
patient admissions, including 24,980with community-onset and 1,510with
hospital-onset SARS-CoV-2 infections. The mean weekly ratio of new hos-
pital-onset to community-onset SARS-CoV-2 infections rose from 2.6%
before Omicron, to 8.5% (95% CI, 7.0–9.9%) during Omicron, to 17%
(95% CI, 15–19%) after universal admission testing and masking ended
(Figure 1). There was a significant immediate level change after the
pre-Omicron-to-Omicron transition (140% relative increase; 95% CI,
40–240%) and after universal admission testing and masking ended
(110% relative increase; 95% CI, 73–150%). On medical record review of
100 randomly selected hospital-onset SARS-CoV-2 cases after universal
admission testing had ended, 89% had new symptoms at the time of testing,
80%hadPCR cycle thresholds≤30, 27%had a knownCOVID-19 exposure,
and 97%met at least one of these criteria. In-hospital mortality occurred in
8% of the 100 reviewed cases.Conclusion: Stopping universal masking and
admission testing of all hospitalized patients at fiveMassachusetts hospitals
was associated with a significant increase in hospital-onset COVID-19.
Nosocomial COVID-19 remains a common complication of hospital care.
Preventing nosocomial infections in this vulnerable population remains an
important safety goal.
Disclosure: Theodore Pak: Founder/CEO - The East Harlem Software
Company, Inc.
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Background: Per the Centers for Disease Control and Prevention, health
equity stipulates all have a fair, just opportunity to attain their highest level
of health. Limited evidence exists for disparities in health equity and health-
care-associated infections (HAI), with no evidence on language or primary
insurance payor. While reviewing quality metrics, a disparity signal in cen-
tral line-associated bloodstream infections (CLABSIs) prompted a multi-
disciplinary deep dive, with iterative analyses to understand potential
inequities to identify improvement opportunities. Methods: CLABSI data
was stratified and analyzed for evidence of disparity by race/ethnicity, pri-
mary insurance payor, and preferred spoken language utilizing an internal
methodology. Subsequent analyses included a root cause analysis (RCA),
case mix index (CMI) analysis, analysis of CLABSI Kamishibai
card (K-card) rounding to monitor maintenance bundle reliability, and
comparison of distribution of central venous catheter (CVC) line days to
K-card audits [Figure 1]. Chi-square tests were used to test for significant
differences for categorical variables in RCA and K-card analyses.
ANOVA was used to compare CMI between demographic groups.
Multiple logistic regression was used to compare K-card compliance rates
by demographic groups.Results:When stratifyingCLABSI rate by primary
payor, pairwise comparisons indicated patients with a public payor had a
statistically higher rate of CLABSI compared to private (p=0.02) [Figure
2A]. RCA analysis revealed when compared to patients with private payors,
those with public had significantly higher rates of overdue needless connec-
tor changes (p = 0.03) and increased number of daily CVC entries
(p = 0.05), while patients speaking another language (p = 0.02) were signifi-
cantly more likely to have CVC contamination events. CMI analyses on
CLABSI cases did not show patient acuity to vary significantly between
demographics. Bivariate analysis of K-card data revealed minor differences
in reliability with 7 Core Maintenance Bundle Elements by demographics;
adjusting for all demographics and accounting for unit, pairwise compar-
isons indicated public payors had significantly higher compliance than

international [Figure 2B]. We found no major differences in demographic
distributionofCVC linedays compared toK-card audits, suggestingwe rep-
resentatively audit maintenance bundle process measures. Conclusions:
Our review of health equity in CLABSI events ultimately led to subsequent
questions requiring analysis of other data sets. Utilizing an exploratory
approach and assembling a multidisciplinary team to identify potential
drivers of identified disparities adds value to health equity analyses. This
is the first description of HAI data beyond race and ethnicity and can assist
other institutions in their process of evaluating healthcare disparities and
HAIs.
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Introduction: Social disparities have been shown to impact a wide variety
of healthcare outcomes. Surgical site infections (SSIs) are associated with
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