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ROYAL COLLEGE OF VETERINARY SURGEONS 
 
INQUIRY RE: 

 
 

MARTHINUS BOTES  
 

 
 

DECISION ON FINDING OF FACTS AND DISGRACEFUL CONDUCT 
 

 
 
Charges  
 

THAT, being registered in the register of veterinary surgeons: 
 
 
 

1.        On 21st October 2016 you performed a right total hip replacement (THR) on a female 
Labrador Retriever, Cola, when: 

 
(i)        you had failed to perform imaging of Cola’s spine following a therapeutic trial of the 

antibiotic clindamycin for discospondylitis performed between January and May 2016; 
 

(ii)       you  had  failed  to  perform,  alternatively  to  make  a  record  of,  a  clinical examination 
of both of Cola’s hips; 

 
(iii)      you had failed to take a history from Cola’s owner; 

 
(iv)      you had failed to counsel Cola’s owner in respect of the risks to Cola of the 

THR, including in light of the matters alleged at (i) above; 
 

(v)       you had failed to counsel Cola’s owner in respect of the available options to the 
surgery; 

 
(vi)      in the circumstance described at (i) to (v) above you did not have the owner’s informed 

consent to do so. 
 
 
 

2.        On 20th February 2018 you performed a left THR on Cola, when: 
 

(i)        the signs that Cola was in pain were not specific to the left hip; 
 

(ii)       there was current radiographic evidence that the femoral stem of the right hip was loose; 
 

(iii)      you had failed to perform a clinical examination of Cola’s right hip;
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(iv)      you  had  failed  to  perform,  alternatively  to  make  a  record  of,  a  clinical examination 
of Cola’s left hip; 

 
(v)       in light of (i) and/or (ii) above, doing so would not, alternatively may not, have resulted in 

reduction in pain or functional improvement for Cola; 
 

(vi)      you had failed to counsel Cola’s owner in respect of the risks to Cola of the 
THR, including in light of the matters alleged at (v) above; 

 
(vii)     you had failed to counsel Cola’s owner in respect of the available options to the 

surgery; 
 

(viii)     in the circumstance described at (i) to (vii) above you did not have the owner’s informed 
consent to do so. 

 
 
 

3. On 7th December 2016 you performed a left THR on a male Staffordshire Bull Terrier, Kilo, 
when: 

 
(i)        you had failed to perform any, alternatively an adequate, investigation into the cause of 

Kilo’s pain (including by taking a history from his owner and/or or by radiographic and 
clinical examination); 

 
(ii)       Kilo was suffering from long standing osteoarthritic changes in both tarsal joints, a 

widening of the medial aspect of the talocrural joint and mineralisation in the area of the 
plantar ligament; 

 
(iii)      in light of (ii) above, doing so was unlikely to result in functional improvement for Kilo; 

 
(iv)      you had failed to counsel Kilo’s owner in respect of the diagnosis; 

 
(v)       you had failed to counsel Kilo’s owner in respect of the benefits and risks to Kilo of 

the THR, including in light of the facts and matters alleged at (i) to (iii) above; 
 

(vi)      you had failed to counsel Kilo’s owner in respect of the available options to the surgery; 
 

(vii)     in the circumstance described at (i) to (vi) above you did not have the owner’s informed 
consent to do so. 

 
 
 

4. On 22nd June 2017, after Kilo had been represented with pelvic lameness, you failed to 
arrange for the implants which you had removed to be culture and sensitivity tested. 

 
 
 

5. On 16th  March 2016 you performed a right THR on a female cocker spaniel, Daisy when:
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(i)        your advice that Daisy required surgery was given to Daisy’s owner when the history with 
which you had been provided was of pain for about one day and an absence of 
neurological signs; 

 
(ii)       you had failed to elicit from Daisy’s owner a history of Daisy’s clinical signs ; 

 
(iii)      you  had  failed  to  perform,  alternatively  to  make  a  record  of,  a  clinical examination 

of Daisy’s hips; 
 

(iv)      your  radiographic  investigation  was  by  plain  radiographic  myelogram  (an outdated 
modality posing risk to Daisy and risk of false negative results); 

 
(v)       you had failed to counsel Daisy’s owner in respect of the risks to Daisy of the radiograph 

described at (iv) above 
 

(vi)      you  had  failed  to  counsel  Daisy’s  owner  in  respect  of  the  availability  of alternative 
imaging techniques; 

 
(vii)     you had failed to counsel Daisy’s owner in respect of the risks to Daisy of the 

THR, including in light of the facts and matters alleged at (i) to (iv) above; 
 

(viii)     you had failed to advise Daisy’s owner of the option of conservative medical 
management; 

 
(ix)      you had wrongly advised Daisy’s owner that the THR was in effect the only option; 

 
(x)       you had wrongly advised Daisy’s owner that Daisy’s bone had crumbled on the right 

side; 
 

(xi)      you failed to record which hip was replaced; 
 

(xii)     in  the  circumstance  described  at  (iv)  to (vi)  above  you  did  not  have  the owner’s 
informed consent to perform the plain myelogram radiograph; 

 
(xiii)     in the circumstance described at (i) to (x) above you did not have the owner’s informed 

consent to perform the THR; 
 

(xiv)    doing so was not in Daisy’s best interests. 
 
 
 

6.        On 17th November 2016 you performed a left THR on Daisy when: 
 

(i)        you  had  failed  to  perform,  alternatively  to  make  a  record  of,  a  clinical examination 
of Daisy’s hips; 

 
(ii)       you had failed to carry out a review of Daisy’s clinical status (including by taking a 

history from her owner); 
 

(iii)      you had failed to counsel Daisy’s owner in respect of the risks to Daisy of the 
THR, including in light of the facts alleged at (i) and/or (ii) above; 

 
(iv)      you had failed to advise Daisy’s owner of the option of conservative medical management;
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(v)       you failed to record which hip was replaced; 
 

(vi)      in the circumstance described at (i) to (iv) above you did not have the owner’s 
informed consent to do so; 

 
(vii)     doing so was not in Daisy’s best interests. 

 
 
 

7.        On 8th  May 2017 you performed a left THR on a West Highland Terrier Japanese 
Akita cross, Sora, when: 

 
(i)        you had not performed, alternatively made a record of, a clinical examination of 

Sora’s hips; 
 

(ii)       you had failed to elicit from Sora’s owner a history of Sora’s clinical signs ; 
 

(iii)      you had failed to counsel Sora’s owner in respect of the diagnosis, including the 
possible involvement of the stifle joint; 

 
(iv)      you had failed to counsel Sora’s owner in respect of the available options to the 

surgery; 
 

(v)       you had failed to counsel Sora’s owner in respect of the risks to Sora of the 
THR; 

 
(vi)      in the circumstance described at (i) to (v) above you did not have the owner’s 

informed consent to perform the THR. 
 
 
 

8. On 12th October 2017 you recommended a left THR for a Bichon Frise cross, Penny, when: 
 

(i)        Penny had presented with a short history of mild clinical signs consistent with patellar 
luxation of the left pelvic limb; 

 
(ii)       you had failed to view a video of Penny walking offered to you by Penny’s owner; 

 
(iii)      you had failed to observe Penny walking during the consultation; (iv)      

Penny was suffering from patellar luxation of the left pelvic limb; (v)       you 

wrongly told Penny’s owner that Penny was in constant pain; (vi)      

complication rates for micro and nano THR are relatively high; 

(vii)     you  had  failed  to  describe  any  options  to  surgery  or  surgical  options  to 
Penny’s owner; 

 
(viii)     you had failed to counsel Penny’s owner in respect of the risks to Penny of the 

THR. 
 

9. You failed to keep adequate, clear and detailed clinical records in relation to your 
interventions in the care of the animals referred to in paragraphs 1 to 8 above.
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AND THAT, in relation to the matters set out above, whether individually or in any 
combination, you are guilty of disgraceful conduct in a professional respect. 

 

Background 
 
1. At the time of the incidents referred to in the Charges, the Respondent, Dr Botes, was practising 

as a veterinary surgeon at the Medivet Group Ltd (Medivet), practising from the Chafford Hundred 
Branch in Grays, Kent, where he became senior partner in 2014.  

 
2. The Charges span a period of time from March 2016 to February 2018 and relate to concerns 

arising out of total hip replacement (THR) surgery carried out by Dr Botes in respect of 4 dogs, 
Cola, Kilo, Daisy and Sora. There are further charges in relation to a consultation in respect of a 
fifth dog, Penny, when it is alleged that Dr Botes recommended a left THR. Dr Botes is also 
charged with record-keeping failures in relation to his interventions in the care of the five dogs 
which feature in the charges.  

 
 
Determination on the Facts 
 
3. The Committee read the College’s bundle of evidence, which included a number of witness 

statements, as well as the expert report of Professor John Innes, RCVS Specialist in small animal 
surgery (orthopaedics), dated 19 July 2021. The Committee also read a written Opening from Mr 
Bradly, on behalf of the College, dated 10 January 2021.  

 
4. The Committee read Dr Botes’ bundle of evidence, which included, amongst various documents 

and evidence, Dr Botes’ witness statement, as well as the expert report of Mr Midgley, RVCS 
Advanced Practitioner (Small Animal Orthopaedics) dated 4 January 2022.  

 
5. After the Charges were read, Mr O’Donnell, Counsel for Dr Botes, indicated that Charges 1 and 2 

were denied, and that Charges 3 – 9, including all their sub-particulars were admitted. Dr Botes 
also admitted that the matters which he admitted constituted disgraceful conduct in a professional 
respect.  

 
6. Mr Bradly informed the Committee that he would call no evidence in respect of Charges 1 and 2 

and invited the Committee to find those matters not proved. The reason for the position taken by 
the College in relation to Charges 1 and 2, as explained by Mr Bradly, was that the owner of Cola, 
LB, who had made a witness statement (which was not before the Committee)  had taken the 
position that she would not attend to give evidence, leaving the College in a position where it was 
required to make an application for her witness statement to be read by the Committee, without 
hearing from her in person. That would leave Dr Botes unable to challenge her in cross-
examination if the Committee decided to admit LB’s witness statement. If the Committee did not 
admit it, Mr Bradly submitted that Charges 1 and 2 would fall in any event.  
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7. Mr O’Donnell invited the Committee to dismiss Charges 1 and 2. 
 
8. The Committee accepted the advice of the Legal Assessor which was given in open session.  
 
9. The Committee considered very carefully the position taken by the College. It took into account 

that LB was not willing to attend to give live evidence, and that in order for the College to rely on 
her statement, an application by the College to admit her evidence in written form, as hearsay, 
would need to be made. If accepted, Dr Botes would be unable to cross examine LB.  

 
10. The Committee however also took into account that there is other evidence in the bundle, apart 

from that of LB,  relating to Charges 1 and 2, in the form of a witness statement of RML, Practice 
Principal of Medivet, Hendon, one of the senior partners of Medivet, and also Cola’s primary 
veterinary surgeon. RML exhibits Cola’s clinical records. In addition, there is evidence to support 
Charges 1 and 2 in the report of Professor Innes. However, the Committee also considered what 
remained of the charges if Charges 1 and 2 were not proceeded with. The Committee looked at 
the number and nature of the remaining charges, keeping in mind the public interest, including the 
need to uphold confidence in the profession as well as the need to protect animal welfare. Taking 
into account all of the circumstances before it, the Committee did not consider that the public 
interest would be undermined by the approach taken by the College.  

 
11. The Committee therefore found Charges 1 and 2 not proved. The Committee found Charges 3 – 8 

in their entirety proved by way of Dr Botes’ admissions, and found Charge 9, as it applies to 
Charges 3 – 8, proved by way of Dr Botes’ admission.  

 
 
Determination on Disgraceful Conduct in a Professional Respect  
12. The Committee considered the oral submissions of Mr Bradly  and Mr O’Donnell. Mr Bradly 

submitted that all of the factual matters found proved amounted to disgraceful conduct in a 
professional respect. Mr O’Donnell reminded the Committee that Dr Botes accepted that all 
matters found proved amounted to disgraceful conduct in a professional respect and submitted 
that all Dr Botes’ admissions were indicative of his insight.  

 
13. The Committee accepted that the test for considering disgraceful conduct in a professional 

respect, is as set out by the Legal Assessor, namely whether the conduct falls far short of that 
which was expected of a member of the veterinary profession in the particular circumstances.  

 
14. The Committee interpreted the word “failed” in the charges to connote firstly a professional duty to 

carry out the action alleged, and secondly, a breach of that duty. 
 
15. The Committee took into account the “Disciplinary Committee Sanctions Guidance” published by 

the RCVS. The Committee noted that it was entitled to take into account the aggravating and 
mitigating factors in the case provided they did not amount to personal mitigation. The question of 
whether conduct amounts to disgraceful conduct in a professional respect is a matter of 
judgement for the Committee, and not a matter of a burden or standard of proof. The Committee 
took into account the expert evidence before it regarding the question of whether Dr Botes’ 
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conduct fell far below the standards expected of him, as well as  Dr Botes’ admissions, but was 
mindful that the final decision is its own.  

  
16. The Committee took into account the Code of Professional Conduct for Veterinary Surgeons (the 

Code). On considering the matters found proved as a whole, the Committee concluded that Dr 
Botes’ conduct fell far below the requirements of the following provisions as set out below. The 
Committee was mindful that not every breach of the Code amounts to disgraceful conduct in a 
professional respect.  

 
“1.1 Veterinary surgeons must make animal health and welfare their first consideration when 

attending to animals.  
1.3 Veterinary surgeons must provide veterinary care that is appropriate and adequate.  
2.4 Veterinary surgeons must communicate effectively with clients, including in written and spoken 

English, and ensure informed consent is obtained before treatments or procedures are carried 
out.” 

 
17. In considering whether the conduct amounted to disgraceful conduct in a professional respect the 

Committee had regard to the public interest which includes protecting the health and welfare of 
animals, maintaining public confidence in the profession and declaring and upholding proper 
standards of conduct and behaviour.  

 
18. The Committee considered whether each charge either individually or in combination could 

amount to disgraceful conduct in a professional respect.  
 
19. In coming to its decisions, the Committee took into account Professor Innes’ opinions that it was 

not reasonable for Dr Botes to have carried out the THR without sufficient investigation into Kilo’s 
pain;  that the THR undertaken in respect of Sora was not in the animal’s best interests; and that 
it was “entirely unnecessary” to recommend the THR in respect of Penny. In addition, the 
Committee has found that both THRs performed in respect of Daisy were not in her best interests. 
Thus, in the Committee’s view,  Dr Botes’ actions and omissions did not ensure the animals’ 
health and welfare. 

 
20. The Committee also took into account that the repeated failures to obtain informed consent were 

a breach of the owners’ trust, the owners relying on Dr Botes for full consideration of the clinical 
signs and history, as well as sufficient advice, explanations and guidance given to them, including 
in respect of risks, benefits and alternative courses of action and their risks and benefits, so as to 
be able to give informed consent.  

 
21. The Committee took into account the following aggravating factors: 
i. The THRs in question were a source of financial gain; 
ii. Dr Botes conduct was repeated over a considerable period of time; 
iii. Increased position of trust and responsibility because of perceived expertise in small animal 

orthopaedics and its education. 
22. The Committee took into account that there were repetitions of behaviour demonstrated over 

time, for example in inadequate clinical examinations, failing to take a history of clinical signs, 
inadequate clinical assessment, inadequate clinical reasoning, failing to counsel owners in 



 

8 

 

 

respect of the risks of THR, failing to counsel owners on options other than THR, and failures in 
record-keeping. Such repetitions compounded the seriousness of the matters in question.  In 
addition, such failures were a breach of the basic and fundamental requirements of a veterinary 
surgeon. 

 
23. The Committee took into account, as a mitigating factor that Dr Botes has indicated some insight 

into some aspects of in the Charges in his writing in communications to the College, in his witness 
statement dated 29 December 2021, and in his new admissions at the start of this Inquiry. 

 
24. The Committee also took note of Dr Botes’ assertion that his actions with regard to the obtaining 

of informed consent and other communications with owners were in accordance with Medivet’s 
protocols at the time.  

 
Charge 3  (Kilo; Left THR undertaken) 
25. The Committee proceeded on the basis that all of the sub-particulars of Charge (i) - (vii) are 

intrinsically bound up with each other, and indeed, the finding that Dr Botes did not have the 
owner’s informed consent for the left THR performed upon Kilo (Charge 3 (vii)) , is based upon 
the circumstances set out in Charge 3(i) –(vi).  

 
26. Charge 3(i) involved a failure to perform any or any adequate investigation into the cause of Kilo’s 

pain, (including by taking a history from the owner and by radiographic and clinical examination). 
This was in the light of the longstanding osteoarthritic changes in both tarsal joints (Charge 3(ii)). 
This was particularly serious, in light of the comorbidities recorded in Kilo’s clinical records, as 
well as being a basic and fundamental requirement of a veterinary surgeon in such 
circumstances.  In the light of those comorbidities, as set out by Professor Innes, the THR was 
unlikely to result in functional improvement for Kilo in respect of his left pelvic limb lameness 
(Charge 3(iii)). In such a context, Dr Botes failed to counsel Kilo’s owner in respect of the 
diagnosis, and the benefits and risks of the THR (Charge 3(iv)  and (v)). It is in the light of all of 
these failures,  that Dr Botes did not have the owner’s informed consent to the THR. The 
Committee took into account Professor Innes’ opinion that on the basis of the radiographs, he 
would seriously question the diagnosis and the need for a THR, that “it is likely that the left tarsus 
was a contributor to clinical signs in this dog all along” and the degenerative changes associated 
with the lumbosacral disc would also explain the pelvic limb lameness.  In Professor Innes’ 
opinion, “either is more likely to explain the left pelvic limb lameness than the mild hip dysplasia” . 
The Committee considered that it was even more important in the context of the existing clinical 
symptoms for Dr Botes to advise Kilo’s owner in respect of the diagnosis, the THR and options 
other than surgery. These failures gave rise to animal welfare issues.  In the circumstances, Dr 
Botes’ failures were serious, and individually and cumulatively fell so far short of what was 
expected as to amount to disgraceful conduct in a professional respect.  

 
Charge 4 (Kilo) 
27.  The Committee took the view that in isolation, failure to arrange for implants to be sent for culture 

and sensitivity testing was unlikely in and of itself to be sufficiently serious to amount to 
disgraceful conduct in a professional respect. However, the Committee viewed this failure in the 
context of the disgraceful conduct in Charge 3, as well as the documented bouts of ear disease 
and dental disease in Kilo. Professor Innes highlights this as:  
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“risk factors for dogs being considered for THR because of the increased likelihood of bacteraemia 
with subsequent bacterial seeding to hip implants”. 

28. In this context, the Committee decided that the failure to arrange for the implants to be tested 
gave rise to animal welfare issues in relation to Kilo, due to the need for investigation into 
potential infection. In this regard, the Committee also took account of Professor Innes’ opinion 
that when radiographs were taken of Kilo on 8 June 2017 when he presented with severe left 
pelvic limb lameness (2 weeks prior to removal of the implants), the changes on those 
radiographs were, according to Professor Innes “very suggestive of  implant related infection”. In 
all the circumstances, Dr Botes’ failure to arrange testing fell far below what was expected as to 
amount to disgraceful conduct in a professional respect. 

 
Charge 5 (Daisy; Right THR undertaken) 
29. The Committee proceeded on the basis that all of the sub-particulars of Charge 5(i) - (xiv)) are 

intrinsically bound up with each other, and indeed, Charge 5 (xiii)), namely the finding that Dr 
Botes did not have the owner’s informed consent for the THR performed upon Daisy, is based 
upon the circumstances set out in Charge 5(i) –(x).  

 
30. As set out in Charge 5(i), Dr Botes advised Daisy’s owner that surgery was required when the 

history was of pain for merely about one day and an absence of neurological signs. In the 
Committee’s view, this was a further example of a failure to properly investigate the cause of pain, 
as found in respect of Kilo. In addition, Dr Botes failed to elicit from Daisy’s owner a history of the 
clinical signs (Charge 5(ii)), and failed to perform a clinical examination of Daisy’s hips (Charge 
5(iii)) which again is another example of a failure to investigate the cause of pain. The Committee 
considered that this was a fundamental basic requirement of a veterinary surgeon in such 
circumstances. The Committee noted that this was  a repetition of such behaviour identified in 
relation to Daisy and Kilo in March and December 2016 respectively.  

 
31. The Committee considered it useful to consider Charge 5(iv) – (vi) and (xii)  together. Dr Botes 

utilised plain radiographic myelogram to carry out his radiographic investigations which Professor 
Innes noted is an outdated technique posing a risk to Daisy with a risk of false negative results  
(Charge 5 (iv)). In addition, Dr Botes failed to advise Daisy’s owner as to the risks to Daisy of the 
procedure (Charge 5 (v)) and to advise Daisy’s owner in respect of the availability of alternative 
imaging techniques. In all of these circumstances Dr Botes did not have the owner’s informed 
consent to perform the myelography (Charge 5 (xii)). The Committee was of the view that Dr 
Botes’ lack of communication and failure to obtain informed consent was serious, because it 
prevented Daisy’s owner from understanding the implications and being able to properly agree to 
such a procedure.  

 
32. Dr Botes failed to counsel Daisy’s owner as to the risks to Daisy of the THR (Charge 5(vii))  in the 

context of the matters found proved at Charge 5(i) –(iv), and as such, Daisy’s owner was not 
given a sufficient explanation, nor was she given advice surrounding the option of conservative 
medical management (Charge 5(viii)) which is another example of the failure to communicate 
important information.  

 
33. In addition to the failures in communication, Dr Botes gave Daisy’s owner wrong advice, in that he 

told her that the THR was in effect the only option (Charge 5(ix)). He also wrongly advised that 
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Daisy’s bone had crumbled on the right side (Charge 5(x)). Both were incorrect but were 
significant statements which had the potential to weigh heavily with Daisy’ owner in leading to a 
decision as to whether or not to consent to a THR. Therefore in the circumstances set out in 
Charge 5(i) to (x), Dr Botes did not have the owner’s informed consent to perform the THR 
(Charge 5 (xiii). In addition undertaking the THR was not specifically in Daisy’s best interests 
(Charge 5 (xiv)), giving rise to animal welfare concerns for Daisy.  

 
34. Considering all of the matters set out above individually and cumulatively, as part of a course of 

conduct in relation to Daisy, the Committee found them so serious as to fall far below what was 
expected, and therefore to amount to disgraceful conduct in a professional respect. 

 
35. Charge 5(xi) setting out Dr Botes’ failure to record which hip was replaced did not, in isolation, fall 

far below what was expected so as to amount to disgraceful conduct in a professional respect. 
However, when taken together with the other findings in Charge 5, and as part of the overall 
context, the Committee decided that it did fall far short, and therefore amounted to disgraceful 
conduct in a professional respect. 

 
Charge 6 (Daisy; Left THR undertaken) 
36. The Committee proceeded on the basis that all of the sub-particulars of Charge 6 (i) - (vii) are 

intrinsically bound up with each other, and indeed, Charge 6 (vi)), namely the finding that Dr 
Botes did not have the owner’s informed consent for the left THR performed upon Daisy,  is 
based upon the circumstances set out in Charge 6(i) –(iv).  

 
37. In relation to Charge 6 as whole, the Committee noted that the clinical records show in March, 

April and October 2016 that “alls well [sic]” with no further entry until a “very difficult” THR was 
performed on 17 November 2016. The Committee also noted that the evidence of Daisy’s owner 
was that a month prior to the left THR, her gait was fine. The left THR was undertaken by Dr 
Botes without a further review of Daisy’s clinical status including taking a history (Charge 6(ii)). 
This in the Committee’s view aggravated the seriousness of the failures in Charge 6 as a whole.   

 
38. Once again Dr Botes did not perform a clinical examination of Daisy’s hips (Charge 6(i)), as was 

the case in respect of Charge 5(iii). Furthermore, Dr Botes did not review Daisy’s clinical status 
including by taking a history from the owner, as was found in Charge 5 (ii). In addition, in further 
repetition of previous behaviour, Dr Botes failed to counsel Daisy’s owner in respect of the risks of 
the THR (Charge 6(iii)), the option of conservative medical management (Charge 6(iv)), failed to 
record which hip was replaced (Charge 6 (v)) and did not have the owner’s informed consent to 
the THR (Charge 6(vi)), a procedure undertaken which was not in Daisy’s best interests (Charge 
6 (vii)). For the reasons set out in relation to those matters which were found in relation to Charge 
5, the Committee found them to fall far below what was expected as to amount to disgraceful 
conduct in a professional respect. 

 
Charge 7 (Sora; Left THR undertaken) 
39. The Committee proceeded on the basis that all of the sub-particulars of Charge 7 (i) - (vi)) are 

intrinsically bound up with each other, and indeed, Charge 7 (vi)), namely the finding that Dr 
Botes did not have the owner’s informed consent for the THR performed upon Sora, is based 
upon the circumstances set out in Charge 7(i) –(v). 
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40. Dr Botes did not perform a clinical examination of Sora’s hips (Charge 7(i)), as was the case with 

Daisy on two occasions. Dr Botes also failed to elicit from Sora’s owner a history of Sora’s clinical 
signs (Charge 7(ii)), as was the case in respect of Daisy on two occasions. Dr Botes failed to 
counsel Sora’s owner in respect of the diagnosis, including the possible involvement of the stifle 
joint (Charge 7(iii)). This is a repetition of the failure to counsel Kilo’s owner in respect of the 
diagnosis in a context where there were other contributing clinical factors. Further, also as with 
Kilo and Daisy, Dr Botes failed to counsel Sora’s owner as to options other than surgery (Charge 
7(iv)). As with Kilo, and Daisy (on 2 occasions) Dr Botes failed to counsel Sora’s owner as to the 
risks of the THR. Further as with Kilo, and Daisy (on 2 occasions) Dr Botes failed to obtain the 
owner’s informed consent to the THR. The Committee took the view that by his failures Dr Botes 
put Sora’s welfare at risk. Once again, the Committee considered these matters to be serious and 
for the same reasons referred to in respect of the same failings in relation to Daisy and Kilo, 
considered that these matters taken individually and cumulatively fell so far below what was 
expected as to amount to disgraceful conduct in a professional respect. 

Charge 8 (Penny; Left THR recommended) 
41. The Committee proceeded on the basis that all of the sub-particulars of Charge 8 are intrinsically 

bound up with each other and provide a context for Dr Botes’ recommendation of a left THR for 
Penny. The circumstances surrounding this recommendation were that Penny had presented with 
a short history of mild clinical signs consistent with patellar luxation of the left pelvic limb (Charge 
8(i)) and that Penny was suffering from patellar luxation of the left pelvic limb (Charge 8 (iv). 
Further, Dr Botes failed to view a video of Penny walking offered by Penny’s owner (8 (ii), and  Dr 
Botes failed to observe Penny walking  during the consultation (8(iii). These failures, in the 
Committee’s view,  are further aspects of the repeated failures to investigate properly and obtain 
a clinical history, as set out above in respect of Kilo, Daisy and Sora. In addition,  Dr Botes gave 
Penny’s owner wrong information that Penny was in constant pain (Charge 8 (v)). Another aspect 
of the circumstances surrounding Dr Botes’ recommendation of  left THR was that complication 
rates for micro and nano THR are, according to Professor Innes “in the region of 12-22%” 
(Charge 8 (vi)). It was therefore even more important to ensure that the particular risks and 
benefits of such a procedure were properly considered and communicated to Penny’s owner prior 
to consent being obtained.  

 
42. As with Kilo, Daisy and Sora, Dr Botes failed to counsel Penny’s owner as to options other than 

surgery and the risks of the THR. The Committee took the view that failure to communicate the 
potential risks of THR in a dog of Penny’s small size and age (9 months at examination), was 
particularly serious, and noted Professor Innes’ opinion that  Dr Botes’ recommendation of a THR 
at a first consultation in these circumstances was “extraordinary”. Again, taking into account that 
some of the failures  were repeated in respect of the other dogs as set out above, the Committee 
decided that the failures individually and as a whole in respect of Penny fell so far below what was 
expected as to amount to disgraceful conduct in a professional respect.  

Charge 9 
43. Dr Botes failed to keep adequate, clear and detailed clinical records in relation to his interventions 

in the care of Kilo, Daisy, Sora and Penny.  
 
44. The Committee took the view that while a single failure in this regard may not be serious enough 

in itself to amount to disgraceful conduct in a professional respect, the number of instances 



 

12 

 

 

increased the seriousness. In addition, the context in which the failures occurred was important. 
Dr Botes was working within a structure in Medivet in which two of dogs in question (Kilo and 
Sora) were referred to him by their primary veterinary surgeons within Medivet, and after the THR 
surgery which he performed, he referred the dogs back to their veterinary surgeons’ care. It was 
therefore all the more important in such a context for Dr Botes to produce adequate and detailed 
records which were crucial for the animals’ continuity of care. Quite apart from the issue of those 
dogs being referred to him, in relation to all the dogs in question, adequate record-keeping was 
particularly important in the context of complex surgery which had potentially serious implications 
for the animals in terms of potential post-operative complications, and therefore clear records 
which could assist in continuity of care were important and necessary. Thus there were significant 
risks to the health and welfare of the animals resulting from the failures in record-keeping. In 
these circumstances, the Committee concluded that Dr Botes’ failures fell far short of what was 
expected, and amounted to disgraceful conduct in a professional respect.  

 
45. In conclusion, the Committee found all the factual matters proved to amount to disgraceful 

conduct in a professional respect. 
 
Disciplinary Committee 
12 January 2022 

 

 


