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Abstract

Introduction. Multiple sclerosis (MS) is a chronic immune-mediated inflammatory
disease of the central nervous system characterized by demyelination and neuroinflammation.

Aim. This study investigates the prevalence and demographics of MS in the northern
regions of Azerbaijan, providing insights for targeted healthcare strategies.

Materials and Methods. This was a prospective, single-center, registry-based
observational study involving patients referred from regional clinics or those presenting
directly. The study was conducted at the Neurology Center of the Ministry of Health of
Azerbaijan, from 01.01.2013, to 31.12.2022. Newly diagnosed or follow-up MS cases were
included, with referrals from neurologists across the republic or self-referral to the center.
Diagnostic protocols followed the Ministry of Health's "Clinical Protocol for the Diagnosis and
Treatment of MS". Prevalence rates per 100,000 population were calculated and standardized
using international and local demographic benchmarks. Statistical analysis included Pearson’s
chi-square, Student’s t-tests, and Mann-Whitney U-tests, with significance set at p<0.05.

Results. In 2022, MS prevalence in the northern region of Azerbaijan was
18.25+1.25/100,000 (95% CI: 15.80-20.70), higher in urban (28.27+2.80/100,000, 95% CI:
22.78-33.75) than in rural areas (13.76+1.31/100,000, 95% CI: 11.20-16.32) (p<0.0001). The
mean diagnosis age was 35.39+8.65 years (95% CI: 34.23-36.54), disease onset at 29.89+8.57
years (95% CI: 28.74-31.03), and the diagnostic delay was 5.50+4.24 years (95% CI: 4.93—
6.07). Among living registered patients included in the point—prevalence analysis, women
accounted for 63.4% of cases (135/213). The prevalence was significantly higher among
women than men (23.10+1.99 vs. 13.38+1.51 per 100,000; p<0.001).

Conclusion. MS prevalence in northern region Azerbaijan is lower than in most European
regions but comparable to neighboring countries. Findings highlight the need for better
diagnostics in rural areas and establish a baseline for studying environmental and other risk
factors.
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Introduction. Multiple sclerosis (MS) is the most common demyelinating disease of the
central nervous system. Its prevalence varies significantly across geographic regions, being
notably higher in North America and Europe and lower in East Asia and sub-Saharan Africa
[1]. Studies exploring the geographic and ethnic distribution of MS, along with its
epidemiological characteristics in various regions, have greatly advanced the understanding of
the respective roles of endogenous and exogenous factors in the development of the disease
[1,2].

Recent studies have reported an increase in the prevalence of multiple sclerosis (MS),
accompanied by a rising socio-economic burden [3]. MS typically manifests during individuals'
reproductive and working years, significantly affecting not only patients and their families but
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also the healthcare system and government resources. The disease leads to higher healthcare
costs, a reduced active workforce, and increased expenditures for compensating permanent or
temporary disabilities [4].

MS is particularly relevant in Azerbaijan, where its significance is underscored by the
“State Program on Treatment, Prevention, and Control Measures for Multiple Sclerosis”,
approved by Presidential Decree No. 2542 on November 13, 2012.

This article aims to investigate the prevalence and demographic characteristics of MS in
the northern regions of the Republic of Azerbaijan to provide insights for targeted healthcare
strategies.

Materials and methods.

Ethical issues

The data were collected after the approval of the Institutional Review Board of the
Neurology Centre of the Ministry of Health of The Republic of Azerbaijan (Dated: 24.12.2012,
Approval Reference: 11/2012).

Study area

Azerbaijan is divided into 14 economic regions. Among these, the Shaki-Zagatala and
Guba-Khachmaz economic regions are classified as northern regions. The Shaki-Zagatala
economic region spans 8.84 thousand km?, accounting for 10.2% of the country's total territory.
This region is situated in the northwestern part of Azerbaijan, along the southern slopes of the
Greater Caucasus mountain range. According to the State Statistics Committee of the Republic
of Azerbaijan, the population is 623.6 thousand, with a population density of 71 people per km?

[5].

The Guba-Khachmaz economic region is located in northeastern Azerbaijan, covering an
area of 6.96 thousand km? (8.0% of the country's territory). The region's population totals 543.8
thousand, with a population density of 78 people per km? [5].

Case ascertainment and referral pathway

As part of the State Program, an expert commission was established at the Neurology
Center of the Ministry of Health. This commission facilitated the inclusion of MS patients from
all regions of the country, ensuring referrals to the Neurology Center. Patients newly diagnosed
with MS or requiring follow-up treatments could either visit the Neurology Center
independently or be referred by neurologists working in clinics or hospitals across the republic.
All examinations were conducted in accordance with the “Clinical Protocol for the Diagnosis
and Treatment of Multiple Sclerosis”, issued by the Ministry of Health of the Republic of
Azerbaijan.

Study design

The study was a prospective, single-center, registry-based observational study conducted
over a 10-year case-ascertainment period (from 01.01.2013, to 31.12.2022). During this time,
245 patients from the northern regions were referred to the Neurology Center: 103 from the
Guba-Khachmaz economic region and 142 from the Shaki-Zagatala economic region. All
patient data were recorded in a digital database.

Study population

Patients were included if they met the following criteria: residence in one of the northern
economic regions of Azerbaijan, namely Guba-Khachmaz or Shaki-Zagatala; referral to or
direct presentation at the Neurology Center between 01.01.2013 and 31.12.2022; and confirmed
or reconfirmed diagnosis of MS according to the national Clinical Protocol for the Diagnosis
and Treatment of Multiple Sclerosis. Both newly diagnosed patients and patients diagnosed
before 2013 whose diagnosis was reconfirmed during the study period were included in the
registry. For the point—prevalence analysis, only living registered patients as of 31.12.2022
were included in the numerator.
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Patients were excluded if the diagnosis of MS was not confirmed after clinical and
diagnostic review, if an alternative diagnosis was established, or if their residence was outside
the Guba-Khachmaz and Shaki-Zagatala economic regions.

Statistical analysis

Statistical analysis was conducted using IBM SPSS Statistics 27 and Microsoft Excel
2016. Distributional characteristics and homogeneity of variances were assessed to select the
appropriate statistical tests. For categorical variables, Pearson’s chi-square test was used. To
compare means in normally distributed data with homogeneous variances, Student’s t-test was
employed, whereas the Mann-Whitney U-test was applied for non-parametric comparisons.
Prevalence rates were calculated per 100,000 population, and 95% confidence intervals (Cl)
were estimated using Poisson standard errors [8]. For comparisons between sex- and residence-
specific prevalence rates, z statistics were calculated using the difference between two
independent rates and their standard errors. A significance level of p<0.05 was considered
statistically significant.

Prevalence rates per 100,000 individuals were calculated. To facilitate comparisons with
other studies, age—standardized prevalence rates were computed using direct standardization,
referencing the WHO world population data (2000-2025) and the European population data
(2011-2030) [6,7]. For regional comparisons, standardized prevalence rates were also
calculated based on the age structure of Azerbaijan's population as of January 1, 2023 [5].

Results. Of the 245 individuals referred to the Neurology Center, 218 were diagnosed
with MS, including 90 patients from the Guba-Khachmaz economic region and 128 from the
Shaki-Zagatala economic region. As of the prevalence date (31.12.2022), five patients had
passed away, leaving a total of 213 patients on record (88 from Guba-Khachmaz and 125 from
Shaki-Zagatala). During the study period, 181 new cases of MS were registered. Additionally,
37 patients had been diagnosed prior to 2013. These previously diagnosed patients were
incorporated into the registry under the State Program, and their diagnostic and treatment
records were reviewed. Demographic and clinical characteristics were analyzed for all
confirmed/reconfirmed MS cases (n=218), whereas point prevalence was calculated using
living registered cases on 31.12.2022 as the numerator (n=213). The flow of patient inclusion
in the registry and point—prevalence analysis is shown in Figure 1.

Multiple sclerosis cases from the northern regions of Azerbaijan, 2013-2022

Patients referred to the Neurology Center
n=245

]

Confirmed or reconfirmed MS cases Not confirmed as MS
n=218 n=27
) 3
at
Newly diagnosed during the study period { Previously diagnosed before 2013 ]
n=181 n=37

1

Died before prevalence
Alive on 31 Dec 2022

ate
included in point-prevalence numerator, n=213 excluded lrg;nsnumerator,

Figure 1. Flow diagram of patient inclusion in the MS registry and point—prevalence analysis
(MS — multiple sclerosis. The point—prevalence numerator included only patients who were
alive on 31.12.2022).

The average age at diagnosis was 35.3918.65 years, while the average age at the probable
first attack was 29.89+8.57 years (Table 1). Patients from the Guba-Khachmaz economic region
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had significantly lower mean ages at diagnosis and at the probable first attack compared to
patients from the Shaki-Zagatala economic region (p<0.01 and p<0.05). The diagnostic delay
(time between the first attack and diagnosis) was 5.50+4.24 years. The mean disease duration
(time from the first attack to the prevalence date) was 11.88+5.95 years. There were no
significant differences in diagnostic delay or disease duration when comparing regions. Among
deceased patients, the average age at death was 58.80+7.86 years, and the average life span
(time from the diagnosis to death) was 19.60+12.34 years.

Table 1. Demographic indicators of Multiple Sclerosis Patients (Prevalence day
31.12.2022).
Guba-Khachmaz economic region

Indicator N Min. Max. Median Mean+SD SE
(95% ClI)

Age at diagnosis 90 17 51 33.0 33.50+8.45**  0.89

(31.73-35.27)

Age on the prevalence 88 22 64 38.5 39.55+9.47* 1.01

date (37.54-41.55)

Age at the probable first 90 14 47 27.0 28.21+8.74* 0.92

attack (26.38-30.04)

Diagnostic delay (years) 90 0 20 4 5.29+4.21 0.44
(4.41-6.17)

Disease Duration (years) 90 2 40 10 11.87+6.69 0.71

(10.46-13.27)
Shaki-Zagatala economic region

Indicator N Min. Max. Median Mean+SD SE
(95% CI)

Age at diagnosis 128 16 58 36.5 36.71+8.58 0.76

(35.21-38.21)

Age on the prevalence 125 21 63 41.0 42.65+9.79 0.88

date (40.91-44.38)

Age at the probable first 128 15 51 31.0 31.06+8.28 0.73

attack (29.61-32.51)

Diagnostic delay (years) 128 0 20 5.0 5.65+4.27 0.38
(4.90-6.40)

Disease Duration (years) 128 3 29 11.0 11.89+5.39 0.48

(10.95-12.83)
Northern Region (Total)

Indicator N Min. Max. Median Mean+SD SE
(95% CI)

Age at diagnosis 218 16 58 355 35.3948.65 0.59

(34.23-36.54)

Age on the prevalence 213 21 64 41.0 41.37+£9.8 0.67

date (40.05-42.68)

Age at the probable first 218 14 51 29.0 29.89+8.57 0.58

attack (28.74-31.03)

Diagnostic delay (years) 218 0 20 4.5 5.50+4.24 0.29
(4.93-6.07)

Disease Duration (years) 218 2 40 11.0 11.88+5.95 0.4

(11.09-12.67)
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Age at death 5 48 69 58.0 58.80+7.86 3.51
(49.05-65.55)
Life span (years) 5 7 40 18.0 19.60+12.34 5.52
(4.28-34.92)

Footnote: N — number of patients, Min. — minimum value, Max. — maximum value, Mean — average value, SD —
standard deviation, Cl — confidence interval, SE — standard error. P<0.05 (*); P<0.01 (**). P — statistical
significance of differences determined by Student's t—test (comparison by economic regions).

Patients from the Guba-Khachmaz economic region had significantly lower mean ages at
the prevalence date compared to patients from the Shaki—Zagatala economic region (p<0.05;
Table 1).

Among all confirmed/reconfirmed MS cases (n=218), the most common clinical type was
relapsing—remitting MS, observed in 173 patients (79.36%). Secondary progressive MS was
recorded in 28 patients (12.84%), clinically isolated syndrome in 9 patients (4.13%), primary
progressive MS in 5 patients (2.29%), and progressive-relapsing MS in 3 patients (1.38%).

The distribution by residence and gender was analysed for all confirmed/reconfirmed MS
cases (n=218). Overall, 52.3% of patients lived in rural areas, while 47.7% were urban residents.
Among male patients, rural residents predominated, accounting for 63.3% (p<0.05). In contrast,
urban residency was more common among female patients, with 54.0% living in urban areas
(Table 2).

Table 2. Characteristics of all confirmed/reconfirmed multiple sclerosis cases by
residence and gender (n=218).

Indicator Region Total
Urban Rural
N % N % N

Male 29 36.7 50 63.3 79

Female 75 54.0 64 46.0 139

Total 104 47.7 114 52.3 218
P, 0.014
Fisher exact P,» 0.017

Footnote: N — number of patients; Statistical significance of differences (comparison by sex): Py2 — by Pearson's
chi—square test and Fisher's exact test.

Among living registered patients included in the point—prevalence analysis (n=213), 135
were women (63.4%) and 78 were men (36.6%). By the end of 2022, the prevalence of MS in
the northern region was 18.25+1.25 per 100,000 people. The prevalence among women was
significantly higher than among men (23.10£1.99 vs. 13.38+1.51 per 100,000, respectively;
p<0.0001). Similarly, MS prevalence was higher in the urban population (28.27+2.80 per
100,000) compared to the rural population — 13.76+1.31 per 100,000 (p<0.05). However, no
statistically significant difference in MS prevalence was found between rural and urban
populations within the Guba-Khachmaz economic region (Table 3).

While the prevalence in the Shaki-Zagatala economic region — 20.05+1.79 per 100,000
was higher than in the Guba-Khachmaz economic region — 16.18+1.72 per 100,000, this
difference was not statistically significant, even after standardization using the Azerbaijan
Standard.
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Table 3. Prevalence of Multiple Sclerosis in the Northern Region of Azerbaijan by the End of 2022.
Guba-Khachmaz economic region

Indicator Population Cases PrevalencetSE, crude  PrevalencexSE, WSt  Prevalence+SE, EuSt  Prevalence+SE, AzSt
(95% CI) (95% CI) (95% CI) (95% CI)

Male 273,591 35 12.79+2.16 12.21+2.11 12.10£2.10 13.27+2.20
(8.55-17.03) (8.07-16.35) (7.97-16.22) (8.95-17.58)

Female 270,197 53 19.62+2.69 18.48+2.61 19.42+2.68 20.23+£2.74
(14.33-24.90) (13.35-23.60) (14.16-24.67) (14.87-25.60)

p—value, - — p<0.05 p>0.05 p<0.05 p<0.05

male Vs

female

Rural 360,255 52 14.43+2.00 13.90+1.96 14.17+1.98 15.14+2.05
(10.51-18.36) (10.05-17.75) (10.28-18.05) (11.12-19.16)

Urban 183,533 36 19.62+3.27 18.38+3.16 19.12+3.23 20.12+3.31
(13.21-26.02) (12.17-24.58) (12.80-25.45) (13.63-26.61)

p—value, — — p>0.05 p>0.05 p>0.05 p>0.05

rural vs urban

Total 543,788 88 16.18+1.73 15.36%1.68 15.82+1.71 16.77£1.76
(12.80-19.56) (12.07-18.66) (12.48-19.16) (13.33-20.22)

Shaki-Zagatala economic region
Indicator Population Cases PrevalencetSE, crude  PrevalencexSE, WSt  Prevalence+SE, EuSt  Prevalence+SE, AzSt
(95% CI) (95% CI) (95% CI) (95% CI)

Male 309,345 43 13.90+2.12 12.42+2.00 13.42+2.08 13.80+2.11
(9.75-18.06) (8.50-16.35) (9.34-17.51) (9.66-17.94)

Female 314,251 82 26.09+2.88 23.11+2.71 24.89+2.81 25.86+2.87
(20.45-31.74) (17.80-28.43) (19.38-30.41) (20.23-31.48)

p—value, — — p<0.05 p<0.05 p<0.05 p<0.05

male VS

female

Rural 446,266 59 13.22+1.72 12.17+£1.65 13.33£1.73 13.46x£1.74
(9.85-16.59) (8.93-15.41) (9.94-16.72) (10.05-16.86)
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Urban 177,330 66 37.22+4.58 32.06+4.25 34.03+4.38 35.97+£4.50
(28.24-46.20) (23.72-40.39) (25.44-42.61) (27.14-44.80)

p—value, - - p<0.05 p<0.05 p<0.05 p<0.05

rural vs urban

Total 623,596 125 20.05£1.79 17.82+1.69 19.24+1.76 19.90+1.79
(16.53-23.56) (14.51-21.13) (15.79-22.68) (16.40-23.40)

Northern region (total)
Indicator Population Cases PrevalencetSE, crude  PrevalencexSE, WSt  PrevalencetSE, EuSt  Prevalence+SE, AzSt
(95% CI) (95% CI) (95% CI) (95% CI)

Male 582,936 78 13.38+1.52 12.36+1.46 12.86+1.49 13.60+1.53
(10.41-16.35) (9.51-15.21) (9.95-15.78) (10.60-16.59)

Female 584,448 135 23.10£1.99 21.05£1.90 22.46£1.96 23.35£2.00
(19.20-27.00) (17.33-24.77) (18.62-26.30) (19.43-27.27)

p—value, - — p<0.05 p<0.05 p<0.05 p<0.05

male Vs

female

Rural 806,521 111 13.76+£1.31 12.97+1.27 13.74+1.30 14.23+£1.33
(11.20-16.32) (10.48-15.45) (11.18-16.29) (11.63-16.84)

Urban 360,863 102 28.27+2.80 25.30£2.65 26.71+2.72 28.17+£2.79
(22.78-33.75) (20.11-30.49) (21.37-32.04) (22.69-33.64)

p—value, — - p<0.05 p<0.05 p<0.05 p<0.05

rural vs urban

Total 1,167,384 213 18.25+1.25 16.73+1.20 17.73£1.23 18.51+1.26
(15.80-20.70) (14.39-19.08) (15.31-20.14) (16.05-20.98)

Footnote: Prevalence — crude prevalence per 100,000 population; SE — standard error; Cl — confidence interval; WSt — World Standard (using the world population as the
standard); EuSt — European Standard (using the European population as the standard); AzSt — Azerbaijan Standard. Statistical significance of differences: The p—values indicate
comparisons between the corresponding sex- or residence-specific prevalence rates using their standard errors.
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Discussion. In this manuscript, we compared our findings with data from other countries.
In our study, the mean age at diagnosis was 35.39+8.65 years, which is higher than the global
average age of MS diagnosis (32 years) [4]. The mean age at the first MS attack in Azerbaijan’s
northern region (29.89+8.57 years) was lower than reported in Karachi, Pakistan (32.92 years)
[9]; Rome, ltaly (31.7+10.3 years) [10]; Mgre and Romsdal County, Norway (34 years) [11];
and Lorraine, France (34.3+£11.3 years) [12]. However, studies conducted in Turkiye (Geyve
and Kandira — 26.7+8.4 years) and Iran (Mazandaran — 28.7+8.6 years) showed lower mean
ages at first attack [13,14].

The average diagnostic delay in Northern Region of Azerbaijan was 5.50+4.24 years,
which is longer than the delays reported in Iran (18.01 months) [15], Colombia (3.07 years)
[16], Norway (1.5 years, 1995-2017) [11], and Italy (33.8 months) [17]. A limited level of
public health awareness and insufficient diagnostic resources might contribute to prolonged
diagnostic delays in the region.

Several epidemiological studies have reported a high prevalence of MS in Tirkiye and
Iran in comparison with our reports [13,14,18-20]. For example, the Central Black Sea region
of Turkiye reported a prevalence of 43.2 per 100,000, while Karabiik and Eregli reported
prevalence rates of 95.9 and 96.1 per 100,000, respectively [18-20]. A descriptive cross—
sectional study conducted in Mazandaran Province (Iran) reported a standardized prevalence of
72.5 per 100,000 in 2018, with rates of 108.5 per 100,000 for women and 37.1 for men [14].
But the lowest MS prevalence in Iran was recorded in the northeast, with rates of 12.9 per
100,000 in Razavi Khorasan, 8.7 in North Khorasan, and 5.3 in South Khorasan, all lower than
the prevalence in Azerbaijan’s northern region [21]. These differences may be related, on the
one hand, to the variability of the research methods used, and on the other hand, to the
differences in risk factors.

MS prevalence in Russia varies widely by regions and ethnic groups, ranging from 10 to
80 cases per 100,000 people. The highest rates are observed in the European part of the country
[22]. MS prevalence among ethnic groups from the Caucasus (8,0-15.2/100,000) living near
Azerbaijan is somewhat similar to our findings [22]. The reason can be similar epigenetic and
lifestyle factors.

In Moldova, the standardized MS prevalence (using the European standard) was 20.2 per
100,000 in 2012, with rates of 24.3 per 100,000 for women and 15.5 for men — slightly higher
than the rates reported in Azerbaijan [23]. In European countries, MS prevalence is generally
much higher than in Azerbaijan. For example, the age-standardized prevalence in Hungary
(2015) was 127.2 per 100,000 [24], while in Denmark, it reached 284 per 100,000 [25], and in
Mgre and Romsdal County, Norway, it was 335.8 per 100,000 [11]. This can be explained by
geographical latitude, sun exposure, and other risk factors [2].

Study limitations. There are several limitations of the study. This study is limited to the
northern region of Azerbaijan, which may not fully represent the epidemiological
characteristics of MS across the entire country. Consequently, the findings may not be
generalizable to other regions with differing demographics, healthcare access, or environmental
factors. As a single-center study, the data may be influenced by referral patterns or the specific
practices of the Neurology Center, potentially introducing bias.

Conclusion. The prevalence of MS in the northern region of Azerbaijan is lower than in
most European countries but is comparable to some of the lowest rates observed in Russia and
higher than the lowest rates reported in Iran. Long—term studies from various countries indicate
that MS prevalence tends to increase over time, highlighting the need for ongoing research. Our
findings emphasize the importance of continued monitoring and prevention efforts in the
region, particularly in the context of improving healthcare quality and enabling early disease
diagnosis.
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93IPBANKAH PECITYBJMKACBIHBIH COJITYCTIK OHIPJIEPIHIE
INAIIBIPAHKBI CKJIEPO3/1bIH TAPAJIYbI

P.P. AJIMEB
O3ipbaiikan MenunuHansK YHUBEpcHTETI, baky, O3ipOaiikan

Tyiingeme

Kipicme. [lambipanker  cknepos  (ILIC) —  opramblk  Kyiike  KyHeciHIH
JEMHUCIIMHU3AIMUSIMEH JKOHE HEWPOKAOBIHYMEH CHIIATTAIATBIH CO3BUIMAIBI  MMMYHIIBIK
MEXaHU3MJIEP apKbUIbl JAMUTHIH KaObIHY aypyHhl.

Makcatsl. by 3eprrey O3ipbaiixkannbiH contyctik eHipiepineri LLIC Tapamybis xkoHe
neMorpausUIbIK CUMaTTaMalapblH 3€pTTeyre, COHai-aKk HbICAaHAJbl JACHCAYIBIK CaKTay
CTpaTervsUIapbIH d31pJIey YIIIH MAJIIMETTEp YChIHYFa OaFbITTAFaH.

Matepuanaap mMeH agicrep. ANMaKTHIK KIMHUKaJIapJaH KOJJAaHFAaH HEMece TiKeJel
©3/1epi JKYTIHTeH MallMEeHTTEep KaTBICKAH MPOCIEKTUBTI, Oip OPTaIBIKTHI, TIPKEY JEpeKTepiHe
Heri3genren o0cepBalMsUIBIK 3epTTey KYpri3iai. 3epTrey O3ipOaiixkan [leHcaynblk cakTay
muHUCTpAITiHIH HeBponorusiisik opransirsiaga 01.01.2013 sxpurnan 31.12.2022 xburra neiin
Kyprizinai. 3eprreyre anram per nauarHo3 Koubutran IIC xarmaiinmapel, coHIai—ak
pecnyOirka OOWBIHIIIA HEBPOJIOITAP JKOJJaFraH HEMeCe OpTajbIKKa ©3 OCTIHIIE KYTiHTEH,
OypeiHHaH Oakputayna Oonran IIC mnamuentTepi eHrizingi. JIMarHoCTHKaNbIK Iapanap
JHencaynbik caktay MUHUCTpAITiHIH «IIIC muarHOCTHMKAachl MEH eMICYIIH KIMHUKAIBIK
MPOTOKOJBIHAY calikec kyprizimai. 100 000 TyprbiHFa IIaKKaHAAFBl Tapaly KepceTKilrTepi
€CeTITEJNII, XaJbIKAPAJIBIK JKOHE IKEePTUTKTI JeMorpadusuiblK CTaHAapTTap OOMBIHIIA
cranaapTranabl. CratucTukanblk Tangayra [lupcoHHbIH ¥2 Kputepuidi, CTbIOAEHTTIH t-
Kputepuidi xoHe MaHH-YutHuaiH U-KpuTepwiii €HTi31U11; CTAaTHCTUKAIBIK MaHBI3IBLUTBIK
neHreii p<0,05 gen GenrineHi.

Hotuxkenep. 2022 xbutbl O3ipOaitkanHbeiH conTycTik eHipinae LIC Tapamyst 100 000
TyprbinFa makkanaa 18,25+1,25 kypaast (95% CA: 15,80-20,70) xoHe ayblUIAbIK alMaKTapra
Kaparanzaa (13,76+1,31/100 000; 95% CA: 11,20-16,32) kananbIk aitMakTap/ia >korapbl 00JI bl
(28,27+2,80/100 000; 95% CA: 22,78-33,75) (p<0,0001). /luarno3 KoWbUIFaH OpTalia xac
35,3948,65 xbuinbl (95% CA: 34,23-36,54), aypynbiy Oactany xackl 29,89+8,57 Kbuiabl
(95% CA: 28,74-31,03), an quarHOCTUKANBIK Kigipic 5,50+4,24 sxwianst (95% CA: 4,93-6,07)
Kypaasl. Hykrenmik Tapamyasl Tanjgayra €HTI3UINEH Tipl TIpKENreH MalueHTTepAiH IImHe
oitennep 63,4% xarmaiiasl Kypansl (135/213). Tapany kepceTkini aiiensiep apacblHia epiepre
KaparaHza efoyip sxkorapsl 6051161 (100 000 Typreiara makkanaa 23,1041,99 sxone 13,38+1,51;
p<0,001).

KopbITbiHabl. O3ipOaiixkanHblH contycTik eHipiHae UHIC Ttapanyel Eypomnanbig
KONTEreH eHipJepiMeH CalIbICThIpFaHAa TOMEH, Olpak KepuIisiec eep/iH KepceTKiTepiMeH
nramanac. AJIBIHFAH —HOTFDKEJICp AaybUIIBIK —aiiMakTapja JHAarHOCTUKAHBI JKaKCcapTy
K@XETTUIIrH KepceTe Il XKoHe IKOJIOTHIIBIK JKoHe 0acKa Aa Kayin (akTopiiapbliH 3epTTey YIIiH
OacTarKkpl HEeTi3 KAIBIITACThIPAIBI.

Tyiiinai ce3aep: O3ipbaiikaH, TMATHOCTUKAJIBIK KiAIpIC, JTUIEMUOIOTHS, AITBIPAHKEI
CKJIEpO3, Tapaiy.
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PACIIPOCTPAHEHHOCTDH PACCESIHHOI'O CKJIEPO3A B CEBEPHBIX
PETMTOHAX A3BEPBAVMI)KAHCKOM PECITYBJIUKH

P.P. AJIMEB
Azep0aiixkanckuit MeauuuHckuii YHuBepceuteT, baky, AzepOaiimkan

AHHOTanus

BBenenue. Paccesinnblii CKJIEpO3 (PC) SIBJISICTCSI XPOHUYECKUM
UMMYHOOIIOCPEIOBAaHHBIM BOCIIATHTEIHLHBIM 3200JICBAHUEM IICHTPATHHOW HEPBHOUN CHUCTEMBI,
XapaKTepU3YIOIIMMCS JEeMUEITMHU3AINeH U HeHpOBOCTIaJICHUEM.

Hesas. Hactosmee uccnenoBanue u3y4aeT pacnpOCTPaHEHHOCTh U JAeMorpaduyeckue
xapaktepuctuku PC B ceBepHbIX pernoHax AszepOaiiikaHa M MpPeJOCTaBISET JaHHBIE IS
pa3pabOTKHU LENEBbIX CTPATETH 3PaBOOXPAHECHHS.

Matepuanbl u Metroabl. [IpoBefieHO MPOCIEKTUBHOE, OJIHOIIEHTPOBOE, PETUCTPOBOE
00CepBallMOHHOE UCCJICIOBAHUE C y4acTHEM IMallMeHTOB, HAINPABJICHHBIX U3 PETHOHAIBHBIX
KIMHUK WO OOpaTHUBIIMXCS ~ caMmocToATensHO. VccnemoBanue  MPOBOAMIOCH B
Hesponornyeckom nentpe MunncrepeTBa 3apaBooxpanenust Azepoaiimxana ¢ 01.01.2013 mo
31.12.2022. B uccienoBaHre BKIKOYAINCh BIEPBbIE AUArHOCTUpOBaHHbIe ciydau PC, a Takxke
MAIUEHTBl C pPaHEee YCTAHOBJICHHBIM JUArHO30M, HAXOJWBIIUECS TIOJ HAOIOICHUEM,
HAIpaBJIEHHbIE HEBPOJOraMH W3 PA3IUYHBIX PETHOHOB DPECIYOJIMKH WA CaMOCTOSITENHHO
oOpatuBmIMecs B LEHTp. JlMarHocTuka MpOBOAWIACE B COOTBETCTBUU ¢ «KimHMYecKUM
MPOTOKOJIOM JUarHocTuku u sedeHuss PC» MunucrepctBa 3apaBooxpanenus. [lokazarenu
pacnpoctpanénHocty Ha 100 000 HaceyneHusi pacCUUTHIBAIUCH M CTAaHAAPTU3UPOBAIUCH C
UCIIONIb30BAHUEM  MEXKIYHAPOAHBIX U JIOKAIBHBIX JeMOorpadUyecKux  CTaHJapTOB.
Craructuueckuil aHanu3 BkIoyasn kputepuid y2 Ilupcona, t-xpurepuit Cteronenta u U-
Kputepuid MaHHa-YUTHH;, YpPOBEHb CTATUCTUYECKOW 3HAYMMOCTH OBUI YCTAaHOBIIEH MPHU
p<0,05.

Pesyabratel. B 2022 rony pacnpoctpan€éHHocte PC B ceBepHOM peruone
Asepb0aiimkana coctaBuia 18,25+1,25 ma 100 000 nacenenus (95% AU: 15,80-20,70) u 6wuia
BBIIIIE B TOPOICKHUX paiioHax (28,27+2,80 na 100 000; 95% JIU: 22,78-33,75), ueM B CEbCKUX
paionax (13,76+1,31 ma 100 000; 95% JAU: 11,20-16,32) (p<0,0001). Cpenanuit Bo3pact
MOCTaHOBKM JHarHosza coctaBuia 35,39+8,65 roma (95% AU: 34,23-36,54), Bo3pacT Hadana
3aboneBanus — 29,89+8,57 roma (95% HAU: 28,74-31,03), a nuarHocTUYECKas 3aJepKKa —
5,50+4,24 roma (95% HU: 4,93-6,07). Cpenu >KUBBIX 3apeTUCTPUPOBAHHBIX IMAIUEHTOB,
BKJIFOUEHHBIX B aHAJIN3 TOUEYHON pacpOCTPaHEHHOCTH, KEHITUHBI COCTaBMWIN 63,4% citydaes
(135/213). PacmpocTpaH€HHOCTh ObLIa 3HAYUTENHHO BBINIE CPEAM >KEHIIMH, YeM Cpeau
myxuuH (23,10+1,99 npotus 13,38+1,51 na 100 000 nacenenus; p<0,001).

3akarouenue. Pacnpoctpanénnocts PC B ceBepHOM pervione AzepOaiikana HIKe, 4eM
B OOJIBITMHCTBE €BPONEHCKUX PETMOHOB, HO COMOCTaBHUMA C IMOKA3aTeIsIMUA COCETHUX CTpaH.
[TomyueHHbIe JaHHBIE MOAYEPKUBAIOT HEOOXOIUMOCTh YIYUIICHHS] TUATHOCTHKU B CEITBCKUX
paiioHax ¥ (OPMHUPYIOT UCXOMHYIO 0a3zy ISl U3YUEHHUS SKOJOTUUECKUX M JPYTruX (HakTOpoOB
pucka.

KioueBbie cjoBa: AszepOaiipkaH, JUArHOCTHYECKAs 3aJIepKKa, OSIHIEMHOJIOTHSA,
paccesiHHbIN CKIIEPO3, paCpOCTPAHEHHOCTD.
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