s color atlas and textbook 
of diagnostic microbiology seventh edition. June 
2016. 

Gopalkrishnan et al., (2010). Changing trends in 
antimicrobial susceptibility and hospital acquired 
infections over an 8 year period in a tertiary care 
hospital in relation to introduction of an infection 
control programme. J Assoc Physicians India 
2010; 58 (Suppl): 25-31 

Grema, H. A., Y. A. Geidam, G. B. Gadzama, J. A. 
Ameh, and A. Suleiman, “Methicillin Resistant 

Staphylococcus Aureus (MRSA): a review,” 
Advances in Animal and Veterinary Sciences, 

vol. 3, no. 2, pp. 79–98, 2015. 
Jevons M P. ‘Celbenin’-resistant Staphylococci.BMJ 

1961; 1: 124. 
https://doi.org/10.1136/bmj.1.5219.124-a  

Lohan et al., (2021) Lohan K, Sangwan J, Mane P, 
Lathwal S. Prevalence pattern of MRSA from a 
rural medical college of North India:A cause of 
concern. J Family Med Prim Care 2021;10:752-
7. https://doi.org/10.4103/jfmpc.jfmpc_1527_20  

Mallick et al., (2010)-Mallick SK, Basak S. MRSA–Too 
many hurdles to overcome:A study from Central 
India. Trop Doct 2010;40:108-10. 
https://doi.org/10.1258/td.2010.090440  

Maple P A C, Hamilton- Miller J M T, Brumfitt W. 
Worldwide antibiotic resistance in Methicillin 

Resistant Staphylococcus Aureus. Lancet 
1989;1:537-40. https://doi.org/10.1016/s0140-
6736(89)90076-7  

Naves, K. S. C., N. V. d. Trindade, and P. P. 
GontijoFilho, “Methicillin-resistant 
Staphylococcus aureus bloodstream infection: 
risk factors and clinical outcome in non-intensive 
care units,” Revista da SociedadeBrasileira de 
Medicina Tropical, vol. 45, no. 2, pp. 189–193, 
2012. 

Patel et al., (2010). Time trends in the epidemiology of 
microbial infections at a tertiary care center in 
west India over last 5 years. J Assoc Physicians 
India 2010; 58 (Suppl): 37-40. 

Patel P, Khandelwal N, Raval P, Patel B, Soni S, Vegad 
M. Prevalence and Antimicrobial Susceptibility 
Pattern Of Methicillin Resistant Staphylococcus 
Aureus In Tertiary Care TeachingHospital, 
Western India. Int J Med Sci Public 
Health.2014;3(1):58-60. 

Ramanand Kumar Pappu, Prabhat Kumar Ranjan, 
Chandan Kumar Poddar, Imtiaz Ahmad, Ram 
Nagina Sinha, S K Shahi. Prevalence and 
antimicrobial susceptibility of methicillin 
resistant staphylococcus in a tertiary care 
hospital in Koshi Region (Northern Bihar). 
International Journal of Contemporary Medical 
Research 2019;6(6):F4-F7. 
http://dx.doi.org/10.21276/ijcmr.2019.6.6.26  

Sangeeta Joshi et al., (2013). Methicillin resistant 
Staphylococcus aureus(MRSA) in India: 
Prevalence & susceptibility pattern. Indian 
Network for Surveillance of Antimicrobial 
Resistance (INSAR) group, India. Indian J Med 
Res 137, February 2013, pp 363-369. 

Singh et al., Detection of Methicillin Resistance and β-

https://doi.org/10.4103/2279-042X.167046
https://doi.org/10.4103/2279-042X.167046
https://www.icmr.nic.in/sites/default/files/reports/AMRSN_Annual_Report_2018_0.pdf
https://www.icmr.nic.in/sites/default/files/reports/AMRSN_Annual_Report_2018_0.pdf
https://doi.org/10.4103/0974-2727.72154
https://doi.org/10.1086/533590
https://doi.org/10.2147/RMHP.S176517
https://doi.org/10.1136/bmj.1.5219.124-a
https://doi.org/10.4103/jfmpc.jfmpc_1527_20
https://doi.org/10.1258/td.2010.090440
https://doi.org/10.1016/s0140-6736(89)90076-7
https://doi.org/10.1016/s0140-6736(89)90076-7
http://dx.doi.org/10.21276/ijcmr.2019.6.6.26


Int.J.Curr.Microbiol.App.Sci (2024) 13(08): 91-97 

97 
 

Lactamase Production in Staphylococcus aureus 
Isolates: A Cross Sectional Study from a Tertiary 
Care HospitalJ Pure ApplMicrobiol. 
2022;16(3):1689-1695. 
https://doi.org/10.22207/JPAM.16.3.09  

Valle D L Jr., Paclibare P A, Cabrera E C, Rivera W L. 
Molecular and phenotypic characterization of 

methicillin-resistant Staphylococcus aureus 
isolates from a tertiary hospital in the 
Philippines. Trop Med Health 2016;44:3. 
https://doi.org/10.1186/s41182-016-0003-z  

WHO. WHO Publishes List of Bacteria for Which New 
Antibiotics Are Urgently Needed. Saudi Med J. 
Published 2017. Accessed December 26, 2022.  

  
How to cite this article:  

 
Richa Agrawal, Pinky Bhagat and Rajendra Singh Parihar. 2024. Phenotypic Detection and Antibiotic Susceptibility 
of Methicillin Resistant Staphylococcus aureus (MRSA) in Clinical Isolates at Maternal & Child Tertiary Care 
Hospital- Western Rajasthan. Int.J.Curr.Microbiol.App.Sci. 13(8): 91-97.  
doi: https://doi.org/10.20546/ijcmas.2024.1308.011   
 

 

https://doi.org/10.22207/JPAM.16.3.09
https://doi.org/10.1186/s41182-016-0003-z
https://doi.org/10.20546/ijcmas.2024.1308.011

	Phenotypic Detection and Antibiotic Susceptibility of Methicillin Resistant Staphylococcus aureus (MRSA) in Clinical Isolates at Maternal & Child Tertiary Care Hospital-Western Rajasthan
	ABSTRACT
	Introduction
	Materials and Methods
	Sample size and sampling
	Antimicrobial sensitivity testing
	Detection of methicillin resistance
	Results and Discussion
	Table.1 Distribution of MRSA and MSSA from total clinical isolates (n=214)
	Table.2 Gender wise distribution of Staphylococcus aureus isolates. (n=214)
	Table.4 Antibiotic Sensitivity pattern of Methicillin Sensitive Staphylococus aureus (MSSA)

	Limitation of study
	Acknowledgement
	Author Contributions
	Data Availability
	Declarations
	References

