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and 22 (47.8%) to group G [Table 1a]. None of  the BHS 
isolated from symptomatic school children belonged to 
group B or group F. Therefore, in this study, the overall 
incidence rates of  GAS, group C streptococci (GCS), and 
group G streptococci (GGS) infection among symptomatic 
and asymptomatic children were found to be 5%, 2.5%, 
and 5.7%, respectively  [Table 1b]. Eight  (17.3%) of  the 
46 symptomatic children were ASO positive; (with titers 
of  200 IU/mL and 2 with titers of  400 IU/mL) and all 
eight children were also positive for GAS. Of  the 113 
asymptomatic children, four  (3.5%) were positive for 
ASO. Their titers were 200 IU/mL (n = 2), 600 IU/mL, 
and 800 IU/mL. All four children were also positive for 
GAS. None of  the children with non‑GAS demonstrated 
ASO positivity. Insufficient hygienic facilities and lack 
of  other basic amenities at schools and children from 
lower socioeconomic classes might be the reason for high 
GAS carriage in current study. GGS/GCS are generally 
considered to be commensals; however, due to horizontal 
transfer of  genetic material with GAS (Davies et al., 2005)
[4] GGS and GCS share many virulence factors same tissue 
niche in humans, and cause a similar spectrum of  diseases.

In the final analysis, a laboratory diagnosis of  GAS 
pharyngitis can only be made by recovering the organism 
in high numbers (>100 colonies on sheep blood agar) in 
the presence of  clinical signs and symptoms. However in 
endemic regions, this may also be due to a viral infection 
with heavy GAS colonization. If  ASO testing is carried 
out in such cases, it can act as a useful diagnostic adjunct 
for accurately confirming the cause of  the infection.[5] We 
conclude that regular surveillance of  BHS throat infections 
in rural school children may be helpful in designing effective 
preventive strategies for poststreptococcal sequelae.
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Accurate Laboratory Detection 
of Oxacillin Resistance in 
Staphylococcus Aureus: 
Challenges and Pitfalls

Sir,
Staphylococcus  aureus is a major pathogen linked to both 
nosocomial and community‑associated infections. New 
community‑associated methicillin resistant clones and 
decreased levels of  susceptibility to vancomycin are more 
recent problems.[1] In this setting, accurate laboratory 
detection of  oxacillin resistance is paramount to ensure 
appropriate clinical and epidemiological decisions.[2,3] 
Although there are recommendations from both the 
Clinical and Laboratory Standards Institute  (CLSI) and 
the European Committee on Antimicrobial Susceptibility 
Testing (EUCAST), there is also, still, discussion regarding 
the method of  election for routine use by clinical 
microbiology laboratories.

Pillai et al.[4] reported recently in this journal their study 
addressing this subject, and found suboptimal accuracies 
for the evaluated phenotypic methods  (oxacillin disk 
diffusion test and oxacillin agar screen test). CLSI and 
EUCAST include the cefoxitin disk diffusion test in their 
recommendations for detection of  beta‑lactam resistance, 
but Pillai et al. did not evaluate specifically this method. We 
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have previously studied[2,3] the accuracy of  both oxacillin 
and cefoxitin disk diffusion tests, oxacillin agar screening 
plate and Etest™ using the presence of  the mecA gene as 
gold standard, and concluded that, even with the cefoxitin 
modified breakpoints that were later adopted, there are 
still major errors with the disk diffusion tests. Etest™ and 
oxacillin agar plate showed higher accuracy.

Other studies in addition to Pillai’s and ours have shown 
the limitations of  relying only on phenotypic tests and 
some have even advocated the use of  molecular methods 
for all isolates from sterile body fluids. However, another 
option, in our opinion, since molecular detection is not 
readily available in most clinical laboratories throughout 
the world, would be increase the sensitivity (usually with 
not very significant decrease on specificity) on testing such 
clinically important isolates by using two methods (example: 
Oxacillin and cefoxitin disk tests or oxacillin screening plate 
and cefoxitin disk test) concomitantly. 
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