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My mentor has continuously shared his experiences in 
the clinical area and in teaching emphasizing the do's and 
don'ts in achieving something. His influence in my 
personal and professional growth is second to none. After 
a year, the senior faculty already involved me in planning 
the course syllabus and subject modules. I have witnessed 
how the senior faculty consolidates brilliant ideas of other 
lecturers and execute them successfully. Eventually, I felt 
that my competency in teaching has greatly improved as 
evidenced by higher scores in the evaluation and good 
feedback from the department heads and students. I felt 
so empowered and more confident in teaching. Indeed, I 
gained competence from the supervision of my mentor.  

thNow, as I enter my 6  year in teaching, I engage myself 
in actively supporting newly hired faculty members. This 
act is not to satisfy self-interest but to communicate that I 
also started somewhere and was nurtured appropriately. 
When the time comes, they will also contribute in the 
development of new faculty members.

Conclusion

Mentoring is a way of advancing the nursing 
profession by strengthening its members. The benefit 
gained from mentoring occurs at personal, institutional, 
and societal levels. At a personal level, students and 
novice nurses are equipped with the necessary 
knowledge, skills, and attitude. Being competent in 
implementing nursing practice reflects the quality of 
services provided by the institutions where they belong. 
Collectively, the positive outcomes achieved by 
institutions illuminate the capability of nurses to be 
globally competitive.

Lack of mentoring opportunities may play a central 
role in the stagnation of nursing knowledge and 
dissatisfaction of nurses in their practice. Consequently, 
the productivity of nurses will be decreased and the 
consumers of care suffer the consequences.

Nurses who portray expertise in theoretical 
knowledge and clinical practice play an important role for 
the next generations of nurses. As leaders, their role in 
directing nurses towards excellence will greatly advance 
the nursing profession. Bridging the gap between theory 
and practice is inculcated in the roles of mentors as they 
transcend their expertise to less experienced nurses. This 
outcome will be close to reality as nurse leaders 
continuously engage in transforming nursing through 
research and evidence-based practice.
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Utilizing Levine's Conservation Model 
in the Care of Patient with Lithium Toxicity: 
Caring Beyond the Symptoms1

Case Study

Assessment

L is a 39-year old single female who resides in Sto. DTomas, Batangas. She is the eldest among her three 
siblings and used to live with her grandparents, who 
spoiled her, until she was 30 years old. She was also 
considered an achiever and had above-average grades 
until high school. DL was reported to have difficulty 
adjusting to her college life. At 18 years old, she started 
isolating herself from others, lavishly spending money and 
shouting without any apparent reason. She also had 
difficulty sleeping. After her family sought psychiatric help 
for her, she was diagnosed with Bipolar I Disorder. 
However, DL had poor compliance with her therapeutic 
regimen. Also, her caregivers had difficulty monitoring DL's 

compliance to medications. Eight years later, Lithium 
Carbonate was added to DL's list of medications. 

The patient had her menarche only when she was 18 
years old. She did not have any close friends, nor did she 
belong to any social group. She only had one known 
romantic relationship. Although she had close 
relationship with her siblings, DL was reported to be 
manipulative towards her mother. She wasn't known to 
be expressive of her problems. Her family had diffuculty in 
her manic attacks and when her manic symptoms would 
break out, they would immediately resort to admitting  
her to a private mental health care faility.

Introduction

Health professionals are trained to recognize and address cues which endanger the client's 
survival. In critical situations, we focus on ensuring the airway, breathing and circulation (ABC) in 
order to sustain life. Oftentimes, we feel great in performing dramatic interventions and save our 
patients from the brink of death. But is this enough? Does our role end here? Is this only how we 
define good nursing care?

This is the case of DL, a 39 year old female who, upon admission to the pay ward in Philippine 
General Hospital, presented with respiratory distress, as evidenced by dyspnea and oxygen 
desaturation, necessitating intubation. Health history revealed the client as a diagnosed case of 
Bipolar I Disorder for 21 years. The goal of providing holistic care to a patient with a mood-
affective disorder presenting with a medical emergency, like DL, poses a crucial challenge - the 
challenge in going beyond what meets the eye and focusing on human responses and not just the 
disease process. This case was then selected to serve as a reminder and a learning opportunity 
that we should not be limited to symptom management, but more importantly, to recognize the 
totality of the human being, which is the true essence of nursing care.  
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Two weeks prior to admission, DL had a fight with her 
mother, causing her to be uncooperative, agitated and 
restless. On the following days, she stopped taking her 
medications so she was brought to a private mental health 
care facility. After a week in the facility, she had episodes of 
loose bowel movement (LBM) and undocumented fever, 
with cough and colds. She was also observed to have 
increasing sleeping time. She then refused to eat and drink, 
so her family was contacted and she was eventually 
admitted to a tertiary hospital where she was treated for 
amoebiasis. Due to the persistence of signs and symptoms, 
coupled with incoherence and difficulty cooperating, DL's 
family decided to transfer patient to PGH last February 4, 
2011. 

The physical assessment of this patient focused on the 
patient's sensorium, respiratory status and parameters of 
kidney function. DL was drowsy with a Glasgow Coma Scale 
(GCS) score of 8 (E2V2M4), with signs of respiratory distress, 
disoriented and with no regard. Upon inspection, patient 
had pale conjunctiva and nail beds. She was tachypneic, 
with apparent use of accessory muscles. Upon auscultation, 
patient had crackles at bibasal lung fields and rhonchi on 
upper lung fields. Patient also had productive cough with 
whitish thick secretions. She was also febrile (T=38.5oC). 
Patient also presented with fair turgor. She also had 
indwelling foley catheter, with tea-colored urine. 

Baseline Laboratory and Radiologic Exams were taken 
to assess the client's status. Complete Blood Count showed 
anemia and leukocytosis which are consistent with sepsis. 
Arterial Blood Gas shows metabolic acidosis, and blood 
chemistry revealed electrolyte imbalances and high 
creatinine levels, highly suggestive of kidney injury. Fecalysis 
done at previous hospital showed presence of Entamoeba 
Histolytica. Patient's chest X-Ray showed Pneumonia. Other 
diagnostic exams were unremarkable. 

Discussion

Problem Identification and Nursing Interventions

In caring for this patient, Myra Levine's (1967) 
Conservation Model served as the basis of the nurses. This 
model views the person as a holistic being, responding 
wholly and completely to every alteration in his or her life 
pattern. Therefore the goal of nursing is to promote 
adaptation and maintain wholeness using the principles of 
conservation (Energy, Structural Integrity, Personal Integrity 
and Social Integrity).  

The significant findings were indicative of inadequate 
oxygenation thus requiring immediate interventions. 
Patient's history and physical examination led to the 
admitting impression of Encephalopathy probably 
secondary to Severe Sepsis secondary to Aspiration 
Pneumonia. Due to the effects of electrolyte imbalances, 
client had a decrease in sensorium predisposing her to 
aspiration. This then eventually led to pneumonia. 
Pneumonia is defined as the inflammation of the lung 
parenchyma (Porth, 2005). This inflammatory reaction 
produces exudates that interfere with the diffusion of 
oxygen and carbon dioxide, causing a ventilation-perfusion 
mismatch (McCance and Huether, 2014). Thus the nursing 
problem of Impaired Gas Exchange related to ventilation-
perfusion imbalance secondary to Pneumonia was 
selected. This encompasses interventions that address not 
only problems with gas-exchange, but also with airway and 
ventilation. Priority was given to this problem because 
ensuring respiratory function is a primary nursing task 
critical in sustaining life (Kozier, 2008). Our goal was to 
establish adequate oxygenation and resolve aspiration 
pneumonia. Ultimately, this would prevent development 
of complications. An improvement of oxygenation and 
ventilation as evidenced by absence of respiratory distress, 
normal blood gas levels and oxygen saturation, and 
improvement in sensorium was warranted for our client 
DL.

After incubation and consequent interventions on 
Ventilation Assistance, our nursing interventions focused 
on addressing and preventing complications of 
pneumonia. This was done through Airway Management 
and Respiratory Monitoring. Antibiotics were given as 
ordered, to treat lung infection causing sputum 
production, addressing her impairment in gas exchange. 
Our responsibility here is to understand the rationale for 
these medications. Her response to the interventions was 
then observed and vital signs were continuously 
monitored. 

So, initial septic management was done. However, 
despite aggressive antibiotic therapy, the patient remained 
febrile with persistence of other symptoms. So what 
exactly is happening to DL? The health care team was then 
faced with the challenge to identify and address other 
possible etiologies.

Remember that DL was diagnosed with Bipolar I 
Disorder and took Lithium for about a year prior to 
admission, with poor compliance and without any lithium 

level monitoring done. It was only during the admission at a 
previous health facility that she was able to regularly take 
lithium. Patient also had episodes of loose bowel 
movement which led to loss of fluid and electrolytes. As 
reabsorption of lithium increases in individuals who are 
hyponatremic or volume-depleted, as in DL's case, lithium 
level was obtained.  And indeed, her serum lithium was 
elevated. With lithium's very narrow therapeutic index, 
toxicity is very likely to occur (Jasleen Gill, 2003; Lee, 2010). 
Lithium salts bind to the receptor sites and are absorbed 
more by the kidneys instead of the lost electrolytes, causing 
build-up of lithium. Lithium also decreases water 
resorption and increases sodium and potassium 
elimination (Lederer, 2012) thereby forcing the body to 
compensate by decreasing blood flow to the kidneys, 
leading to kidney injury.

Based on the cues, the diagnosis most appropriate to 
address these problems is Potential Complication: Renal 
Failure. Lithium Toxicity is a medical emergency that 
warrants collaboration with physicians and other members 
of the health care team (Smeltzer et al, 2010). A potential 
complication is Renal Failure and measures must be taken 
to prevent it. This can be achieved through addressing 
Lithium Toxicity, thereby improving renal function, as 
evidenced by normal fluid balance and normal serum 
electrolyte levels.

While the problem on gas exchange was being 
addressed, interventions on Fluid and Electrolyte 
Management were also done. DL's intake and output were 
accurately monitored to determine fluid loss and need for 
replacement. Furthermore, to correct fluid and electrolyte 
imbalance and facilitate excretion of excess lithium in 
blood, intravenous fluid therapy was administered per 
physician's orders.  In theory, forced diuresis using normal 
saline should increase lithium clearance by decreasing 
proximal reabsorption (Glen Markowitz, 2000). While 
administering normal saline, free water flushing was given 
per nasogastric tube to prevent hypernatremia.

Gradually, her symptoms were resolved. After two 
weeks, she was able to tolerate weaning and was 
eventually extubated. In addition, her electrolyte levels 
normalized. Her sensorium had also greatly improved. But 
do we stop here? Another challenge then arises for us, how 
do we ensure that history will not repeat itself?

To address this challenge and taking Levine's 
Conservation Model in mind, the patient's personal and 
social integrity must be focused on. And in order to provide 

holistic care for DL, our nursing care focused on three goals: 
how to address the crisis she faced, how to prevent further 
complications of the cause of the crisis, and how to prevent 
all of this from happening again. And this is where the 
challenge lies. The mental illness will require its own 
treatment and management, but the focus must be on what 
we can do. Therefore, as nurses, we can help address the 
problem of Ineffective Therapeutic Regimen Management 
(Individual and Family) related to (1) Knowledge Deficit, 
(2) Complexity of Therapeutic Regimen. 

We must focus in the long-term goal in that she and her 
family would be able to integrate a program for the 
treatment of her Bipolar disorder into her daily living 
pattern and family process. The goal was for them to 
develop skills, knowledge and attitudes that would enable 
them to perform effective therapeutic management at 
home. Health teaching was then done with the client's 
significant others about medications. This aimed to broaden 
their knowledge and enable them to anticipate and detect 
possible problems and early signs and symptoms of drug 
toxicity that may necessitate readmission. In addition, 
collaboration with DL's doctors was done to ensure that the 
client will receive psychotherapy regularly after discharge. 
Also, assessment of the involvement of other systems such 
as social services, health care facility and providers was 
done. A written health commitment contract, signed by the 
doctor, nurse, client and responsible caregiver/s to reinforce 
adherence to plan of care was also devised.

Evaluation and Recommendations

After further nursing and medical interventions, the 
patient was discharged on room air, ambulatory, voiding 
freely with a positive fluid balance, conscious and coherent 
with a GCS score of 15, has optimal level of functioning and 
good outlook in life. Last we heard, she is tending to the 
family's sari-sari store and goes to her follow-up with her 
psychiatrist.

Our duty to our patients does not end upon the 
resolution of their symptoms. The essence of our care 
should extend beyond their hospital stay. Our presence 
should be felt in home care through our reminders and 
instructions which we give prior to discharge. Therefore, we 
would like to suggest the following: (1) Revision of the 
discharge instructions form for the patient and the family, 
which will be accomplished by every member of the health 
team and will consolidate each service's home instructions; 
(2) Development and utilization of Commitment Health 
Contract, to be signed by the patient, relative, nurse and 
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Two weeks prior to admission, DL had a fight with her 
mother, causing her to be uncooperative, agitated and 
restless. On the following days, she stopped taking her 
medications so she was brought to a private mental health 
care facility. After a week in the facility, she had episodes of 
loose bowel movement (LBM) and undocumented fever, 
with cough and colds. She was also observed to have 
increasing sleeping time. She then refused to eat and drink, 
so her family was contacted and she was eventually 
admitted to a tertiary hospital where she was treated for 
amoebiasis. Due to the persistence of signs and symptoms, 
coupled with incoherence and difficulty cooperating, DL's 
family decided to transfer patient to PGH last February 4, 
2011. 

The physical assessment of this patient focused on the 
patient's sensorium, respiratory status and parameters of 
kidney function. DL was drowsy with a Glasgow Coma Scale 
(GCS) score of 8 (E2V2M4), with signs of respiratory distress, 
disoriented and with no regard. Upon inspection, patient 
had pale conjunctiva and nail beds. She was tachypneic, 
with apparent use of accessory muscles. Upon auscultation, 
patient had crackles at bibasal lung fields and rhonchi on 
upper lung fields. Patient also had productive cough with 
whitish thick secretions. She was also febrile (T=38.5oC). 
Patient also presented with fair turgor. She also had 
indwelling foley catheter, with tea-colored urine. 

Baseline Laboratory and Radiologic Exams were taken 
to assess the client's status. Complete Blood Count showed 
anemia and leukocytosis which are consistent with sepsis. 
Arterial Blood Gas shows metabolic acidosis, and blood 
chemistry revealed electrolyte imbalances and high 
creatinine levels, highly suggestive of kidney injury. Fecalysis 
done at previous hospital showed presence of Entamoeba 
Histolytica. Patient's chest X-Ray showed Pneumonia. Other 
diagnostic exams were unremarkable. 

Discussion

Problem Identification and Nursing Interventions

In caring for this patient, Myra Levine's (1967) 
Conservation Model served as the basis of the nurses. This 
model views the person as a holistic being, responding 
wholly and completely to every alteration in his or her life 
pattern. Therefore the goal of nursing is to promote 
adaptation and maintain wholeness using the principles of 
conservation (Energy, Structural Integrity, Personal Integrity 
and Social Integrity).  

The significant findings were indicative of inadequate 
oxygenation thus requiring immediate interventions. 
Patient's history and physical examination led to the 
admitting impression of Encephalopathy probably 
secondary to Severe Sepsis secondary to Aspiration 
Pneumonia. Due to the effects of electrolyte imbalances, 
client had a decrease in sensorium predisposing her to 
aspiration. This then eventually led to pneumonia. 
Pneumonia is defined as the inflammation of the lung 
parenchyma (Porth, 2005). This inflammatory reaction 
produces exudates that interfere with the diffusion of 
oxygen and carbon dioxide, causing a ventilation-perfusion 
mismatch (McCance and Huether, 2014). Thus the nursing 
problem of Impaired Gas Exchange related to ventilation-
perfusion imbalance secondary to Pneumonia was 
selected. This encompasses interventions that address not 
only problems with gas-exchange, but also with airway and 
ventilation. Priority was given to this problem because 
ensuring respiratory function is a primary nursing task 
critical in sustaining life (Kozier, 2008). Our goal was to 
establish adequate oxygenation and resolve aspiration 
pneumonia. Ultimately, this would prevent development 
of complications. An improvement of oxygenation and 
ventilation as evidenced by absence of respiratory distress, 
normal blood gas levels and oxygen saturation, and 
improvement in sensorium was warranted for our client 
DL.

After incubation and consequent interventions on 
Ventilation Assistance, our nursing interventions focused 
on addressing and preventing complications of 
pneumonia. This was done through Airway Management 
and Respiratory Monitoring. Antibiotics were given as 
ordered, to treat lung infection causing sputum 
production, addressing her impairment in gas exchange. 
Our responsibility here is to understand the rationale for 
these medications. Her response to the interventions was 
then observed and vital signs were continuously 
monitored. 

So, initial septic management was done. However, 
despite aggressive antibiotic therapy, the patient remained 
febrile with persistence of other symptoms. So what 
exactly is happening to DL? The health care team was then 
faced with the challenge to identify and address other 
possible etiologies.

Remember that DL was diagnosed with Bipolar I 
Disorder and took Lithium for about a year prior to 
admission, with poor compliance and without any lithium 

level monitoring done. It was only during the admission at a 
previous health facility that she was able to regularly take 
lithium. Patient also had episodes of loose bowel 
movement which led to loss of fluid and electrolytes. As 
reabsorption of lithium increases in individuals who are 
hyponatremic or volume-depleted, as in DL's case, lithium 
level was obtained.  And indeed, her serum lithium was 
elevated. With lithium's very narrow therapeutic index, 
toxicity is very likely to occur (Jasleen Gill, 2003; Lee, 2010). 
Lithium salts bind to the receptor sites and are absorbed 
more by the kidneys instead of the lost electrolytes, causing 
build-up of lithium. Lithium also decreases water 
resorption and increases sodium and potassium 
elimination (Lederer, 2012) thereby forcing the body to 
compensate by decreasing blood flow to the kidneys, 
leading to kidney injury.

Based on the cues, the diagnosis most appropriate to 
address these problems is Potential Complication: Renal 
Failure. Lithium Toxicity is a medical emergency that 
warrants collaboration with physicians and other members 
of the health care team (Smeltzer et al, 2010). A potential 
complication is Renal Failure and measures must be taken 
to prevent it. This can be achieved through addressing 
Lithium Toxicity, thereby improving renal function, as 
evidenced by normal fluid balance and normal serum 
electrolyte levels.

While the problem on gas exchange was being 
addressed, interventions on Fluid and Electrolyte 
Management were also done. DL's intake and output were 
accurately monitored to determine fluid loss and need for 
replacement. Furthermore, to correct fluid and electrolyte 
imbalance and facilitate excretion of excess lithium in 
blood, intravenous fluid therapy was administered per 
physician's orders.  In theory, forced diuresis using normal 
saline should increase lithium clearance by decreasing 
proximal reabsorption (Glen Markowitz, 2000). While 
administering normal saline, free water flushing was given 
per nasogastric tube to prevent hypernatremia.

Gradually, her symptoms were resolved. After two 
weeks, she was able to tolerate weaning and was 
eventually extubated. In addition, her electrolyte levels 
normalized. Her sensorium had also greatly improved. But 
do we stop here? Another challenge then arises for us, how 
do we ensure that history will not repeat itself?

To address this challenge and taking Levine's 
Conservation Model in mind, the patient's personal and 
social integrity must be focused on. And in order to provide 

holistic care for DL, our nursing care focused on three goals: 
how to address the crisis she faced, how to prevent further 
complications of the cause of the crisis, and how to prevent 
all of this from happening again. And this is where the 
challenge lies. The mental illness will require its own 
treatment and management, but the focus must be on what 
we can do. Therefore, as nurses, we can help address the 
problem of Ineffective Therapeutic Regimen Management 
(Individual and Family) related to (1) Knowledge Deficit, 
(2) Complexity of Therapeutic Regimen. 

We must focus in the long-term goal in that she and her 
family would be able to integrate a program for the 
treatment of her Bipolar disorder into her daily living 
pattern and family process. The goal was for them to 
develop skills, knowledge and attitudes that would enable 
them to perform effective therapeutic management at 
home. Health teaching was then done with the client's 
significant others about medications. This aimed to broaden 
their knowledge and enable them to anticipate and detect 
possible problems and early signs and symptoms of drug 
toxicity that may necessitate readmission. In addition, 
collaboration with DL's doctors was done to ensure that the 
client will receive psychotherapy regularly after discharge. 
Also, assessment of the involvement of other systems such 
as social services, health care facility and providers was 
done. A written health commitment contract, signed by the 
doctor, nurse, client and responsible caregiver/s to reinforce 
adherence to plan of care was also devised.

Evaluation and Recommendations

After further nursing and medical interventions, the 
patient was discharged on room air, ambulatory, voiding 
freely with a positive fluid balance, conscious and coherent 
with a GCS score of 15, has optimal level of functioning and 
good outlook in life. Last we heard, she is tending to the 
family's sari-sari store and goes to her follow-up with her 
psychiatrist.

Our duty to our patients does not end upon the 
resolution of their symptoms. The essence of our care 
should extend beyond their hospital stay. Our presence 
should be felt in home care through our reminders and 
instructions which we give prior to discharge. Therefore, we 
would like to suggest the following: (1) Revision of the 
discharge instructions form for the patient and the family, 
which will be accomplished by every member of the health 
team and will consolidate each service's home instructions; 
(2) Development and utilization of Commitment Health 
Contract, to be signed by the patient, relative, nurse and 
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doctor which aims to reinforce adherence to therapeutic 
management; (3) Establishment of a psychiatric nurses' 
core group and (4) Conduction of trainings and seminars to 
improve the nurses' skills in providing holistic care towards 
quality of life.

Often we take this for granted but it is through proper 
health education and the nurses' skill to anticipate 
potential problems at home that we prevent the same 
problems from arising again. Through health education, 
we empower our patients and their family to take control 
of their condition and move forward towards the 
improvement of their lives.

In this age of modernity where we are predominated 
by medical breakthroughs, we appeal to each and every 
one of you to go back to our roots. Let us remind ourselves, 
what is really the essence of nursing? Is it the complexity of 
our interventions? True and effective nursing care comes 
from the heart. It can only be through genuine concern 
and compassion that we can make a difference in their 
lives. Nursing is seeing the human in our patients. And 
though they come to our aid broken, hurt and ill, we nurses 
can help make them whole – because we, nurses, are the 
fulcrum of multidisciplinary care. This is the challenge we 
face: to emulate care that transcends enough to make a 
mark in our patient's life.
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The Champion: Conquering the Challenges 
of Bipolar Disorders1

Case Study

Client Profile

lient JCR is a 31 year old Filipino male who lives in CAntipolo City. This patient was diagnosed with 
Bipolar Disorder in 2013 when he started to manifest with 
depressive behaviors because his father and friends 
rejected him for his expression of homosexuality. These 
depressive behaviors alternated with elation, 
hyperactivity, irritability, and grandiose behaviors. His first 
admission in a psychiatric facility was when he drank a 
glass of Monosodium Glutamate out of his depression. He 
did not experience any untoward physical symptom after 
the incident but he was brought to the hospital due to the 
behavioral changes. He was then started on unrecalled 
medications and the symptoms resolved after a week but 
the patient was no longer able to go back to work. He 
stayed at home for several years and the symptoms would 
recur warranting admission to different psychiatric 
institutions. Due to financial constraints, the patient's 
family consulted at Philippine General Hospital in 2012. He 

was admitted at Ward 7 when the same symptoms 
recurred after he stopped his medications and resorted to 
herbal pills. At this time, he was started on Clozapine and 
Divalproex Sodium as maintenance medications. He was 
discharged improved after a month and was again 
functional at home. 

Four months prior to admission, the patient became 
active in a religious organization where one member told 
him to stop taking his medications believing that only faith 
will heal him. The patient stopped his medications and 
after several weeks, his symptoms recurred. He was noted 
to have decreased need for sleep and frequent anger 
outbursts. He was disruptive and incessantly talks about 
irrelevant and unrealistic things. During the Holy Week, 
he went on a station of the cross around their village and 
even invited strangers to eat in their house. He would 
roam around their neighborhood at night and would not 

Bipolar Disorder has been one of the leading psychiatric 
conditions here in the Philippines. . It is characterized by 
mood swings from profound depression to extreme 
euphoria (mania), with intervening period of normal 
mood (euthymia). The frequency, duration, and severity 
of manic and/or depressive episodes varies and is unique 
to each individual (Haber, 1997). In general, there are five 
in every 100 Filipinos who are suffering from some form 
of depression, and other may have a different reaction 
such as hyperactivity or swinging from depression to 
euphoria, unable to function normally, and in real danger 
of hurting themselves and others. Sadly, many of those 
with bipolar illness are left undiagnosed and, consequently, untreated. This case study presents 
how nurses play a role in helping patients overcome the challenges of having a psychiatric illness 
particularly those with Bipolar Disorder. 
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