
 

 

 

 

ROYAL COLLEGE OF VETERINARY SURGEONS 

- v - 

Dr JACQUELINE BOHNEN MRCVS 

 

______________________________ 
 

DECISION ON FACTS 
______________________________ 

 

Charges 
 
That, being registered in the Register of Veterinary Surgeons and whilst practising at the 
Wards Veterinary Centre in New Elgin Road, Elgin IV30 6BA ("the practice"), you: 
 
1. Between approximately 7.30pm on Saturday 18 March 2017 and 10.30 am on Sunday 19 
March 2017, in relation to Belle, a Cavalier King Charles Spaniel belonging to Catherine and 
Duncan Gardner, failed to attend to Belle in order to provide appropriate and adequate care 
including: 

 
(i) assisting Belle with urination; and/or 
(ii) monitoring Belle with a view to considering alternative treatment options; 
and/or 
(iii) monitoring Belle with a view to providing her owners with an update on her 
condition; and/or 

 
2. Between 17 March 2017 and 31 March 2017, in relation to Belle, in the circumstances 
listed below at 2.1 to 2.6, you represented that you had attended Belle on: 
 

(a) Saturday 18 March 2017 between approximately 9pm to 10pm; and/or 
(b) Sunday 19 March 2017 at approximately 6am; and/or 
(c) Sunday 19 March 2017 at approximately 9am; 

 
When you had not in fact done so, and when your representations were therefore: 
 

 (i) Misleading; and/or 
(ii) Dishonest, 

 
More particularly: 
 



2.1 In clinical records for Belle, dated 18 and 19 March 2017, in relation to 
the representations at (a), (b) and (c) above; 

2:2 In hospital records for Belle, dated 18 and 19 March 2017, in relation to 
(a), (b) and (c) above; 

2.3 In a telephone conversation with Mr and/or Mrs Gardner on 19 March 
2017, in relation to (a) and (c) above; 

2.4 In a conversation with Mr and/or Mrs Gardner at the practice on 19 
March 2017, in relation to (a), (b) and (c) above; 

2.5 In a handwritten note provided to colleagues at the practice on 20 March 
2017, in relation to (a), (b) and (c) above; 

2.6 During disciplinary proceedings held at the practice on 30 March 2077; 
 
AND THAT in relation to the facts alleged you have been guilty of disgraceful conduct in a 
professional respect. 
 
 
Introduction and Background 
 
1. This case concerns alleged failures to provide appropriate and adequate care at a 

veterinary practice for a dog that was being looked after and cared for on the premises.  
The dog died at some point over the night or early morning of Saturday 18 - Sunday 19 
March 2017, when the Respondent, Dr Bohnen, was on call for the practice.  

2. Belle was a Cavalier King Charles Spaniel who was ill in the period leading up to March 
2017.  She had been the subject of several investigations and assessments by experts in 
the preceding months for neurological symptoms and by March 2017 she needed to be 
admitted as an in-patient at Wards veterinary practice, and so that she could be treated 
and monitored. Belle was admitted to the practice on Sunday 12th March and remained 
there as an inpatient for the following week. 

3. Belle’s care in the practice involved medical treatment with Prednisolone (a corticosteroid), 
Gabapentin (a pain killer), Clavaseptin (an antibiotic) and Omeprazole (an anti-gastric 
ulcer drug). In general, medications were given twice daily at 9.00 to 10.00 am and at 6.00 
pm. The dose of Prednisolone had been reduced by the time of the weekend in question 
due to concerns about biochemical changes and an increase in Belle’s white blood cell 
count. There were no plans for any other changes to the medication Belle was being 
prescribed over the weekend of the 18/19 March.  Belle had to be assisted to urinate by 
squeezing her bladder several times a day. Her vital signs were monitored and she was 
kept clean and comfortable.  

4. In terms of care out of normal working hours, over the period from Sunday March 12 to 
Saturday March 18 in  general Belle was checked intermittently each night until between 
8.00 pm and 10.15 pm in the evening and then left unattended until between 5.00 am and 
8.40 am in the morning as evidenced by the handwritten clinical records and as confirmed 
in oral testimony by the senior veterinary surgeon in charge of Belle’s case, Dr Claire 
Garden. This meant that Belle was left unattended for between approximately 8 and 11 
hours each night over the course of the week.  
 



5. Nursing staff were present in the practice during normal working hours including Saturday 
morning but there was no rota or regular attendance of nursing staff in general before 
about 8.30 am or after about 6.30 pm during the week or after lunchtime in Saturday. Care 
of any inpatients was thus predominantly the responsibility of the on-call veterinary 
surgeon out of hours, though nursing staff might help with that by ad hoc arrangement 
from time to time.  

 
 

6. As far as communication was concerned Mrs Gardner visited the practice to see Belle 
every day and made arrangement to do so (and did so with Mr Gardner) on the morning 
of Saturday 18 March. The arrangement otherwise was that the practice would contact the 
Gardners if there were any changes in or concerns about Belle’s condition.  
 

7. Dr Bohnen was the on call veterinary surgeon on Monday, Wednesday and Friday nights 
that week as well as over the weekend. On Monday 13 March she was called in to see an 
emergency at approximately 7.20 pm and came back to check inpatients at 9.00pm. On 
Wednesday 15 March she checked Belle at approximately 8.30 pm and on the night of 
Friday 17 March she attended at the practice at 7.15, 8.55 and 11.50pm. There was no 
criticism of her out of hours care of Belle or any other inpatients or emergencies on those 
nights. 

 
The events in question 
  

8. The College maintains that there were failings in the care provided for Belle by Dr Bohnen 
over the period from approximately 7.30pm on Saturday 18 March 2017 to 10.30 am on 
Sunday 19 March 2017 when Dr Bohnen found Belle was dead.  
 

9. When, on the morning of Sunday 19 March 2017, Dr Bohnen discovered that Belle had 
died she telephoned Mr and Mrs Gardner, at approximately 11.00 am, to tell them of their 
loss.  When the Gardners attended the practice shortly thereafter Dr Bohnen described to 
them the care that she had given the dog over the previous 24 hours. The College’s case 
is that this involved false representations that were misleading and/or dishonest. 

10. The Gardners were very upset to learn that their dog had died, and particularly unhappy 
with the account given to them from Dr Bohnen at that time, which suggested that Belle 
had not been reviewed and cared for over a 12 hour period. Mrs Gardner had, in her own 
mind, formed the expectation that Belle would be checked every 3 or 4 hours overnight. 
There was no evidence that anyone in the practice had indicated that this was going to be 
the case and the evidence showed that it had not been so over the entire week.  The 
Gardners were not satisfied with the explanations being given to them by Dr Bohnen as to 
the circumstances of Belle’s death, and as to the care that preceded it.   

11. When asked about the occasions when she had provided care to Belle over that night the 
College said that Dr Bohnen gave a false account to the Gardners.  The College said that 
Dr Bohnen claimed to have been with Belle at 9pm on Saturday 18 March, and again at 
9am on Sunday 19 March 2017, which led to the Gardners’ concerns that Belle had not 
been reviewed for a period of some 12 hours.  The Gardners were also concerned that Dr 
Bohnen seemed to be giving different, and inconsistent accounts as to when she had cared 



for Belle. Dr Bohnen claimed to have also attended the dog at 6am on that Sunday 
morning, as well as at 9am. 

12. The proprietors at Wards veterinary practice learned of Belle’s death and also of the 
Gardners’ concerns as to the circumstances and the explanations that they had been 
given.  On Monday 20th March Dr Bohnen was asked to give an account of what had 
occurred overnight on the 18/19 March and she provided a hand written note which 
repeated the claims she had made earlier that she had attended Belle at 9pm on Saturday 
18 March, and again at 6 am and 9am on Sunday 19 March 2017. An investigation then 
took place, with the practice reviewing the clinical notes for Belle, including entries written 
into the practice computer system. 

13. A check was also made of the times when the practice security system (burglar alarm) had 
been switched on and off as staff entered and left the building over the weekend, by 
speaking to the company who provided it, and a printout was obtained. This showed that 
the last time the security system had been switched on as the building was left on the 
Saturday evening (18 March) was at 19.03 and the first time the system was switched off 
as the building was entered on the Sunday morning (19 March) was at 10.25.  

14. The security company also told those investigating of a phone call that had been received 
from a woman who claimed to be interested in installing a security system.  The woman 
had asked whether such a system would record the times when the alarm was switched 
on and off.  She did not leave her name, but a record was made of her telephone number.  
The telephone number was that of the mobile phone that Dr Bohnen had been supplied 
with by Wards Vets, her employer.    

15. Inquiries were also made of the motor dealership which had premises adjacent to Wards’ 
premises, and which had CCTV cameras and recordings over the weekend.   Dr Bohnen 
lived some 8 miles from the practice, and she came into work by car, which she would 
drive and park within the range covered by the CCTV cameras.  The timings on the CCTV 
images when Dr Bohnen’s car could be seen arriving at the practice fitted in with the 
timings obtained from the security company.  

16. The College’s case was that the evidence obtained from these sources showed that Dr 
Bohnen’s claim to have been at the practice at 9pm on Saturday 18 March 2017 and at 
6.00 am and 9.00 am on Sunday the 19 March was false.  The Gardners recall that the 
phone call made to them to notify them of Belle’s death was received at about 11am on 
that Sunday morning. 

17. The College said that it followed that Dr Bohnen’s assertions, in her conversations with the 
Gardners on the Sunday, to the effect that she had attended Belle at 9pm on Saturday 
evening, and attended her again at 6am and 9am on the Sunday morning, were false.  The 
College said that Dr Bohnen had lied to the Gardners when she suggested that she had 
found that Belle had died at 9am, but delayed calling them because she had not wanted 
to disturb them early on a Sunday morning.  The College maintained that the true picture 
was that Dr Bohnen could not have discovered that Belle had died until about 10.30 am 
that morning, and it fitted that she rang them not long after that.   

18. The Gardners had been surprised and upset to learn that Belle had been left unattended 
for 12 hours or so on Dr Bohnens version of events.  The College said that in reality Belle 
had been unattended for at least 15 hours (from about 7pm on Saturday 18 March to after 



10am on Sunday 19 March).  They maintained that during that period Belle could not have 
been given care and assistance, because there was no one at the practice. 

19. The College said that there were also false entries made in the clinical notes both those 
on the computer and the handwritten hospital notes.  The computer notes referred to care 
and monitoring Dr Bohnen claimed to have carried out at 9.00pm on Saturday 18 March 
and at 6.00 am on Sunday the 19 March.  Dr Bohnen wrote that she had come into the 
practice at 9pm, that she had given Belle medication, and that she had expressed her 
bladder, finding it moderately full.  The College said that none of this could have taken 
place, for she was not on premises at that time.  Equally Dr Bohnen could not have turned 
Belle at 6am on the Sunday, made sure that the bed was dry and warm enough, or put on 
fresh warm bean bags. 

20. When given the opportunity to explain, at an Investigation meeting at the practice on 30th 
March 2017 Dr Bohnen stuck to her story despite being told that there was evidence to 
refute the account that she had given earlier, and that there was CCTV and other evidence 
to show that she had not been at the practice over the weekend at some of the times when 
she had claimed to be.  She asserted that she had, indeed, been at the practice and had 
cared for the dog in accordance with her clinical records.  She even offered to take a 
polygraph test (a “lie detector” test) to demonstrate her honesty.  The College maintained 
that she was lying throughout.   

21. Dr Bohnen wrote a letter of response to the College’s investigations in September 2017 
and this was provided in evidence.  By that time she accepted that she had left the practice 
at around 7pm on Saturday, 18 March. She said that she had then gone home, eaten 
dinner and then fallen asleep on the couch. She said she was not disturbed by any 
emergency calls overnight and only awoke when an emergency call came through on the 
Sunday morning. She drove to the practice to attend to that call and simultaneously check 
on Belle. When she arrived at the practice she found that Belle was dead. In examining 
Belle at that point she said she knocked over Belle’s water bowl and that water spilt in the 
kennel.  

22. Dr Bohnen said that she then dealt with the emergency call and then phoned the Gardners 
to give them the news that Belle had died. This was at about 11.00 am. She arranged to 
meet the Gardners at the practice so they could see Belle. She switched off the electric 
heater which was used to provide warmth in addition to the central heating system when 
there was an inpatient and removed the blankets, bubble wrap and “bean bags” that had 
been deployed  to help keep Belle warm overnight. Dr Bohnen said she had overlooked 
mopping up the water spilled from the drinking bowl. 

23. Dr Bohnen then left the practice briefly to get something to eat. When she returned the 
Gardners had already arrived. Dr Bohnen’s case was that Mr Gardner in particular was 
very angry and aggressive during the subsequent interaction and shouted at her. Dr 
Bohnen said that as a consequence of this she felt “threatened and scared” and in panic 
described the disputed additional checks over the Saturday night and Sunday morning to 
the Gardners. The Gardners accepted that they were upset as a result of the death of Belle 
but denied shouting or being aggressive toward Dr Bohnen. 

24. Mr Gardner also thought the room where Belle had been kept was very cold and that the 
water in Belle’s kennel was condensation. Dr Bohnen said that she had turned the electric 
heater off once she had found that Belle was dead. The College disputed that the room 



would have become “cold” that quickly after switching off the additional heating. The senior 
veterinary surgeon who had worked at the practice for many years and dealt with Belle 
over the preceding week (Claire Garden) said that the practice was usually warm. 

25. After the Gardners had left Dr Bohnen said she burst into tears and rang Claire Garden to 
tell her what had happened. Claire Garden confirmed that when she took the call from Dr 
Bohnen at 11.28 am on the Sunday morning Dr Bohnen was “crying and very upset” and 
that Dr Bohnen told her that Mr Gardner had shouted at her. In a subsequent telephone 
conversation at about 12.00 noon Dr Bohnen was still described by Dr Garden as “not very 
coherent” 

26. In her letter to the College in September 2017 Dr Bohnen admitted that she then made 
false entries in the clinical records to the effect that she had come into the practice at 
9.00pm on the Saturday night and early on the Sunday morning. In e-mail correspondence 
with the College immediately before and during the inquiry hearing (some of which was 
conducted through her mother) Dr Bohnen continued to accept that she was guilty of the 
second charge and had been dishonest in that respect. 

27. Dr Bohnen denied Charge 1 claiming that she had assisted Belle with her urination before 
leaving the practice on the Saturday night and that there was in her view no indication to 
“consider alternative treatment options” or provide the owners with further updates since 
their visit to the practice on Saturday morning when they had spent considerable time with 
Belle.  

28. The College’s view was that the reason for Dr Bohnen’s false representations was because 
she was aware that she had failed in her professional obligations towards Belle.    

29. The College’s view was that Belle would have required assistance to urinate over the 
period during which she was unattended, and that she should have been monitored.  The 
College said that Dr Bohnen chose the contents of her false entries (for example giving 
medication, heating bean bags, and assisting with urination) because she knew what 
Belle’s needs would have been, and that she had failed to meet them.  

30. It was not the College’s case against Dr Bohnen that Belle died as a consequence of 
failings on her part.  That had not been alleged in the charges, nor was there any evidence 
to show it.  Nonetheless, the College did say that Dr Bohnen failed in her duty to provide 
appropriate and adequate care. 

Credibility of the witnesses 

31. The Committee heard oral evidence from Mr and Mrs Gardner, Dr Claire Garden MRCVS 
and Ms Blair Johnston RVN.  

Mr and Mrs Gardner 

32. Mr and Mrs Gardner verified their witness statements which stood as their evidence in 
chief. They were asked question by members of the Committee which included putting to 
them the Respondents account of events where it differed from that of the witnesses.  
 

33. The Committee considered that both Mr and Mrs Gardner gave their evidence cogently 
and in a calm and measured manner. It was obvious to the committee that Mrs Gardner in 
particular became very upset when recalling the circumstances surrounding the death of 
her dog. While there were minor differences between their accounts of events, both 



witnesses flatly denied that Mr Gardner had been aggressive and shouted at the 
Respondent. Mr Gardner accepted that he had been angry later in the day at the time 
when he was visited by Dr Garden, because on reflection he believed he had been lied to 
by the Respondent. 
 

34. Accordingly the Committee considered that Mr and Mrs Gardiner were good witnesses, 
who gave reliable and credible evidence. The Committee were in no doubt that these 
witnesses did their best to assist the Committee to the best of their recollections. 

Dr Claire Garden MRCVS 

35. Dr Garden was a senior and experienced veterinary surgeon who was the Clinical Director 
of the Wards veterinary practice. She verified her witness statement and gave oral 
evidence to the Committee. She was asked a number of questions by the Committee to 
clarify various matters referred to in her witness statement and the documents attached to 
it. She was questioned in detail about the care of Belle over the week preceding the 
weekend that was the focus of this inquiry. In particular she was asked about the length of 
time Belle was left unattended at the practice overnight during that week. Dr Garden’s view 
was that she felt the extended period of time that Belle was left on the night of the 18/19 
March crossed a threshold and was unacceptable particularly because Belle was unable 
to urinate by herself.  
 

36. The Committee found that Dr Garden was a clear, helpful, credible and reliable witness. 
The Committee had no hesitation in accepting her evidence.  

Ms Blair Johnston 

37. Ms Johnston had been a student veterinary nurse at the time of the events in question but 
was now qualified and registered. She had been involved in the day to day care of Belle 
during the week and until the Saturday lunchtime (18 March). She verified her witness 
statement and gave oral evidence to the Committee. She confirmed that Belle was the 
only inpatient on the Saturday night (18 March) and confirmed the heating arrangements 
in the room in which Belle was kept. She was a credible and reliable witness and the 
Committee accepted her evidence.  
 

 

Decision on Facts  

38. The Committee has considered all the oral and written evidence in this case including the 
Respondent’s lengthy letter of September 2017 which gave a detailed account of the 
Respondent’s case and her subsequent more recent emails to the College. The 
Committee considered the submissions made on behalf of the College. It also considered 
a note on the law provided by Counsel for the College which summarised the cases of 
Jones and Adeogba, together with summaries of various other cases. The Committee 
accepted the advice of the Legal Assessor which stressed the need to proceed carefully 
and with caution in order to ensure that this hearing was fair to all parties. This included 
advice that the Committee should draw no adverse inference from the fact that the 
Respondent had not attended or participated in the hearing.  

Charge 1 



39. The Committee found that the evidence provided by the security system log of the 
switching off and on of the alarm system as entries and exits from the building were made 
over the time in question, supported by information from the CCTV cameras from the 
adjacent premises left no doubt that Dr Bohnen did not attend Belle at the practice between 
the hours identified in the charge. No care was therefore provided to Belle during that time. 
 

40. The time period involved was some 15 hours. 
 

41. The Committee was of the view that inter alia this needed to be seen in the context of the 
time that Belle had been left unattended at night for the preceding 6 nights she had been 
in the practice (since Sunday March 12th) as described above. In general Belle had been 
checked intermittently until between 8.00 and 10.15 pm in the evening and then left 
unattended until between 5 and 8.40 in the morning. This meant that Belle had been 
unattended for between approximately 8 and 11 hours each night over the course of the 
week. 
 

42. On the night in question the time over which Belle was unattended was some 4 hours 
greater than had been the case on any other night. The Committee found that in the 
particular circumstances of this case that did amount to a failure to provide adequate care. 

 
  

43. In relation to the three specific aspects of care identified in Charge 1 the Committee found 
that there was a failure to provide adequate assistance to Belle in relation to her inability 
to pass urine without assistance. 
 

44. The Committee did not find that the conduct constituted a failure in relation to considering 
alternative treatment options as there was no evidence that alternative treatment options 
were being considered by anyone involved in the case. 

 
 

45. The Committee did not find that the conduct constituted a failure in relation to providing 
her owners with an update on her condition as the communication arrangement agreed 
with Mr and Mrs Gardner related to communication if any change was noted when Belle 
was examined and not to update at specific intervals that would dictate the timing of checks 
per se. 
 

46. The Committee thus finds the facts of Charge 1 are found proven in relation to failure to 
attend to Belle in order to provide appropriate and adequate care including assisting 
Belle with urination. 

 
47. Charges 1 (ii) and 1 (iii) are dismissed 
 
Charge 2. 

48. The Committee finds that the statements of Dr Bohnen in the computer and hand written 
clinical records and her subsequent responses to the investigations of her conduct by the 
practice indicate that she did represent that she had attended Belle on: 

(a) Saturday 18 March 2017 between approximately 9pm to 10pm; and/or 



(b) Sunday 19 March 2017 at approximately 6am; and/or 
(c) Sunday 19 March 2017 at approximately 9am; 

 
49. These documented representations support the evidence of the Gardners about verbal 

representations Dr Bohnen made to them by telephone and direct face to face 
conversation on the morning of Sunday March 19 to the same effect. 
 

50. The Committee found that the evidence provided by the security system log of the 
switching off and on of the alarm system as entries and exits from the building were made 
over the time in question, supported by information from the CCTV cameras from the 
adjacent premises left no doubt that Dr Bohnen did not attend Belle at the practice at the 
times identified in the charge. 

 
 

51. The Committee thought there was conflicting evidence as to whether Mr Gardner was 
angry and aggressive and shouted at Dr Bohnen when the Gardners came to the practice 
on the morning of Sunday 19 March. Mr Gardner accepted the evidence of Dr Garden that 
he was angry when she visited him at home later that day. Mr Gardner denied that he was 
angry earlier with Dr Bohnen and said that his anger had developed since then as he had 
thought about the inconsistencies in the account Dr Bohnen had given to him and his wife. 
He accepts however that he was upset at that time as a result of Belle’s death.  
 

52. Dr Bohnen was also upset by the meeting with Mr Gardner as evidenced by both her own 
account and that of Dr Garden in relation to the telephone conversation between the two 
at about 11.30 am that Sunday morning shortly after the Gardners had left the practice.  
 

53. The Committee did not believe it was necessary in determining the facts of this charge to 
resolve the conflict of evidence as to whether Mr Gardner shouted at Dr Bohnen during 
their meeting. 

54. While the Committee accepts that the initial oral statements made by Dr Bohnen may have 
been influenced by panic at the death of Belle and how upset Mr and Mrs Gardner were 
as a consequence of that, there is no doubt, in the Committee’s view, that the subsequent 
reaffirmation of the false representations as being true during the ensuing practice 
investigations up to and including the 30th March made the whole course of conduct 
unquestionably dishonest. 
 

55. Dr Bohnen subsequently accepted, both in her response to the College of September 2017 
and her e-mail correspondence with the College between the 10th and 22nd of January 
2019 that her representations in this matter were false and that they were misleading and 
dishonest. 

 
 

56. The Committee thus finds the facts of Charge 2 to be proven in its entirety. 

 

 

Disciplinary Committee 



23 January 2019 

 

 

 

 

 


