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The only bad failure 
is the one from which we fail to learn.
Most organizations put a premium on celebrating successes at the end of every 
year. We certainly do! But we also believe we have a great deal to learn from our 
failures, so we endeavor to share those failures and the lessons we’ve learned in 
hopes of avoiding those same mistakes in the future. 

When seeking to tackle intractable problems in an environment like Iraq, missed 
opportunities, missteps, false starts and failures are par for the course. There will be 
no improvement in the political situation in Iraq, in the economy, in healthcare, or in 
the pursuit of peace without a number of flops and failures along the journey. If we 
already knew what worked, we would have all implemented it by now and moved 
on. 

The truth is, neither the American government nor the Iraqi - neither the 
international nor the local NGOs - truly know what works in Iraq. Most of us are 
making educated guesses and seeking to rightly adapt programs and principles 
that have proven successful at other times in Iraq or in other parts of the world. 

I want to provide you with an annual (or sometimes real-time) assessment of our 
failures. In 2011, we were able to implement and followthrough on lessons learned 
from previous failures, and in our innovative efforts, we made a few more failures 
along the way that warrant reporting, learning and recalibration.

The three major failures of 2011, to be covered in this report are: 

Failure #1: Leadership Indecisiveness on the Case of Six-Year-Old Yahya

Failure #2: High-mortality Remedy Missions in February/March 2011

Failure #3: The Loss of Our Sulaymaniyah, Iraq Surgery Site as a Major 
Developmental Partner; Lack of Surgical Capacity Increase As a Result of Remedy 
Missions Conducted



Let’s get started... 

Failure #1: Leadership Indecisiveness on the Case of Six-Year-Old Yahya

This was a major lesson in leadership that potentially affects every area of our 
organizational and team life, couched in the saga of one very specific family. 

I was walking home from work one night in Iraq in early 2010, when my phone 
rang. On the other end of the line was a man, knocking on the door back at my 
office, in hopes of meeting me and presenting the case of his nephew, Yahya, to 
me for surgical consideration. 

I asked if we could meet tomorrow, but he was insistent and there seemed to be 
great urgency in his voice. Instead of postponing the meeting, I gave him directions 
to my home and met with him over tea.

From early on, the situation was less than ideal. Yahya had already received one 
charitable heart surgery and the second one that was being requested was bound 
to be difficult. 

In our 2007-2010 Failure Report, I noted our decision to restrict the complexity of 
children we sent abroad for surgery after a series of deaths caused us to reconsider 
our risk tolerance. Yahya was definitely on the high end of our new risk tolerance. 

I chose to refuse surgery to the family based on our new priorities. 

Months later, after a new check-up, Yahya’s mother and father brought him into 
our office to inquire again about the possibility of surgery. I’ll never forget sitting 
with them in my office explaining our decision to decline surgery funding for 
Yahya.

Then, with all the persistence that you would expect from a mother, she appealed 
to me again not to turn away their little boy.

I think one thing that non-profit directors and program directors fail to say often 
enough is this: “I am a human. I’m swayed by the kindness or brashness of our 
patients and, at times, it heavily influences how I make selection decisions.” 

I could not continue to say “no” any longer. I said “yes” (with conditions). 

Our surgeon in Istanbul was clear from the beginning that his surgery would 
require a “valved conduit” (an additional $5,000 expense or more) and licensing 
agreements in Turkey at the time had caused a shortage of such devices. 



Cody Fisher (Development Director) did a great job reaching an agreement with 
Medtronic that provided Yahya with a donated conduit, but the timing of receiving 
the conduit was still beholden to the licensing agreements that were being worked 
out in Istanbul.

All these factors together ultimately led to Yahya missing our July 2010 surgery 
group to Istanbul. We refunded the family’s portion of the money they had 
contributed for his surgery. 

Shortly thereafter, in August 2010, we conducted our first Remedy Mission inside 
Iraq - our new programatic focus on localized training and development. The 
mission was such a huge success, I became convinced that we needed to cease all 
funding for outside surgeries and focus solely on development work inside the 
country. 

But I also felt a sense of commitment to Yahya and his family, who was basically 
caught in the transitional period between one programatic focus and another.

What I should have done at that point was send Yahya to surgery in Turkey, finish 
our commitments there, take the free valved conduit from Medtronic, and finish our 
work in Turkey strongly. What I did instead was place Yahya on an upcoming 
Remedy Mission and take the Turkey option off the table for the family. 

What I didn’t account for very well in that decision was how the complexity of 
Yahya’s case would fare in a development setting; a setting in which local capacity 
was far below that which he would have received in Istanbul. 

In the chaos of Remedy Mission IV, a number of things went badly. Among them, 
Yahya’s family probably did not receive the proper explanations that they should 
have about the risks of his surgery and they probably felt very vulnerable about the 
decision to go forward with the risky surgery or forever miss their opportunity. 

It was difficult to assess all this in real time, in part because I was so hopeful for 
Yahya and his family. In my optimism, I did not see or recognize a few red flags. 
But even that is not the whole truth... I remember hesitations - “red flags” - even as 
I sit here today. I willingly suppressed anything that was not hopeful and optimistic. 
It seemed noble, brave and right. 

But he wasn’t my child. 

Yahya’s surgery presented many complications that ultimately required doctors to 
operate through the night. When Yahya arrived in ICU around 5 or 6 a.m. the next 
morning, he was deemed stable enough for the surgical team to go to the hotel for 
a few hours of sleep. Before their bus even arrived at the hotel, though, Yahya had 
passed away in ICU.



I would not normally include a single death in a year-end Failure Report. My point is 
not that I feel bad and need catharsis. It’s just that Yahya was different, and not 
only because he had a name or because his family hosted us for dessert in their 
home and shared tea in mine. No, Yahya was different because I flipped-flopped on 
the family so many times. I said “no.” Then “yes.” Then “no” again. And then “yes.” 
And then he died.

Organizationally, the failure was related to a lesson we were just beginning to 
identify in our 2007-10 Failure Report: we are not the best qualified to select 
children for surgery. The suggested way forward at that time is still right: we have 
handed child selection over to a committee of local healthcare providers and our 
international surgical team. There will still be deaths that we regret deeply, but 
they will be less a function of our role and influence in the child selection process. 

Personally, the failure was related to my inability to make a decision and stick with 
it. I always had a bad feeling about Yahya’s likelihood to endure surgery. That was 
why I denied funding more than a year prior to his death. I had good reason to 
deny funding. But I went back on my hunch. Fair enough... I wanted to give a family 
a chance. But I never really got over my fears of his death and that made me 
unwilling to go all in with the family. I hedged over spending extra money on his 
expensive valved conduit. And even when the conduit was donated, I found other 
reasons to delay surgery for fear of spending a lot of money (including the family’s) 
on a surgery about which I was always suspicious.

Lessons Learned: 

1. It’s OK to change one’s mind; but a leadership “Yes” or “No” should mean 
something. It hurts everyone involved to say one thing, give the impression of 
support, and never fully get behind one’s own decision. In this case, it played a role 
in Yahya’s death. 

He may have died in Istanbul just the same. The death itself is not the failure here. 
The faulty, character-flawed process by which I made life-altering decisions is.

I said “no.” I should have stood my ground. Or I said “yes” and I should have given 
that family my fullest “yes” ever. Instead, I said “yes” and stayed on the fence. I 
won’t do that again. 

2. We are not qualified to select children. We are too emotionally attached and we 
do not possess the knowledge to make a right decision about a patient’s candidacy 
for surgery. We have handed child selection over to a collaboration between local 
cardiologists and our international surgical teams. 

Failure #2: High-mortality Remedy Missions in February/March 2011



In February and March we ran two back-to-back Remedy Missions. One was our 
second in the southern city of Nasiriyah; the other was our second in the northern 
city of Sulaymaniyah.

Over the course of four weeks of surgery, mortality rates between the two cities 
reached 20.5% (7 deaths out of 34 operations).

A few of the losses were very surprising to many on the local and international 
team and had an extremely demoralizing effect on the team (particularly in 
Sulaymaniyah). The loss of momentum undoubtedly had a qualitative impact on 
the care provided as the trip progressed.

Some of the factors were anomalous, such as our lead surgeon contracting an 
infection in a wound on his ankle that resulted in impromptu surgery inside Iraq to 
save his leg. But other factors were almost certainly preventable, beginning with 
case selection and moving to fundamental deficiencies in the hospital equipment 
and protocols themselves.

A lack of warming blankets, portable oxygen units, a ready blood bank and several 
other fundamentals led to a less-than-ideal environment for the teaching of 
pediatric cardiac care. As a result of all these factors and the inherent difficulties of 
open-heart surgery, mortality rates in the Sulaymaniyah mission reached 22% (four 
deaths) - unacceptably high by any standard.

None of the deaths were considered “surgical” deaths, in the sense that the child 
did not die on the operating table, but rather in the post-operative intensive care 
unit, ward, or - in one case - in the car on the way home after being prematurely 
discharged by a local nurse the day the international team left the country.

Lessons Learned: 

Our international team was very impressed with the local cardiologist for Remedy 
Mission II in the southern city of Nasiriyah. When it came time to schedule Remedy 
Mission III in that city, the decision was apparently made to not send a cardiologist 
on the mission, believing that the local team could handle it. This may have 
contributed to the imbalanced case selection in RM III and may have led to the 
situation in which three children died during the course of the mission. 

Since that mission, an international cardiologist has been present on every Remedy 
Mission in an effort to help with case selection and create a balanced schedule of 
surgeries. 

In Sulaymaniyah for Remedy Mission IV, case selection was complicated by the 
number of stakeholders in the mission. Children were formally and informally (that 
is, “politically”) put into the mission by the Preemptive Love Coalition, local 



cardiologists and surgeons, Kurdistan Save the Children (a local NGO), and the 
Health Directorate.

With regard to Yahya’s case, as described above, I can certainly say that my 
judgement was impaired when it came to case selection. I can speculate that other 
entities, in an effort to do right by the friends and patients on their lists, made 
similar errors in judgement that ultimately skewed the balance of the surgery 
schedule and its complexities.

When two children died in Sulaymaniyah after the international team left for the 
airport, we realized for the first time how ill-equipped the local team was to handle 
relatively simple post-operative care (one child had a positive prognosis in the ICU 
and the other was already out of ICU and recovering in the ward).

In our post-mission Impact Evaluation Report, we published the following 
statement: 

Our post-mission conferences and deliberations on the matter resulted 
in the following protocols: 

1. A mandatory reduction in “RACHS-1 scores” presented to the 
international team by the local team

2. A mandatory international ICU team to be left behind after 
surgeries stop to stave off post-mission ICU deaths and errant 
discharges

3. A postponing of our next planned mission to the Sulaymaniyah 
Center for Heart Disease due to lack of preparation of materials, 
equipment, staff, and protocols

Failure #3: The Loss of Our Sulaymaniyah, Iraq Surgery Site as a Major 
Developmental Partner

Since our founding in 2007, our small organization has been based out of the 
northeastern Iraqi city of Sulaymaniyah. Until our work drastically expanded in 2011, 
the majority of our work has a decidedly “northeastern” flavor to it. The children 
we selected for surgery were mostly from this area. The shoes in our Buy Shoes. 
Save Lives. social enterprise program hail from this area. And the first place to host 
our one-of-a-kind Remedy Missions was the Sulaymaniyah Center for Heart 
Disease.



Unfortunately, it became obvious in May 2011, after completing two Remedy 
Missions to the center, that local organizations and hospital leadership were not 
committed to the partnership. In-fighting over child selection, credit sharing and 
cost sharing dogged the nascent partnership from day one. 

We struggled for one year to make the partnership work. But ultimately, we failed 
to keep it all together. What we deemed to be petty lines in the sand gave us deep 
concerns over the ability of local players to see our program through to the 5-year 
completion that we had all discussed and envisioned.

Our March 2011 Remedy Mission IV was a huge disappointment in many ways. We 
went back to the drawing board and made a few required upgrades before our 
international team would agree to work again in the hospital. 

By May 2011, as we tried to put the final touches on our next mission to the center, 
the local hospital had failed to made requisite upgrades in hardware, medications 
and supplies.

In consultation with our international partners, we ultimately issued a vote of “no 
confidence” and cancelled the pending mission. 

In many ways this felt like a waste - a waste of nearly 8,000 of cumulative training 
hours; a waste of financial resources on a program that apparently lacked the 
willpower to see commitments through to the end, etc. All we had to show for our 
two missions in the city were 42 operations - including a few ground-breaking, 
inspirational cases; some amazing stories of peace and reconciliation; and eight 
deaths.

Within six months, we heard that the heart center was moving forward with an 
Italian team along a contract similar to the one we had originally proposed. The 
Italian mission in the Fall 2011 was deemed a success, and many surgeries were 
performed, but after the mission was completed rumors again circulated about 
local politics and an apparent inability to mobilize the center toward a long-term 
contract with the Italian team.

In a January 2012 meeting with the Director of Health for the Sulaymaniyah 
Province, we inquired about the number of surgeries that had been performed 
since our team and the Italian team had conducted three surgical missions to the 
city. To our great disappointment, the health director laughed and asked if we were 
joking, saying that the hospital’s surgical capacity had not improved in the previous 
year, in spite of the three missions. He laid the blame at the feet of local staff and 
the politics and health and not at the feet of the international teams that had 
attempted to help.

Lessons Learned: 



I’m not entirely sure we’ve learned all there is to learn from this yet. Our inability to 
woo or influence the hospital leadership into making the necessary upgrades was 
frustrating, but it is still unclear how we could have sweetened the deal or foreseen 
it coming prior to the May 2011 deadline that we set. 

I am grateful that we made the decision to pull the plug on the program rather than 
continue to invest valuable resources (from all parties) into a stagnate program. 
The cumulative work done by international teams in the Sulaymaniyah Center for 
Heart Disease over the course of one year should have led to a measurable increase 
in surgical capacity. That is how our programs are designed and we are seeing an 
increase in capacity in other cities. 

One question that we have contemplated is the idea of exclusivity in our contracts 
with a hospital. Should we insist on exclusive rights to train in a hospital, in an 
effort to increase commitment, decrease the opportunity for communication 
breakdowns and competing interests, etc? In the southern cities of Iraq where we 
work (where security risks are a much greater concern and where development is 
further behind the northern cities), we do not have competing interests. This 
appears to have created a greater loyalty and a healthier trust between our 
international and local teams than anything we were able to achieve in 
Sulaymaniyah. Our inclination continues to be against such exclusivity demands, 
but the question has come up as we seek to understand what went wrong in 
Sulaymaniyah and how we can avoid it in the future. 

We cut our losses before running a mission in a dangerous environment. Perhaps 
most importantly, we cut our losses on a program that showed little organizational 
leadership and, in the words of the health director himself, zero increase in surgical 
output resulting from our educational, material, and infrastructural inputs. While 
the loss itself is a huge disappointment and I feel a personal sense of failure for my 
inability to cobble together a solution, it could have been so much worse.

Conclusion:

It has been an exhilarating year in so many ways. But the above failures have been 
sobering. Yes, children are alive that may not be if we had not intervened. But it is 
undoubtedly true that children have died because we intervened. If our mandate is 
primum non nocere - first, do no harm - then it is cleared that we have failed on 
that front at least a few times this year. At least one was related to indecisiveness - 
a leadership failure on my part. Some of the other deaths were to be expected 
given the risks that were clearly communicated to the family.

But we do not only seek to “do no harm.” We have another object in view: we seek 
to do good. And we did not attain the good that we desired in our now defunct 
partnership with the Sulaymaniyah Center for Heart Disease. For reasons to which 
we are not privy, they have failed to increase their surgical output as a 



result of our efforts. We made the right decision walking away from the partnership 
for the time being. We will remain open to reengaging in the future if local 
conditions change.

I am most impressed and proud of our team’s willingness to confront and respond 
to failure on a trip-by-trip basis. When it became obvious that a mission could not 
run without an international cardiologist, we responded. When the local conditions 
required staggering the deployment of extra nursing staff so that ICU care could 
extend in a professional manner beyond the duration of the official trip itself, we 
responded. And when we were urged to move ahead with a mission in spite of 
conditions that we believed to be unsafe, we responded by canceling the trip.

There are at least a few viable philosophies as to how one should develop a 
pediatric cardiac care program. Some progressive; some conservative. Some are 
boring and more predictable; others are inspiring and innovative. We are proud to 
work with professionals that employ different methodologies and adhere to 
different philosophies of development. We will no doubt continue to face difficult 
days as we face down death and attempt to eradicate the backlog of Iraqi children 
waiting in line for lifesaving heart surgery. But we envision a day in the future when 
every child across the country has access to the care they need within a 3 hour car 
ride. And we will continue to labor toward that end.

If you have any questions or concerns about this report, the decisions we’ve made, 
or the direction we are going, please give me a call or email me at your 
convenience. 

Sincerely, 

Jeremy Courtney
Founder & Executive Director

Phone in USA: (806) 853-9131
Email: Jeremy@PreemptiveLove.org
Twitter: @JCourt
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