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I was not a particularly adventurous person 
growing up. I have always been a bit 

wary of heights and I really did not like 
it when my mum drove too fast. As my 
career progressed and reading and sitting 
exams became less onerous, I developed an 
enthusiasm for outdoor sports. I learned 
a lot about myself through exploring my 
limits. Travelling and meeting people from 
less conventional backgrounds than I had 
been used to is what made me the person 
I am. I gradually spent less time climbing 
and skiing, and more time flying gliders. 
Competition paragliding involves launching 
off a hill and navigating round a course 
of turn points on currents of rising air. In 
2002, I was managing the British team at 
the European championships in Slovenia.  
It was not the best competition for the 
team: we did not do as well as expected 
and there were a couple of bad accidents.

From Slovenia, I travelled directly to Spain 
to help with a paragliding course before 
another competition. The day before the 

competition I was lucky to have my dream 
flight. I had the company of a good friend 
and we spent most of our time in the air 
above 12 000 feet, following large flocks 
of storks around the sky. I decided to land 
after five hours and 100 miles to avoid 
fatigue prior to the competition. On my 
final approach, a few hundred feet above 
the ground, a thermal was set off by a 
passing truck. A spin and stall sent me 
to the ground and I sustained multiple 
injuries. I realised quickly that I was 
paralysed and it was later confirmed that 
I had a complete paraplegia at T4, with no 
movement or sensation from my nipple 
line. My first thought was how I would tell 
my girlfriend. My second was how I could 
get back to work and operate again.

My first challenge was to get over the 
surgery to stabilise my spine, for which 
I was transferred to the UK. It was an 
unpleasant few weeks with much physical 
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and psychological pain. I constantly thought 
about how I could get back to work and 
while in hospital I looked into operating 
in different positions, including side on or 
with my legs under the table. With the help 
of the spinal team, we contacted all our 
networks to find out what was possible. I 
spent hours on internet searches, but found 
no reference to this having been done 
elsewhere in the world: it always came back 
to me needing to stand. 

Standing frames are used in most spinal units 
as part of rehabilitation and I was steered in 
the direction of a Levo standing wheelchair. 
The technology on which it is based has been 
around since the 1970s, but it was further 
developed in the 1980s to enable patients 
with spinal injuries to stand for periods in 
their home. An electric motor extends the 
chair from a seated to standing position.  
I sketched a frame that could be secured to 
the back of the chair to which a shoulder 
harness could be attached, based on designs 
seen in paragliding and hang gliding, with 
a knee brace that would lock my legs. This 
arrangement would allow me to wheel to the 
table and then stand. The harness would hold 
me leaning slightly forward into it, and with 
a lot of sideways movement still possible 
(Figure 1). The frame and harness were put 
together during my time in hospital and it all 
seemed very positive.

GAINING STRENGTH
Meanwhile, I had to get on with my 
rehabilitation and develop a lot more  
upper body strength. For discharge from 
hospital, the limiting factor for most 
spinal-injured patients is finding or 
adapting suitable accommodation to  
go home to. I was surprised at how 
difficult this was, but eventually found 
a flat with a lift and good parking. Once 
settled there, I spent all the time I could 
pounding up and down the suburban  
hills to build up enough strength for 
work – a habit that I still have and now 
find easier to maintain. Having taken a 
full six months off work from the time of 
my accident, I had time to order my hand 

control car and practise whether I had to 
push or pull to apply the brakes. 

BACK TO WORK
Before I returned to work, the spinal unit 
occupational therapist arranged a work 
site visit with me. Hospitals are by nature 
wheelchair accessible. We looked at and 
adjusted the layout in my office. I was 
also given a dedicated changing room in 
theatre, which for many years amounted 
to a share of a storage cupboard. All those 
who work around a theatre know how 
tight space is, and finding a space where 
I could both store my chair and transfer 
from my own wheelchair to change 
into blues before transferring onto my 
operating standing chair was not easy.

Outpatient clinics were always going to be 
more straightforward and required little 
more than a rearrangement of furniture. 
To this day, I remain surprised by how 
few patients mention or ask me about my 
wheelchair. While some of this may be down 
to shyness, I am sure that in the situation of 
a new cancer diagnosis most patients really 
don’t care; they just want someone to make 
them better. Many patients appear not to 

notice at all and often confuse me with the 
registrar who performed their tests at the 
previous visit – until I point out to them 
that the registrar could walk.

The surgical consultants viewed my return 
to operating with enthusiasm. My health 
board, however, was keen to take a more 
pragmatic approach and for my return 
to operating to be a gradual, managed 
process. Initially this meant that I would 
assist others and then do some cystoscopic 
work, before progressing to operating with 
senior assistance. At this point we arranged 
for a team from the British Association of 
Urological Surgeons to make a site visit 
and assess my work as part of the sign-
off for governance purposes, and I was 
delighted to receive very positive feedback. 
Having always been a very relaxed and 
not overly intense surgeon, my general 
attitude probably helped. When performing 
a major case, I spent a bit more time than 
previously getting the patient positioned 
and then positioning myself in relation to 
the table before standing. Once settled, I did 
not tend to move the chair, but the range 
of movement in the harness, particularly 
sideways, gave me all the range that I needed. 

Figure 1. A standing wheelchair and bespoke harness allows Ans Khan the freedom of 
movement to perform open cavity surgery
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OPEN SURGERY
The unit I work in is a busy one, with eight 
surgeons covering a catchment population 
of 600 000. It would have been easy to have 
a practice doing mainly cystoscopic work, 
which is performed sitting down. However, 
with my old style training, including a lot 
of general surgery as well as vascular and 
thoracic, I had already been developing a 
subspecialist interest in renal surgery before 
my accident. Our unit developed upper 
and lower tract teams at an early stage, 
and with the younger consultants more 
laparoscopically trained, it made sense that 
we had three laparoscopic surgeons and 
myself as the open surgeon forming the 
team dealing with kidney surgery. 

When working with a team of enthusiastic 
and forward-looking laparoscopic surgeons, 
the open surgery cases that I am referred 
tend to require more complex and lengthy 
procedures. Although I rarely take the 
opportunity to sit during the lengthier 
cases, fatigue and dizziness have not been 
a problem. I initially suffered bruising at 
the pressure points on the harness and 
knee brace, but this has become less of an 
issue as I have got better with it. I audit 
short- and long-term outcomes from 

my surgery, including blood loss, tumour 
recurrence and mortality. My outcomes are 
comparable to those of the adjacent large 
renal cancer centre.

I have always viewed service development 
as an integral part of what any consultant 
does. Shortly after starting my consultant 
job, I helped put in place primary care 
referral guidelines, straight to test, and 
electronic multidisciplinary team meetings 
and morbidity and mortality conferences, 
at a time when these were considered 
innovative concepts. This practice 
management meant that I progressed 
naturally to being Clinical Director and 
eventually Associate Medical Director, 
a career path that has allowed me to 
concentrate on the more specialist part  
of my operating, as well as providing  
a second focus and a challenge that  
has kept me fresh and enthusiastic in  
my job overall.

IGNORING CONVENTION
I have now been a consultant in a 
wheelchair for much longer than I was 
a walking one. I think age has mellowed 
me; a lot of my old surgical, stereotyped 
personality traits are fading, although 

the obsessive, overly organised ones are 
actually still useful in my wheelchair life. I 
continue to travel and to socialise. 

I think that in my own hospitals it has 
become normal to see a surgeon pushing 
around theatre in a wheelchair. Now 
when I do a web search, it is clear that 
this remains unusual. I come across the 
occasional story of a surgeon with a lower 
or less complete lesion performing plastic 
or upper limb orthopaedic surgery. This is 
new but they use similar if more modern 
versions of standing wheelchairs to the 
one I use. I still, however, have not found 
another surgeon who uses a wheelchair 
and undertakes major body cavity surgery. 
Perhaps medicine remains too daunting for 
wheelchair users.

I never set out to prove a point or push any 
frontiers; it all seemed normal and common 
sense for me to return to work. My view 
remains that what we do should be limited 
only by our own abilities and wishes, and 
not by what is considered the norm or by 
convention. I continue to be grateful to my 
colleagues, my board management team 
and particularly to my friends for their 
support and encouragement.


