Capacity of the surveillance system in the HPSC to describe and report on infectious
disease incidence in underserved population groups in Ireland
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The HSE Health Protection Strategy 2022-2027 highlights the importance of surveillance
systems which capture information on at-risk groups to understand and mitigate the impact of
health inequities. This project aimed to evaluate the capacity of the HPSC surveillance system
to describe and report on infectious disease incidence in underserved populations in Ireland.

Using the PROGRESS Plus framework, we mapped 16 equity stratifier categories included in
the Computerised Infectious Disease Reporting (CIDR) system for 80 notifiable infectious
diseases. We assessed consistency of captured data with related subpopulation
denominators and recurring data requests made by external stakeholders, which is essential
to enhance reporting on underserved populations.

Information was captured for seven equity stratifiers (i.e. Place of residence,
Race/ethnicity/culture/language, Occupation, Gender/Sex, Socioeconomic status, Social
capital, Age) for all notifiable infectious diseases, while three stratifiers (i.e. Religion,
Education, Features of relationships) were not captured for any disease. At least one of the
mapped equity stratifiers was requested for 30 (of 39) diseases collecting enhanced
surveillance information, with considerable inconsistency between answer options, and with
subpopulation denominators and recurring data requests. Completeness of data capture was
higher for basic demographics (>90%) than any optional data element.

Despite ongoing discussions on the importance of addressing health inequity in Ireland, equity
stratifiers are inconsistently requested, and somewhat discordant with available subpopulation
denominators. We recommend that key equity stratifiers, e.g. ethnicity, are incorporated into
routine surveillance as core variables and aligned with appropriate available subpopulation
denominators, particularly for notifiable infectious diseases known to disproportionately affect
underserved populations.
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