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CLiNiCAL-MORPHOLOGYCAL CHANGES OF THE ORAL 
CAViTY iN HBV AND HCV iNFECTiONS

iNTroducTioN. Viral hepatitis remain the most important and actual prob-
lems of contemporary medicine which is determined by its widest and enor-
mous harm to the population and economics(Melik-Andreasyan G.G., 
2004;wHo, VHPB, CDC, 2004; RantalaM., VandeLaarM.J.w., 2008). 

The diseases of the gastro-intestinal tract and also the liver are often accom-
panied by changes of the oral cavity and parodont (Azatyan V.Yu.,2010).

The aim of the research is the study of clinical and morphological changes 
of the oral cavity in HBV and HCV infections.  

meThodS uSed. 65 patients with HBV and HCV infections at the age 25-65 
(25 women, 40 men) have been examined. The patients were on stationary 
treatment in “Nork” infection hospital in Yerevan, 2017. Clinical examination 
of the oral cavity has been carried out. For morphological examination the 
scrapes were painted into hemotocsilin-eosin, toluidin blue in the method of 
Shabadash for revealing of glicogen.with the aim of examination cytochemis-
try of oral cavity leucocites the method of painting cation proteins was used.

reSulTS ANd diScuSSioN. In the objective examinationof thethrashhold and 
oral cavity some change of the colourvere found out.The coating of the tongue 
was shown much rarer 17.3% HBV, 23.2% HCV, hemorrages on the oral cavity 
in 38.7% in HBV and 56.4% HCV infections. The state of parodont reminded 
of picture of gingivitis and parodontitis I, II degreis depending on the severity 
of the main desease. At the examination of the scrapes of oral cavity of the pa-
tients with HBV and  HCV infections were shown both single accumulations of 
epiteliocytes, but also large centres of ripe plasts. Also distrophisirovenepite-
liocytes and accumulation of neutrophiles and limphocytes. During the paint-
ing on glicogengrainness was shown. Histochemical examination of cavity oris 
showed depression of cation proteins in leucocytes which showed pale painting 
of specific granules in the cytoplasm of the cells. The resultsof the examination 
showed the fact of decrease of general resistent and  the depression of nonspe-
cific immune reactions of the organism. In some cases we had plasts consisting 
of basal and spur-like cells. In the spur-like stratum of the oral cavity we had 
many cells of plastic form with pale colored bubble-like nucle. In the spur-like 
stratum glycogen disappeared. 

The results of morphological examination of the oral cavity scrapes in HB-
Vand HCV infections witness the depression of carbohydratand proteins ex-
change. The depression of activity of cation proteins in leucocytes lead to de-
pression of regenerative processes which witness the decrease of immunologi-
cal resistence of the body, the violation of local reaction of the oral cavity and 
systemic reactivity of the body.
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CLiNiCAL ANALYSiS OF KLiMASHiN METHOD FOR 
COMPLETE REMOVABLE DENTURE FixATiON 

iNCREASE ON THE LOwER jAw

iNTroducTioN. Generally during practical work prosthodontists meet a num-
ber of difficulties concerning the fixation of the lower jaw complete removable 
dentition. Unfortunately, in such patients there are no favorable anatomical 
conditions, such as alveolar crest with clear round forms, presence of expressed 
transitive folds and dense mucosa.

Klimashin Yu.I. suggested a new system of fixation of the lower complete 
removable dentition in hard clinical cases. The author named it “belt-stabi-
lizer”, considering the need to maximize the expansion of the artificial denture 
field area not only horizontally, but also vertically settled buccal surface and 
the lower lip. For this purpose a strip is formed on the vestibular surface of the 
base, which has width of 5-6mm. It contacts with the mucosa of cheeks and 
lower lip across the whole length of vestibulum, which gives at least 6.5-7cm2 

additional surface for the denture base.
The surgical deepening of the vestibulum for enlargement of prosthesis area 

is not always preferable because of some reasons:  age and refuse of the patient, 
accompanying diseases, side effects of surgery, economical problems, etc. For 
the same reasons it is not always possible to carry out implantation.

meThodS uSed. Preparation of belt-stabilizer of different width and of com-
plete removable dentures.

reSulTS ANd diScuSSioN we examined 30 patients of gross body type and 36 
patients of smaller body type. The clinical analysis allows to assume, that it is 
necessary to carry out clinical experiments with different variations of belt-
stabilizer. For those patients, who considered to have not satisfactory effect, we 
made dentures with 7mm width strips. our clinical studies showed that in 17 
patients from 22 fixation increase was significant. This leaded to easier adapta-
tion of the patients to the complete removable dentures of the lower jaw. For 23 
patients from 36 with smaller body type we made belt-stabilizer with 4mm 
width. In 19 patients from 23 this experiment leaded to decrease of adaptation 
period without decubitus. At the same time fixation decrease was not noticed.

coNcluSioN. Generally it is difficult to fix complete removable denture of 
the lower jaw because of absence of favorable anatomical conditions, such as 
alveolar crest with clear round forms, presence of expressed transitive folds 
and dense mucosa.

Klimashin Yu.I. suggested a new system of fixation of the lower complete 
removable dentition in hard clinical cases. The author named it “belt-stabi-
lizer”. This method enlarges the artificial denture field area not only horizon-
tally, but also vertically.

According to our clinical study, we consider Klimashin method extremely 
useful and necessary for increase of fixation of complete removable dentitions 
of the lower jaw. Considering proper clinical analysis we can note, that varia-
tions of belt-stabilizer width according to anthropometric properties of the pa-
tients are possible.
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THE  EFFECTiVE  THERAPY  OF  PERi-iMPLANTiTiS  
wiTH  A   REGENERATiVE APPROACH

iNTroducTioN. Despite the high success rates of osseointegrated implants, in-
creasingly frequent biological complications related to implants often result in im-
plant loss. Peri-implantitis is a biological complication that occurs in dental im-
plant patients and comprises a range of destructive inflammatory processes affect-
ing surrounding soft and hard tissues.There are many approaches suggested by 
various authors for the treatment of peri-implant diseases, but there is no “ideal 
peri-implant therapy” that has been described in the literature . The development of 
new and effective methods of treatment and prevention of this disease is necessary.

The aim of this study was to investigate treatment outcome after surgical regen-
erative therapy  of  peri-implantitis.

meThodS uSed. 19 patients, with a total amount of 21 implants, who were diag-
nosed with peri-implantitis (6 implants diagnosed with early peri-implantitis, 11 
implants-moderate peri-implantitis, and 4 implants severe peri-implantitis) were 
surgically treated with a  regenerative surgical method. 

The diagnostic parameters used for assessing peri-implantitis include clinical 
indices, probing pocket depth (PPD), bleeding on probing (BoP), suppuration, mo-
bility, peri-implant radiography. Clinical and radiographical parameters were re-
corded before treatment (baseline) and at 3, 6 and 12 months after treatment. 

TreATmeNT  iNclude: Systemic antibiotics, debridement and removal of granula-
tion tissue combined with magneto-laser therapy and osteoplasty using a autolo-
gous bone, Bio-oss, hyaluronic acid Gengigel and a membrane Bio-Gide. 4 im-
plants with remaining pathology and progressive bone loss, causing symptoms and 
discomfort to the patients were removed. 

reSulTS ANd diScuSSioN. Clinical and radiological indices were improved. The 
mean at baseline were probing PPD-5,4±0,24 mm, BoP-2,5±0,31. 1 months  after the  
treatment the mean PPD-3,7±0,17, BoP were 0,6±0,14 respectively. on the x-ray 
image, a shadow of the newly formed tissue was seen in the focus of augmentation. 
Subsequent study was carried out after 6 months. Clinical evaluation of the results of 
treatment after 3 months showed  reduction in both PPD-3,2±0,17 and BoP-0,4±0,12  
were  as compared with the baseline clinical measurements. After 6 months x-ray 
examination demonstrated newly formed hard tissue was observed filling the defects 
around the implants. Stable clinical measurements  PPD and BoP were demonstrated 
after 1 year the initial treatment, remaining stable during the following 3 years. 

coNcluSioNS. our results suggest that  magneto-laser  therapy  and hyaluronic 
acid Gengigel   represents a reliable adjunctive treatment to conventional therapy.
This combination of surgical and therapeutic  treatment aims  at improvement of 
the quality of regenerated bone structures. Surgical regenerative procedures com-
bined with mechanical and chemical detoxification of the implants’ surface, mag-
neto-laser therapy and bone grafting with grafts materials and hyaluronic acid Gen-
gigel, was an effective therapy for stopping and treatment  peri-implantitis. 

Prevention of peri-implant disease starts with a sufficient  planning including 
individual evaluation and minimization of risk factors. 
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NEw METHOD OF iNTERMAxiLLARY FixATiON FOR 
MANDiBLE FRACTURES

iNTroducTioN. Nowadays, with the conception of open reduction internal 
fixation (oRIF), the crucial goal of modern maxillofacial surgery is to achieve 
the highest possible quality of life by returning the patient to the best possible 
condition [1]. This situation includes the shortest postoperative inter maxillary 
fixation (IMF) possible. The most popular method of IMF in last decades was 
fixation with Erich Arch Bars (EAB). However, recent studies have reported 
some disadvantages of EAB application such as the long operating time, nee-
dle-stick injuries, the high plaque index, periodontal damage, movement of the 
teeth in lateral and extrusive direction [2]. Recently self-tapping IMF screws 
have been advocated for intermaxillary fixation. Despite the fact that the 
method is easy to apply it carries the risk of damage to the roots of the teeth [3].  
The aim of this study is presenting of new alternative method of IMF for man-
dible fractures treatment efficacy.  

meThodS uSed. objectives of the Study is to compare the efficacy and ad-
vantages of proposed vacuum formed splints v/s Erich Arch Bar for IMF in the 
treatment of mandibular fractures.  

For the period of 2015-2017years 75 patients were treated for mandible 
fractures in department of Ent and maxillofacial surgery of “heratsi”№1 
Hospital. From 75 patients 73 were men and 2 women at the age ranges of 
17-68 years. The Main Group includes 55 patients treated with new method of 
IMF followed by open reduction and internal fixation under general anesthesia, 
which we call Aleksanyan`s splint by author.  C or A silicone material was used 
intraoperatevly for impression taking.  EVA material were used in technical 
laboratory for vacuum formed splints preparation and 4-6 orthodontic buttons 
were fixed in each splint for intermaxillary rubber fixation. 20 patients were in 
Control Group and treated by standard EAB method of IMF. For methods com-
pare were used parameters-such time taken for IMF, incidence of needlestick 
injury, tooth morbidity, fixation stability, patient acceptance and periodontal 
health and hygiene. oral hygiene index given by Shiller and Pisarev was used 
to evaluate the oral hygiene status at the time of 1st and 6th weeks after the IMF 
and were scored accordingly.

reSulTS ANd diScuSSioN. with regards to the EAB methods of IMF, Alek-
sanyan splint exhibited a shorter operating time (10 min vs. 50 min), needle-
stick injuries were exclude as well as periodontal and mucosal damage and 
teeth movement. Although, both the techniques offers good postoperative inter-
maxillary fixation, maintenance of oral hygiene and patient acceptance was 
good with IMF with Aleksanyan splints compared to arch bars.  

coNcluSioNS. Considering the results, we conclude that an Aleksanyan splint 
provides a more effective alternative to traditional arch bar technique for the 
treatment of mandibular fractures. 
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NEw METHOD OF TRACHEOSTOMY iN iCU PATiENTS iN 
“hEratsy” №1 hospital

iNTroducTioN.Long-term mechanical ventilation is the most common situa-
tion for which tracheostomy is indicated for patients in intensive care units 
(ICU) [1]. The best technique for performing tracheostomy remains a matter of 
debate [2]. The determining factors in deciding whether to use a surgical tra-
cheostomy or percutaneous dilatated tracheostomy (PDT) in a particular situa-
tion depends on patient anatomical and physiological factors and, as well on 
surgeon experiences and prefers. The aim of study is to present the modified 
method of surgical tracheostomy with compare of the classical surgical trache-
ostomy (CST) and percutaneous dilatation tracheostomy (PDT) techniques to 
reduce surgical trauma and complications. 

meThodS uSed. from may 2013 to July 2017 in icU of “heratsi” № 1 hospi-
tal were performed 61 tracheostomies using   Modified Surgical Tracheostomy 
Technique by Poghosyan (PMST) and these patients formed the Main Group. The 
Control Group was created collecting clinical data from medical records of 53 
patients who underwent the CST (Control Group A), and 28 patient who under-
went the PDT from September 2006 to April 2012 (Control Group B).

From 61 patients on prolonged mechanical ventilation in ICU 30 (49.1%) 
have anatomical disadvantages for PDT (short and fatty neck or morbidly obese 
patients with body mass index greater than 40 kg/m2) and 34 (55.7%) patients 
undertook anticoagulants. Both the open surgical (oS) and the PDT require 
similar anesthesia, analgesia, positioning and sterile preparation For results in-
terpretation we have analyzed average duration of operation, early and interme-
diate complication and esthetic results of each method of tracheostomy.

reSulTS ANd diScuSSioN. Main Group (PMST) had less early complications 
(1 death because of apnoea, 1, 6% χ2=19.83) compare to group a (cst) (18 
early complications including 2 deaths, 33.9% p=0,025) and group B (Pdt) (5 
complications without death, 17,8% p=0,220).  

There was no tracheostomy related mortality in intermediate stage of post-
operation care. Also there was less intermediate complications rate in PMST 
Group compare to CST Group (0 vs. 11) and PDT Group (0 vs. 5). Average 
duration of operation in PMST Group was 11+/-2 min, in compare with CST 
(30+/-3 min) and PDT Group (14+/-2 min). The aesthetic results of the PMST 
were similar to those of percutaneous TT, and coarse postoperation scarring 
was observed in CST Group. 

overall, evidence confirms that PDT  is preferential in appropriately selected 
ICU patients.. But it`s also suggests, that an estimated 7% of elective PDTs re-
quire conversion to oS [3]. Furthermore, given the prevalence of coagulopathies 
and morbid obesity, it is inappropriate to discard the oS technique.

coNcluSioNS. In our experience the PMST demonstrated to be easily, safe 
and reproducible with fewer amounts of early and intermediate complications 
in compare with CST and PDT methods.
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MULTiDiSCiPLiNARY  APPROACH FOR TREATMENT OF 
CLEFT LiP AND PALATE

iNTroducTioN. Cleft lip and palate (CLP) are among the most common of all 
congenital deformities, and the incidence appears to be slowly rising. The majority 
of clefts of the lip and palate are believed to have a multifactorial aetiology with 
several genetic and environmental factors interacting to shift the complex process 
of morphogenesis Children born with cleft lip and palate may have severe difficul-
ties in feeding, speaking, and hearing and have to cope with severe psychological 
problems at school and in their social lives. 

The management of this developmental malformation is multidisciplinary and 
involves surgical, dental, and orthodontic treatment; speech training; audiological 
treatment. The primary goals of surgical repair are to restore normal function, in-
tegrity of the primary and secondary palate, normal speech and hearing, airway 
patency, and facial esthetics. Various surgical techniques are followed by different 
surgeons  for the primary repair of the cleft lip and palate[1-12]. 

The currently accepted model for delivery of this care in the most appropriate 
way is  the multidisciplinary cleft team. At present, the necessity of uniting the ef-
forts of the surgeon and orthodontist in planning the treatment of the child has be-
come quite obvious. In severe forms of cleft palate early intervention of the ortho-
dontist allows you to control and stimulate the postnatal development of the upper 
jaw, providing harmony in the size and relationship of the dental arches in the early 
stages of growth of the jaws.

The purpose of this report was to show that an interdisciplinary treatment pro-
tocol, after adequate diagnosis and planning, significantly improves the alterations 
resulting from CLP deformity.

meThodS ANd uSed. In total, 16 clefts lip and palate repaired within the first 3-6months 
of life, receiving comprehensive treatment during the period between 2013 to 2017.

Preoperative preparation: All cases were consulted by a neonatologist for fit-
ness for surgery, absence of other congenital anomalies or diseases and anesthesi-
ologist for assessment of tolerating general anesthesia and routine preoperative in-
vestigations (Blood hemoglobin, Blood sugar, PT, PTT, and Serum Bilirubin) were 
done. Anesthesia was general inhalational through an end tracheal tube. Early orth-
odontic treatment consisted in removing the impression of the upper jaw before the 
start of surgery after intubation anesthesia. Based on the resulting impression in the 
orthodontic clinic, a plate device with a screw. This device was installed on the 
upper jaw in the postoperative period after 15-20 days, to restore individual de-
formed segments that arise due to congenital defects. The device was activated 
every third day, if the device is installed for more than 16 hours, and every fifth day, 
if it worked from 6 to 12 hours.

reSulTS ANd diScuSSioN. In all cases no intraoperative or postoperative compli-
cations.  All cases showed a postoperative satisfactory functional and  aesthetic 
results. The ultimate goal of the device was the reduction or complete leveling of 
the distance between the alveolar processes, which later allowed instead of a two-
stage one-stage uranoplasty. The alveolar moulding can also help to reduce the 
number of future alveolar bone grafting surgeries.

coNcluSioNS. Thus, the developed complex approach in the treatment of cleft 
lip and palate  allow us   to recommend this technique in a wide clinical practice.
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PERSPECTiVES FOR STUDYiNG THE STATUS OF A 
DENTiST OF GENERAL PRACTiCE

iNTroducTioN. The implementation of preventive measures, the realization 
at an early stage of the dental diseases treatment allow the dentist of general 
practice to overwhelmingly prevent the occurrence of complicated forms of 
diseases. The highest effectiveness of preventive measures complex is in fami-
lies who receive constant assistance under the program of a family dentist and 
a psychologist (Yurieva L. I and coauthors, 2007).

The study of the social status of a dentist of general practice with the aim of 
optimization of his activity gives him a possibility to increase the prestige of 
his profession on the basis of patients’, dentists’ opinions study; it helps to pro-
vide the professional perspectives of the dentist of general practice. The present 
approach currently is inserted in the healthcare systems of all the countries of 
Europe (Starfield B.,1998). Probably for this reason in the majority of the 
countries therapeutic and preventive dental care is provided by specialists of 
general practice for 80-85% of cases. 

In this regard, intensive preparatory work with various population contin-
gents on a wide scale of general medical practice is necessary (Ryakova Eo, 
2006). This will allow to increase the social status of a dentist of general prac-
tice, will contribute to the optimization of his professional activity, will define 
the criteria for rational use of this profession.

meThodS uSed. economic factors for dental care are partially revealed. The 
received data allow to developthe parameters of personal responsibility based 
on marketing in the dynamics of observations in order to prevent possible com-
plications of main dental diseases.

coNcluSioN. Based on the oral inquiry carried out in the Republic of Arme-
nia a strong deficit of specialists in the field of marketing and management in 
stomatology is revealed.

we have found out that the main motivational prerequisites for contacting 
private clinics are the high quality of treatment and the good level of service.

However, the lack of accountability of dental clinics makes it difficult to 
conduct dental analysis not only in terms of the number of visits, but also in the 
analysis of the main dental diseases.

The study on the quality of life of patients of dental profileaccording to the 
survey data: data of the mental, physical, emotional, social state are completely 
absent, which dictates the definition of the study of the quality of life criteria 
for determination of the need for dental care. The lack of this program and its 
implementation in our Republic will contribute to economic efficiency and the 
social prestige of the profession, which was the subject of our research. 



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


