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The "ephemeral" intensive care units that saved the French healthcare system, a new concept to be preserved F. Verdonk 1,2 , M. Garnier 1 , F. Bonnet 1 , M. Jabaudon [START_REF] Salje | Estimating the burden of SARS-CoV-2 in France[END_REF][START_REF] Peters | Transforming ORs into ICUs[END_REF] The French healthcare system's response to this influx of critical patients revealed its flexibility, already demonstrated five years earlier during the Paris terrorist attacks 2 . This allowed for the optimal management of COVID-19 patients, with an estimated mortality of 0.7%, ranging from 0.001% to 10.1%, depending on patient age [START_REF] Salje | Estimating the burden of SARS-CoV-2 in France[END_REF] . The flexibility was attributed to two factors: 1) the ability to create "ephemeral" ICUs on premises not originally designed for critical hospitalization, as observed in other countries [START_REF] Peters | Transforming ORs into ICUs[END_REF] , allowing France to triple ICU bed availability (up to 14,000) in under three weeks; and 2) competent intensive care personnel that could be rapidly mobilized, with the first factor being fully dependent on the second.

In this context, the European specificity of a corpus of physicians who are both anesthesiologists and intensivists is a formidable asset. Firstly, thanks to their initial medical education and mixed practice, 11,000 French anesthesiologist-intensivists became almost exclusively intensivists during this period. They have medicalized the ICU beds according to the usual ratio of one specialist for every two patients in France [START_REF] Leone | French intensive care unit[END_REF] , even though the country usually has only 2,290 specialists working in ICUs. Secondly, through their pivotal role in perioperative patient management, the anesthesiologistintensivists federated non-medical personnel, such as nurse anesthetists and post-anesthesia care nurses, in the management of COVID-19 patients. Consequently, over this period, ICU admission of critically ill COVID-19 patients was not limited by healthcare capacity. Finally, as patient numbers decline, they will be particularly invested in the reorganization of the healthcare system. Until the pandemic is averted, the necessary number of care structures for COVID-19 patients must be maintained while also resuming "normal" activity, particularly surgical activity for patients whose care has been delayed.

It seems that the right response to this-and the next-pandemics lies in the flexibility and adaptability of healthcare structures and medical specialties. We should not aim to keep all ICUs open or increase the number of ICUs, whatever the economic and human cost; instead, we should promote the "ephemeral" ICU. With this strategy, anesthesiologist-intensivists can contribute to the collective interest.
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