
high morbidity, mortality, and associated costs. These infections are fre-
quently caused by multidrug-resistant ESKAPE pathogens
(Enterococcus, Staphylococcus, Klebsiella, Acinetobacter, Pseudomonas,
and Enterobacter), which are known for their antibiotic resistance.
Heater wires used in mechanical ventilators regulate air humidity and tem-
perature which prevents complications when the upper airway is bypassed.
However, because these are in direct contact with the air supplied to
patients, they can become sources of infection and reservoirs for antimi-
crobial-resistant organisms.
At a hospital in New Mexico, we transitioned from using low-level disin-
fectant wipes to sterile processing for heater wires. The dry climate in New
Mexico accelerates the evaporation of disinfectants, reducing their effec-
tiveness by shortening their contact time. Additionally, achieving full sur-
face coverage with disinfectant wipes is difficult, compromising
sterilization effectiveness.
To address these challenges, we implemented a protocol to send heater wire
probes to sterile processing for sterilization. We evaluated the impact of
this change by comparing the prescence of bacteria on the probes before
and after sterilization. Swabs from heater wire prongs were cultured and
sequenced using Oxford Nanopore Technology. Metagenomic sequencing
and analysis was also performed.
Before the new protocol, we swabbed 19 clean probes and 11 used probes.
Bacterial DNA was detected on all clean probes and bacterial growth found
on 42% of clean probe cultures. Of these, 63% were positive for ESKAPE
pathogens, with five out of eight probes showing all ESKAPE species, and
three probes lacking only Enterobacter. Additionally, all of the clean probe
cultureswere positive for Stenotrophomonas, anotherwell knownmulti-drug
resistant pathogen. After the autoclaving protocol was implemented, no bac-
terial growth was observed cultures (72 hours) of freshly sterilized probes.
In conclusion, sterilization significantly improved the cleanliness of heater
wires over use of disinfectant wipes. This improved sterilization protocol is
expected to reduce the risk of infection transmission and the incidence of
VAEs, thereby improving patient safety and outcomes.
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Background: The Agency for Healthcare Research and Quality Safety
Program for MRSA Prevention Surgical Services cohort aimed to reduce
surgical site infections (SSIs) and prevent methicillin-resistant
Staphylococcus aureus (MRSA) in teams performing surgeries at high risk
for infection with and high morbidity due to MRSA (cardiac, knee or hip
replacement, and spinal fusion) using evidence-based infection prevention
interventions and the Comprehensive Unit-based Safety Program (CUSP)
framework.We report process and outcomemeasures associated with pro-
gram participation. Methods: The Surgical Services Safety Program for
MRSA Prevention was implemented from January 2023 to June 2024.
The aim was to increase teamwork and collaboration, reinforce safety cul-
ture, implement evidence-based infection prevention practices, and
decrease SSIs andMRSA. The project team provided 22 live webinars, sup-
porting materials, and other tools to assist surgical teams (Table 1). Teams
were also assigned an implementation advisor who provided support
through monthly coaching calls.

Teams submitted baseline and endline information on patient safety cul-
ture and on infrastructure at the team- and hospital-level, as well as
monthly data regarding process measures and SSIs. Teams submitted
SSI data from 12 months prior to the start of the program and for 18
months after program implementation. Changes were assessed using
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pre-post comparisons withChi-squared test and linearmixed effectmodels
with random intercept. Results: 104 surgical teams (18 cardiac, 19 neuro-
surgical spinal fusion, 16 orthopedic spinal fusion, 51 knee/hip replace-
ment) from 63 hospitals completed the program. Significant
improvements in team-based process measures of surgical team infrastruc-
ture (Figure 1) and in teams’ reporting that patients received evidence-
based practices (Figure 2) were observed across several areas from baseline
to endline, including preoperative decolonization, appropriate antibiotic
prophylaxis, and intraoperative infection prevention procedures. While

SSI rates did not significantly change, the observed 23% decrease in overall
deep or organ space SSI rates approached statistical significance (95% CI -
0.46, 0.01) (Table 2 and Table 3).Conclusions: The AHRQ Safety Program
for MRSA Prevention supported implementation of evidence-based infec-
tion prevention practices to prevent MRSA and SSIs in high-risk surgeries.
Participating teams showed improvements in team-based process mea-
sures and observed a reduction in deep or organ space SSI rates.
Antimicrobial Stewardship & Healthcare Epidemiology 2025;5(Suppl. S2):s37–s38

doi:10.1017/ash.2025.238

Presentation Type:
Oral Presentation
Subject Category: Surveillance
From Data to Decision: A Community-Engaged Respiratory Viral
Surveillance and Forecasting Dashboard to Inform Public Health
Measures
Areej Bukhari1, Jennifer Wenner2, Amina Ahmed3 and Michael DeWitt4
1Atrium Health Levine Children’s Hospital; 2Section on Infectious Diseases,
Wake Forest University School of Medicine; 3Atrium Health and 4Wake Forest
University School of Medicine

Background: Public health communications during the COVID-19 pan-
demic demonstrated the value of web-based dashboards displaying trends
in viral transmission to help inform individual and public health decision-
making. However, these dashboards were often created without direct pub-
lic engagement and lacked community-level data. We sought to bridge this
gap by leveraging the data and resources of a large academic health center
to create an extensible, dynamic respiratory viral trends dashboard incor-
porating feedback from community stakeholders. Method: Data on
COVID-19, influenza and respiratory syncytial virus (RSV) testing and
hospitalizations were programmatically collected from multiple sources,
including the North Carolina Department of Health and Human
Services, Centers for Disease Control and Prevention, and the healthcare
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