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The purpose of the work was to study the epide-
miological aspects of arbovirus infections in the south-
eastern part of Azerbaijan using serological studies
and questionnaires using forms developed by us.

Materials and methods. The study involved 633
residents of the southeastern part of Azerbaijan (Lan-
karan, Masally districts, the territory of the Qizil-Aghaj
State Reserve), who underwent a serological survey
on a voluntary basis.

Results and discussion. Seropositive were 15.3 +
t 1.4% of the examined. 6 types of arbovirus infec-
tions have been identified — West Nile Fever, Sindbis,
Tahyna, Batai, Uukuniemi and Bhanja. The dominant
types of arboviruses were Sindbis and Tahyna, the
detection rate of which is 30.5 + 4.5 and 26.2 + 4.4%,
respectively (x2=0.56; P>0.05), detection of other
types did not exceed 10.4 + 2.9% (x2=9.21; P<0.01).
The level of seropositivity depended on the condition
of the residents at the time of blood sampling. Com-
parative evaluation of the identified symptoms in se-
ropositive residents and their interpretation allows to
identify risk groups, which is advisable for reducing
serological studies and identifying seropositive pa-
tients more targetedly. It has been established that
the most effective infection occurs in May—June and
September—October, when the activity of mosquitoes
and the density of their settlement in residential prem-
ises and other biotopes in the human habitat is the
highest.

Conclusion. The study of the seasonality of in-
fection of residents with arbovirus in epidemiological
terms is very important, as it allows planning and im-
plementing appropriate preventive measures. Based
on the data obtained, it can be argued that the most
effective infection of residents occurs in May-June
and September—October, when the activity of mos-
quitoes and their density in residential premises and
other biotopes in the habitat of residents is the high-
est. Infection can also occur in summer, late autumn
and early spring, but it is not very effective. Therefore,
to reduce the risk of infection of residents, it is advis-
able to carry out anti-mosquito measures, taking into
account the seasonal activity of mosquitoes.

Keywords: arbovirus infections, seroprevalence,
seasonality.

Introduction. The development and course of
the epidemic process in any infection depends, first of
all, on the characteristics of the causative agent and
favorable conditions for its circulation between donors
and recipients. The above fully refers to arbovirus in-
fections (AVI), which are pronounced socially signifi-
cant zoonotic infections and their spread is largely re-
lated to social factors [1]. AVIs in their numbers make
up 2/3 of all vertebrate viruses, today there are more
than 500 types of AVls, while about 120 types of AVIs
cause diseases in humans, domestic animals and
birds. Blood-sucking mosquitoes are the most effec-
tive carriers. Currently, AVIs are being widely studied.

In Azerbaijan, in the period of 1967-1980 com-
plex serological and virological studies were carried
out. They were dedicated to the detection and study
of natural foci of arboviruses and the clarification of
their role in regional pathology. As a result of these
studies, a number of arbovirus foci were found in the
territory of various natural regions of the Republic.

All these studies are summarized in the review
article by A. Sh. Ismailov and M. S. Kasymov. A total
of 4 types of AVI were found among blood-sucking
mosquitoes, humans, animals and birds [2, 3, 4].

The purpose of the work was to study the ep-
idemiological aspects of arbovirus infections in the
South-Eastern part of Azerbaijan using serological
studies and questionnaires using forms developed by
us.

Materials and methods. On a voluntary basis,
we conducted a serological examination of 633 res-
idents of the South-Eastern part of Azerbaijan (Lan-
karan, Masally districts, the territory of the Qizil-Aghaj
State Reserve), and 353 of them had a temperature at
the time of the examination or were observed shortly
before the examination, the remaining 280 residents
did not have a temperature during the year.

Blood sampling for serological studies after ex-
planatory work was taken by district doctors, nurses
and paramedics. It should be noted that the region
under study is highly endemic for malaria, where
previously large epidemics of this parasitic infection
were observed. Therefore, in the villages of the re-
gion, blood samples are routinely taken for malaria,
which also facilitated our work. The survey was con-
ducted with the help of questionnaires developed by
us among all the examined. Laboratory testing was
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carried out on the basis of the Center for Control of
Particularly Dangerous Infections in 2019-2021.

The study was carried out in compliance with the
basic provisions of the “Rules of ethical principles of
scientific medical research with human participation”,
approved by the Declaration of Helsinki (1964-2013),
ICH GCP (1996), EEC Directive No. 609 (dated
24.11.1986). All the participants were informed about
the goals, organization, methods of examination and
signed an informed consent to participate in the com-
pletely anonymous study.

Statistical processing of the results was carried
out using the MS Excel package [4].

Research results. 97 out of 633 examined resi-
dents (15.3 £ 1.4%) were seropositive. 6 types of AVI
were identified — West Nile Fever, Sindbis, Tahyna,
Batai, Uukuniemi and Bhanja. The dominant types of
AVI are Sindbis and Tahyna, the detection of which
is 30.5 £ 4.5 and 26.2 + 4.4%, respectively (x2=0.56;
P>0.05), the detection of other types does not exceed
10.4 £ 2.9% (x2=9.21; P<0.01). The level of seropos-
itivity turned out to be dependent on the condition of
the residents at the time of blood sampling (Tables 1
and 2). Thus, 72 out of 353 with fever or those who
experienced it in the recent past turned out to be se-
ropositive (20.4 + 2.1%). Whereas in the absence of
fever, 25 out of 280 were seropositive (8.9 + 1.7%,
¥2=15.83; P<0.01). Thus, the presence of tempera-
ture is an important clinical symptom of AVI. With
regard to the clinical picture, it can be noted that a
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comparative assessment of the detected symptoms
in seropositive residents and their interpretation al-
lows to identify risk groups. It is necessary to reduce
serological studies and to detect the seropositive
more targetedly. For this purpose, in order to compile
a complete picture of the clinic and the symptoms of
individual types of AVI, the available published data,
given below, were summarized.

West Nile Fever (WNF). The incubation peri-
od varies from several days to 2—-3 weeks. The in-
fection begins acutely, the body temperature rises to
38—40 °C, which is accompanied by chills. Some peo-
ple experience short-term phenomena such as gen-
eral weakness, decreased appetite, fatigue, feeling
of tension in the muscles, especially in the calves,
sweating, headache before the temperature rises.

The febrile period lasts on average 5-7 days, al-
though it can be extended up to 2 weeks. The tem-
perature curve has a remitting character with periodic
chills and increased sweating. At the height of intoxi-
cation, repeated vomiting often occurs, there is no ap-
petite, pain in the heart area, a feeling of fading and
other unpleasant sensations, including drowsiness,
appear. In 20% of cases, a catarrhal symptom is ob-
served in the form of nasal congestion, runny nose,
and dry cough.

The skin is usually hyperemic. Maculopapular
rash occurs in every 5" patient, in a severe course,
the rash can acquire a hemorrhagic nature. On ex-
amination, in 90% of cases, pronounced hyperemia

Table 1 — Distribution of patients in three groups according to the detection of AVI

Studied type of AVI Number of examined patients Num_ber of ?xamined Nu_rnber o_f examined
from the general group patients with fever patients without fever
West Nile Fever (WNF) 108 63 45
Sindbis 95 51 44
Tahyna 103 47 56
Batai 115 68 a7
Uukuniemi 104 58 46
Bhanja 108 66 42
Total 633 353 280
Table 2 — Serological diagnosis of AVl among residents
Groups of serologically examined residents
. Number of seropositive | Number of seropositive | Number of seropositive | Reliability of
Studied type . . . ;
patients from the patients among patients among difference
Lt general group patients with fever patients without fever
Abs. % Abs. % Abs. % x> P
WNF 9 8.3+2.7 7 11.1+4.0 2 4.4+3 1 1.53 | >0.05
Sindbis 29 30.5+4.5 20 39.246.9 9 20.5+6.2 3.92 | <0.05
Tahyna 27 26.2+4.4 19 40.4+7.2 8 14.3+4.7 9.03 | <0.01
Batai 12 10.4+2.9 9 13.2+4 1 3 6.4+3.6 140 | >0.09
Uukuniemi 9 8.7+2.8 9 15.5+4.8 - - - -
Bhanja 11 10.2+2.9 8 13.6+4.3 3 7.1+4.0 0.83 | >0.05
Total 97 15.3x1.4 72 20.4+2 1 25 8.9+1.7 15.83 | <0.01
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of the conjunctiva of the eye and hyperemia of both
the soft and hard palate are revealed. In very many
cases, the infection proceeds with mild symptoms [5].

Tahyna. The disease in all cases begins with an
increase in body temperature to 38—40 °C. Malaise,
weakness, headache of varying intensity are often ob-
served. The temperature is usually kept at febrile and
paretic numbers. The infection is very often accom-
panied by hyperemia of the mucous membrane of the
pharynx, nasal congestion and dry cough, scleritis,
lymphadenopathy, conjunctivitis, hepatomegaly, ar-
thromyalgia, and is characterized by a flu-like course.
It is accompanied by headache and nausea, vomiting
and dizziness. Meningeal symptoms are often ob-
served.

Batai. Batai virus causes severe fever with
thrombocytopenic syndrome. Body temperature rises
to paretic and hyperpyretic numbers. Fever is accom-
panied by severe symptoms of intoxication, of which
the first place can be attributed to headache and sleep
disturbances.

Clinical observations have shown that in most
patients, already on the 379—4" day of the disease,
a hemorrhagic syndrome appears, an abundant pe-
techial rash with localization on the upper and low-
er extremities, on the lateral surfaces of the body is
registered. With a severe course, bruises and hem-
orrhages at the injection sites, mild bleeding were
noted. As with Tahyna fever, in patients the disease
often occurs with damage to the gastrointestinal tract.
Nausea, vomiting, pain syndrome are characteristic.
In the general blood analysis, thrombocytopenia and
leukopenia are noted in patients from the first days [5].

Sindbis. The duration of the incubation period
is 3—14 days. The disease has an acute onset — an
increase in body temperature to febrile and paretic
numbers, accompanied by symptoms of intoxication,
among which headache, joint and muscle pain pre-
vail. On examination in the observed patients, an in-
crease in lymph nodes in two or more groups is almost
always noted. On the skin of the trunk and extremi-
ties at the height of the infection, a spotted-papular,
small-pointed, profuse, regressing rash appears after
3—4 days, with pigmentation. In isolated cases, dys-
peptic disorders are noted with Sindbis fever. Every
third patient has a meningeal or meningoencephalit-
ic form. At the same time, hyperpyretic fever, diffuse
headache, vomiting are observed. On examination,
positive meningeal symptoms and changes in the ce-
rebrospinal fluid of a serous nature are noted [5].

Based on the above, it can be noted that the
clinic of these fevers caused by the Tahyna, Inko,
Batai, Sindbis viruses is polymorphic and does not
have pathognomonic symptoms. The severity of the
course varies from mild inapparent forms to severe in
the form of meningoencephalitis. Information on the
symptoms of the above AVIs is borrowed from the

fundamental works of Russian scientists [6-7]. There
is little or no information on other types of AVls, and
as for severe AVIls, for example, Ebola, they are of a
closed nature. Such AVIs are studied in specialized
laboratories as biological weapons [5, 8, 9].

Detection of non-clinical symptoms of AVl among
people who have a blood sample taken for serologi-
cal diagnosis is very important. The fact is that in the
presence of the above symptoms, doctors often take
it as an acute respiratory disease and prescribe anti-
bacterial drugs, which are ineffective in viral infections
and only reduce the severity of the clinical course of
infections. When influenza is suspected, well-known
antiviral drugs are prescribed, which, as can be as-
sumed, lead to a therapeutic effect in AVI as well.
Therefore, in the presence of non-clinical symptoms,
doctors can presume the presence of AVI and pre-
scribe appropriate antiviral drugs to such patients,
since AVI serodiagnosis is still not widely available.
Taking into account what has been said, we sum-
marized the non-clinical symptoms that we identified
during the serological examination of the residents.
The data are summarized in Table 3.

Among residents seropositive for AVI, only 21
symptoms were detected, on average 19.84 + 1.11
symptoms per 1 resident. Symptoms were recorded
during the collection of anamnesis by medical work-
ers directly at the site of blood sampling from a finger.
Given the small number of seropositive residents, we
extrapolated the data to all 633 surveyed residents for
clarity. The most notable in the diagnostic screening
is the “often” column of the table. The symptoms pre-
sented in this column can be divided into 3 groups by
the specific weight. The specific weight of detectability
of 8 symptoms is the highest: temperature 38—40 °C,
fever for 5-7 days, chills, fatigue, muscle pain,
headache, sleep disorders, conjunctivitis hyperemia
(1%t group). The frequency of their detection varies
from 68.6 £ 1.8 t0 80.4 + 1.6% (t=4.90; P<0.001). The
manifestation of these symptoms is quite bright and
residents fixed them easily. The duration of fixation of
symptoms by residents ranged from 2 to 13 days, but,
despite this, none of them sought medical help.

The 2" group of symptoms (t=4.81; P<0.001),
which are presented in the “moderate” column, has
a significantly lower specific weight. Among them, 7
symptoms are distinguished, the detectability of which
is of a moderate nature — decreased appetite, weak-
ness, dizziness, vomiting, nausea, dry cough, skin
hyperemia. The frequency of their detectability var-
ies from 44.4 + 2.0 to 55.6 + 2.0% (t=3.96; P<0.001).
Fixation of these symptoms by residents is somewhat
difficult, so it was necessary to conduct additional in-
quiries. This group of symptoms can be used addi-
tionally to further refine the initial diagnostic screening
of AVI.
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Table 3 — List and frequency of non-clinical symptoms of AVI detected during serological examination among

seropositive residents, extrapolated to all residents (n=633)

KniHiyHa meguuynHa

. L. Frequency of non-clinical symptoms (n=633)
Hiserhelral Often Moderately Rarely Total
symptoms
Abs. % Abs. % Abs. % Abs. %
;:ngiact“re of 467 | 738417 93 147414 | 54 8.5+1.1 614 | 95.4:0.8
gfﬁa";:h'” 491 | 776417 | 62 9.8+1.2 54 8.5+1.1 607 | 95.4+0.8
Chills 509 80.4+1.6 54 8.5+1.1 39 6.2+1.0 602 95.1+0.7
Decreased appetite | 352 55.6+2.0 170 26.9+1.8 62 9.8+1.2 584 92.3+1.1
Weakness 306 48.3+2.0 188 99.7+1.8 74 11.7£1.3 568 89.7+1.2
Fatigue 434 68.6+1.8 86 13.611.4 64 10.1+£1.2 584 92.3+1.1
Sweating 103 16.3+1.5 294 46.4+2.0 194 30.6+1.8 591 93.4+1.0
Muscle pain 467 73.8+1.7 83 13.1¢1.4 58 9.2+1.1 608 96.1+0.8
Headache 485 76.6+1.7 59 9.3+1.2 45 7.1£1.0 589 93.0£1.0
Dizziness 281 44.4+2.0 164 25.9+1.7 133 21.0£1.6 578 91.3+1.1
Vomiting 294 46.4+2.0 169 26.7+1.8 137 21.0+1.6 600 94.8+0.9
Nausea 345 54.5+2.0 173 27.3+1.8 84 13.311.4 602 95.1+0.9
Drowsiness 55 8.7£1.1 306 48.3+2.0 251 39.7+1.9 612 96.710.7
Sleep disorders 504 79.6+1.6 91 14.811.4 23 3.6+0.7 618 97.6+0.6
Runny nose 116 18.3x1.5 285 45.0+2.0 194 30.6%£1.8 595 94.0+0.9
Dry cough 312 49.3+2.0 186 29.4+1.8 114 18.0%£1.5 612 96.7+0.7
Skin hyperemia 297 46.9+2.0 195 30.8+1.8 106 16.7£1.5 598 94.5+0.9
Conjunctivitis 472 74.6x1.7 88 13.911.4 48 7.6+1.1 608 96.1+0.8
Palate hyperemia 68 10.7+1.2 311 49.1+2.0 214 33.811.7 593 93.7+1.0
Skin rash 73 11.5£1.3 298 47.11£2.0 222 35.1£1.9 593 93.7+1.0
Joint pain 94 14.8+1.4 293 46.3+2.0 216 34.1+1.9 603 95.3+0.8
Sum of symptoms 6525 3648 2386 12559
Average number
of symptoms per 10.3+1.28 5.76£1.122 3.77+1.13 19.84+1.11
1 resident

Even smaller specific gravities are attributed
to the symptoms of the 3 group, presented in the
“rarely” column (t=2.08; P<0.05). Despite the rarity of
their detectability and the difficulty of fixation, these
symptoms can be used for non-clinical screening
of AVI. These include sweating, drowsiness, runny
nose, palate hyperemia, skin rash, joint pain, their fre-
quency varies from 30.6 + 1.8 t0 39.7 + 1.9% (t=3.47;
P<0.001).

Analysis of the data of the “total” column shows
that from 15 (2.4 + 0.6%) to 65 residents (10.3 £ 1.2%;
t=5.90; P<0.001) did not record any symptoms. Such
data have not been mentioned in the literature and
were recorded by us for the first time. Such a situation
is connected, most likely, with two reasons. The first
of them can be explained by the fact that AVI infection
can proceed in an asymptomatic form, which requires
special clinical confirmation. The second reason is
explained by the fact that these residents were pre-
viously infected and the corresponding specific anti-
bodies remained in the blood, which led to a seropos-
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itive result. However, it is also not known how long
antibodies persist after an AVI infection. Therefore, it
is very important to conduct in-depth seroepidemio-
logical studies.

It should also be noted that none of the 97 identi-
fied seropositive residents, despite the severity of the
symptoms, did not seek medical help from doctors.
There were 52 residents with the symptoms of the 1
group, 30 residents — with the symptoms of the 2
group (x?=11.41; P<0.01), and 15 residents — with the
symptoms of the 3 group (x2=6.51; P<0.02). All sero-
positive residents were advised to seek medical help,
12 of them were hospitalized in an infectious disease
clinic, and 85 received outpatient treatment, in which
doctors included antiviral drugs in the complex ther-
apy. According to preliminary data, outpatient treat-
ment is successful, symptoms subside, and residents
feel better.

The circulation of AVI in the conditions of the lo-
cal region undoubtedly affects the health of the popu-
lation. The health of residents with severe symptoms
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of infection can be assessed as extremely unsatisfac-
tory. But at the same time, asymptomatic seroposi-
tive cases were detected, which indicates a previous
infection and how it affected the health of these resi-
dents remains unknown. In medicine, in recent years,

a system of self-assessments by the population of
their own health has been used to determine the state
of health. We considered it expedient to use this sys-
tem to determine the health among the residents we
surveyed. The data are given in Table 4.

Table 4 — Self-assessment of health among serologically examined residents

Serologically . . .
Health self-assessment | examined residents S(Ieroposmve S_eronegatlve Slgr.uflcance of
. _ | residents n=536 residents, n=536 difference
criteria n=633
Abs. % Abs. % Abs. % X2 P
Bad 42 6.6x1.0 9 9.3+3.0 33 6.2+1.0 1.48 >0.05
Rather bad 84 13.2£1.3 22 22.7+4.3 62 11.6x1.4 8.81 <0.01
Often satisfactory 161 25.4+1.7 30 30.9+4.7 131 24.4%1.9 1.49 >0.05
Satisfactory 186 29.4+1.8 28 28.9+4.6 158 29.5+£2.0 0.32 >0.05
Sometimes good 90 14.3£1.4 8 8.212.8 82 15.31£1.6 5.62 <0.02
Good 45 7.1£1.0 - - 45 8.4+1.2 - -
Often excellent 25 3.91£0.8 - - 25 4.7+0.9 - -
Sum of points 2332 295 2037 -
/;;’fqa?;i';‘;?tber of points 36.8+1.1 3.0441.7 3.80£1.2 -

The system is built on the principles of ranking, in
ascending order “from worst to best”. The worst in our
case is the “poor health” self-assessment. This crite-
rion is 1 point. The best self-assessment of health is
“often excellent”, the criterion is estimated at 7 points,
i.e. when scoring up to 7 points, health is assessed as
good. Unfortunately, the residents we observed were
far from a similar sum of points. In particular, among
seropositive residents, the total self-assessment of
health was 3.04 + 1.7 points, among the rest of the se-
rologically examined residents, it was slightly higher —
on average 3.80 * 1.2 points. But unlike seropositive
residents, among them 8.4 + 1.2%
considered their health to be good,
4.7 + 0.9% — even occasionally ex-
cellent.

Somatic health of the popu-
lation is unfavorable all over the
world. Such diseases as cardiovas-
cular, arterial hypertension, diabe-
tes mellitus and some others are
especially harmful to health. If the
spread of AVI becomes epidemic,
even more damage to the health
of the population will be caused.
Therefore, it is necessary to take
measures for monitoring AVI and,
in case of deterioration of the epi-
demic situation, to take appropriate restrictive mea-
sures. They are also important due to the fact that
AVls also cause damage to stock-breeding.

The epidemic process depends on the season-
ality of infection transmission. This especially applies
to AVIs, the transmission of which occurs exclusively
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through mosquitoes. In tropical countries, according
to the climatic conditions (warm or hot and humid cli-
mate), the most favorable for the development and
activity of mosquitoes, the transmission of such infec-
tions occurs throughout the year. In local conditions,
from the second half of November to the beginning of
March, the air temperature drops to 12 °C and below,
at which the development of mosquitoes and their
blood-sucking stops, the transmission of infections,
including AVIs, becomes impossible. Therefore, sea-
sonality is observed in the infecting of residents with
AVI, which is shown in Figure 1.

Figure 1 — Seasonality of AVI infection among residents (n=97)

As can be seen, the peak of infecting residents
with AVl is September—October, amounting to 46.4 +
1 5.1%, the second peak occurs in May—June —29.9 +
+ 4.7% (x*=3.21; P>0.05). In July—August, there is
a noticeable decrease in the detectability of sero-
positive residents — 11.3 £ 3.2% (x3=8.20; P<0.01).
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In March—April, the frequency of detectability of sero-
positive residents is no more than 7.2 + 2.6% (x?=0.73;
P>0.05). In November—December, seropositivity de-
creases to 3.1 + 1.8% (x>=1.16; P>0.05), and in Janu-
ary—February — to 2.1 + 1.5% (x?=0.49; P>0.05).

The revealed seasonality of infecting of resi-
dents with AVI finds its confirmation with the data of
the season of mosquito activity and their infectivity.
For example, the activity of one of the most effec-
tive carrier An.sacharovi in May—June is 20.3 £ 1.4%
of the number of the mosquitoes caught, in July—
August it sharply decreases to 7.9 + 0.9% (t=7.47;
P<0.001) and in September—October it again increas-
es to 18.6 + 1.4% (t=6.45; P<0.001); in other months,
the specific weight of mosquitoes does not exceed
7.4 £ 0.9% (t=4.34; P<0.001). The seasonal dynam-
ics of another effective carrier of AVl Ae.vexans is as
follows: May—June — 20.6 + 1.4%, September—Octo-
ber — 19.6 + 1.4% (t=0.51; P>0.05), July—August —
6.8 £0.9% (t=7.71; P<0.001), in other seasons it does
not exceed 8.3 £ 0.9% (t=1.18; P>0.05). In confirma-
tion of these data, we present the seasonal activity of
the third effective carrier of AVl — Cx.pipiens as well.
It is the most widespread species of mosquito, both in
terms of range and number, and is the most resistant
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to higher and lower temperatures. Therefore, its sea-
sonal curve does not have clear peaks of seasonality
and it is dangerous as a carrier of AVI in all seasons
of the year, except winter.

Conclusion

1. The study of the seasonality of infecting of
residents with AVI in an epidemiological
sense is very important, as it allows planning
and implementing appropriate preventive
measures.

2. Based on the data obtained, it can be stated
that the most effective infecting of residents
occurs in May-June and September—Oc-
tober, when the activity of mosquitoes and
the density of their settlement in residential
premises and other biotopes in the habi-
tat of residents is the highest. Infecting can
also occur in summer, late autumn and early
spring, but it is ineffective.

3. Therefore, to reduce the risk of infecting the
residents, it is advisable to take anti-mosqui-
to measures taking into account the seasonal
activity of mosquitoes.

Perspectives of further research. Evaluation of

the effectiveness of anti-mosquito measures.
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EMIAEMIONOrIYHI ACNEKTU APBOBIPYCHUX IHOEKLIN

Y NIBAEHHO-CXIAHIA YACTUHI ASEPBAUIXAHY

CynmaHoesa €. A.

Pe3tome. Mema — BYBYEHHS enigemMionoriyHnx acnekTiB apboBipycHux iHdekuin y MiBgeHHo-CxigHin yac-

TUHI AsepbangxaHy 3 BUKOPUCTaHHSIM CEPOMOriYHNX AOCHIAXEeHb Ta aHKeTyBaHHAM 3a AONOMOro po3pobre-

HUX OI'IVITyBaJ'IbHVIKiB.

Mamepian ma memodu. Y gocnigkeHHi B3anu y4actb 633 MeLlkaHLi NiBAEHHO-CXigHOT YacTuHU A3epban-
oxaHy (JleHkopaHcbkuii, MacaniHCbkuin panioHn, Teputopis MmMamnaraubKoro 3anosigHvka), SkuMm Ha gobpo-

BiITbHil OCHOBI MPOBEAEHO CEPOIIOriYHE OOCTEXEHHS.
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MeAaunyHi Hayku

Pesynbmamu. Cepono3ntuBHumu Bussmunmcb 15,3+1,4% obctexennx. BusisneHo 6 BuaiB apboBipycHMX
iHdekuin (ABI) - Jlnxomanka 3axigHoro Hiny, Cingbic, TsariHa, batai, YkyHiemi Ta Bxangxa. JomiHyroummm
BMaamMu apboBipycHuX iHdekuin 6ynm CuHabic i TarnHs, BUSBNEHICTb AKMX CTaHOBUTL BignosigHo 30,514.,5 i
26,2+4,4% (x2=0,56; P>0 ,05), BuABnsemictb iHwnx BuaiB He nepesuwye 10,412,9% (x2=9,21; P<0,01). Mik
iHdbikoBaHOCTI 06CcTEXYBaHMX apbOBipyCHMMM iHDEKLiSAMX NpUnNagae Ha BEPECEHb-KOBTEHb, LLIO CTAHOBUTb
46,415,1%, opyrii nik - Ha TpaBeHb-4YepBeHb - 29,9+4,7% (x2=3,21; P>0,05). Y nunHi-cepnHi BinbyBaeTbCS
MOMITHE 3HWKEHHS1 BUSIBNIEHHS CEPONO3nTUBHUX nauieHTiB - 11,3+3,2% (x2=8,20; P <0,01). Y 6epesHi-KBiTHi
YacToTa BUSIBIIEHHSI CEPOMNO3UTUBHUX MALEHTIB CTAHOBUTL He Ginblue 7,2+2,6% (x2=0,73; P>0,05). Y nucto-
nagi-rpyaHi cepono3nTuBHICTL 3HMXYeTbea o 3,1£1,8% (x2=1,16; P>0,05), a B ciyni-notomy o 2,1+1,5%
(x2 = 0,49; P> 0,05).

PiBeHb CepONO3MTUBHOCTI 3anexas Bif CcTaHy 06CTeXyBaHNX Yy MOMEHT B3ATTsi Npo6 KpoBi. MopiBHsNbHA
OLiHKa BUSIBNEHMX CUMNTOMIB Y CEPOMO3UTUBHNX ODCTEXYBaHMX Ta iX iIHTeprnpeTauis 403BONSE BUAINATH rpy-
M PU3UKY, LLIO OOLINBHO AJ151 CKOPOYEHHST CEPOSIONiYHNX AOCTiAKEHb Ta OiNbLU LinecnpsiMOBaHOIO BUSABIIEHHS
Cepono3nTUBHUX NaLlieHTIB.

BucHogok. BuBYeHHs ce30HHOCTI iHdiKyBaHHSA xuTenis apboBipyCHMMM iHbekuigmn B enigemionoriyHomMy
BiAHOLLEHHI Ma€E Benunke 3Ha4YeHHs!, OCKiNbKM 403BONSE NaHyBaTu Ta 34iMCHIOBATU BiAMNOBIAHI NPOdiNakTUYHI
3axoaun. Hanbinblwimn BiacoTok iHiKyBaHHS npunagae Ha TPaBEHb-YEPBEHb i BEPECEHb-KOBTEHb, KON akK-
TMBHICTb KOMaPpiB i WiMbHICTb X 3aCEeNeHHs B XXUTNOBUX NPUMILLEHHAX Ta iHWKX BioTonax B cepeaoBuLLi MeLw-
KaHUiB HamBuwa. IHgiKyBaHHSI MOXe BigbyBaTMCA TaKOX BAiTKY, Ni3HO BOCEHM i paHHBbOK BECHOLD, ane BOHO
ManoedeKkTuBHe. ToOMy ANs 3HWXKEHHS PU3NKY IH(IKyBaHHSA MeLLKaHLiB AOLiINbEHO NPOBOAUTM NPOTUKOMAaPInHI
3axoan 3 ypaxyBaHHSIM CE30HHOI aKTMBHOCTI KOMapiB.

KnrouoBi cnoBa: apOoBipycHi iHdekKLii, ceponpeBaneHTHICTb, CE30HHICTb.
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