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A B S T R A C T   

Despite being among the most effective treatments for opioid use disorder, methadone is largely unavailable in 
the United States, due primarily to federal and other policies that limit its availability and regulate clinical 
decisions about doses, visit frequency, and drug testing. There is unprecedented momentum to change decades- 
old US methadone policies. Yet uncertainty remains as to whether reforms will be adopted and how policies will 
be implemented. France has among the best methadone access and lowest overdose death rates worldwide. 87 % 
of French people with opioid use disorder receive methadone or buprenorphine, versus an estimated 13-20 % in 
the US. France’s opioid-related overdose rates are far lower than the US. This article compares French and US 
systems, including current and proposed US policies, and underscores potential implications for US 
policymakers. 

In France, methadone can be initiated in specialty addiction settings and hospitals, with subsequent handoff to 
primary care. Methadone can be dispensed in community pharmacies and filled like other opioids, without re-
quirements for supervised dosing. Decisions about visit frequency, medication doses, and drug testing are gov-
erned by clinical best practices and patient-clinician shared decision-making. In the US, methadone for opioid use 
disorder is regulated unlike any other medication (including methadone for pain) and is governed by strict 
federal controls, including from law enforcement and healthcare. With few exceptions, methadone for opioid use 
disorder is only available in Opioid Treatment Programs. US clinicians cannot prescribe methadone for opioid 
use disorder. Federal rules determine minimum visit frequency, initial dose limits, and other conditions of 
treatment, which states may further limit. 

Policies assert strong influence on patient experience, treatment access, and health outcomes. Despite being 
less restrictive than the US, the French model includes limits designed to avoid or minimize potential harms. 
French policies have important implications for potential US reforms.   

Background 

The US faces an unrelenting epidemic of drug related deaths, with 

over 80,000 Americans dying from opioid-related overdoses annually, 
and many more from other drug-related causes (Centers for Disease 
Control and Prevention; King et al., 2022). Medications for opioid use 
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disorder, methadone and buprenorphine, are the most effective tools to 
treat opioid use disorder and are first-line treatment in national and 
international guidelines (ASAM, 2020; Bertin, 2022; WHO, 2009). De-
cades of evidence show that methadone reduces opioid cravings and use, 
reduces HIV and hepatitis C transmission, improves quality of life, and 
reduces overdoses and deaths. Yet it remains largely inaccessible in the 
US, where fewer than 1 in 5 Americans who might benefit receive 
methadone or buprenorphine, with even greater gaps among racial 
minorities and in rural areas (Barnett et al., 2023; Jones et al., 2023; 
Joudrey et al., 2023; Krawczyk et al., 2022). These gaps exist despite the 
fact that methadone was first developed in the US in the 1960s as a novel 
treatment for opioid use disorder (Dole & Nyswander, 1965). 

The substantial gap between opioid use disorder prevalence and 
treatment access in the US is due largely to policies and practices that 
control methadone (Englander et al., 2023; Jaffe & O’Keeffe, 2003; Pew, 
2022; SAMHSA, 2024; Simon et al., 2022). US methadone policies are 
mostly unchanged since the 1970s and have been sharply criticized for 
being outdated and overly restrictive (Adams et al., 2022; Jaffe & 
O’Keeffe, 2003; Simon et al., 2022). Today there is unprecedented 
momentum for change. The US Congress is currently considering the 
Modernizing Opioid Treatment Access Act which, if passed, could 
permit methadone prescribing by addiction medicine specialists to be 
filled in community pharmacies (S.644 - Modernizing Opioid Treatment 
Access Act (M-OTAA), 2023-2024). Moreover, some clinician and 
patient-groups advocate for more expansive policies (Suen et al., 2024). 
However, there remains intense debate regarding safety, feasibility and 
optimal best practices for US methadone delivery. The details of such 
policies will have profound effects on implementation feasibility, 
methadone access, patient experience, and health outcomes. 

France has among the best treatment access, health outcomes and 
overdose rates in Europe and worldwide. Compared to the US, where 
estimates show 13-22 % of Americans with opioid use disorder receive 
appropriate medications (Jones et al., 2023; Krawczyk et al., 2022), in 
France, 87 % of people receive methadone or buprenorphine (OFDT, 
March 2023). In 2021, methadone comprised 44 % of prescribed opioid 
use disorder medications in France. France has among the lowest rates of 
opioid-involved overdose deaths across Europe, and 32 times lower rates 
than the US. In 2019, France estimated 450 opioid overdose-related 
deaths (0.67 per 100,000 people); when, by comparison, US estimated 
the 70,980 (21.6 per 100,000) (Nguemeni Tiako et al., 2022). 

US policymakers are considering major historical reforms that will 
determine the future of US methadone. France offers a sharp contrast 
and critical insights. Here, we compare French and US systems, 
including current and proposed US policies. We organize this paper by 
outlining policies and regulatory framework governing methadone; 
describing the settings wherein patients can access methadone; and 
comparing key features of care delivery, including requirements for visit 
frequency; methadone dosing; and conditions of treatment (e.g. urine 
drug screens, counseling requirements). Throughout, we first describe 
France’s approach and then the US’s. Table 1 summarizes key compar-
isons. We conclude by underscoring potential implications for US 
policymakers. 

History and Regulatory Framework 

France implemented methadone in 1995, later than many European 
countries and the US, where methadone was introduced in the 1960s. 
Propelled by the AIDS epidemic in the late 1980s when HIV prevalence 
among people who used drugs approached 40 %, France took concrete 
efforts to advance methadone and buprenorphine as part of a compre-
hensive national harm reduction strategy (Emmanuelli & Desenclos, 
2005). After legalizing pharmacy syringe distribution in 1987, starting 
in 1995 France promoted buprenorphine and methadone access by as-
suring widespread treatment services and low-barrier care (described 
below) (Emmanuelli & Desenclos, 2005; Nguemeni Tiako et al., 2022). 
Paradoxically, France’s strong public health approach co-exists with 

laws wherein the possession, use, and distribution of illicit drugs are 
strictly prohibited and can have serious legal consequences, including 
fines and imprisonment (Nguemeni Tiako et al., 2022). 

In France, methadone is governed by the same agencies and regu-
lating bodies as other medications. Methadone is classified like most 
other opioids (e.g. buprenorphine, oxycodone) and is subject to specific 
prescribing requirements (detailed below). As with all medications, 
France’s National Health Authority recommends clinical best practices 
(Bertin, 2022), and national payers and compliance bodies routinely 
monitor methadone prescribing, as they do with all controlled 
substances. 

In contrast to France’s public health-oriented approach, the US 
policy landscape governing methadone has been dominated by the war 
on drugs and tight controls restricting methadone access (Adams et al., 
2022; Conway et al., 2023; Simon et al., 2022). US methadone can only 
be dispensed from federally licensed, highly regulated opioid treatment 
programs (OTPs) which are subject to strong federal oversight from the 
Drug Enforcement Agency (DEA) - a law enforcement agency tasked 
with combatting illicit drug trafficking - and the Substance Abuse and 
Mental Health Services Association (SAMHSA)(Jaffe & O’Keeffe, 2003). 
Additionally, methadone treatment is governed by multiple, varying 
state and local regulatory requirements (Jackson et al., 2020; Jaffe & 
O’Keeffe, 2003). Methadone – when prescribed for opioid use disorder - 
is subject to a different regulatory framework than all other medical 
treatments (SAMHSA, 2024). In practice, this means that when indicated 
for chronic pain, methadone can be prescribed by any physician, in any 
setting, without federal dosing limits, and dispensed in a bottle or tablet 
in a community pharmacy. However, when indicated for opioid use dis-
order, methadone cannot be prescribed, it is subject to strict federal and 
state rules including dosing limits, and it is illegal to dispense in com-
munity pharmacies (SAMHSA, 2024). 

Setting: where can patients access methadone? 

France has a national network of addiction prevention and treatment 
centers called CSAPAs (“Centre de Soin, d’Accompagnement et de 
Prévention en Addictologie”), which provide longitudinal multidisci-
plinary addiction care, including methadone prescribing and dispensa-
tion ("Décret no 2005-1606 du 19 décembre 2005,"). CSAPA addiction 
centers are distributed across each of France’s 101 Departments, and are 
part of broad public health–oriented efforts to reduce harms of drug use 
and prevent infections such as HIV and hepatitis C. Any person in France 
can utilize CSAPA services, which are publicly funded, anonymous, and 
free. While most centers exist in physical buildings, some exist in 
nontraditional settings such as methadone buses, jails, or harm reduc-
tion centers. Beyond CSAPAs, hospitals, primary care clinicians, and 
community pharmacies play an important role in France’s methadone 
care continuum. The French ministry of health provides funding to all 
French hospitals to implement interprofessional hospital-based addic-
tion liaison and care teams. Teams include at least one physician or 
nurse, and often include psychologists, social workers, and other 
healthcare professionals (ELSA, 2000). 

Patients can initiate methadone in CSAPA addiction centers and 
hospitals (ANSM, 2024). Once stable, CSAPA/hospital clinicians can 
handoff prescribing to any primary care clinician, who requires no 
additional training. Unlike the US, where methadone stability is deter-
mined by strict criteria, French prescribers use clinical judgment to 
determine stability (Bertin). Hence, they can incorporate individualized 
considerations to optimize patient outcomes. For example, if a rural 
patient cannot travel routinely to a CSAPA addiction center, they might 
transfer prescribing sooner to primary care. Methadone can be pre-
scribed and/or dispensed at any CSAPA or community pharmacy. 
Pharmacies are distributed across urban and rural France, with most 
areas having at least 1 pharmacy per 2000 inhabitants (TerraVisu, 
2024). In practice, about 60 % of French people receive methadone in 
primary care (and fill prescriptions in pharmacies) and 40 % get 
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Table 1 
Summary of key comparisons between France and the US.  
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methadone from CSAPAs addiction centers. Of those receiving metha-
done care in CSAPAs, about half receive methadone dispensed from the 
CSAPA and half fill a prescription in a pharmacy (OFDT, March 2023). 

In the US, ambulatory patients must receive methadone at federally 
licensed Opioid Treatment Programs (OTPs). OTPs offer methadone, 
buprenorphine, and some forms of behavioral therapy. As of 2019, 80 % 
of US counties had no OTP, leaving many areas with no methadone 
access, particularly in rural areas. Opioid Treatment Programs can 
create mobile treatment units; however, such units remain nearly 
nonexistent due to high costs and strict regulations. Vehicles cost 
$250,000 or more, have high maintenance costs, must return to the 
home Opioid Treatment Program nightly per DEA rules, even if that is 
hundreds of miles away (Gibbons et al., 2022). Ambulatory methadone 
access outside of Opioid Treatment Programs is extremely rare and 
difficult to implement (Skogrand et al., 2024; Taylor et al., 2022). And 
though hospital-based services which can initiate methadone are 
expanding, they remain rare across the US (Englander et al., 2022). 

In the US, there are no federal restrictions on the use of methadone 
for opioid withdrawal management among patients hospitalized with a 
medical or surgical condition other than addiction. However, to 
continue methadone after discharge patients must enroll in an Opioid 
Treatment Program and most hospitals do not provide methadone 
(Calcaterra et al., 2024; Priest et al., 2020). Methadone is unavailable in 
the most US jails, outpatient, and residential addiction treatment set-
tings (Beetham et al., 2020). 

Medication formulations, storage requirements, and the role of the 
community pharmacy 

In France, patients may take-home methadone dispensed from the 
CSAPA addiction center, fill a methadone prescription at any pharmacy, 
or take methadone under direct supervision at a hospital or CSAPA. 
Patients fill methadone in pharmacies as they would for any medication, 
and there is no dedicated counter or requirement for supervised dosing 
as in Australia, United Kingdom, and Canada (Pew, 2023; Priest et al., 
2019). Like other opioids, methadone is prescribed using “secured pre-
scriptions” which are specially designed to prevent falsification or 
alteration. Prescriptions can include up to 14 days of syrup (i.e. liquid) 
methadone and 28 days of methadone capsules at a time. Refills are not 
permitted (Code de la santé publique, 04 février 2022). There are a 
range of syrup and capsule amounts (table). Generally, patients take 
syrup for 1 year before transitioning to capsules, which patients often 
prefer and which promotes broad methadone adoption (Boucherie et al., 
2015). Rules specify that French CSAPA addiction centers and phar-
macies must store methadone in lockable cabinets or rooms equipped 
with a reinforced alert or security system, just as with other opioids. 
And, as with other opioids, CSAPAs and pharmacies must maintain 
medication logs including date, quantity, and dispensing amounts. Logs 
are subject to inspection by national supervising authorities. 

US pharmacies cannot dispense methadone for opioid use disorder 
(though notably, they can dispense methadone – the same compound - 
for pain). In the US, methadone is available primarily in liquid form with 
limited tablet/capsule formulations, and US pharmaceutical manufac-
turers, wholesalers and distributors have signaled reluctance to expand 
formulations. Opioid Treatment Program methadone storage and secu-
rity requirements are extensive (e.g. vaults weighing 750 pounds, alarm 
systems) (table). 

Visit frequency 

In France, there are no regulatory limits on methadone in-person 
visit frequency or allowable take-home doses beyond a rule limiting 

methadone prescriptions to 14 days for syrup and 28 days for pills 
(table) (Code de la santé publique, 04 février 2022). Typically, during 
initiation, patients present daily (Monday through Friday) for the first 
two weeks wherein CSAPA clinicians adjust medication doses and assess 
for ongoing cravings, withdrawal, or over-sedation (Bertin, Version du 
10 mars 2022). Typically, thereafter, patients visit the CSAPA addiction 
center less frequently. Once patients are stable, clinicians usually pre-
scribe up to 14-28 days of methadone at a time (Fig. 1). 

In the US, federal regulations determine minimum Opioid Treatment 
Program visit frequency. Historically, new patients were required to 
present in-person 6 days/ week for the first 90 days, after which they 
were eligible to reduce visits to 5 days/week for the next 90 days, and 
accordingly thereafter (SAMHSA, 2015). During the COVID-19 
pandemic, US federal regulations were loosened to permit greater use 
of take-home methadone doses (Levander et al., 2022). These flexibil-
ities were associated with increased patient-satisfaction and no worse 
outcomes related to overdose deaths, urine drug positivity, medication 
diversion, or treatment retention (Amram et al., 2021; Figgatt et al., 
2021; Jones et al., 2022; Williams et al., 2023). Despite this, many OTPs 
did not continue offering allowable flexibilities (Figgatt et al., 2021; 
Levander et al., 2022). Effective April 2024, the US Substance Abuse and 
Mental Health Services Association, SAMHSA, updated its guidance to 
extend far greater flexibilities (SAMHSA, 2024) (Fig. 1), however if and 
how this guidance will be adopted at state and Opioid Treatment 
Program-levels remains uncertain. 

Methadone Dosing 

In France there are no regulatory limits on methadone dose amounts. 
Clinicians can tailor doses to individual patient needs, including 
dividing doses multiple times per day such as in cases of pregnancy or 
acute pain. 

US federal guidelines govern first day dosing (table) (Substance 
Abuse and Mental Health Services Administration, 2021). Thereafter, 
there are no rules governing dosing, however many Opioid Treatment 
Programs rely on protocols that were developed before fentanyl domi-
nated the drug supply (Buresh et al., 2022), which in many cases takes 
months to reach therapeutic doses. Divided doses are frequently not 
permitted, even in pregnancy and other clinically necessary scenarios. 

Other conditions of treatment 

In France, a physician must complete a history and physical and 
obtain a urine drug test before initiating methadone. There are no re-
quirements for periodic urine drug tests and no mandatory counseling 
(table). Care at CSAPA addiction centers is anonymous and free, and 
methadone care in pharmacies, primary care, and hospital is paid for by 
single payer public insurance. 

In the US, federal rules mandate that patients complete a history and 
physical within 14 days of initiating treatment, though many states 
require it on day 1. Federal rules dictate that patients must have at least 
8 random urine drug tests per year, and counseling is mandated in 23 of 
50 states (Russoniello et al., 2023). Some insurers do not cover metha-
done, and not all clinics accept all insurance types (e.g. Medicare, 
Medicaid). US patient out-of-pocket methadone expenses vary widely, 
commonly costing people without insurance as much as $550/month 
(Lopez, 2020; NIDA, 2021). Additional costs (e.g. daily transportation, 
in-person dosing interfering with employment) further increase finan-
cial burden on patients (Englander et al., 2023). 

Abbreviations: SAMHSA: Substance Abuse and Mental Health Services Association; OUD: Opioid Use Disorder; DEA: Drug Enforcement Agency; CSAPA: Centre de 
Soin, d’Accompagnement et de Prévention en Addictologie [Center for Health, Accompaniment and Prevention in Addiction]; OTP: Opioid Treatment Program; UDT: 
urine drug test. 
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Harm reduction integration 

In France, methadone is part of a national harm reduction strategy 
wherein abstinence is neither a prerequisite nor a condition of care 
(Janssen et al., 2024; Nguemeni Tiako et al., 2022). Patients can access 
naloxone, syringes, and other harm reduction supplies where they 
receive methadone. CSAPA addiction centers exist adjacent to broader 
networks including harm reduction centers ("Décret no 2005-1606 du 19 
décembre 2005,"), drug-user unions, and nationally coordinated drug 
checking systems. French patients generally report high satisfaction 
with methadone, citing trust with healthcare clinicians and shared 
decision-making - versus methadone as a form of social control - as 
paramount to their experience (Jauffret-Roustide, 2004). 

In the US, treatment is siloed from harm reduction (Krawczyk et al., 
2022). The US treatment paradigm focuses overwhelmingly on absti-
nence from opioids and other drugs as both the purpose and condition of 
methadone treatment (Frank et al., 2021; Simon et al., 2022). Variable 
state laws, clinic and pharmacy policies often further restrict access to 
harm reduction supplies and practices (Davis & Carr, 2022). 

Limitations of the French methadone comparison 

Despite its success, the French model is not perfect. Common con-
cerns include long wait-times to initiate care in CSAPA addiction cen-
ters; lower access among some populations, including in rural areas or 
among immigrant populations who may benefit from culturally specific 
services (Benyamina, 2014); and the possibility of methadone misuse or 
diversion. However, while rates of diversion and misuse are difficult to 
measure, reported rates in France are low. In a study of people who 
utilize CSAPA addiction centers and harm reduction centers, 90 % of 
people report obtaining methadone and buprenorphine from medical 
prescribers (Jauffret-Roustide et al., 2013), and 95 % of people pre-
scribed methadone report taking it orally (OFDT, March 2023). Impor-
tantly, France’s constitution prohibits the collection of racial 
demographics, so racial disparities are largely unknown (Nguemeni 
Tiako et al., 2022). Further, while all primary care clinicians in France 
may continue prescribing methadone, many feel under-prepared or hold 
stigmatizing attitudes towards patients with opioid use disorder, 
(Gimenez et al., 2024) and some patients report being refused metha-
done by primary care or in pharmacies. Finally, France has not yet been 
tested by the challenges of fentanyl and other high potency synthetic 

opioids which dominate the US unregulated drug supply, which would 
test methadone and other harm reduction systems. While considerable, 
these differences underscore the need to understand models like France 
that have achieved broad methadone access. 

Discussion 

France has integrated and adopted methadone across the healthcare 
continuum, including specialty addictions care, hospitals, primary care, 
and pharmacies. Unlike US policies which prioritize abstinence, Fran-
ce’s policies and systems promote engagement in care. The French 
model serves as a population-health strategy with widespread metha-
done access and few if any negative consequences. Compared with the 
US, methadone in France imposes fewer regulatory controls, yet expe-
riences fewer methadone and opioid-related deaths. Between 2011 and 
2021, methadone prescriptions in France increased from 32 % to 44 % of 
the total prescribed medications for opioid use disorder (OFDT, March 
2023), with a reduction in methadone-related deaths during this same 
time (Revol et al., 2023). There have been numerous calls to transform 
US methadone systems to be more accessible, equitable, coordinated, 
and patient centered. France’s provides a potential roadmap with key 
implications for US policymakers. 

First, pharmacy-based methadone is a critical component of France’s 
approach and may be the only practical way for the US to expand 
beyond the very limited Opioid Treatment Program footprint. Only 20 % 
of US counties have an OTP, with hours-long drive times in many parts 
of the US (Krawczyk et al., 2023). By contrast, 89 % of the US population 
lives within 5 miles of a pharmacy, and pharmacies are set up to store 
and dispense controlled medications (Berenbrok et al., 2022). The 
Modernizing Opioid Treatment Access Act (M-OTAA), currently being 
considered by the US Congress, would take the critical step to allow 
pharmacies to dispense methadone. However, the degree of 
policy-controls and requirements of pharmacies remain uncertain. The 
US Drug Enforcement Agency (DEA) requirement that Opioid Treatment 
Programs store methadone in a 750-pound or bolted vault contrasts with 
France’s requirement for safe, secure methadone storage - like all other 
opioids - and underscores the need for practical approaches to 
pharmacy-based methadone. Further, the US experience with bupre-
norphine offers a cautionary tale: over 40 % of US retail pharmacies do 
not stock buprenorphine (Weiner et al., 2023) due to multiple factors, 
including federal policies which increase liability and restrict access 

Fig. 1. Comparison of methadone visit frequency in France and US in first 90 days of treatment. 
*In France, clinicians rely on best practice, clinical judgement, and shared decision-making to determine visit frequency. 
**In US, federal laws dictate minimum visit frequency, shown here. State laws, individual OTP policies, and individual clinicians impose more stringent limits and 
may not adopt afforded flexibilities. The Substance Abuse and Mental Health Services Association (SAMHSA) changes went into effect April 2, 2024, though most 
OTPs have not adopted flexibilities. 

H. Englander et al.                                                                                                                                                                                                                              



International Journal of Drug Policy 129 (2024) 104487

6

across medication distributors, pharmacies, and pharmacists (Qato 
et al., 2022). US pharmacy-based methadone adoption will likely 
require incentives, and at minimum cannot introduce disincentives to 
stocking and dispensing methadone. France shows that this is feasible 
and safe. 

By contrast, France’s pharmacy-based methadone model is not 
burdensome to patients, clinicians, or pharmacists, and does not impose 
administrative or financial disincentives on pharmacies or pharmacists 
offering care. Patients fill methadone at any community pharmacy, and 
there are no requirements for supervised doses or drug testing. If 
adopted, similar policies in the US would reduce the treatment burden 
on patients, for example, by reducing travel hardships and work con-
flicts. Such changes would be a critical step to humanizing care and 
improving treatment retention (Englander et al., 2023; Frank et al., 
2021). 

France’s model of methadone initiation by specialists and hospital 
clinicians with handoff to primary care warrants consideration in the 
US. US addiction physicians alone are unlikely to be able to meet the 
widespread need for methadone care (Joudrey et al., 2023). In 2022, 
methadone was available in only 49 % of census tracts, which are 
geographic entities within counties. A recent study found that expanding 
prescribing to include addiction specialists and primary care would in-
crease this to 63 % and 86 % of US census tracts respectively, with the 
most gains in rural and suburban areas (Joudrey et al., 2023). France’s 
approach of specialists or in hospital clinicians initiating methadone - 
with handoff to primary care after stabilization - offers a practical 
approach to how the US might achieve widespread methadone access. 
Further, implementing widespread community methadone systems with 
less regulatory controls has potential to increase hospital-based metha-
done access. Currently, hospital clinicians often avoid starting metha-
done because they have nowhere to refer patients after discharge or 
because post-hospital care coordination is overly complicated (Calca-
terra et al., 2024). If patients could fill a discharge prescription and 
follow up in primary care this would be a radical improvement on 
current access challenges. France’s success with primary care and 
pharmacy-based methadone is consistent with experiences in other 
countries that have demonstrated that integrating methadone as part of 
routine clinical practice leads to improvements in patient satisfaction, 
treatment retention, and mortality (Facher, 2024; Gauthier et al., 2018; 
Jin et al., 2020; McCarty et al., 2021; Mullen et al., 2012; Nolan et al., 
2015). 

The US is at a critical juncture: current policies are failing to curb 
opioid-related deaths and highly effective treatments remain inacces-
sible, despite years of a national public health state of emergency. It is 
time to change 50 years of an intractable status quo policy on US 
methadone. France offers critical lessons for how to expand methadone 
access and address the unrelenting US crisis of opioid-overdoses and 
drug-related harms. 
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