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I was with my preceptor during a routine surgery, things were going well. It was an open heart surgery, with two surgeons, a first assistant, two or three surgical techs, my preceptor, and the anesthesiologist. My job was to fold or roll the laps and rayteks and place them in these plastic sheets that kept count of them, 10 each. Every time the surgical tech would throw one into the dirty bin I would put on gloves, unravel it, check that there wasn’t anything hiding in it, then fold the rayteks or roll the laps to look like cinnamon rolls, and place them in the appropriate plastic sheet pocket. 
	During the surgery, there was a call and one of the surgeons and a surgical tech had to break sterility and leave to assist with an emergency surgery. Everyone else adapted and carried on with the surgery. A short while later a new surgeon joined in and continued the surgery. Toward the end of the surgery, we were counting laps and rayteks and one of the laps was missing. I had been dutifully keeping track of the ones I was given and unfolded, double checked, and refolded all of the ones in my care to make sure they were all accounted for. We looked under the tables, everywhere, and we could not find it. 
	Laps and rayteks are special and useful for surgery because they have a pill-shaped rod in them that allows them to be tracked and a machine with a wand can find them if they are still inside the patient. We decided to use the machine and low and behold, the machine began to sound. Tucked under the patient’s intestines was the missing lap. They handed it to me, I made sure nothing was in it, rolled it up, and put it in the plastic count sheet. We now had 20 laps and 20 rayteks, they were all accounted for and everyone was relieved. The surgery went on as normal. 
	It was later determined that when one of the surgeons left, they left the lap in the patient. Items being left in patients during surgery is fairly common. Sponges and gauze are especially easy to lose in a patient since they are soft and absorb blood. This is the reason why they have a system now that can scan for these items. Even with this invention, counts and hypervigilance are both necessary during a surgery to ensure nothing is left inside the patient that can cause a negative outcome. 
	The situation went as well as it could have. I don’t think there was anything I could have done better. I did my due diligence and took care of the items that were given to me. The only thing that could have gone better would be for the surgeon to have been able to give a good report to another surgeon who would take over for them, but there was an emergency and that was not able to happen. The bottom line is that the lap was lost then found before the patient was closed, so a good outcome. 
	Going forward, I’ll use this experience to remind myself and others that even surgeons are human and patient safety is the most important thing in a surgery. 
