
proportion of male patients (IRR 1.12, 95%CI 1.10-1.14), Black patients
(IRR 1.05, 95%CI 1.03-1.07), or Medicaid beneficiaries (IRR 1.15, 95%
CI 1.12-1.17). Effect modification was observed between SDI and rurality,
with higher SDI in non-metropolitan areas associated with higher claim
rates, whereas SDI in metropolitan areas was inversely related to claim
rates. Conclusion: This study showed that the distribution of high and
low SDI and rates of fluoroquinolone claims were more geographically
clustered than expected by random chance alone. Lower fluoroquinolone
claim rates among Texas Medicare providers were seen in metropolitan
areas with higher SDI, indicating potential barriers to care. Conversely,
higher claim rates were observed in rural areas with higher SDI, signifying
a possible knowledge or attitude gap towards fluoroquinolone use. These
findings provide opportunities for public health professionals to explore
gaps in the knowledge and attitudes of patients and providers related to
antimicrobial use, particularly in rural regions, and investigate barriers
to healthcare access in metropolitan areas.
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Background: Incorporating diversity, equity, inclusion, and justice into
healthcare ensures equitable opportunity to achieve optimal health.
Infectious diseases, antimicrobial stewardship, and infection prevention
teams rely on consultative recommendations to improve patient care
which may be influenced by implicit and explicit biases of the recipient
treatment teams. Little is known about how race, ethnicity, and other char-
acteristics impact stewardship and infection control recommendations.
Methods: A survey of infectious diseases, antimicrobial stewardship,
and infection prevention practitioners was developed through the
Society of Healthcare Epidemiology of America (SHEA) Antimicrobial
Stewardship Committee. The survey was sent electronically to members
of the SHEA Research Network and was promoted to attendees of two ses-
sions at IDWeek 2022 and SHEA Spring 2023. Survey questions included
demographics, awareness of (and participation in) unconscious bias and

microaggression training at their institutions, antibiotic prescribing bias
observations, and perceptions of how race, ethnicity, and other character-
istics have influenced participants' antimicrobial stewardship and infection
prevention recommendations. Descriptive statistics were performed using
SAS V.9.4 . Results: Among 175 survey respondents, 75% (n=129) were
White, 16% (n=27) were Asian, 4% (n=7) were Black, 85% (n=150) were
non-Hispanic, 5% (n=8) wereHispanic, and 3% (n=5) reported ethnicity as
multiethnic. 76% of respondents identified as female, and 2% as non-
binary or gender-fluid. 29% of respondents had a medical degree, 12%
had a nursing degree, 7% had a pharmacy degree, and 52% had a degree
listed as other (7% had a PhD, 23% had an MPH/MSPH degree, and 15%
had an MS degree). 65% and 49% of respondents had participated in
unconscious bias and microaggression training, respectively. 18%
(n=22) of White respondents, 43% (n=3) of Black respondents, and
30% (n=8) of Asian respondents reported witnessing antimicrobial pre-
scribing influenced by race, ethnicity, or other characteristics. 17% and
15% of respondents felt that their antimicrobial stewardship and infection
prevention recommendations, respectively, had not been accepted due to
their race, ethnicity, gender identity, or other personal identifiers.
Conclusion: This survey showed demographic characteristics of
professionals working in infectious diseases and their perceptions of
how certain aspects of their identity have influenced their recommenda-
tions. Differences between racial groups were observed in how frequently
respondents witnessed inequities in antimicrobial prescribing, and many
respondents felt their recommendations had not been accepted due to their
identity. A limitation of this analysis is that few Black individuals com-
pleted the survey, which makes comparisons by race difficult; however,
the respondents were consistent with SHEA membership demographics.
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Background: Inequities in healthcare-associated infections (HAI) inci-
dence and prevention measures are critically important to understand
(Chen,2021). While evaluations are beginning to characterize these dispar-
ities by infection type (Gettler, 2023), our work expands this by character-
izing disparities by prevention strategies. By better understanding how
evidence-based prevention strategies are implemented at the patient level,
infection preventionists and hospital epidemiologists can better design
strategies that provide equitable care to all patients. Methods: Beginning
January 2023, gender, race, ethnicity, spoken language, and age group fields
were added to daily chlorhexidine gluconate (CHG) treatment and C. dif-
ficile test order compliance data captured via electronic medical record. In
July 2023, fields on recorded race, ethnicity, and gender were added to well-
established foley and vascular access real-time peer audit tools that are used
by infection preventionists (IPs). Each prevention strategy variable was
summarized by demographic variables and differences in compliance were
measured using chi-square tests. Results: 899 vascular audits and 420 foley
audits were completed by IPs between July –December 2023. In 2023, there
were 114,066 opportunities for CHG Treatment and 1,991 C. difficile test
orders. Missing data varied by metric but ranged from 0-60%. Statistically
significant differences by race were found in 3 of 8 components (i.e., intact
seal, secured catheter and absence of dependent loop) in the foley audit (p
< 0 .01) and compliance with C. difficile test ordering (p < 0 .01). No
differences in race were found in vascular access audits or CHG treatment.
No differences in gender or ethnicity were noted in foley, vascular access
audits, CHG treatment compliance, or C. difficile testing. Differences in
gender and age were found in CHG treatment compliance (p < 0 .001).
Conclusions: By focusing more on patient level process measures rather
than only presenting stratified outcomes data, we can identify targeted
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