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• Un attentat multisite multimodal

• Le plus grave en France depuis la seconde 

guerre mondiale : 130 DCD  plus de 410 blessés

• Suivi d’une vague d’attentats sans précédent 
en Europe

Le 13 Novembre 2015



Le SAMU de Paris
Les SAMU d’IDF en première ligne

19 ans après le dernier 
attentat terroriste perpétré  à 

Paris en 1996



L’attentat terroriste 

Une crise particulièrement intense

• Qu’avions nous préparé avant ?

• Qu’avons nous fait pendant ? 

• Quels sont les leçons à l’usage de tous les 
responsables 

Un parcours de l’événement,  de l’urgence à la 
résilience ….



Avant …

La menace terroriste n’est pas 
une surprise complète 



Attentats
terroristes
à Paris 

1995 -1996



Attentat  terroriste de Port Royal à Paris 1996
70 victimes (12 UA 58 UR) et plus de 400 personnels sur place  : Rapport 
1/4 ou plus …   17 hôpitaux reçoivent les victimes
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Plan Blanc hospitalier

• Une obligation réglementaire 
pour tous les établissement 
de santé 
– Réponse à un afflux de victimes 
– Ou une situation sanitaire 
exceptionnelle



L’hyper terrorisme et les attentats 
multi sites

• New York 2001

•Madrid 2004 

• Londres 2005

• Bombay 2008



Bombay 2008 : attentat multisite et multimodal                            

• 10 sites d’attaques avec fusillades, 
explosions et prises d’otages :
– gare, métro, restaurants, Police,  hôtels 

de luxe,  hôpital …

• 10 terroristes , plusieurs commandos

• 188 DCD  312 blessés 



Un double enjeu

• Adapter nos techniques de soins aux victimes de 
fusillades 
– Principes du « Damage control » 

• Mettre en œuvre une stratégie qui permette aux 
équipes médicales de « couvrir » l’ensemble des 
sites et de s’adapter à l’évolution de la crise
– Le plan attentats multi sites « camembert » du SAMU
– Articulé avec le Plan Rouge Alpha de la BSPP



« Damage Control » pré hospitalier 
Tourtier JP and Carli P , AFAR , 2013, 520 - 6

• Traitements simplifiés

– Hémorragie externe = Garrot / 
compression

– Hypotension permissive = Objectif 
conscience +

– Acide tranexamique = 1g / 20 min

– Prévention de l’hypothermie

– O2 et pas d’intubation exsuflation PNO / 
ventilation mécanique 

– Analgésie limitée

• Evacuation vers Bloc pour hémostase dans 
les 60 min



Chaine Médicale de l’Avant
modifiée pour le « Damage Control » H
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Priorité à l’hémostase chirurgicale des UA instables  

Impliqués CUMP

2 exercices de terrain en 2013 et 2014 pour 
préparer une fusillade   

Carli P et Al    JEUR 2017
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Double prise d’otages 9 janvier 2015
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• Un type d’intervention 
différent des fusillades

• Le premier multisite IDF 



Pendant …
Le jour de l’attaque
La préparation à l’épreuve des 

faits 



L’attaque terroriste multisite et 
multimodale de Paris  

Le 13 Novembre 2015



Exercice «Tireurs dans la ville » Samu Zonal  le 
matin du Vendredi 13 Novembre 2015 à 9h30

Une répétition 12h avant …
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Les sites d’attentat du 13 novembre 2015

Le Petit cambodge
Casa Nostra

Bd Voltaire Bataclan
Rue de Charonne

Stade de France

?

■ 21h20 Stade de France : 3 
Kamikazes.

■ 21h20 une première explosion 
près de la porte D du Stade de 
France

■ 21h 30 deuxième explosion près 
de la porte H

■ 21h53 troisième explosion 
restaurant Mac Donald

■ 21 h 25, une seconde équipe ouvre 
le feu sur un bar et un restaurant 
angle rues Bichat et Alibert, dans le 
10e arrondissement. 

■ À 21 h 40, une troisième équipe
composée de trois hommes arrive 
au Bataclan et tire sur les 
spectateurs.



Stade de France

• Secteur Nord du 
camembert

• SAMU 93 engagé 
• Aucune unité du 
SAMU de Paris

Une attaque potentiellement majeure 
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21h17

21h45

Stade de France
• Explosion de 3 bombes 

kamikaze

• Public 70 000 et VIP

• Dispositif de secours et de 
soins  pré positionné 

• SAMU 93 BSPP sur place



Stade de France

Echec d’une attaque potentiellement majeure 

• Les terroristes étaient en retard
• Le match n’est pas interrompu 
• Le stade n’est pas évacué
• Les bombes explosent loin de la foule



Les sites « fusillades » = secteur EST 
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• Un commando mobile
• Des cibles au hasard
• Un bilan très lourd : 

– 40 DCD 32 UA
• Une diversion … ?



■ Arrivées spontanées à ST Louis

■ Avant toute alerte ! 

■ Victimes portées par les témoins : 
UA et UR

■ Brancardage depuis le site d’ UA  

■ Adaptation et renforts 
chirurgicaux ultérieurs

Rue Bichat et hôpital Saint Louis 



■ Transports à ST Antoine non médicalisés 
mais régulés depuis le terrain adapté au 
service d’orthopédie

■ UA envoyées à la Pitié 

■ Mise en sécurité des impliqués dans la 
caserne de la BSPP

Rue de Charonne 



• Street cordoned off  by Police and 
Army

• Fire fight in the streets nearby the 
sites

• Difficult and dangerous access to 
victims (bombs ?)

• Evacuation and escape routes 
blocked and unsafe

• Terrorist commando still firing and 
moving in a car in the area ?

Les terraces : un 
environnement très 
dangereux
• Commando en mouvement
• Tirs dans les rues
• Rue barrée par la Police 

• Impossible de délimiter les zones dangereuse
• Pas le temps de formaliser des PMA :  Points de rassemblement des 

victimes PRV



Le site du Bataclan

Le point de vue médical



Fig. 1 Activité des médecins d’intervention à l’intérieur du Bataclan

Fig. 2 Zonage à la phase initiale

Ann. Fr. Med. Urgence 3Dans le Bataclan • 21h40 Les 3 kamikazes 
fusille la foule depuis la 
scène  80 tués

• 22h Le comissaire de 
garde entre et tue un 
terroriste

• 22h15 BRI RAID entre 
dans le theatre

• Assaut final à 0h18

STAGE

1rst floor

Extraction des 
blessés par les 
médecins BRI 
RAID

RAID AFMU 2016 DOI 10.1007/s13341-015-0601-4 
Entrée



Fig. 1 Activité des médecins d’intervention à l’intérieur du Bataclan

Fig. 2 Zonage à la phase initiale

Ann. Fr. Med. Urgence 3

La zone rouge du Bataclan 
Comandement « Préfet de Police »

Nid de 

victimes 

PRV

Extraction

RAID AFMU 2016 DOI 10.1007/s13341-015-0601-4 



Le Bataclan : Le pire des scénarios
• Un concert avec 1500 spectateurs
• 21h40 : 3 terroristes 
– Ouvrent le feu devant puis à l’intérieur du théâtre
– Exécutent froidement les spectateurs

• 22h00 : 
– Fusillade avec la BAC : un terroriste tué
– Intervention BRI et RAID 

• 0h18  : Assaut et neutralisation des 2 autres 
terroristes retranchés à l’étage 
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Une adaptation de la chaîne médicale classique 

Le site du Bataclan



Les PMA du Bataclan

PMA UA PMA UR 



Les PMA du Bataclan
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Sécurité sur le terrain : 
Danger y compris au PMA en zone protégée
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Mise en œuvre des moyens
Alerte : Générale et Inter région (DGS)
Mobilisation : Rappel APHP et Zonal
Coordination avec la BSPP et La 
préfecture de Police 

SAMU de Paris: La régulation des événements 
en salle de crise zonale



Hirsch M , Carli P et al., Lancet 2015

Répartition des urgences 
absolues (UA) et relatives (UR) 
dans les hôpitaux de l’APHP

Hôpitaux militaires:
Percy et Begin: 18 UA + 34 UR = 
52 blessés

17 hôpitaux APHP et SSA

354 blessés Hospitalisés

Mortalité cohorte APHP  à 1 
mois : 1,3 %

Pas de transfert secondaire en 
urgence



Hôpital Saint Louis 
• Dans une zone de fusillade 

• Arrivée des premières victimes à pieds avant toute alerte

• Retour spontanné des personnels du “quartier”

• Plan blanc auto déclenché : UA en SSPI

• Augmentation majeure du potentiel chirurgical

• Renfort chirugical spécialisé plus tard

• Très forte activité mais pas de saturation: 26 victimes, 11 UA, 15 UR

Haug C, NEJM , 5/12/2015 
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• Un des 7 Trauma Center IDF

• Activation très rapide du plan blanc : première 
arrivée spontanée

• Retriage à l’arrivée:

• Admission immédiate des UA en SSPI

• Pour chaque UA 1 équipe chirurgien 
anesthésiste 

• 10 blocs activés en simultanné : pas de 
sturation

• Total: 53 victimes, 28 UA, 25 UR

Hôpital Pitié Salpêtrière



Après …

Les leçons, les progrès 



Impact médiatique et politique 
immédiat et très intense  ! 



L’attentat terroriste le plus grave 
survenu en France



Pour les services impliqués : 
Une situation à très haut risque 

médiatique et social

Héros 

Victimes 

Incompétents 

Malhonnêtes 

Coupables !

De plus en plus déconnectée 
d’une évaluation objective de 

la réalité technique et 
professionnelle 



Les facteurs perturbants 
• L’émotion: 
– Des victimes et de leur proches 
– De tout le monde : stupeur suivi du refus de la 
réalité

• Les pseudo – experts médiatiques animateurs 
de controverses

• Les professionnels jaloux, concurrents …
– Tout ceux qui veulent être sur la photo ! 

• Les justiciers et les donneurs de leçons 
– Y compris ceux qui n’ont pas faits leur travail 
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The medical response to multisite terrorist attacks in Paris
Martin Hirsch, Pierre Carli, Rémy Nizard, Bruno Riou, Barouyr Baroudjian, Thierry Baubet, Vibol Chhor, Charlotte Chollet-Xemard, 
Nicolas Dantchev, Nadia Fleury, Jean-Paul Fontaine, Youri Yordanov, Maurice Raphael, Catherine Paugam Burtz, Antoine Lafont, on behalf of the 
health professionals of Assistance Publique-Hôpitaux de Paris (APHP)

Introduction
Friday, Nov 13, 2015. It’s 2130 h when the Assistance 
Publique-Hôpitaux de Paris (APHP) is alerted to the 
explosions that have just occurred at the Stade de France, 
a stadium in Saint-Denis just outside Paris. Within 
20 min, there are shootings at four sites and three bloody 
explosions in the capital. At 2140 h, a massacre takes 
place and hundreds of people are held hostage for 3 h in 
Bataclan concert hall (figure).

The emergency medical services (service d’aide médicale 
d’urgence, SAMU) are immediately mobilised and the 
crisis cell at the APHP is opened. The APHP crisis unit 
is able to coordinate 40 hospitals, the biggest entity in 
Europe with a total of 100 000 health professionals, a 
capacity of 22 000 beds, and 200 operating rooms. It is 
very quickly confirmed that the attacks are multiple and 
that the situation is highly scalable and progressing 
dangerously. These facts led to a first decision: the 
activation of the “White Plan” (by the APHP Director 
General) at 2234 h—mobilising all hospitals, recalling 
staff, and releasing beds to cope with a large influx of 
wounded people. The concept of the White Plan was 
developed 20 years ago, but this is the first time that the 
plan has been activated. It is a big decision, and timing is 
key: it would lose its effectiveness if taken too late. On the 
night of Friday Nov 13 to Saturday Nov 14, the activation 
of the White Plan had a critical effect. At no time during 
the emergency was there a shortage of personnel. During 
these hours, as the number of victims increased, with a 
sharp increase after the assault was launched inside 
the Bataclan, we were able to reassure the public and 
government that our abilities matched the demand. And 
when we felt that it might be necessary to deal with an 
influx of severely injured people, two further “reservoir” 
capacities were prepared: other hospitals in the area were 
put on alert, together with some university hospitals, 
more distant from Paris, but with the ability to mobilise 
ten helicopters to organise the transport of the wounded. 
These other two reservoirs have not been used, and we 
believe that despite this unprecedented number of 
wounded, the available services were far from being 
saturated. While hospitals were receiving and directing 
patients to specific institutions based on capacity and 
specialty, a psychological support centre was set up. 
35 psychiatrists, together with psychologists, nurses, and 
volunteers were gathered in a central Paris hospital, 
Hôtel Dieu. Most of them had played a similar role 
during the attacks against Charlie Hebdo. Most of the 
emergency workers and health professionals working on 
the evening of Nov 13 had already been involved in 
serious crises, were used to working together, and had 

participated, especially in recent months, in exercises or 
in updating emergency plans.

In this report, we present the prehospital and hospital 
management of this unprecedented multisite attack in 
Paris from the viewpoint of the emergency physician, the 
trauma surgeon, and the anaesthesiologist. This is a 
testimony on behalf of the health professionals involved 
in the night of Nov 13.

The emergency physician’s perspective 
Triage and prehospital care were the duty of SAMU. In 
the minutes that followed the suicide bombing at the 
Stade de France, the Paris SAMU unit regulatory crisis 
team began to send out medical workers to the emergency 
sites from all eight units of SAMU in the Paris region and 
from the Paris fire brigade (Brigade de sapeurs-pompiers 
de Paris), alongside rescue workers and police. The 
regulatory crisis team was composed of 15 individuals to 
answer the calls, and five physicians. Their mission was 
to organise triage and dispatch mobile units (composed 
of a physician, a nurse, and a driver) to the wounded and 
to the most appropriate hospitals. As part of the White 
Plan and ORSAN (organisation de la réponse du système de 
santé en situations sanitaires exceptionnelles), 45 medical 
teams from SAMU and the fire brigade were divided 
between the sites (figure) and 15 were kept in reserve, 
since we did not know how and when this nightmare 
would end. This approach avoided early saturation of 
services—often, in emergency situations, all the resources 
are focused on the first crisis site, leaving a shortage for 
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Figure: Map of Paris attacks and prehospital emergency response
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Perspective   
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“We can meet after my lecture, at a table, over 
a drink,” Carl Ogereau told me — that’s 

“the French way to fight terrorism,” he explained: 
refusing to be intimidated. So on Friday evening, 

one week after the Paris terrorist 
attack that left 130 dead and 
hundreds injured, Ogereau arrived 
on his motorbike at Café Clochette 
across the street from the Hôpi-
tal Saint Louis. Nearby, we saw 
candles and flowers outside Le 
Carillon and Le Petit Cambodge, 
the restaurants where more than 
a dozen young people had been 
killed and many more severely in-
jured the previous week. The res-
taurants are so close to the hospi-
tal that wounded people escaping 
from the massacre walked to the 
emergency department or were 
brought there by bystanders.

Ogereau, the assistant head 
of the emergency department at  
the Hôpital Saint Louis, was in 
charge on Friday, November 13. 

It started as an ordinary Friday 
night, the emergency department 
full of patients. Saint Louis is a 
specialized hospital, known for its 
hematology, oncology, urology, 
and nephrology services. It treats 
burns and does transplantations, 
skin surgery, and plastic and 
maxillofacial surgery. It has in-
ternal medicine and support ser-
vices, plus emergency depart-
ment and intensive care units. But 
it is not a trauma center. There is 
no neurosurgery or orthopedic, 
thoracic, or vascular surgery.

Some time around 9:30 p.m., 
a colleague ran into the emergen-
cy department, shouting breath-
lessly that there was shooting 
outside and she needed a stretcher. 
Ogereau tried to calm her down, 

asked her what was happening, 
and told her that if there was 
shooting and people were wound-
ed, the police and the Services 
d’Aide Médicale Urgente (SAMU), 
the medical emergency service, 
would arrive soon. But she 
wouldn’t calm down.

“The situation was odd, but 
she was so insistent that in the 
end I just gave her a stretcher,” 
Ogereau said. Neighbors or friends 
brought in the first victim. The 
second came on a stretcher. “And 
after that, stretchers, stretchers, 
stretchers, patients, patients, pa-
tients.” The first patient was a 
young man who didn’t know he’d 
been shot. “He said, ‘I felt some-
thing bizarre. I have pain. I can’t 
walk.’ He had two bullets, one in 
the back and one in the leg. The 
second patient was a grandmother 
who had been leaning over her 
grandson to protect him.”

When the third patient ar-
rived, the emergency physicians 

Report from Paris
Charlotte J. Haug, M.D., Ph.D.

The New England Journal of Medicine 
Downloaded from nejm.org on December 5, 2015. For personal use only. No other uses without permission. 

 Copyright © 2015 Massachusetts Medical Society. All rights reserved. 

Commission d’enquête parlementaire , enquête judiciaire en cours …



Adapter la réponse 
d’urgence

et
Favoriser la  résilience 
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concerns expressed by the families regarding the identi-
fication process, and lessons learned from all actors 
involved, have led to the elaboration of new Standard 
Operating Procedures with strict respect of international 
Interpol Disaster Victim Identification standards.19 Accor-
ding to these standards, priority is given to the identific-
ation process with the collection of primary identifiers 
(ie, fingerprints, DNA, and dental data) combined with 
external examination of deceased victims. This procedure 
accelerates the identification procedure by providing pri-
mary identifiers without expecting autopsies to be fin-
alised. All data are compiled in one consolidated list of 
missing persons and a unique list of victims dead and 
injured (even those with identity documents) is issued 
based on daily work of the reconciliation and 
identification commission. For the victims admitted 
to hospital, we also obtained reconciliation of the 
identification number of the prehospital triage tags with 
the hospital admission number assigned on arrival at 
the hospital.

During and after the Paris and Nice attacks, many 
individuals required psychological care, irrespective of 
whether they had been wounded physically. These 
include victims, relatives of the victims, and staff of the 
different structures (medical or not) involved in the 
attacks or care of the victims. The role of the emergency 
medico-psychological units deployed by SAMU, which is 
usually recognised as important but was clearly not 
sufficient. Psychological care required a large mobil-
isation of psych iatrists and psychologists able to cope 
with acute stress. Practitioners must meet the needs of 
care of a continuous flow of patients over several weeks 
or months. The social and political demands for these 
treatments are very high and the media particularly 
highlight that point. One third of people involved either 
as direct victims, their families, or the first responders 
are likely to develop post-traumatic stress disorder 
(PTSD). Among those who develop PTSD, one third of 
them fail to recover after 10 years, causing substantial 
impairments in everyday functioning and quality of 
life.20 Mass casualty terrorist attacks present a unique 
opportunity to conduct clinical research to test thera-
peutic options to prevent or care for people with PTSD. 
One such trial is the PARIS-MEM study, which is 

French actions

Insufficient expertise on war weapons

Expertise transfer from the Military Medical service Ongoing

Training of EMS personels and physicians Done

Basic teaching to all medical students To be implemented

Advanced teaching for anaesthesiologists, surgeons, 
and emergency physicians during their fellowships

To be implemented

Prehospital damage control4

Equipment (tourniquet and dressings) and 
prehospital administration of tranexamic acid

Done

Expertise transfer from the military medical service 
(not to apply to every type of trauma5)

Ongoing

General public teaching Pilot programme

Children as victims of ballistic trauma

Expertise transfer from adult to paediatric physicians 
for specific training (ballistic trauma, CBRNE)

Ongoing

Expertise transfer from the paediatric to the 
adult physicians (in case of excess capacity of 
paediatric hospitals)

Ongoing

Cooperation between adult and paediatric centres Ongoing

Chemical weapons

Improve our global preparedness Ongoing

Upgrade of EMS equipment Ongoing

Health-care facilities as target

Include this possibility in the mass casualties plans, 
both at the prehospital and hospital levels

Ongoing

Secure intervention of medical responders “under fire”

Cooperation between all emergency responders 
(police, rescuers, and medical responders)6

Done

Triage on scene and at the arrival of the hospital

Expertise transfer from the military medical 
service to civilian ones

Ongoing

Simulation exercises to improve the whole process Ongoing

Analyse existing database (research) Ongoing

(Table continues in next column)

French actions

(Continued from previous column)

Terrorist attacks in an area with insufficient medical resources

Early activation of distant resources 
(ie, regional, national,7 or international)

Done (regional and 
national); to be 
implemented 
(international)

Identification of the victims

New standard operating procedures for victim 
identification

Done

Reconciliation of the prehospital and hospital 
admission identification number

Done

Care of the psychological victims

Improve our ability to care for a high number of 
victims over a longer period to prevent PTSD

Ongoing

Conduct clinical trials to test therapeutic 
interventions to alleviate and suppress PTSD 
symptoms

Ongoing

International medical network on terrorist attacks

Expert meetings to share experience and 
implementation of new measures: UK, Spain, 
Belgium, Germany, Denmark, Israel , USA, and Japan

Ongoing

Unexpected terrorist innovation

To be prepared to be surprised8 Never enough 
prepared

The plans “used as a tools box” should authorise 
sufficient local or regional autonomy

Never enough 
prepared

Encourage innovation Never enough 
prepared

PTSD=post-traumatic stress disorder. EMS=Emergency Medical System. 
CBRNE=chemical, biological, radiological, nuclear, and explosives.

Table: Identified weaknesses during the recent French terrorist attacks1,3 
in Europe and proposed solutions
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concerns expressed by the families regarding the identi-
fication process, and lessons learned from all actors 
involved, have led to the elaboration of new Standard 
Operating Procedures with strict respect of international 
Interpol Disaster Victim Identification standards.19 Accor-
ding to these standards, priority is given to the identific-
ation process with the collection of primary identifiers 
(ie, fingerprints, DNA, and dental data) combined with 
external examination of deceased victims. This procedure 
accelerates the identification procedure by providing pri-
mary identifiers without expecting autopsies to be fin-
alised. All data are compiled in one consolidated list of 
missing persons and a unique list of victims dead and 
injured (even those with identity documents) is issued 
based on daily work of the reconciliation and 
identification commission. For the victims admitted 
to hospital, we also obtained reconciliation of the 
identification number of the prehospital triage tags with 
the hospital admission number assigned on arrival at 
the hospital.

During and after the Paris and Nice attacks, many 
individuals required psychological care, irrespective of 
whether they had been wounded physically. These 
include victims, relatives of the victims, and staff of the 
different structures (medical or not) involved in the 
attacks or care of the victims. The role of the emergency 
medico-psychological units deployed by SAMU, which is 
usually recognised as important but was clearly not 
sufficient. Psychological care required a large mobil-
isation of psych iatrists and psychologists able to cope 
with acute stress. Practitioners must meet the needs of 
care of a continuous flow of patients over several weeks 
or months. The social and political demands for these 
treatments are very high and the media particularly 
highlight that point. One third of people involved either 
as direct victims, their families, or the first responders 
are likely to develop post-traumatic stress disorder 
(PTSD). Among those who develop PTSD, one third of 
them fail to recover after 10 years, causing substantial 
impairments in everyday functioning and quality of 
life.20 Mass casualty terrorist attacks present a unique 
opportunity to conduct clinical research to test thera-
peutic options to prevent or care for people with PTSD. 
One such trial is the PARIS-MEM study, which is 

French actions

Insufficient expertise on war weapons

Expertise transfer from the Military Medical service Ongoing

Training of EMS personels and physicians Done

Basic teaching to all medical students To be implemented

Advanced teaching for anaesthesiologists, surgeons, 
and emergency physicians during their fellowships

To be implemented

Prehospital damage control4

Equipment (tourniquet and dressings) and 
prehospital administration of tranexamic acid

Done

Expertise transfer from the military medical service 
(not to apply to every type of trauma5)

Ongoing

General public teaching Pilot programme

Children as victims of ballistic trauma

Expertise transfer from adult to paediatric physicians 
for specific training (ballistic trauma, CBRNE)

Ongoing

Expertise transfer from the paediatric to the 
adult physicians (in case of excess capacity of 
paediatric hospitals)

Ongoing

Cooperation between adult and paediatric centres Ongoing

Chemical weapons

Improve our global preparedness Ongoing

Upgrade of EMS equipment Ongoing

Health-care facilities as target

Include this possibility in the mass casualties plans, 
both at the prehospital and hospital levels

Ongoing

Secure intervention of medical responders “under fire”

Cooperation between all emergency responders 
(police, rescuers, and medical responders)6

Done

Triage on scene and at the arrival of the hospital

Expertise transfer from the military medical 
service to civilian ones

Ongoing

Simulation exercises to improve the whole process Ongoing

Analyse existing database (research) Ongoing

(Table continues in next column)

French actions

(Continued from previous column)

Terrorist attacks in an area with insufficient medical resources

Early activation of distant resources 
(ie, regional, national,7 or international)

Done (regional and 
national); to be 
implemented 
(international)

Identification of the victims

New standard operating procedures for victim 
identification

Done

Reconciliation of the prehospital and hospital 
admission identification number

Done

Care of the psychological victims

Improve our ability to care for a high number of 
victims over a longer period to prevent PTSD

Ongoing

Conduct clinical trials to test therapeutic 
interventions to alleviate and suppress PTSD 
symptoms

Ongoing

International medical network on terrorist attacks

Expert meetings to share experience and 
implementation of new measures: UK, Spain, 
Belgium, Germany, Denmark, Israel , USA, and Japan

Ongoing

Unexpected terrorist innovation

To be prepared to be surprised8 Never enough 
prepared

The plans “used as a tools box” should authorise 
sufficient local or regional autonomy

Never enough 
prepared

Encourage innovation Never enough 
prepared

PTSD=post-traumatic stress disorder. EMS=Emergency Medical System. 
CBRNE=chemical, biological, radiological, nuclear, and explosives.

Table: Identified weaknesses during the recent French terrorist attacks1,3 
in Europe and proposed solutions

CARLI P  , PONS F, et Al  The Lancet 2017 
http://dx.doi.org/10.1016/S0140-6736(17)31590-8

The French emergency medical services after
the Paris and the Nice attacks: what have learnt?

http://dx.doi.org/10.1016/S0140-6736(17)31590-8
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victims safely from the danger area and choosing the best 
compromise between security of res cuers, immediate 
care, appropriate orientation, and fast definitive surgery. 
Close cooperation and preparation between emergency 
responder teams (ie, the police, fire brigade, SAMU, and 
hospital teams) might have contri buted to the low hospital 
mortality rate noted during the Paris attack.1

 After the Paris attack, the incident debriefing process 
among emergency medical services analysed that our 
successful management was due partly to the important 
prehospital and hospital resources available in Paris with 
a population of 10 million people. Considerable mob-
ilisation of the other regional areas in France took place 
during the night of Nov 13, 2015.12 Although not used, 
this mobilisation would have been essential had the 
attack taken place in a less populated area. Two factors 
are important in responding to a mass terrorist attack: 
first, to activate rapidly distant additional means, either 
for immediate care or delayed transfers, or because of 
the scarcity of very specialised resources (eg, burns units 

and paediatric teams); and second to identify quickly 
additional preserved resources such as local or regional 
available hospitals because of the evolving and 
unpredictable nature of terrorist attacks. A medical 
strategy is needed, coordinated by experienced health-
care professionals, not only on scene but also at the 
regional or state level.7

Emergency services must also be prepared to face 
very different scenarios, including attacks with chemical 
weapons (such as sarin, mustard gas, or chlorine, as 
recently used in the Middle East), and attacks targeted 
at iconic victims such as children or emergency care 
responders. There is no reason to think that terrorism 
will become less violent. However, the recent attacks 
suggest that simple means (such as high-velocity 
weapons and trucks) can result in a very high number of 
victims.1,3 Protecting hospitals against an attack is also a 
new challenge for health-care authorities. Health-care 
facilities are no longer sanctuaries but soft targets for 
terrorists.13 Professionals must be responsible for their 
own security; in view of this, timely updated regulations 
emphasising protection of hospitals have been intro-
duced in France.14

Exsanguination remains a major problem in terrorist 
attacks using high-velocity war weapons. Equipment of 
all rescuers with tourniquet and haemostatic dressing 
might be a simple and efficient solution for some patients 
and a rapid transfer to hospital for immediate surgery 
is another important issue requiring a very strong 
cooperation between actors. We should also be prepared 
to observe early deaths due to exsanguination despite all 
our efforts and this must be explained to care-providers 
and the population. This does not preclude future 
research efforts in promoting innovations aimed at 
preventing and treating severe blood loss. 

Hospital trauma teams have also tried to improve their 
ability to triage between absolute and relative emergencies 
and to better identify their surgical resources within a 
specified timeframe (ie, immediately, within several 
hours, within days) rather than focusing on beds 
available. Besides national or regional teaching of physi-
cians, SAMU, and leading trauma centres organised 
multidisciplinary simulation exercises especially focused 
on triage. Improving our knowledge-base also means 
conducting research and building a comprehensive 
database of all injured victims in the Paris attack.15

Identification of the victims was clearly a deficiency 
during the Paris and Nice attacks, particularly those left 
dead on scene.16 There is immense pressure to provide 
timely answers to the families looking for their relatives 
and high quality evidence for judicial authorities.17 The 
first responders and forensic teams were confronted 
with various challenges as a result of the variability of the 
modus operandi (ie, shootings and suicide bombings), 
the condition of victims’ bodies (from intact to highly 
disrupted), multiple scenes (indoor and outdoor), and 
involvement of national and international victims.18 The 

Figure: Major terrorist attacks in Europe since November, 2015
Numbers include perpetrators. Data from Wikipedia,2 2017. 

Manchester
May 22, 2017
23 dead
119 injured

London
March 22, 2017
6 dead
>49 injured

Brussels
March 22, 2016
35 dead
340 injured

Paris
November 13, 2015
137 dead
413 injured

Berlin
December 19, 2016
12 dead
56 injured

Stockholm
April 7, 2017
5 dead
14 injured

London
June 3, 2017
11 dead
48 injured

Nice
July 14, 2016
87 dead
458 injured

Major terrorist attacks in 
Europe since 11/2015

• Vague d’attentats
• Touchant l’Europe
• 8 attaques 
majeures depuis 
Paris

• Multiples attaques 
mineures

• Des milliers de 
cibles possibles 

CARLI P  , PONS F, et Al  The Lancet Published online 7 25, 
2017 http://dx.doi.org/10.1016/S0140-6736(17)31590-8

Barcelona Cambrils,
Alcanar
Aug 17-18 2017
Dead 24 (16+8)
152 injured

http://dx.doi.org/10.1016/S0140-6736(17)31590-8


Le terrorisme n’est pas une simple catastrophe 
• Il a des cibles précises
• Une stratégie élaborée
• Kamikaze : Pas de négociation

Il faut opposer à une stratégie terroriste une autre stratégie
conçue à sauver le plus possible de victimes  



Attaques Terroristes:
un large spectre depuis 
les attaques “Low Cost” 

jusqu’aux mega
scénarios avec tueries 

de masse

Plaie par 
arme 
blanche

Voiture bélier

Armes de poing

Fusils d’assaut

Camion bélier 
Multimodal multisite

NRBC

XXX ?

Vous n’aurez jamais 
le plan parfait !

Bombe Kamikaze

Bombe artisanale 



S’adapter rapidement 

• Ne pas essayer d’appliquer à toute 
nouvelle circonstance  le plan issu du 
RETEX de l’événement réel ou simulé 
antérieur qu’on a pas su traiter ! 
• Aucun plan ne sera parfaitement adapté 
à l’attentat terroriste auquel il faut faire 
face
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Attention à la dictature du plan ! 

CAUTION 

Construire une stratégie et apporter une 
réponse opérationnelle



L’adaptabilité est essentielle !

• Les plans ne sont pas la Bible mais la boite à outils de la stratégie à 
opposer à l’attaque terroriste

• Pendant la crise il est nécessaire de prendre des décisions 
opérationnelles et de les faire appliquer 



Dispositif ORSAN 
Décrets, arrêtés, circulaires 

TEXTES GÉNÉRAUX 

MINISTÈRE DES AFFAIRES SOCIALES ET DE LA SANTÉ 

Décret no 2016-1327 du 6 octobre 2016 relatif à l’organisation de la réponse du système de santé 
(dispositif « ORSAN ») et au réseau national des cellules d’urgence médico-psychologique pour 
la gestion des situations sanitaires exceptionnelles 

NOR : AFSP1617819D 

Publics concernés : agences régionales de santé, professionnels de santé, établissements de santé, services de 
l’Etat. 

Objet : modalités d’élaboration, contenu du dispositif ORSAN et son articulation avec le plan départemental de 
mobilisation. 

Entrée en vigueur : le texte entre en vigueur le lendemain de sa publication. 
Notice : le décret fixe les modalités d’élaboration et le contenu du dispositif ORSAN. Il structure également le 

dispositif de mobilisation des ressources sanitaires au niveau départemental en créant un « plan départemental de 
mobilisation ». Par ailleurs, le décret clarifie les rôles et responsabilités des différents acteurs de l’aide médicale 
urgente, du niveau local au niveau national, en introduisant le SAMU de zone, en cohérence avec l’organisation 
gouvernementale de gestion de crise. Enfin, il adapte certaines dispositions relatives à l’organisation de l’urgence 
médico-psychologique. 

Références : le décret est pris pour l’application de l’article 158 de la loi no 2016-41 du 26 janvier 2016 de 
modernisation de notre système de santé. Les dispositions du code de la santé publique qu’il modifie peuvent être 
consultées sur le site Légifrance (http://www.legifrance.gouv.fr). 

Le Premier ministre, 
Sur le rapport de la ministre des affaires sociales et de la santé, 
Vu le code de la défense ; 
Vu le code de la santé publique, notamment son article L. 3131-11 ; 
Vu la saisine du conseil territorial de Saint-Pierre-et-Miquelon en date du 19 août 2016 ; 
Le Conseil d’Etat (section sociale) entendu, 

Décrète : 

Art. 1er. – Le chapitre Ier du titre III du livre Ier de la troisième partie du code de la santé publique est ainsi 
modifié : 

1o Les sections 3 et 4 sont abrogées ; 
2o La section 5 devient la section 3 ; 
3o L’article R. 3131-11 devient l’article R. 3131-15 ; 
4o La section 2 : « Plan blanc d’établissement » est remplacée par une section 2 : « Situation sanitaire 

exceptionnelle » ainsi rédigée : 

« Section 2 

« Situation sanitaire exceptionnelle 

« Sous-section 1 

« Plan zonal de mobilisation 

« Art. R. 3131-4. – Le préfet de zone de défense exerce la compétence prévue à l’article L. 3131-9 si la nature 
de la crise sanitaire le justifie et notamment en cas de situation sanitaire exceptionnelle. 

« Art. R. 3131-5. – Le directeur général de l’agence régionale de santé de zone mentionnée à l’article L. 1435-2 
prépare le plan zonal de mobilisation en concertation avec les agences régionales de santé de la zone de défense et 
de sécurité, le préfet de zone de défense et de sécurité et l’Agence nationale de santé publique. 

8 octobre 2016 JOURNAL OFFICIEL DE LA RÉPUBLIQUE FRANÇAISE Texte 17 sur 96 

Une coordination et une complémentarité étroite
– ORSAN AMAVI de la Santé
– ORSEC NOVI de la Sécurité Civile 
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boston marathon and mass-casualty events

We Fight Like We Train
Eric Goralnick, M.D., and Jonathan Gates, M.D.

As we say in the U.S. Navy, 
“We train like we fight, and 

we fight like we train.” In Bos-
ton, we do the same.

That was never more evident 
than at 2:50 p.m. on April 15, 
when two explosive devices abrupt-
ly shattered the 117th Boston 
Marathon. On Patriot’s Day, the 
day we commemorate the open-
ing battle of the Revolutionary 
War in Lexington and Concord, 
Boston was under attack.

Over the past 8 years, Brigham 
and Women’s Hospital (BWH) 
has activated the emergency re-
sponse team on 78 occasions. We 
have activated it for both real-
world events and drills based on 
a wide array of scenarios — 
chemical attacks, oil spills, train 
crashes, blizzards, and building 
evacuations. Eight times we prac-
ticed mass-casualty drills simu-
lating the human fallout from 
bombings, aircraft accidents, and 
“active shooters,” such as those 
at Sandy Hook, Connecticut, and 
Aurora, Colorado. These drills 
have been departmental, hospital-
wide, city wide, and statewide. 
They taught us familiarity, com-
fort, trust, and routines. On 
April 15, these routines saved lives.

At 8 a.m., in accordance with 
our annual Patriot’s Day protocol, 
our emergency management direc-
tor opened the hospital’s Emer-
gency Operations Center.

At 2:49 p.m., the nurse in 

charge of Alpha Pod (one of four 
separate 14-bed pods, all within 
the larger emergency department 
[ED]) conducted a scan of our 
55-bed ED. It was full: 47 patients 
in beds, 6 in the hallway, 6 in the 
waiting room, and 4 in the tri-
age area.

One floor below the ED, our 
perioperative nurse administrator 
reviewed his caseload: 30 of 42 
operating rooms (ORs) were ac-
tive, with 8 more available for 
the 4 patients waiting in the pre-
operative area. An additional 15 
elective cases remained on the 
schedule for that busy Monday.

At 2:50 p.m., reports of an ex-
plosion came over the Boston Fire 
and emergency medical services 
radio frequency.

At 2:54 p.m., the Central Med-
ical Emergency Direction Center 
hotline rang in Alpha Pod, re-
porting two explosions and in-
coming patients. The lead emer-
gency medicine (EM) physician 
in Alpha Pod, recalling her expe-
riences in Haiti after the 2010 
earthquake and as incident com-
mander during a practice drill for 
responding to mass casualties 
from a bomb in March 2011, 
huddled with the nurse in charge 
of Alpha Pod and the emergency 
management director. This team 
quickly assessed the crowded de-
partment and prepared to receive 
victims; their first task was to 
clear the ED of current patients.

The Boston Public Health 
Commission’s Medical Informa-
tion Center called; BWH would 
be receiving 8 patients from the 
scene. The team initiated Code 
Amber, our hospital-wide disaster 
response.

A senior EM resident who had 
attended a disaster-management 
training session in October 2012 
reminded the team to consider 
the possibility of a hazardous-
material (HAZMAT) threat.

As reports trickled in — that 
there was a fire at the John F. 
Kennedy Library across town, 
that other devices had been found 
— the emergency management 
director recalled the 2008 Mum-
bai attacks, in which a mass 
shooting was followed by an at-
tempted assault on the hospital 
where victims were sent. He di-
rected security to lock down the 
hospital and open the HAZMAT 
decontamination unit.

In Alpha Pod, the chief of the 
Division of Medical Psychiatry co-
ordinated the placement of 8 pa-
tients awaiting psychiatric beds 
by transferring them to our surge 
pod or to McLean Hospital in 
Belmont. He spoke with every psy-
chiatric patient, calmed one pa-
tient who believed the unfolding 
events were his own delusion, and 
collaborated with social workers to 
identify the psychosocial needs 
of patients and their families.

Teams of internal medicine 

The New England Journal of Medicine 
Downloaded from nejm.org on April 29, 2016. For personal use only. No other uses without permission. 
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Importance de la préparation 

• Connaissance organisationnelle et médicale 
hospitalière et préhospitalière

• Partage d’informations entre les services de l’état
• Réalisation d’exercices communs

NEJM 2013  368;21

La devise de la Navy s’applique aux attentats terroristes 



La nécessité d’utiliser 
l’expérience militaire 
et la transposer au 

contexte de soins civils

• S : Stop the burning 
process

• A : assess the scene 
• F : Free danger from you
• E : Evaluate “ABC”



Combat Casualty Care
et Soins en Situation d’insécurité

• MMassive bleeding control

• A Airways 

• R Respiration

• C Shock

• H Head / hypothermia 

• E  Evacuation 
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Tourtier JP et Carli P  Injury 2016 , 47 , 784

Extraction de victimes par 
des groupes spécialisés



Exercice de 
Simulation

Scénario 
interactif 
commun

Importance de la 
coordination opérationnelle 

interservices 



Importance de la coordination 
opérationnelle

• Police 
• Armée 
• SAMU
• Pompiers , Secouristes

Souvent organisation complexe avec des 
services « menants » et « concourants » 

qui changent   



Comité de rédaction

Coordination scientifique
Pr Pierre CARLI
Pr François PONS

Coordination de la rédaction
Dr Alain PUIDUPIN
Dr Jean-Marc PHILIPPE
Dr Sergio ALBARELLO

Comité de lecture

Pr Jean-Pierre AUFFRAY
Pr Paul BALANDRAUD
Dr Laurent CAUMON
Dr 3atricN *5I*121
Dr Laure DROUIN
Dr François DUCROCQ
Pr Pierre-Yves GUEUGNIAUD
Dr 3atricN *2/'67(I1
Dr Francis HUOT-MARCHAND
Dr Louis JEHEL
Dr Henri JULIEN
Pr Jean-Emmanuel de LA COUSSAYE
Pr Jacques LEVRAULT
Pr )rancN '( 0217/($8
Dr 1athalie 35I(72
Dr -ean &harles 5$08
Pr Sylvain RIGAL
Dr Agnès RICARD-HIBON
Pr Bruno RIOU
Pr Denis SAFRAN
Pr Jean-Pierre TOURTIER
Dr Fabien TRABOLD



Copyright 2017 American Medical Association. All rights reserved.

Preparing for the Next TerrorismAttack
Lessons From Paris, Brussels, and Boston

The most recent spate of brutal terrorist attacks in
Nice,Bangladesh,Baghdad, Istanbul, andOrlandohigh-
lights the need for a more global concerted effort to
gather and share lessons from these events among
health care professionals. In June 2016, only a fewdays
after themass shooting in Orlando, health care leaders
fromParis,Brussels, andBostongathered todiscussour
experiences in emergency preparation, response, and
recovery fromeachcity’s recent terrorist attacks.Acon-
ference jointly organizedby theParisDescartes Faculty
of Medicine and Harvard Medical School, followed by
focus groups in Paris and Brussels, highlighted the par-
ticular health care challenges of responding to a multi-
site terrorist attack; the need for a timely, standard-
ized, academically rigorous approach to after-action
reporting; and the critical role of public engagement.

The lessons gleaned from these attacks are cru-
cial, and our understanding of them continues to
evolve. What is certain is the need for greater invest-
ment, integration, and standardization of disaster
medicine curricula and the need to focus on translating
military medical knowledge into civilian practice.
Although much has been made of the comparison
between the European prehospital philosophy of
“stay and play” vs the United States “scoop and run”
approach, similar themes arose from Boston, Brussels,
and Paris, suggesting key takeaways are universal
rather than system dependent.

Terrorist and active shooter attacks bring newpre-
parednessandplanningchallenges tocivilianhealthcare
facilitieswhoseprior focushadbeenpreparations for the
kindofmass casualties that result fromnaturalweather
events likehurricanes andblizzardsor fromtransporta-
tion or technological accidents. Hospitals and other
facilities must evolve to deal with new horrors.

Although terrorist attacks targeted at civilians are
not new phenomena, the global reach, frequency, flu-
idity, and asymmetric nature from these recent attacks
compel us to refocus our efforts. Targets may include
multiple sites and multiple attackers and may occur at
various intervals. Evenmore challenging is themultidis-
ciplinary,multisite coordinationof care required for the
types of traumatic injuries that result from improvised
explosive devices, high-velocity weapons, or blunt in-
jury, like the truck attack inNice,which caused the kind
andnumber of injuries and casualties that can overload
health care systemsalready strugglingwithdaily capac-
ity challenges.Beyond immediate life-savingacts, com-
munities are challenged to manage the necessary re-
covery,bothphysicallyandemotionally,of theseattacks.
These attacks are typically designed to exploit weak-
nesses in local health care and law enforcement’s abil-
ity to respond.

Prevention is a critical tool we have in our arsenal
against terrorism—but we need a revolution, not an
evolution in our preparedness strategy.

First, we must ensure that valuable lessons from
each attack, including interdisciplinary practices, prob-
lems, and recommendations, are capturedanddissemi-
nated ina rapid, standardized, academically rigorousaf-
ter-actionreportingsystem.Althoughthere isconsensus
in the medical community on the value of sharing best
practices and areas for improvement, the improve-
mentofour tacticsbasedon lessons learned isnotkeep-
ing pace with the increasing need for such information
sharing.There remainnumerous report formats thatare
tailored to specific organizations and are not amenable
to systematic comparison of practices and their
implications.1 As a result, largely descriptive, anecdotal
reports published through various outlets render com-
pilationof lessons learned impractical. In the aftermath
of terrorist events, affected communities are busy bal-
ancing media inquiries with VIP visits and maintaining
daily operations. They are too busy to adequately di-
gest experiences and assess better future response.
On the other hand, Israel conducts a structured after-
action review after eachmass casualty incident to sup-
port timely, standardized knowledge dissemination.2

A US standard of reporting and analysis is not without
precedent: the National Transportation Safety Board’s
Go team conducts timely independent investigations
of all civil aviation accidents in the United States and
major accidents in the other modes of transportation.
Standardizing an international cadre and Go-team ap-
proach would require both governmental and nongov-
ernmental coordination that would likely lead to more
actionable lessons learned.

Second, we must focus educational efforts on the
bystander. Public engagement and empowerment are
our best weapons. Countless stories have arisen of by-
standers saving lives during recent events by applying
pressure toexsanguinatingwoundsor tourniquets to in-
jured extremities. InBoston, for example, JohnMackie,
an off-duty soldier, applied tourniquets to at least
3 wounded survivors with exsanguinating extremities.
A great exampleof the kindof public educationneeded
is the “Stop the bleed” campaign (http://www
.bleedingcontrol.org) startedby theHartfordconsensus
in thewakeof theSandyHook shootings inConnecticut
in 2012.3,4 Although public-access hemorrhage control
programs are on the rise, it is unclear how many
communitiesoremergencymedical servicessystemsare
embracing this call to action. Therefore, similar to
embedding public access automated external
defibrillators toempower laypersonstoactwithoutprior
training, further investigation of just-in-time training
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• “ Pour vaincre le réseau  terroriste en Afghanistan nous avons 
construit un réseau”   General S. McChrystal

• Pour réduire la mortalité évitable des victimes nous devons faire 
de même en médecine

Partageons sans frontière les expériences 
d’événements rares et graves !



Anticipation des risques 
et bench marking

• Partage international des expériences
–Utiliser toutes les sources possibles

• Partage des critères d’évaluation
–Basés sur les résultats médicaux (mortalité, 
morbidité)
– Indépendants des systèmes d’urgence

• Création de référentiels adaptés



Fusillade au Mercy Hospital de Chicago
le 19 /11/2018

Sécurisation du 
SAU et des abords



Profiter de l’afflux d’ambulance …



66

Attentats  Terroristes Chimiques
• Le trio gagnant est dans le contexte 

des conflits au moyen orient est
• Le chlore
• Le sarin
• L’ypérite

• A disposition des terroristes ou 
réalisables sur place
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La réponse médicale 
favorise la résilience  

• La Santé est un des premiers facteurs de  Résilience 
• Elle s’oppose directement  à l’objectif du terrorisme, 
répandre la peur et panique , par : 
• La résistance des services d’urgence à la 
désorganisation malgré l’agression et la violence
• Le maintien de la qualité et de la sécurité des soins 
malgré l’afflux de victimes et l’effet de surprise
• Le maintien des principes éthiques
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ABSTRACT
Extreme intentional and deliberate violence against
innocent people, including acts of terror and school
shootings, poses various ethical challenges, some related
to the practice of medicine. We discuss a dilemma
relating to deliberate violence, in this case the aftermath
of a terror attack, in which there are multiple injured
individuals, including the terror perpetrator. Normally,
the priority of medical treatment is determined based on
need. However, in the case of a terror attack, there is
reason to question this. Should the perpetrator of
extreme violence receive medical treatment on the scene
before the victims if he or she is designated as the most
seriously injured? Or rather, should victims receive
medical care priority if they are also in some life-
threatening danger, although not at the same level of
severity as the perpetrator? We present two opposing
approaches: the conventional ‘no-exceptions’ approach,
which gives priority to the terrorist, and the justice-
oriented ‘victim first’ approach, which gives priority to
the victims. Invoking concepts of retributive justice,
distributive justice and corrective justice, this latter
approach suggests that ‘value-neutrality’ can lead to
injustice. Perpetrators of terror-like violence should be
treated as an act of humanism and good ethical medical
practice. However, in clear and obvious terror-like
situations, to treat the perpetrators of violence before
their victims may be unjust. Thus, in some specific
situations, the ‘victim first’ approach may be considered
a legitimate alternative triage policy.

…all law is universal but about some things it is
not possible to make a universal statement which
shall be correct…. When the law speaks univer-
sally, then, and a case arises on it which is not
covered by the universal statement, then it is
right… to correct the omission… this is the nature
of the equitable, a correction of law where it is
defective owing to its universality… It is plain,
then, what the equitable is, and that it is just and is
better than one kind of justice…

(Aristotle, The Nicomachean Ethics, book V,
p. 99)1

WORST-FIRST MEDICAL TRIAGE
Medical triage, which may be defined as the
method of deciding the priority of patients’ treat-
ments, is fraught with ethical dilemmas.2

According to the Oxford dictionary, the
French-origin word triage means ‘the process of
determining the most important people or things
from amongst a large number that require atten-
tion’. In the medical context, the definition of the

dictionary becomes more specific: ‘the assignment
of degrees of urgency to wounds or illnesses to
decide the order of treatment of a large number of
patients or casualties’. This definition implicitly
illustrates the dominance of the conventional
approach according to which medical attention in
emergency situations should be determined based
on the degree of urgency (the ‘worst-first’
approach).
It seems to be current consensus that in medical

emergency situations those with remote or no pro-
spects of survival are ‘triaged out’ and only those at
the second stage of severity, with a reasonable like-
lihood of survival despite their life-threatening
status, are prioritised for medical attention. Among
this group, the conventional approach holds that
priority to medical treatment is determined solely
based on need, namely, the level of injury.
The conventional approach (which may be char-

acterised as universal and impersonal) would state
that from the physician’s perspective, all medical
emergencies are equal. Medical treatment should
be provided in an objective manner regardless of
any background considerations regarding the value
of those injured or the cause of the situation that
required their intervention. Once medical care is
required, the value of distributive justice3 mandates
that it should be delivered blindly in a non-
discriminating manner based on need. According to
this view, from an ethical perspective, there is no
essential difference between a medical emergency
that stems from a vehicle accident, a natural disaster
or a terror attack (hence it is universal). In all
medical emergencies, healthcare providers should
prioritise medical treatment based on the level of
injury, irrespective of the identity of the person
who requires the medical treatment (hence it is
impersonal).
The historical origin of this

priority-based-on-need approach—or the ‘worst-
first’ approach—can be traced back to Baron
Dominique Jean Larrey (1766–1842), a French
military surgeon during the Napoleonic period.4 5

Until his era, the priority of medical care provided
to wounded soldiers at the battlefield had been
class-based. ‘Most of the medical resources were
reserved exclusively for officers, soldiers would
often have to wait for days or go without treat-
ment’.6 Contrary to this tradition, Larrey treated
the most seriously wounded first, ‘without regard
to rank or distinction’.4 7

Indeed, the ‘worst-first’ approach seems to be the
default rule that dominates the realm of modern
emergency medical triage.

Triage and terrorism
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• Triage et attentat terroriste : Priorité au terroriste 
ou à la victime ? Pas de vengeance!

• Le maintien de notre éthique est essentiel ! 
– Le plus grave d’abord même si cela peut bénéficier 
parfois aux terroristes /victimes
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• L’action des Services de Santé diffuse une image positive, 
non violente qui privilégie l’individu

• Elle se substitue à l’engrenage de l’agression et de la 
répression

La résilience médicale favorise 
celle du public 

• La société soigne les 
victimes (mais aussi 
les terroristes) 

• Elle incite le public à 
s’impliquer pour 
sauver les victimes

Don de sang le 16/11/2015



• En l’informant :
– Réseau sociaux
– Nouveaux média
– Applications 

Favoriser la résilience du public



Favoriser la résilience du public

• En le formant  
• Pour apprendre les 
premiers gestes en 
cas d’attaque 



Formation  et matériel à la 
disposition du public aux 
USA en cas de fusillade 



Transformer le public 
« cible molle » et  victime 
potentielle, en un acteur 
de la réponse et de la 

résilience 

Application pour 
• Localiser 
• Guider
• Connecter 
les volontaires



Les fleurs ne 
suffisent pas  …
Il faut une réponse 
médicale forte :
• Pour sauver plus 
de vies

• Pour favoriser la 
résilience 




