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Örebro, Sweden

P. A. Maia
Department of Intensive Care,
Centro Hospitalar, Hospital S. Antonio,
Porto, Portugal

A. Beishuizen
Medical Center, VU University,
Amsterdam, The Netherlands

S. Cohen
Intensive Care Unit, University College
Hospital, London, UK

D. Nalos
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Abstract Purpose: This study
explored differences in end-of-life
(EOL) decisions and respect for
patient autonomy of religious mem-
bers versus those only affiliated to
that particular religion (affiliated is a
member without strong religious
feelings). Methods: In 2005 struc-
tured questionnaires regarding EOL
decisions were distributed in six
European countries to ICUs in 142
hospital ICUs. This sub-study of the
original data analyzed answers from
Protestants, Catholics and Jews.
Results: A total of 304 physicians,
386 nurses, 248 patients and 330
family members were included in the
study. Professionals wanted less
treatment (ICU admission, CPR,
ventilator treatment) than patients and
family members. Religious

respondents wanted more treatment
and were more in favor of life pro-
longation, and they were less likely to
want active euthanasia than those
affiliated. Southern nurses and doc-
tors favored euthanasia more than
their Northern colleagues. Three
quarters of doctors and nurses would
respect a competent patient’s refusal
of a potentially life-saving treatment.
No differences were found between
religious and affiliated professionals
regarding patient’s autonomy. Inter-
religious differences were detected,
with Protestants most likely to follow
competent patients’ wishes and the
Jewish respondents least likely to do
so, and Jewish professionals more
frequently accepting patients’ wishes
for futile treatment. However, these
findings on autonomy were due to
regional differences, not religious
ones. Conclusions: Health-care
professionals, families and patients
who are religious will frequently want
more extensive treatment than affili-
ated individuals. Views on active
euthanasia are influenced by both
religion and region, whereas views on
patient autonomy are apparently more
influenced by region.
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Introduction

Religion plays an important role in health, sickness and
death, and may influence end-of-life (EOL) discussions
and limitations. Interest and research on decisions con-
cerning patients who die in intensive care units (ICUs)
have increased substantially in many countries during the
last decade [1–4].

The Ethicatt study was initiated to elucidate and
understand the attitudes of the four major participating
groups (doctors, nurses, patients and families) in EOL
decisions, and help improve end-of-life care and com-
munication with patients and families [5]. This is an
Ethicatt sub-study using the original data that evaluate a
new religious aspect: not the role of religion per se, but
the importance of being religious versus just affiliated to
(being a member of) a religion, particularly when it comes
to end-of-life decisions in the ICU. This study addresses
two questions:

1. Are there significant differences in EOL decisions
between those doctors, nurses, patients and families who
consider themselves actively religious and those who
just officially identify themselves as affiliated (belong-
ing) to a specific religion?
2. Does being religious or just ‘affiliated’ with a religion
have an impact on professionals’ respect for patients’
autonomy regarding EOL preferences?

Methods

Questionnaires were distributed in Sweden, The Nether-
lands and the UK (Northern Region), and the Czech
Republic, Israel and Portugal (Southern Region) to phy-
sicians, nurses, ICU survivors and families of surviving
and non-surviving ICU patients in 142 hospitals approxi-
mately 3 months after hospital discharge. Seventy-nine
percent of the patient/family responses were filled out with
health-care professionals present to answer questions [5].

Eligible patients and families were consecutive
patients hospitalized in the ICU for more than 3 days and
close family members (e.g., spouse, child, parent) who
were present in the ICU during most of the patient’s
hospitalization and who could understand and complete
the questionnaire. Eligible patients and families who did
not return the questionnaire were contacted. Reasons for
not responding included the following: responders were
too ill, the questionnaire was too upsetting, refused to
participate and incorrect contact information.

Participants were asked which religion they belonged to
and if they considered themselves religious/very religious
(both answers grouped together to define ‘‘religious’’) or
non-religious (defined as ‘‘affiliated’’). Respondents with

unknown religion, atheists and those whose religion was
known but with no indication of being religious or just
affiliated were excluded.

Autonomy answers were dichotomized to yes/no
responses for the questionnaire responses of ‘‘always,’’
‘‘often,’’ ‘‘sometimes,’’ ‘‘seldom’’ and ‘‘never.’’ The first
three possibilities were considered ‘‘yes’’ responses, and
the last three as ‘‘no.’’

More detailed methodological information has been
published previously [5]. Ethics Committee approval
included informed consent from respondents or a waiver
of informed consent.

Statistical methods

In the first phase the statistical analyses concentrated on
the dichotomized responses to four questions: ‘‘In the
event of a terminal illness and in the event of being
permanently unconscious how much treatment do you
want?’’, and three questions on life prolongation. For all
the above-mentioned questions the groups of religious
and affiliated were compared within each of the four types
of respondents.

Additional dichotomized responses analyzed patient
autonomy, relevant only for health professionals.
Responses were dichotomized, and the three religions
were compared for each of the two types of respondents.

All the statistical tests applied were Fisher’s exact test
for 2 9 2 tables and chi-square for all other tables. Six
multivariate logistic regression models were constructed,
three for physicians and three for nurses, and the three
outcome variables were: ‘‘In the event of terminal illness
do you want ICU admission?’’ ‘‘In the event of terminal
illness do you want active euthanasia if in pain?’’ ‘‘A
competent patient does not want treatment that you
believe will save him. Would you do what you think is
best against that patient’s wishes?’’ The covariates in the
models were religion, religiosity, region and age. Prior to
building the models two interactions were examined—
between religion and religiosity and religion and region.
Both interactions were found not to be significant and
were not included in the final models.

Results

Questionnaires were forwarded to 4,389 individuals and
completed by 1,899 (43 % response rate). This substudy
further excluded 631 respondents, leaving four groups
with 304 physicians, 386 nurses, 330 family members and
248 patients (29 % final response rate) (Fig. 1).

Figure 2 shows that in all four groups of respondents
(doctors, nurses, families and patients) the Catholics had
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the highest percentage of religious respondents. There
were 74 % religious Catholics, 50 % religious Protestants
and 33 % religious Jews. Sixty percent of families and
patients responded that they were religious versus only
50 % of the staff.

Respondents were asked if in the event of a terminal
illness they would want ICU admission, CPR, ventilator
treatment and active euthanasia if in pain (Table 1).
Fewer professionals (22 %) than patients and families
(55 %) wanted treatment, p \ 0.001, and in all four

groups religious respondents preferred treatment than
affiliated respondents, but differences were significant
only among nurses and family members (largest differ-
ence 23 % between religious and affiliated family
members who wanted CPR, p \ 0.001). Fewer profes-
sionals (34 %) than patients and families (48 %) preferred
active euthanasia for pain, p = 0.03, and less religious
respondents chose this option. Significant differences
were found between responses from doctors and patients.

Table 2 shows the answers if the respondent was
permanently unconscious. The respondents in every group
wanted less treatment than if they were terminally ill. The
professionals again wanted less treatment than patients
and families, with religious respondents wanting more
treatments than affiliated respondents. Fewer profession-
als (42 %) than patients and families (48 %) again
preferred active euthanasia for pain (p = 0.04).

The multiple logistic regression analysis in Table 3
shows the same pattern as Table 1 that more religious
doctors and nurses want admission to the ICU than those
affiliated, but the differences were not significant. Table 3
also shows non-significant differences among the three
religions and between the Northern and Southern regions
concerning ICU admission. Older doctors did not want
ICU admission compared to their younger colleagues.

Table 4 confirms data from Table 1 that affiliated doc-
tors preferred active euthanasia more than their religious
colleagues, but there were no significant differences between
religious and affiliated nurses or the three religions. Profes-
sionals from the Southern region were significantly more in
favor of active euthanasia than their Northern counterparts.
The professionals’ age was unimportant in the choice for
euthanasia.

Professionals were less inclined than patients and
families to have their life prolonged as much as possible
by all available treatments in any condition (Table 5), but
again religious physicians, patients and families wanted
more treatments than affiliated respondents.

No significant differences between religious and
affiliated respondents were found for autonomy. Although
75 % of doctors and nurses would respect the competent
patient’s desire to refuse treatment, 43 % of doctors
versus 53 % of nurses (p \ 0.05) would act against a
patient’s wish if they believed that the patient would
benefit. Most professionals (81 %) would try and con-
vince a competent patient not to demand futile therapy.

More Protestant (84 %) than Catholic (73 %) or Jewish
(67 %) professionals would follow a competent patient’s
wish to refuse a treatment that might be lifesaving, p \ 0.001
(Table 6). Fewer Protestant (35 %) than Catholic (53 %) or
Jewish (66 %) professionals would act against a patient’s
wish even if it might be lifesaving, p \ 0.001. On the other
hand, 88 % of Protestants versus 84 % of Catholics and only
62 % of Jews would try and convince a competent patient not
to receive therapy that the professionals considered futile,
p \ 0.001.

4.389 questionnaires forwarded

1.899 questionnaires returned (43%)

Questionnaire not returned or
did not want to participate n = 2.490

Muslims n = 17, 
other small groups n = 38

1.268 respondents included (29%)

Religion unknown n = 428

Atheists n = 111

Degree of religiosity not stated n = 37

Fig. 1 Flowchart showing how respondents were included in the
study
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Multiple logistic regression analysis of the question
‘‘would you do what you think is best against the patient’s
will, if you believe that would save him/her?’’ shows that
more Southern than Northern professionals would act
against a competent patient’s will, whereas there were no
significant differences between religious and affiliated
respondents or the three religions (Table 7).

Discussion

This study’s principal finding is that a person’s religion is
important, but equally important is whether an individual
considers himself religious or just affiliated. This dis-
tinction influences how physicians, nurses, patients and
families choose among treatment options.

Religious nurses and families almost consistently
wanted more extensive treatments than those affiliated in

the same religion if they were terminally ill or perma-
nently unconscious. More religious doctors, families and
patients wanted to prolong their lives as long as possible
compared to affiliated respondents.

Multiple logistic regression analyses did not show any
significance of the outcome ‘‘In the event of terminal
illness do you want ICU admission?’’ for religious doctors
and nurses—but such a difference was also not found in
Table 1. There was no regional difference between the
Northern and Southern respondents concerning this
question. Only age had a significant influence among
doctors, with older doctors wanting less ICU admissions.

The importance of religiosity versus mere affiliation
was also evident in the question of active euthanasia.
Fewer religious doctors, families and patients wanted
active euthanasia if terminally ill or permanently uncon-
scious compared to those affiliated, and this was
confirmed by the multiple logistic regression analysis for
doctors.

Table 1 Respondent’s answers in the event of a terminal illness

ICU admission
numbers (%)

p value CPR
numbers (%)

p value Ventilator
numbers (%)

p value Active euthanasia
numbers (%)

p value

Doctors
Religious 33 (25) 10 (7) 12 (9) 24 (18) \0.05
Affiliated 39 (23) 9 (5) 12 (7) 63 (38) \0.05

Nurses
Religious 52 (25) 30 (15) \0.05 35 (17) \0.05 78 (37)
Affiliated 31 (18) 12 (7) \0.05 11 (6) \0.05 73 (42)

Families
Religious 124 (61) \0.001 108 (53) \0.001 95 (47) \0.001 101 (50)
Affiliated 49 (41) \0.001 36 (30) \0.001 32 (27) \0.001 74 (60)

Patients
Religious 88 (62) 76 (54) 70 (50) 44 (31) \0.001
Affiliated 56 (56) 52 (51) 45 (45) 60 (59) \0.001

Comparisons of religious versus affiliated for each type of respondent
Empty boxes indicates p value [0.05

Table 2 Respondent’s answers in the event of permanent unconsciousness

ICU admission
numbers (%)

p value CPR
numbers (%)

p value Ventilator
numbers (%)

p value Active euthanasia
numbers (%)

p value

Doctors
Religious 11 (8) 3 (2) 7 (5) 32 (25) \0.05
Affiliated 12 (7) 4 (2) 4 (2) 70 (42) \0.05

Nurses
Religious 32 (16) \0.05 23 (11) \0.05 24 (12) \0.05 92 (44)
Affiliated 13 (8) \0.05 6 (4) \0.05 7 (4) \0.05 90 (53)

Families
Religious 97 (48) \0.001 79 (40) \0.001 81 (40) \0.001 83 (41) \0.001
Affiliated 30 (25) \0.001 22 (18) \0.001 24 (20) \0.001 85 (69) \0.001

Patients
Religious 65 (46) 53 (38) 52 (37) 52 (37) \0.001
Affiliated 38 (39) 34 (35) 30 (30) 39 (59) \0.001

Comparisons of religious versus affiliated for each type of respondent
Empty boxes indicates p value [0.05
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There was no difference between the three religions
regarding euthanasia, but surprisingly a greater preference
for euthanasia in the Southern compared to the Northern
region. We are puzzled by this finding since Southerners
are typically more conservative, did not usually withdraw
treatments and performed CPR more frequently than their
Northern colleagues in the Ethicus study [2]. One possible

explanation is that Ethicus was a study of what actually
occurred, whereas Ethicatt was a study of opinions and
preferences.

A striking difference was found between Christians
and Jews characterizing themselves as religious or affili-
ated. Jewish respondents consistently had the smallest
proportion of religious responders. This is in line with a
survey among American Jews where 48 % strongly
agreed that God exists, but only 9 % characterized
themselves as religious [6]. This may reflect the percep-
tion of more stringent demands of the Jewish religion, in
that more responders considered themselves affiliated
and not religious unless they practiced most of the
commandments.

An apparent contradictory attitude towards patient
autonomy was found as professionals responded that they
would respect the wish of a competent patient but also act
against a patient’s will. This may relate to the way
autonomy answers were dichotomized to yes/no responses
(see methods) where respondents who answered ‘‘some-
times’’ to both questions, would result in an apparent
‘‘yes’’ response for both questions, which was not nec-
essarily a contradictory response. Eighty percent of
respondents stated that they would try to convince a
patient against treatment if they thought that treatment
was futile.

In all three autonomy questions there was no differ-
ence between religious and affiliated respondents, but
there was a significant difference among the three reli-
gions with Protestant professionals more frequently
following patient wishes. Jewish respondents were least
likely to follow a patient’s wish and most likely to go
against a wish, but also most likely not to try and con-
vince a patient against futile treatment. The results on
autonomy, however, were almost certainly not due to
religion alone but to the strong correlation between reli-
gion and region. The percentage of Protestant respondents

Table 3 Multiple logistic regression of the outcome ‘‘In the event
of terminal illness do you want ICU admission?’’ evaluating reli-
giosity, religion, region and age

N OR 95 % CI p

Religiosity
Non-religious doctors 166 1
Religious doctors 129 1.06 0.6–1.9 0.84
Non-religious nurses 168 1
Religious nurses 205 1.46 0.8–2.6 0.18

Religion
Catholic doctors 100 1
Protestant doctors 123 2.02 0.8–4.9 0.12
Jewish doctors 72 1.44 0.6–3.3 0.39
Catholic nurses 164 1
Protestant nurses 141 0.72 0.4–1.4 0.34
Jewish nurses 68 1.03 0.4–2.5 0.94

Region
Northern doctors 165 1
Southern doctors 130 1.49 0.6–3.9 0.41
Northern nurses 208 1
Southern nurses 165 0.89 0.4–1.8 0.75

Age (years)
Doctors, median age 41 295 0.95 0.92–0.98 0.003
Nurses, median age 35 373 0.99 0.97–1.03 0.82

CI confidence interval

Table 4 Multiple logistic regression analysis of the outcome ‘‘In
the event of terminal illness do you want active euthanasia if in
pain?’’ evaluating religiosity, religion, region and age

N OR 95 % CI p

Religiosity
Affiliated doctors 166 1
Religious doctors 129 0.36 0.2–0.7 0.001
Affiliated nurses 168 1
Religious nurses 208 0.66 0.4–1.1 0.66

Religion
Catholic doctors 100 1
Protestant doctors 122 0.89 0.4–2.3 0.81
Jewish doctors 72 0.85 0.4–1.8 0.67
Catholic nurses 167 1
Protestant nurses 141 0.55 0.3–1.0 0.55
Jewish nurses 68 0.55 0.3–1.2 0.55

Region
Northern doctors 164 1
Southern doctors 131 3.63 1.4–9.3 0.01
Northern nurses 210 1
Southern nurses 166 2.58 1.4–4.9 0.003

Age (years)
Doctors, median age 41 295 1.01 0.98–1.0 0.61
Nurses, median age 35 376 1.02 0.99–1.1 0.08

CI confidence interval

Table 5 Respondents’ answers for life prolongation

‘‘Yes’’
numbers
(%)

‘‘Uncertain’’
numbers
(%)

‘‘No’’
numbers
(%)

p value

Doctors
Religious 10 (8) 28 (21) 94 (71) 0.04
Affiliated 10 (6) 19 (11) 140 (83) 0.04

Nurses
Religious 21 (10) 47 (22) 143 (68) 0.20
Affiliated 11 (6) 31 (18) 131 (76) 0.20

Families
Religious 75 (37) 59 (30) 69 (34) \0.001
Affiliated 22 (18) 37 (30) 64 (52) \0.001

Patients
Religious 64 (45) 30 (21) 48 (34) 0.04
Affiliated 30 (30) 26 (26) 46 (44) 0.04

Comparisons of religious versus affiliated for each type of
respondent
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in the Northern region was 70 versus 2 % in the South and
for Jewish respondents 1 % in the North versus 46 % in
the South. In one Ethicus substudy of EOL decisions in
European ICU’s, patient requests were more frequently
honored in Northern Europe than in the South [7].
Another Ethicus substudy found Protestants in the North
more likely to discuss EOL decisions with families than
Jewish physicians from the South [8], but this last finding
was not tested with multivariate analysis of religion ver-
sus region. By using such a test here it was shown that
respecting a patient’s wish apparently is not so much
influenced by the professionals’ religious faith, but is
more a matter of culture and region since we found no
difference between religious and affiliated professionals
and no differences among the three religions, but a highly
significant regional difference.

The strength of this study is that results came from a
large European sample of health-care professionals,
patients and families, providing a picture of the impor-
tance of religion on EOL decisions and on active

euthanasia. The main finding was that there are indeed
differences between religious individuals and people
merely affiliated to a religion. The fact that this study
confirmed other prior findings related to EOL decisions,
active euthanasia and religion indicate that these findings
are real.

This study found that religious individuals prefer more
treatment. A US prospective multicenter cohort study
of 345 patients with advanced cancer revealed that
patients coping with their illness through religion (prayer,
meditation or religious study at least daily) received sig-
nificantly more treatment near death [9]. Likewise, an
Israeli study among Jewish physicians [10] and a recent
Korean study [11] (among cancer patients, family care-
givers and oncologists) found that religious respondents
versus non-religious respondents were less likely to
withhold life-sustaining measures in terminally ill
patients. The Korean study also found that older respon-
dents were in favor of withdrawing futile therapy—in
accordance with the older respondents in this study who
were less in favor of ICU admittance when terminally ill.

It can be argued that the self-definition of religiosity
is problematic as this is likely to vary from one religious
group to another and from one person to another.
However, whether a person considers himself/herself
religious does mean something, and the results of this
study show that this self-perception does have implica-
tions. Therefore, this is not a weakness but actually a
strength—for the first time mere affiliation to a religion
has been shown to have implications on end-of-life
decisions.

Affiliated respondents were more likely to favor active
euthanasia than their religious counterparts. Similar
findings have been reported among Jewish physicians
[10] and in a recent survey among UK doctors where non-
religious doctors were more likely to make decisions that
might shorten life [12]. Religious respondents undoubt-
edly abstain from euthanasia because it is religiously
prohibited [13]. Interestingly, a large minority of the
religious doctors and more than one-third of the religious
nurses still favored euthanasia if terminally ill despite the
religious prohibition and despite being illegal in all the
countries in this study except The Netherlands. It is not
surprising that nurses are more in favor of euthanasia than
doctors [14].

Table 6 Professional respondent’s answers for autonomy

Catholics Protestants Jews p value

Competent patient does not want life-saving treatment that you believe will save him
Would you follow the patient’s wish to refuse treatment? 194 (73 %) 223 (84 %) 94 (67 %) \0.001
Would you do what you think best against the patient’s wish? 137 (53 %) 90 (35 %) 93 (66 %) \0.001

Competent patient wants life-saving treatment that you believe will not help
Would you communicate with the patient and convince him not to receive the treatment? 224 (84 %) 225 (88 %) 85 (62 %) \0.001

Number and percentage of those who answered ‘‘always,’’ ‘‘often’’ and ‘‘sometimes’’

Table 7 Multiple logistic regression analysis of the outcome
‘‘Competent patient does not want life-saving treatment that you
believe will save him Would you do what you think is best against
that patient’s will?’’ evaluating religiosity, religion, region and age

N OR 95 % CI p

Religiosity
Affiliated doctors 154 1
Religious doctors 121 1.13 0.7–2.0 0.66
Afiliated nurses 159 1
Religious nurses 198 0.84 0.5–1.4 0.84

Religion
Catholic doctors 91 1
Protestant doctors 118 1.14 0.5–2.7 0.77
Jewish doctors 66 1.52 0.7–3.3 0.28
Catholic nurses 158 1
Protestant nurses 133 0.87 0.5–1.6 0.87
Jewish nurses 66 0.74 0.4–1.6 0.44

Region
Northern doctors 157 1
Southern doctors 118 6.41 2.7–15.4 \0.001
Northern nurses 194 1
Southern nurses 163 2.61 1.4–4.9 0.003

Age (years)
Doctors, median age 41 275 0.99 0.9–1.0 0.40
Nurses, median age 35 357 1.02 0.99–1.1 0.12

CI confidence interval
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The hypothesis that the degree of religiosity would
influence the respondents’ view on autonomy was not
confirmed. This contrasts to a US mailed survey to pri-
mary care physicians where religion was shown to have
an impact [15]. Two-thirds of the respondents with low
religious motivation gave patient wishes ‘‘the highest
possible weight,’’ whereas only 47 % of the doctors with
high intrinsic religious motivation would do the same
[15]. Interestingly, the present study found that nurses
would more frequently act against a patient’s wish than
doctors, and as mentioned above, more religious nurses
than religious doctors were in favor of active euthanasia.
Such differences may cause conflicts between nurses and
physicians at the time of EOL decisions [16, 17].

There are limitations to this study. The data are 6 years
old, and changes may have occurred since the original
study. Changes in religion and culture, however, are
usually evolutionary, slow and not dramatic [18]. The
respondents were also required to express views on
aspects of EOL other than the ones analyzed in this paper,
a factor that has a potential impact on the attention and
thought the respondents devoted to each item. Some of
the apparent contradictions in answers may have been due
to different interpretation of some of the questions
(although potential errors were minimized by prospec-
tively defining and describing all terms and offering
assistance to families and patients answering the
questionnaire).

The overall response rate of 43 % in the Ethicatt study
was not impressive. If one reaches a response rate of
75 % the bias due to non-respondents is minimized [19].
However, a 43 % response rate is equivalent to other
studies on families following the death of a patient where
response rates were 41 and 54 % [20, 21], and the further
reduction in response rate to 29 % in this substudy was
expected as we had to exclude respondents without the
variables being studied.

Little is known about attitudes among Muslims
working in Western Europe. Unfortunately, we only
received answers from 17 Muslims, too small a group for
meaningful conclusions. As the Muslim community in
most European countries is less than 5 %, the 17 returned
questionnaires of 1.3 % are not inconsistent with a ran-
dom collection of data.

Conclusions

Religious patients or families may insist on life-pro-
longing measures perhaps even against physicians’ advice
[22, 23]. This study shows that being a member of a
religion is not the only issue. Individuals (health-care
professionals, patients and their families) defining them-
selves as religious want more extensive treatment for
themselves compared to those who are merely affiliated
with a religion, and they are less in favor of active
euthanasia.

Among health-care professionals the respect for
patient autonomy is apparently more a question of region
and culture than a question of religion. Attitudes towards
euthanasia are both a question of religion and region.
Acknowledging these facts among providers of health
services may simplify treatment and minimize conflicts.
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