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TYPES OF AFFECTiVE TEMPERAMENT AMONG THE 
PATiENT wiTH CARDiAC iSCHEMiAAFTERSTENTiNG OF 

THE CORONARY ARTERiES

iNTroducTioN. According to the official data of the Information-Analytical 
Center of the National Institute of Health of the Ministry of Health of the Re-
public of Armenia, the incidence of IB is also increasing in recent years in Ar-
menia. Coronary artery stenting is a method of treating forms of coronary heart 
disease associated with constriction or occlusion of the heart arteries.[3] The 
affective type of temperament largely predetermines the level of vulnerability 
and a tendency to somatization of unresolved intra-psychic problems. often 
affective types of temperament do not interfere with satisfactory social adapta-
tion of the person, and the disadaptation arising in certain conditions is tempo-
rary and transient, however, the forms of emotional response of the person can 
influence the course of various diseases and the attitude of the patient towards 
their disease. The task of this study is to determine the relationship between the 
affective types of temperament and their effect on the postoperative period.

meThod uSed. we conducted our surveyamong 48 patients at NorkMarash 
Medical Centre in Yerevan, including 28 Male and 20 Female at the age of 
41-65 years old. weused the test TEMPS-A /A. Akiskal, K. AksikalThis ques-
tionnaire makes it possible to determine the following types of affective tem-
perament: hypertensive, dysthymic, excitable, cyclothymic and anxious.{1}

reSulTS ANd diScuSSioN. In our study, the following types of affective tem-
perament were identified: hyperthymic type - 36%, dysthymic type - 45%, ex-
citable type - 24%, cyclothymic type - 38% and anxiety type - 30%.

The results of this study make it possible to create a specific approach in the 
psychological work with patients, taking into account their emotional type of 
temperament. Based on the characteristics of each type, we offer the following 
recommendations for clinical psychologists and doctors when dealing with pa-
tients: hypertensive type - since this type is characterized by increased mood and 
thirst for activity, it is necessary to direct excessive activity to complex rehabili-
tation work; when working with patients with dysthymic manifestations, it is 
recommended to focus on positive factors and changes in negative perception of 
reality; Excitable type - work should be directed at controlling anger and accept-
ing one’s own aggression; for cyclotimic type it is recommended rational ap-
proach - to enable self-assessment of their mental state; when working with an 
anxious affective type of temperament, it is necessary to measure the level of 
manifestation and the type of anxiety with the help of psychological techniques, 
and accordingly to work to eliminate feelings of worry and anxiety.
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SExUAL RiSK BEHAViOR AND ADVERSE 
CHiLDHOOD ExPERiENCE

iNTroducTioN.  Traumatic childhood experiences may have life-long conse-
quences for person’s medical, psychological, and sexual well-being. These expe-
riences are hypothesized to compromise neurodevelopment and immune func-
tion, leading to an increased risk of various illnesses.  Traumatic childhood expe-
riences are also associated with a range of high risk behaviors including exces-
sive use of alcohol, tobacco use, and criminal activity, early and unprotected sex.     

However, these studies show a direct and consistent relationship between 
traumatic childhood experiences and general health, and there is no data that 
investigates the relationship to sexual disorders such as, for example, sexual 
desire disorder, vaginismus or erectile dysfunction, premature ejaculation, Al-
though our preliminary clinical trials suggest Correlation between existing ad-
verse childhood experiences and various sexual disorders.

Similar studies are aimed at emphasizing the role of risky behavior in the 
field of sexual and reproductive health and, consequently, the importance of 
developing health education programs and methodological guidelines for com-
bating phenomena that threaten sexual and reproductive health.

meThod uSed. The Adverse Childhood Experiences (ACE) questionnaires 
were used for this study. TheACE questionnaires were translated into Armenian 
language and were pre-tested among Armenian adult samples.

Special sexological history form confirmed in the Department of Sexology YSMU 
was used, and objective assessment of patients with sexual dysfunctionshas done.

Using structured interviews and self-report measures data were collected 
from 90  patients with sexual dysfunctions and 41 control volunteers. Patients 
were recruited from the Clinic of Sexology YSMU, whereas controls were re-
cruited from the general population. Adverse Childhood was assessed using the 
Armenian translated version of the ACE questionnaire (Felitti et al., 1998). 
ACE questionnaire is 10 items retrospective self-report that assesses three pri-
mary domains: abuse, neglect and family dysfunctions.

reSulTS ANd diScuSSioN. More than three-fourth of the sample reported ex-
periencing at least one adverse childhood experience, and nearly 30% of the 
patient group and 15% of the control volunteers reported experiencing at least 
four adverse childhood experiences. In both groups, women reported experi-
encing more adverse childhood experiences than males. The number of catego-
ries of adverse childhood exposures showed a graded relationship to the pres-
ence of sexual dysfunction such as vaginismus, dyspareunia, female sexual in-
terest/arousal disorders, and erectile disorders.  

coNcluSioN.  To the best of our knowledge, this is the first study to examine 
the prevalence and characteristics of adverse childhood experiences in the Re-
public of Armenia.  Preliminary findings suggest that adverse childhood expe-
riences are more common among people with sexual dysfunctions than the gen-
eral population.   Theoretical and policy implications are discussed. 
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KOMiTAS SYNDROME: THREE CASE ANALYSiS

iNTroducTioN. In these theses we are discussing the issue of the Armenian 
Genocide related traumatic reactions. After brief discussion of two other cases 
associated with manmade and natural disasters- earthquake and war in Artsakh, 
we are comparing it with Komtas reaction after Genocide. 

meThod uSed. we used case studies as a research methodthrough reports of 
past studies, allows the exploration and understanding of complex issues. 

SignificantlyKomitas himself was a victim of the mass deportations and 
Genocide. According to Armenian Diaspora representatives in France, when-
ever Komitaswas visited, he did not speak with the Armenian people, but easily 
communicated with others in French.  He never spoke of his family or of his 
friends.  He was withdrawn, isolated, mute and irritable, and his mental state 
was not improved by the time he was hospitalized in Villejuif.  It was known 
that Komitas dismissed his friends (Kuyumjian, 2015).

 The Sumgait massacres in February 1988, in Azerbaijan reopened old 
wounds not yet healed, while the earthquake of December 1988 seemed to re-
peat the 1915 total terror perpetrated the time by Nature itself.  The other clini-
cal cases mentioned before, are indicating that there are parallels in symptoms, 
similar with the way Komitas had reacted to the trauma he endured and in re-
viewing these cases, we see what we refer to as a “Komitas Syndrome” (Gaspa-
ryan & Saroyan). 

The two boys of above-mentioned cases were suddenly faced with over-
whelming, shattering occurrences.  The common connection between Komitas 
and the two mentioned cases is that their poly-traumatization experiences 
changed their idea of world, their way of functioning, and their perception of 
the people around them.  They discovered and experienced hostility, with symp-
toms of a Komitas Syndrome due to their multi-trauma experiences. 

coNcluSioN. The central point of a Komitas Syndrome is that one’s trau-
matic experience is unbearable, so the person will defend to save the Self.  This 
person ignores the parts of their identity that help to rehabilitate the traumatic 
memories and suffering.  A similar account of this process of unspoken traumas 
left unelaborated by words, unassimilated and becoming unthinkable was de-
scribed by Schutzenberger (2009), and Kalsched (2007), who looked at the 
inner world of traumatized people. Trauma is about the split of those develop-
mental transitions that make life easy to live.  He views this as a spiritual prob-
lem as well a psychological one and provides a compelling insight into how an 
inner self-care system tries to save the personal spirit. Finally, we are proposing 
a new term in Trauma psychology- Komitas syndrome.
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SOCiAL-PSYCHOLOGiCAL ADAPTATiON OF STUDENTS 
OF DiFFERENT COUNTRiES iN HiGHER EDUCATiON 

iNSTiTUTiONS

iNroducTioN. This article presents the benefits of first-year students’ effec-
tive adaptation to higher education institutions, especially those who obtain 
higher education in foreign countries.

The research team consists of 60 first-year students. Three different groups are 
formed, each of them consists of 20 first-year students. The first group includes 20 
local Armenian students, the second group includes 20 foreign students studying in 
Russian, the third group includes 20 foreign students studying in English.

meThod uSed. The survey was conducted at the Yerevan State Medical Uni-
versity after Heratsi. The age of the students was 17-21 years old. During the 
survey, we used Kettle’s personal questionnaire (which reveals 16 factors of 
character), K. Rogers and R. Diamond’s Diagnostic Methodology of Social-
Psychological Adaptation as well as the first-year student’s questionnaire [1].

Based on the research, we can draw the following conclusions: the adapta-
tion process of the first-year student is largely determined by the relationship 
between the student, the lecturer and the fellow students. These relationships 
develop students’ skills that allow them to manage their activities, contribute to 
self-expression, personal and professional growth. The main principles of ef-
fective relationships between student and lecturer, as well as fellow students, 
include dialogue, active perception, self-disclosure, formation of value-seman-
tic orientation and development of responsibility.

reSulTS ANd diScuSSioN. Self-control enables the effectiveness of the adap-
tation process, to control their own emotions and behavior easily. Communica-
tion, as a result of which students are more involved in the higher education 
institution’s learning process, which ensures the adaptation process. The factor 
of awareness of the first-year students contributes to their adaptation. The more 
the student is informed about the education system, the sooner and more effec-
tively the process of adaptation will be. Emotional Intelligence is of great im-
portance in this regard, since a student, who is entering a completely new envi-
ronment and is completely self-confident, believes in his strength and can ex-
press himself, manage his own emotions, understand and accept other people’s 
feelings and emotions, can quickly adapt to any new environment [2,3]. 

coNcluSioN. To ensure effective adaptation process we suggest conducting 
surveys in first year:
• related to students’ expectations and issues, using it to organize further work 

with students,
• organize psychological trainings, especially for foreign students, who are 

from other cultures, far from their homes,
• involve them in the work of the student council, as team work also contrib-

utes to the adaptation process,
• organize various events by presenting traditions and customs of foreign students.
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ABOUT NECESSiTY OF CHANGES iN THE SCALE OF 
VECTOR DETERMiNATiON OF THE SExUAL 

CONSTiTUTiON

NTroducTioN. In the diagnostic and therapeutic practice of a sexologist, the 
mandatory correlation of the intensity of the sexological manifestations of the 
subjects with their age, if carried out without taking into account the individual 
characteristics of the patient’s sexual organization, or his sexual constitution, 
cannot be considered sufficient.

Sexual constitution is a set of stable biological properties that are formed 
under the influence of hereditary factors and developmental conditions in the 
prenatal period and early ontogeny; it limits the range of individual needs at a 
certain level of sexual activity and characterizes the individual resistance to 
pathogenic factors that have selectivity to the sexual sphere.

meThod uSed. Acceleration is the accelerated development of a living or-
ganism. The average age of the onset of the first menstruation in Norwegian 
girls, which in 1850 was 17 years, by the middle of the xx century approached 
13.75 years, and at the end of the xx century was already 13 years old. [1].. 
V.G. Sidamon-Eristavi, the data received by her comparing on the age of ap-
pearance of secondary sexual characteristics in boys in the early 70’s with the 
corresponding data of B.S. Solovyeva, noted the earlier appearance of all the 
traits studied in the  1.5 -9 months [3].

The age of the first ejaculation and the beginning of masturbation among 
servicemen depending on the age: 13.3-19% of servicemen of different age 
groups note that they started to masturbate from the age of 10-12, 45.5-52.4% 
- from 13-15, and 17.0-29.7% - from 16-18 years [2]. 

reSulTS ANd diScuSSioN. For the diagnosis of sexual disorders use the scale 
of vector definition of the sexual constitution, developed and tested for men 
G.S. Vasilchenko and for women I.L. Botneva.

Numerous studies indicate a decrease in the age of the oigarche (first ejacu-
lation) and the age of menarche (the first menstruation) for approximately 1 
year. Today, there’s a need to revise the relevant indicators.

Proceeding from the above, we propose to make changes in the 2nd point of 
the scale of the vector definition of the sexual constitution for men (the age of 
the first ejaculation): namely: reduce the indicators for 1 year. Also, we propose 
to make changes in the 1stpoint of the scale of the vector definition of the sex-
ual constitution for women (the age of the first menstruation), namely: to re-
duce the indicators for 1 year.
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CORRELATiON BETwEEN SExUAL DYSFUNCTiONS AND 
PSYCHiATRiC SYMPTOMS

iNTroducTioN: Nowadays in sexual health medicine prevails a multidimen-
sional approach in diagnosing and treatment of sexual dysfunctions (SD). De-
spite of the development of multidimensional approach in diagnosing and treat-
ment of sexual dysfunction which is included bio-psycho-socio-cultural ap-
proach, the psychiatric evaluation is usually eliminated during the primary 
visit. A review of recent literature highlights the correlation between dysfunc-
tion and a decreased quality of life in people with psychiatric comorbidity, and 
explores several aspects impacting care, from following the patient to pharma-
cological and non-pharmacological treatments. Always Sexual dysfunctions 
(SD) have been shown to be prevalent, but under-diagnosed and undertreated 
because of communication barriers between patients and physicians.  Causes of 
sexual problems are often difficult to differentiate. Psychiatric diseases may 
increase the risk of SD, and SD may further exacerbate psychiatric problems, 
suggesting a bi-directional relationship.This is imperative for any consider-
ation of human sexuality. It is obvious and common for the Sexologist, in a 
process of diagnoses sexual dysfunction to meet patients with some psychic 
symptoms which are not so dominant and usually not undergo into the psychi-
atric diagnoses. After the period of dynamic observation we have found out that 
these patients were under the psychiatric control. That’s why we mentioned to 
check the prevalence of psychic signs and symptomswhich could possible lead 
to development of psychic end neurotic disorders.

The aim of this study to define the subclinical signs and symptoms in pri-
mary sexological patients for the more beneficial treatment. 

meThod uSed. It was conducted dynamic observation of 60 male patients 
with just sexological problems. Among them were 10% sexual desire disorders, 
40% sexual arousal disorders, 30% orgasmic disorders, 20% mixed conditions 
according to the DSM IV. Diagnoses were proved by using primary special 
sexological interviewing, physical examination included uro-genital tests of 
prostate   and psychiatric evaluation. 

reSulTS ANd diScuSSioN. 24% of  all patients after some period of time have 
been referred to psychiatrists. 8% of patients have psychotic disorders and they 
have been hospitalized to psychiatric clinic. 16% of them have been in psychiatric 
outpatients’ clinic with prevalence of different neurotic and borderline disorders.

Leading sexological symptoms may be conducted or combined with sub-
clinical psychiatric signs and symptoms. Primary arousal disorders complain of 
insufficient erection usually combined with neurotic sings, and desire disorders 
combined withsub depressive components. 

coNcluSioN. During primary sexological examination it is necessary to take 
attention on the psychic symptoms and signs. Effective treatment of sexual dys-
function frequently involves combination of elements from psychotherapy, and 
behavioral along with pharmacotherapeutic intervention, if needed. The persis-
tence of psychiatric problems has significant negative impact on patient’s sat-
isfaction and adherence with the treatment, quality of life and partnership. 
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MiNi-MENTAL STATE ExAMiNATiON (MMSE) FOR THE 
DETECTiON OF DEMENTiA iN CLiNiCALLY 

UNEVALUATED PEOPLE AGED 60 YEARS AND OVER iN 
NEUROLOGY PRACTiCE

iNTroducTioN. Alzheimer’s disease (AD) is a chronic neurodegenerative disease 
that usually starts slowly and worsens over time. It is the cause of 60% to 70% of 
cases of dementia [1].Although the number of cases will triple by 2050, cognitive 
impairment goes unrecognized in over half of affected patients [2]. This study was 
conducted to investigate prevalence and impact of education, gender, and place of 
residence (city or village) on cognitive impairment of a target group.

meThod uSed. we piloted a cognitive screening initiative using the MMSE, 
which was administered to neurology patients aged ≥ 60 years without a history of 
cognitive disorder, who was visiting outpatient neurology clinic. The total score for 
the mmsE ranges from 0 to 30; scores ≥ 24 indicate basically no cognitive impair-
ment; scores 18-23 point out mild cognitive impairment and scores≤17 provesevere 
cognitive impairment [3].

Results. A total of 99 patients (66 women, 33 men) underwent MMSE screen-
ing.  The average patient age was 70.9 yrs old.The mean MMSE score for this 
population was 24.82.The self-declared educational level was primary school or no 
education for 23 patients.in female population (n=66) 69.69% (n= 46) had no cog-
nitive impairment, 21.21 % (n=14) – with mild cognitive impairment, and 9.09% 
(n=6) – with severe cognitive impairment. in males (n=33) 87.87% (n= 29) had no 
cognitive impairment, 9.09% (n=3) – with mild cognitive impairment, and 3.03% 
(n=1) - with severe cognitive impairment. in the “primary school or no education” 
group (n=23) 56.52% (n=13) of patients showed no cognitive impairment, 30.43% 
(n=7) - mild cognitive impairment, and 13.04 % (n=3) - severe cognitive impair-
ment. in the group of patients with secondary education (n=49)75.51 %( n=37) of 
patients showed no cognitive impairment, 16.32% (n=8) - mild cognitive impair-
ment, and 8.16% (n=4) - severe cognitive impairment. in patients with university 
education (n= 26) 88.46 % (n=23) of patients no cognitive impairment, 7.69% 
(n=2) - with mild cognitive impairment, and 3.84% (n=1) - with severe cognitive 
impairment. in the patients from rural areas (n=38) 78.94% (n=30) showed no cog-
nitive impairment, 13.15 % (n=5) - with mild cognitive impairment, and 5.26% (n= 
2) – with severe cognitive impairment. regarding patients from urban areas (n=56) 
no cognitive impairment has been registered in 78.57% (n=44), mild cognitive im-
pairment – in 16.07% (n= 9), and severe cognitive impairment – in 5.35% (n=3) of 
cases. Estimating the relationship between age and MMSE score was found no 
strong relation (correlation coefficient=0.283).

discussion and coNcluSioN. This investigation evaluated the prevalence of 
cognitive impairment in older people. The test score increased with the degree of 
educational background.Gender was significantly related to the MMSE score, 
women had lower MMSE scores at all educational levels. The current analyses also 
demonstrate no significant differences in cognitive impairment among older adults 
in urban areas compared with those in rural areas.

This investigation has several limitations, most important of which is the small 
sample size. Further studies comparing MMSE with other brief instruments for 
detection of cognitive impairment would be helpful.
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HYPERACTiVE SExUALiTY AMONG wOMEN iN 
DEPRESSiVE MOOD STATES

iNTroducTioN. Negative emotional states such asdepression were most often 
associated with decreased sexual interest and arousal. However, there is some 
evidence that depressed mood may be the reason for hyperactive sexuality. This 
hyperactivity is mostly considered as problematic sexual behavior taking into 
account its common features as impaired control and the continuation of such 
behavior despite adverse consequences. It was assumed that early sexual 
arousal and pleasure are the reason of eroticized child that are further pursued 
by an adult person in his non adaptive behavioral patterns. The purpose of this 
study was to examine the predictive power of some sexual characteristics as 
determinants of hyperactive sexuality in depressive mood states among women 
who applied to sexual health clinic. 

meThod uSed. This was a descriptive, case series study. Four models of ordi-
nal logistic regression were run. As dependent variables reflecting hyperactive 
sexuality two concepts were separated. one is Sexual libido meaning general 
sexual appetite and the second is Sexual intercourse desire as a more specific 
behavioral motivation. As independent variables we examined the effect of the 
following sexual characteristics-intercourse desire, subjective arousal, orgasm, 
pregnancy desire, masturbation practice and age of erotic awakening.  

reSulTS ANd diScuSSioN. More frequent and High level of sexual libido is 
more probable in cases where there is never or a few times experienced subjec-
tive arousal during sexual activity. Sexual intercourse desire doesn’t predict sex-
ual libido level. Frequent and high level of sexual intercourse desire is more 
probable when there is frequent and strong subjective arousal during sexual ac-
tivity. Finally, we found that earlier erotic awaking heightens sexual libido level. 

coNcluSioNs. The high level of sexual activity in depressive mood states 
among clinical women with sexual complaints is more probable when there is 
low level of subjective arousal during intercourse and when erotic awakening 
occurs before puberty. Thus, we can presume that paradoxical relationship be-
tween negative mood and sex might be somehow associated with a history of 
early erotization of a child. This process of early erotic awakening and lately 
sex being used as a coping strategy, however, is not determined by any resulting 
sexual arousal or pleasure, but might be associated with an early awareness of 
a higher consciousness that is able to alleviate depression. Acquired inappropri-
ate sexual scripts leading to problematic hypersexuality create a habit of para-
doxical sexual activity in depressive mood states conditioned by the reward of 
finding, albeit temporarily, strong sense of self that brings alleviation from the 
depressive mood. 
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THE ROLE OF METABOLiC SYNDROME iN THE GENESiS 
OF ERECTiLE DYSFUNCTiON

iNTroducTioN. In recent years the so called metabolic syndrome, which is a 
complex of related disorders based on insulin resistance, i.e. insulin sensitivity, 
carbohydrate, lipid, purine metabolism, abdominal obesity, is paid more and 
more attention to in literature. For males, in compare with females, the deposi-
tion of adipose tissue is the central character. The greatest accumulation occurs 
in the abdomeninside,predominantly abdominally or visceral.

Testosterone stimulates the adrenergic receptors predominated in visceral 
adipose tissue, while the estrogen / progesterone – mainly theadrereceptors of 
subcutaneous fat. Visceral adipose tissue has a high metabolic activity, aimed 
at the synthesis of triglycerides and the release of large amounts of fatty acids.

meThod uSed. Hypogonadism, andropause is the state, caused by the de-
creased production of sex hormones or violation of their actions.  The obvious 
relationship between the lack of function of the gonads and the development of 
obesity is proved.

Male congenital hypogonadism is also accompanied by obesity. However, 
obesity can exist without hypogonadism. Therefore, it is necessary to distin-
guish the hypogonadism obesity as the prime cause of obesity and hypogonad-
ism caused by obesity.

Males have an inverse relationship between BMI and free testosterone. Free 
testosterone concentration is inversely related to the amount of visceral fat and 
the insulin resistance. It is proved that it was preceded by a decline in testoster-
one secretion and possibly contributes to visceral obesity.

reSulTS ANd diScuSSioN. The correction of hypogonadism with androgens 
for males with obesity leads to a decrease in BMI by reducing the amount of 
visceral fat, a decrease in insulin resistance and reduction in diastolic blood 
pressure,thelipid profile improvement. Aromatase of excess adipose tissue 
(preadipodit) mainly converts androgens-testosterone, and androstendion into 
estrogens, which suppress secretion of gonadotropin-like releasing hormone 
and LH, which is manifested  by the decreasing of testosterone secretion by 
Leydig cells, i.e. secondary hypogonadism. Low testosterone is an independent 
risk factor for the development of visceral obesity. Hypogonadism with obesity 
is an important factor in the maintenance and the progression of obesity.

For males with abdominal obesitythe testosterone level and gonadotropin-re-
leasing hormone decrease,immune-reactive insulin level increase, the develop-
ment of tolerance to carbohydrates and dyslipidemia, coronary heart disease and 
hypertension, and consequentlythe development of hypogonadism is observed.

coNcluSioNs. In case of PDE-5 inhibitors an inefficient therapyof erectile 
dysfunction (ED) in metabolic syndrome is caused bythe lack of androgens in 
the body and the existence of neuropathy. The lack of androgens may be mainly 
caused by the overweight, hypogonadism and andropause.  Reducing the level 
of testosterone can be the reason of libido lose.

Treatment of the ED in combination with androgen insufficiency and obe-
sity must begin with obesity therapy, and then switching to the scheme of ther-
apy PDE-5 inhibitors and androgens.
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APPROACHES iN STARTiNG LEVODOPA TREATMENT 
FOR PARKiNSON’S DiSEASE iN ARMENiA

iNTroducTioN. It is well-known that long treatment with levodopa leads to 
delayed motor complications such as motor fluctuations and dyskinesias. one 
of the strategies to prevent this problem is to delay start of levodopa treatment, 
that could be reached by using dopamine agonists as a fist-line medication, 
especially for patients under 65 years old. The aim of this study was to establish 
time of starting levodopa treatment in relation to age of Parkinson disease (PD) 
patients.

meThod uSed. The sample was collected from patients, referred to Move-
ment Disorders Clinic. Diagnosis was redefined using UK PDS Brain Bank 
diagnostic criteria. Patients taking levodopa were divided into two  groups: 
Group 1 (G1) - under 65 years old, Group 2 (G2) - 65 and above. Presence of 
motor fluctuations and dyskinesia was assessed during interview. 

reSulTS ANd diScuSSioN. a total of 70 Pd patients aged 42-85 (m=63.4 
years) of which 34 were females (48.6%) participated in the study. Thirty 
nine patients (55.7%) were treated with levodopa at the time of visit. Mean 
age of levodopa treated patients was 62.3 years and non-levodopa treated – 
64.6 years. Twenty two patients (56.4%) were included in G1, with mean 
disease duration 6.7 years and mean age of starting levodopa treatment 51.6 
years.  Seventeen patients (43.6%) were included in G2 with mean disease 
duration 8 years and mean age of starting levodopa treatment 65.3 years. Le-
vodopa was prescribed in average in 2 years after disease onset in G1 and in 
2.8 years – in G2. Motor fluctuations occurred in 16 (72.7%) patients in G1 
and in 7 (47.1%) patients in G2. Eight (36.4%) patients suffered from dyski-
nesias in G1 and 5 (29.4%) - in G2.

coNcluSioN. our results show that among Armenian neurologists the age of 
PD patient is not an important criterion for starting levodopa treatment. This 
leads to early development of motor fluctuations and dyskinesias. This gap 
needs to be addressed in future.
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PSYCHOTHERAPEUTiC CORRECTiON OF SExUAL 
DiSHARMONY DURiNG ANDROGEN DEFiCiENCY

iNTroducTioN. It’s presented the system of psychotherapeutic correction of sex-
ual disharmony. It’s described new system of psychotherapeutic correction of sex-
ual disharmony, when men are suffering from neuroses and sexual dysfunction.

Some of the symptoms of androgen deficiency include: reduced sexual de-
sire, hot flushes and sweating, breast development (gynaecomastia), lethargy 
and fatigue, depression, reduced muscle mass and strength, increased body fat, 
particularly around the abdomen, weaker erections and orgasms, reduced 
amount of ejaculate, loss of body hair, reduced bone mass, therefore increased 
risk of osteoporosis.

Psychotherapeutic correction of sexual disharmony is a system of correcting 
measures including individual, couple and group psychotherapy methods.

we have modified and adapted the system of psychotherapeutic correction 
of sexual disharmony for married couples in which males had androgen defi-
ciency and sexual dysfunction.

The development of sexual disharmony of married couples in cases when 
male suffers from androgen deficiency and sexual dysfunction is dependent not 
only on sexual function loss caused by main pathology, but also on psycho-
logical, sociopsychological and sexual behavioral adaptation.

During differentiated psychotherapeutic correction procedure one must con-
sider clinical form of the androgen deficiency, specific manifestations and per-
sonal qualities of the patient.

The psychological correction of patients with androgen deficiency is di-
rected at emotional state normalization, hyper-irritability and affective reac-
tions control,  decrease of general and psychic tones.

meThod uSed. During psychotherapeutic correction procedures we used these 
common psychotherapeutic methods: hypnosesuggestion, emotional-volitional 
training, rational psychotherapy, autogenic training, sexual behavioral training.

Emotional-volitional trainings were executed by A.T. Filatov method.
Hypnosesuggestion was directed at neurotic process remission and sexual 

function normalization.
reSulTS ANd diScuSSioN. Psychotherapeutic correction of sexual health prob-

lems of men with androgen deficiency has a lot of distinctive features. First, it must 
be directed both at neurotic condition elimination and at sexual function normaliza-
tion. Second, correction must involve the spouse of the patient also considering 
their interpersonal relationship. Third, it’s important to consider the causes and 
conditions of personalization disturbance for both spouses.

Listed combination of the methods and techniques of psychotherapeutic 
correction with consideration of all the components of sexual harmony and 
their features gave the opportunity of having maximum results.

we examined the results of correction procedure after each treatment, as well 
as during revisiting and scheduled visits (1-2 times a year) of treated patients.

we emphasize that the effectivity of psychotherapeutic correction of sexual dis-
harmony not always coincide with effectivity of androgen deficiency treatment.

So, the therapeutic correction of sexual disharmony during androgen defi-
ciency is  an optimal  method which should be utilized altogether with different  
techniques and modifications.

zAKAryAN m.h.

Department of Sexopathology, 
YSMU

Corresponding author email:
v.shahramanyan@gmail.com

KeywordS: 

androgen deficiency, 
psychotherapy  sexual disorder



AbrAhAmyAN A. -133 
AbrAhAmyAN h.T. - 10 
AbrAhAmyAN S.S. - 42 
AbroyAN l.o. - 9, 29 
AdAmyAN K.g. - 54 
AdAmyAN S.h. - 10 
AfriKyAN Sh.g. - 30 
AgAbAbovA A. - 11 
AghAJANov m.i.  - 25, 46 
AghAJANovA e.m. - 57
AghAJANyAN h. - 108 
AghAyAN l.d. - 81 
AKobyAN A. - 11 
AlchuJyAN N.Kh. - 57 
AleKSANyAN  l.v. - 76       
AleqSANyAN N.A. - 154 
AlexANyAN l.T. - 104  
AmirKhANyAN A.A. - 12 
AmroyAN h.r. - 121 
ANANyAN A.g.  - 48, 50 
ANASTASyAN r.A. - 145, 146, 159 
ANToNyAN i.v. - 16 
ArAKelyAN A.N. - 67 
ArAKelyAN e.h. - 160 
AriSTAKeSyAN z.A. - 146, 148, 
ASATryAN A.m. - 155, 161 
ASATryAN N.l. - 15 
ASATryAN o.A. - 100 
ASATryAN o.m. - 97 
ASATryAN T.A. - 61 
ASAyAN A.g. - 158 
ASlANyAN A.h. - 124
ASoyAN A.v. - 53, 59 
AvAgyAN m.r. - 145, 151, 
AvAgyAN S.A. - 13, 14, 33, 48, 

49, 50, 107, 
AvAgyAN T.g. - 69, 70, 71
AveTiSyAN K.S. - 125
AveTiSyAN l.A. - 100 
AveTiSyAN S.A. - 22, 36  
AveTiSyAN z.A. - 31 
AyrApeTyAN m.e. - 34 
AyvAzyAN g.S. - 100 
AzATyAN N.g. - 112 
AzATyAN r.e. - 113, 117
AzATyAN v.yu. - 73 

AzizyAN N.g. - 52 
AzNAuryAN A.v. - 73 
AzNAuryAN v.A. - 89 

bAbAlyAN v.N. - 127 
bAbAyAN b.g. - 15 
bAbAyAN l.A. - 115 
bAdAlyAN S.h. - 62 
bAgdASAryAN b.v. - 9 
bAghdASAryAN A.S. - 66 
bAghdASAryAN N.g. - 100 
bAghdASAryAN v.  - 105 
bAghrAmyAN A.e. - 146, 147, 157
bAKuNTS h.h. - 121 
bAlASANyAN m.g. - 30 
bAlAyAN g.z.  - 63  
bAlAyAN h.z.  - 64, 69, 71 
bAreghAmyAN h.h. - 101, 

102, 107
bArKhudAryAN N.h. - 27 
bAroyAN K.m. - 48 
bArSeghyAN h.A. - 63, 64, 65, 

66, 69, 70, 71 
bAziNyAN l.e. - 82 
beglAryAN g.A. –13, 101, 

102, 107
beglAryAN i.g. - 107  
beglAryAN m.h. - 40 
berberyAN S. A. - 152 
brSiKyAN N.A. - 74 

chAvuShyAN v.A.  - 46 
chAzAryAN d.m. - 36 
chichoyAN N.b. - 20, 28, 35, 43
chobANyAN K.m. - 9 
chopiKyAN A.S. - 126, 128 

dAllAKyAN K.h. - 71 
dANielyAN A. - 133 
dANielyAN i.e. - 127 
dANielyAN l.m. - 128 
dANielyAN m.h. - 16 
dAvTyAN m.p. - 152  
dAvTyAN T.K. - 36, 42, 46
dAvTyAN zh.y. - 129 
duNAmAlyAN r.A. - 126, 128, 130

fANArJyAN r.v. - 13, 62, 
fereSheTyAN K.S. - 17, 34, 46
frolov g.v. - 107 

gAlSTyAN A.A. - 18 
gAlSTyAN A.m. - 43  
gAlSTyAN h.m. - 28, 35 
gAlSTyAN l.r. - 96 
gAlSTyAN r.K. - 147 
gAlSTyAN S.A. - 149, 150 
gASpAryAN Kh.v. - 114
gASpAryAN S.S. - 149,150 
gevorgyAN N.v. - 100 
gevorgyAN T.r. - 83 
gevorgyAN v.S. - 157 
gevorhyAN g.A. - 74 
ghANdilyAN e.A. - 159 
ghAribJANyAN h.A. - 87
ghAzAryAN A.v. - 49 
ghAzAryAN g.h. - 115 
ghAzAryAN h.A. - 108 
ghAzAryAN r.K. - 18 
ghAzAryAN v.J. - 13 
ghevoNdyAN T.h.  - 19  
ghuKASyAN N. h. - 20
gomTSyAN g.A. –63, 64,  66, 71
grigoryAN A.A. - 140, 144
grigoryAN A.d. - 116 
grigoryAN A.m.  - 15, 21, 100
grigoryAN A.S. - 22, 34, 45, 136
grigoryAN h. - 103
grigoryAN l.N. - 63, 65
grigoryAN m.A. - 151 
grigoryAN m.l. - 41 
grigoryAN m.m. - 149 150 
grigoryAN m.y.  - 100 
grigoryAN S.v. - 54, 133
gulAzyAN N.m. - 53 
guloyAN A.A. - 135, 141 
gyulAmiryAN K.h. - 23 
gyulAzyAN N.m. - 55, 58, 59
gyurJyAN K.T. - 131 

hAKobJANyAN A. - 24 
hAKobyAN A.e. - 117, 119, 
hAKobyAN A.g. - 74 

A u t o r s  I n d e x

hAKobyAN A.h. - 156 
hAKobyAN A.v. - 118 
hAKobyAN g.S. - 36 
hAKobyAN g.v. - 75  
hAKobyAN h.h. - 132 
hAmbArdzumyAN A.dz. - 134, 142, 
hAmbArdzumyAN A.g. - 91 
hAmbArdzumyAN S.g. - 74, 79  
hAmbArdzumyAN A. - 21
hAmbArTSoumiAN e. - 103, 

109, 110 
hAruTuNyAN K.r. - 10
hAruTyuNyAN A. - 133  
hAruTyuNyAN A.A. - 46, 79 
hAruTyuNyAN e.b. - 155, 161 
hAruTyuNyAN e.m. - 146 
hAruTyuNyAN h.S. - 25 
hAruTyuNyAN l.A. - 53 
hAruTyuNyAN S. - 105 
hAruTyuNyAN S.A. - 104
hAruTyuNyAN T.A. - 145, 146, 

147, 148, 151, 159
hAyrApeTyAN A.A. - 46, 141 
hAyrApeTyAN A.K. - 137, 140
hAyrApeTyAN h. - 105 
hAyrApeTyAN l.m. - 45, 149, 

150, 159
hAyrumyAN v. - 133 
hAzArApeTyAN l.g. - 54
hoveyAN A.g. - 26, 32
hoveyAN g.A. - 26, 32
hovhANNiSyAN S.A. - 94 
hovhANNiSyAN A.A. - 26, 32
hovhANNiSyAN A.h. - 55 
hovhANNiSyAN g.A. - 27 
hovhANNiSyAN g.o. - 67 
hovhANNiSyAN h.S. - 138 
hovhANNiSyAN l.e. - 145, 146, 

147, 148, 151, 152, 
hovhANNiSyAN m.r. - 57 
hovhANNiSyAN S.g. - 129 
hovhANNiSyAN v.g. - 28 
hovSepyAN h.h. - 153 
huNANyAN l.S. - 136 
huNANyAN o.v. - 27 

The New ArmeNiAN medicAl JourNAl, Vol.11 (2017), No 3  Supplement



KAghrAmANyAN A.m. - 149, 150 
KAliKyAN z.g.  - 56 
KArAgulleiAN o.r. - 155, 161, 
KArAlyAN N.yu. - 29 
KArAmyAN S.T. - 30 
KArApeTyAN h.d. - 134 
KArApeTyAN K.v. - 31 
KAShirSKAyA N. - 105 
KAzAryAN i.A. - 12, 39, 44
KAzAryAN N. S. - 66 
KehyAN v.S. - 156 
KerobyAN v.v. - 106 
KevorKiAN g.A. - 26, 32
KhAchATryAN A.S. - 71 
KhAchATryAN b.g. - 135, 141, 
KhAchATryAN l.A. - 161
KhAchATryAN l.m. - 154 
KhAchATryAN l.r. - 118 
KhAchATryAN v.p. - 16 
KhAchATryAN v.v. - 159 
KhAchATryAN m.S. - 155, 161
KhAmperyAN A.K. - 146 
KhAmperyAN A.Kh. - 156, 159 
KhoNdKAryAN r.h. - 70 
KhudAverdyAN d.N. - 10 
KochAryAN g.r. - 78 
KochAryAN K.m. - 26, 32 
KochAryAN N.v. - 42 
Kozlov K. K. - 66

levoNyAN A.h. - 68 

mAKleTSovA m.g. - 33 
mAlKhASyAN i.e. - 67, 77  
mAlKhASyAN S.v. - 63, 64, 69, 70 
mAlKhASyAN v.N. - 66 
mANuchAryAN g.K. - 77 
mANuKyAN A.l. - 136 
mANuKyAN e.m. - 66, 69, 70, 71
mANvelyAN h.m. - 118, 132
mANvelyAN l.r. - 41 
mArANdyAN m.A. - 155, 157, 161
mArdiroSSiAN A.S. - 144
mArdiyAN m.A. - 126, 128, 130, 
mArgAryAN A.v. - 41 
mArgAryAN T.S. - 13, 46
mArTiroSyAN m.A. - 158 
mATiNyAN S.v. - 159 
mAzmANyAN p.A. - 106
meliK-NubAryAN d.g. - 137 

meliKSeTyAN v.f. - 97 
melKoNyAN A.m. - 57 
melKoNyAN m.m. - 21, 26, 32, 136 
melKoNyAN N.S. - 138 
melKumyAN K.g. - 161, 
meSropyAN h.b. - 91 
meymAryAN m.A. - 139
miKAelyAN A.r. - 15, 21
miNASyAN A.m. - 89, 91 
miNASyAN A.v. - 10 
miNASyAN e.A. - 159 
mirAKyAN g.A. - 95 
mirumyAN m.l. - 34 
mKhiTAryAN d.S. - 63 
mKhoyAN A.A. - 58  
mKrTchyAN A.A. - 59 
mKrTchyAN g.l. - 50 
mKrTchyAN S.A. - 90 
mKrTchyAN S.h. - 124 
mKrTchyAN v.S. - 136, 149, 150
mKrTumyAN v.r. - 45 
mNATSAKANyAN N.r. - 104  
moghrovyAN A.v. - 35
morSiKyAN i.K. - 92 
murAdyAN A.A. - 68 
murAdyAN N.S. - 160 
murAdyAN S.A. - 135, 141 
murugAN K. - 149, 150

NAhApeTyAN N.A. - 101, 107 
NAhApeTyAN N.r. - 91, 97
NAlbANdyAN v.m. - 89
NAvASArdyAN g.A. - 22, 45
NAvrATilovA. z. - 24 
NAzANyAN A.Kh. - 92 
NAzAryAN m.Kh. - 93 
NAzAryAN o.h. - 16 
NerSiSyAN N.r. - 119 
NiKoghoSyAN A.K. - 154 

ogANov T.A. - 68 
ohANyAN h.m. - 93 
orduyAN S.l. - 69, 70 
oSipyAN m.A. - 34 
pAlANduSyAN A.h. - 158 

pApiKyAN A.A. - 108
peTreK m. - 24 
peTroSyAN d.i. - 66, 70
peTroSyAN g.v. - 156 

peTroSyAN l.J. - 36 
peTroSyAN m.K. - 101, 107
peTroSyAN v. - 133 
pKhriKyAN S.zh. - 94 
pKhriKyAN T.m. - 95 
poghoSyAN A.yu. - 76, 77, 96 
poghoSyAN g.A. - 38 
poghoSyAN K.p. - 104 
poghoSyAN K.S. - 131 
poghoSyAN m.A. - 45 
poghoSyAN m.v. - 31 
pogoSyAN S.b. - 135 
Poleshchuk В.В. - 33 
pSTiKyAN l.A. - 37 

qochAryAN K.S. - 142
qriSToSduryAN A.  - 105 

rAhNe T. - 98
rubeNyAN A. - 137 

SAfAryAN m.d. - 52 
SAhAKyAN A.S. - 37
SAhAKyAN g.v. -38
SAhAKyAN i.K. - 42 
SAhAKyAN K.T.  - 50 
SAhAKyAN l.A. - 18 
SAhAKyAN S. - 119 
SAhAKyAN S.A. - 116 
SAhAKyAN S.g. - 68 
SAKANyAN g.h. - 140 
SArgSyAN A.S. - 15 
SArgSyAN A.v. - 84 
SArgSyAN g.v. - 91, 97  
SArgSyAN i.S. - 85 
SArgSyAN S.A. - 98 
SArKiSSiAN A.A. - 108 
SArKiSSiAN J.S. - 16, 31  
SAruKhANyAN f.p. - 27 
SedrAKyAN A.g. - 65 
SemerJyAN A.b. - 9 
SeviKyAN A.l. - 12, 39 
SeyrANyAN A.A. - 75 
ShAghoyAN Sh.A. - 154
ShAhiNyAN h.A. - 86 
ShAhpAroNyAN r.g. - 77 
ShAhrAmANyAN v.A. - 120 
ShAhSuvAryAN g. -  105
ShAhSuvAryAN g.S.  - 78  

ShAKAryAN A.A. - 82, 83, 84, 
85, 87, 

ShmAvoNyAN m.v. - 59, 
ShuquryAN A.K. - 90 
SimoNyAN K. - 105 
SimoNyAN K.h. - 130
SiSAKyAN h.S. - 13 
SoghomoNyAN A.N. - 38 
STepANyAN h.v. - 155, 157, 161
SulAShvili N.v.  - 40

TAdevoSyAN g.S. - 154, 158
TAdevoSyAN N.S. - 135, 141
TAdevoSyAN S.A. - 146, 148 
TATiNTSyAN v.g. - 79 
TAvAdyAN z.d. - 121 
Ter-mArKoSyAN A.S. - 10 
Ter-STepANyAN m.m. - 134, 142,
Ter-zAKAryAN S.o. - 135
TerzyAN d.o. - 41 
ToroSyAN m.T. - 158 
TovmASyAN A.g. - 18
TSATuryAN A.A. - 68
TShzmAchyAN r. - 109 
TumANyAN A. - 110
TumASyAN N.v. - 42 

uliKhANyAN g.r. - 43 
uliKhANyAN gh.i. - 43 

vANyAN N.h. - 74 
vArdANyAN g.S. - 25 
vArdANyAN l.N. - 44 
vArdAzAryAN m.S. - 67 
vArdereSyAN S.g. - 45 
vArzhApeTyAN A.m. - 63, 64, 65, 

66, 69, 70, 71, 

yeghyAN l.K. - 121, 
yeNKoyAN K.b. - 17, 34, 38, 46
yeNoKyAN b.J. - 37
yeSSAyAN l.K. - 73

zAKAryAN m.h. - 122
zAKAryAN h.h. - 27 
zArgAryAN A.l. - 50, 96
zhAmhAryAN A.g. - 37 
zilfyAN A.v. - 13, 14, 33, 47, 

48, 49, 50, 107


