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EAST AND NORTH HERTFORDSHIRE CLINICAL COMMISSIONING GROUP 
GOVERNING BODY MEETING IN PUBLIC 

THURSDAY 25 APRIL 2013, 
PILLARS ROOM, BIOPARK, BROADWATER ROAD, WGC 

 
 

Present: Tony Kostick (Chair) (TK) 
  Nicky Williams, Upper Lea Valley Locality (NW)  
  Stephen Kite, Upper Lea Valley Locality (SK) 

Mark Andrews, Upper Lea Valley Locality (MA) 
Rob Graham, North Herts Locality (RG) 
Fiona Sinclair, North Herts Locality (FS) 
Robin Christie, North Herts Locality (RC) 
Ed Bosonnet, Lower Lea Valley Locality (EB) 
Alison Jackson, Lower Lea Valley Locality (AJ) 
Prag Moodley, Stevenage Locality (PM) 
Russell Hall, Stevenage Locality (RH) 

  Nabeil Shukur, Stort Valley and Villages Locality (NS) 
Deborah Kearns, Stort Valley and Villages Locality (DK) 
John Constable, Welwyn & Hatfield Locality (JC)  
Hari Pathmanathan, Welwyn & Hatfield Locality (HP) 
Linda Farrant, Lay Member Governance and Audit (LF) 
Jon Chapman, Lay Member Assurance (Jon C) 
Mike Walker, Secondary Care Clinician (MW), from item 10)  
Lesley Watts, Chief Executiver (LW) 
Alan Pond, Chief Financial Officer (AP)  
Sheilagh Reavey, Nurse Member and Director of Quality (SR) 
John Webster, Director of Commissioning (JW) 
John Paton (Minutes) (JP) 
Heather Gray, Head of Medicines Management (HG) for item 12  
Jacqui Bunce, AD Strategy (JB) for item 13 
Helen Edmondson, AD Governance and Corporate Affairs 

    
In attendance: Peter Chapman, Patient Representative (PC) 
    Michael Taylor, Patient Representative (MT) 
    25 members of the public 
 

  Action by 
1.  Welcome and introduction  

Tony Kostick welcome members to the first Governing Body meeting of the 
CCG since its establishment, commenting that inevitably the agenda of the 
first meeting focussed on governance issues.  
 

 

 
2.  Declarations of Interest on matters on the agenda 

There were no declarations reported. 
 

 

 
3.  Minutes of the last meeting  31.1.2013 

The minutes were agreed and signed as a correct record. 
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     4. 
 
 

Board action tracker - The action tracker was noted. The open line (E&NHT 
Mortality concerns) had been raised with the Trust and could be closed. 

J Paton 

 
     5. Governance Report 

HE commented that the NHS England ad advised that the CCG agree at it’s 
first Governing Body meeting in public it’s governance framework. 
 
The Governing Body: 
a) Noted the composition of the Governing Body as set out in the paper 
b) Agreed the appointment of Nicky Williams as Clinician Deputy Chair  and 

Linda Farrant as Lay Deputy Chair  
c) Agreed the establishment, composition and membership of the 

Governance and Audit Committee, the Remuneration Committee , the 
Senior Management Team and the Locality Committees as set out in the 
paper, with the following changes: 
• The Nurse Member attends the Governance and Audit Committee but 

is not a member 
• The Lay Member Assurance is a member of the Remuneration 

Committee rather than the Lay member Patient Engagement 
d) Agreed the establishment of the Quality Committee as a Governing Body 

level Committee with a lay Chair, Jon Chapman, with it’s own remit and 
Terms of Reference to be agreed at the next meeting 

e) Agreed the Terms of Reference of the Governance and Audit Committee 
as set out in Appendix 1 of the report 

f) Agreed the revisions to the  Terms of Reference of the Remuneration 
Committee as set out in the report 

g) Agreed the CCG banking arrangements as set out in the report 
h) Noted that the Scheme of Delegation is being reviewed and any 

proposed changes will be reported to a future meeting 
i) Noted the transfer of employees to the CCG from the PCT, with the 

numbers and staff gradings having been agreed with the CCG Executive 
team. They are all occupying posts in the agreed CCG staffing structure.  

j) Noted the Declarations of Interest reported by Governing body members  
 
Members reported the following changes to the Declarations of Interest: 
• Mark Andrews - Partner is a Health Visitor, employed by HCT 
• Prag Moodley - Wife who was declared as a Consultant Psychiatrist, 

employed by HPFT is on a career break from her employment  
• Nabeil Shukur – Company he is a Director of is NHA Medical Ltd, not 

NHS Medical Ltd 
• Lesley Watts – husband is a Consultant at Luton & Dunstable Hospital 
• Alan Pond – The declaration that he was a Director of Assemble 

Community Partnership and associated companies related to the fact that 
the Hertfordshire PCT was a shareholder in the company and had the 
right to nominate a Director, in an unpaid role.  Alan had been the 
nominated director. From 1st April 2013, under the NHS reforms the 
PCT's shareholder interest transferred to Community Health Partnerships 
(CHP). CHP have asked Alan to stay in the role on behalf of the CCG.  
 

HE noted that any changes would be reported to the next Governing Body 
meeting and the full list of declarations reported on a six monthly basis. 
 

 
 
 
 
H Edmondson 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
J Paton 

 
     6. Chief Executive’s Report 

LW commented that the paper reported on actions taken by the Board to 
ensure the smooth transition of governance from the PCT to the CCG and 
that services to patients were unaffected, drawing attention to these points: 
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• Commissioning Round – 30 contracts with major Providers signed off 
• Working closely with patient groups, for which she thanked Nicky 

Williams and Lynda Dent 
• The CCG had been authorised without any conditions, unlike many other 

CCGs , thanks to the committed work of Governing Body and staff 
• Putting in place the staff needed to deliver the CCG’s responsibilities 
• The CCG was committed to transparent working and would place on its 

website key information and documents 
• The CCG’s governance put clinicians in the forefront of decision making 

and the CCG had a robust Board Development Programme to empower 
the Governing Body and Locality Commissioning Groups to take the lead 
in policy formulation and engaging with clinicians and stakeholders 
 

TK emphasised the CCG’s success in securing authorisation without 
conditions and thanked Lesley Watts and the CCG staff  
 
In discussion the following points were made: 
• There had been concerns 18 month’s ago that the CCG would evolve 

into a PCT “Mark 2” rather than a clinician led body .The experience of 
the last year had been a welcome demonstration that it was the latter 

• Clinicians welcomed advice from the Executive Team about the best way 
to put into practice the clinician’s policy priorities 

• The key to the CCG’s future healthy development would lie in it’s ability 
to engage with Member Practices and its stakeholders 

 
The Governing Body noted the report. 
 

 
     7. Finance Report M11 

AP introduced the Finance report noting: 
• All Localities had shown an improvement in their position apart from ULV, 

which was under-spent overall 
• The year end under-spend projected in the last report had been almost 

entirely eliminated by the need to make provision in the 2012/13 
accounts for retrospective Continuing Healthcare (CHC) claims 

• The PCT year end accounts had been completed, subject to Audit, and 
showed a 2013/14 CCG start position in line with that  in the 2013/14 
Financial Plan  
 

In discussion the following points were made: 
• The commentary in the report made points about E&NHT and 

Barnet/Chase Farm but not about PAH .The accompanying appendices 
did clarify the PAH position and future reports would comment on PAH, 
with whom the CCG had agreed an estimated year end position. LW 
reported that she had meetings set up with PAH and W Essex CCG, the 
PAH lead commissioner & would report the outcome to a future  meeting  

• In response to a query about the accounting for contingency reserves, 
AP noted that the CCG held these centrally to mitigate the impact of 
unexpected events leading to increased costs and, if unallocated, would, 
in due course, be fed into Locality budgets 

• The PCT had followed appropriate financial policies in making provision 
for CHC costs. The value of the PCT provision was higher than that 
which many other PCTs had reported. The eventual costs in 
Hertfordshire could be higher or lower than the PCT’s provision. It was 
possible that DH would provide a national solution to this pressure and 
topslice the provision. In such circumstances the CCG would not benefit 
if the PCT had overestimated the costs. Similarly the CCG would not 
suffer if they had underestimated the costs. The CCG had asked the 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A Pond 
 
 
 
 
 
 
 
 
 
 
 
 
A Pond 
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CHC processing team to prioritise those claims considered most likely to 
succeed and would report progress to every Governing Body meeting 

 
The Governing Body noted the report and agreed that a CCG financial 
priority was to settle outstanding CHC claims by 31/3/2014. 
 

 
 
L Watts 

 
     8. Finance Plan 2013/14 

AP introduced the report noting: 
• The CCG, like all commissioning bodies, was being required to plan in 

2013/14 to spend 2% of its resources non-recurrently, to hold a 
contingency reserve of at least 0.5% and to achieve an underspend of 
1%. 

• The CCG had received an increase in its funding of 2.3%, but this was 
not sufficient to cover cost increases related to inflation and increased 
activity arising from an aging population, increased technology and 
increased patient expectations  

• The LCG budget allocations gave each locality the same uplift on their 
2012/13 allocations, which had been set on a Fair Shares basis.  

 
In discussion the following points were made: 
• The CCG would need to continue to prioritise service redesigns that 

would lead to  better clinical care for patients and that were also more 
cost effective 

 
The Governing Body agreed the draft budgets for 2013/14 and the Locality 
allocations for 2013/14 as proposed in the report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A Pond 

 
     9. Performance Report 

JW introduced the report, commenting that the analysis of Performance 
information  presented needed to provide the Governing Body with 
assurance  that measures were in place to improve Provider performance 
and meet the needs of the CCG’s Programme Boards. The key issues in the 
report were: 
• Stroke performance was sub optimal in all local acute  Trusts and there 

was a need for future discussions regarding stroke services, both in 
terms of performance and the development of improved services 

• The targets for waiting times in A & E and for cancer appointments were 
being breached at BCF and PAH 

• Referral to Treatment (RTT) targets were being breached at Clinicenta 
and for Orthopaedics were at 32% against the admitted standard (the 
target was 90%) 

 
In discussion the following points were made: 
• Many target breaches appeared to be near misses and future reports 

should comment on  how seriously the CCG should treat these 
• Securing the required level of information had meant that the CCG had 

employed a Head of Performance  to work with the CSU. 
• Generally the data quality from Trusts was reliable although there were 

occasional disagreements on coding interpretations. The CCG had just  
received today an Audit Commission report on the quality of E&NHT’s 
coding and the CCG would be following up the areas of concern 
identified and would report to the Governing Body at a future date. 

• There was national level concern about the capacity of A&Es to handle 
the level of attendances and subsequent admissions. The CCG needed 
robust plans in place to handle properly the expected level of admissions  

• Future reports would contain more commentary on the significance of the 
raw data, trends and common themes and clarify acronyms 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
J Webster 
 
 
J Webster 
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• The CCG was working with providers to map patient pathways to identify 
pressure points that needed resolving to allow patients to be treated at 
the right time and in the right environment 

• Cancer waiting times at PAH were reducing but the reasons for this, and 
whether such improvement was sustainable in the longer term, were not 
yet clear 

• In some cases the explanation for breaches was not clear as the reasons 
quoted (e.g. for colonoscopies) had been in operation for a long time 

• The monthly Commissioning and Contracting meetings will continue to 
provide  an opportunity for the CCG to jointly review financial, activity and 
quality data 

• SV&V GPs were involved in West Essex CCG’s detailed reviews at ward 
level of cancer breaches and the trends contributing to these  

• The continuing problems in the stroke service suggested that a more 
radical approach such as service centralisation on fewer sites with a 
larger consultant body able to give 24/7 support should be considered 
and there were discussions under way about such an approach  

• The solution to many of the problems identified in the report required a 
system-wide resolution looking at the contribution that could be made by 
acute, community and primary care service providers. 
 

The Governing Body noted the current performance and actions described in 
the paper. 
 

 
   10. Quality Report 

SR introduced the report commenting that: 
• E&NHT had agreed to provide the CCG with regular reports on staffing 

down to ward level and details of ward level complaints to facilitate the 
appropriate post Francis Report CCG monitoring of quality 

• The Quality monitoring team were to transfer to CCG employment 
• In future reports the position at PAH and BCF would be listed under the 

main headings even if there was nothing to report in some sections 
• A recent SHMI (Standardised Hospital Mortality Index) report on E&NHT 

had been received and would be reported to a future meeting. The 
position had improved but was still higher than would be expected. She 
had attended an E&NHT Mortality Review meeting recently where the 
Trust had shown itself to be receptive to the need for improvements and 
action plans were in place in all specialties where E&NHT was an outlier  

 
In discussion the following points were made: 
• If the CCG commissioned care from private sector providers, the contract 

would include a quality review process. The frequency of reporting to the 
Governing Body  would vary, depending on the scale of CCG 
commissioned care, with a minimum of annually 

• Future reports should include more commentary on what the data 
described (i.e. is it better than would be expected, worse or average) 

• At Staffordshire the persistently high SHMI scores and low level of 
confidence show in surveys of patients of the care received had not been 
acted upon. Therefore  the role of the CCG was to ask questions about  
the data and seek assurance that action plans were being implemented 
and the scores were improving 
 

• The Director of Nursing and Quality advised that the  publication of SHMI 
scores had a significant time lag so recent care improvements would not 
show up in the scores for some months 

• E&NHT was not on the list of 14 Trusts which were to be intensively 
audited by the Care Quality Commission, but the Trust did have a 

 
 
 
 
 
 
 
 
 
S Reavey 
 
 
 
 
 
 
 
 
 
 
S Reavey 
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number of specialties where the SHMI scores were outliers: 
• Heart Failure 
• Myocardial Infarctions 
• Fractured neck of Femur 
• Septicaemia 
• Chest Infections 
• Pneumonia 

 
The Governing Body noted the report and welcomed the proposed changes 
in the format and content of future reports. 
 
Quality Handover Report 
SR then introduced the Quality Handover report prepared for the last 
Hertfordshire PCT Board meeting, in presenting this report to the CCG she  
assured  the Governing Body that all quality issues identified would be 
addressed through the CCG quality review mechanisms. The issues 
identified as requiring on-going work had been picked up by the Quality 
Committee and at the Quality Review meetings with providers. A Quality 
Surveillance Group was also being piloted by the Area Health Team which 
enabled a range of key stakeholders including the CQC to share concerns in 
relation to providers, this would be shared with the Quality Committee or 
raised at the Quality Review meetings with providers if appropriate. 
 
In discussion the following point were made: 
• The Quality Committee would track implementation progress., monitor 

key themes and provide a commentary on these 
• An example of the needs of a vulnerable adult patient whose level of 

learning disability did not meet the criteria for Learning Disability service 
support was quoted by a GB member. SR commented that Safeguarding 
Vulnerable Adults was an important priority for the CCG with a dedicated 
post holder being appointed 

• The CCG had a responsibility to work with the National Commissioning 
Board Local Team to improve the quality of Primary Care services 

• The reference to working with carers was welcomed and in response to a 
query about timescales it was noted that this section of the report had 
been provided by Herts County Council and the Carers Action Plan would 
be attached to the minutes of this meeting.  

The Governing Body noted the report. 
 

 
 
 
 
 
 
 
 
S Reavey 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
J Paton 
 
 
 

   
   11. Prescribing Report 

JC introduced the report commenting that the CCG was expecting a year end 
under-spend of £2.5M ( about £2M of which was due to Atorvastatin 
becoming generic, i.e. off-patent) 
 
In discussion the following points were made: 
• Hospices independent of provider Trusts were involved in the 

Hertfordshire Medicines Management process and followed their 
guidance in their prescribing decisions 

• The contracts with independent Hospices were commissioned by the 
CCG’s End of Life team based on the activity levels in previous year’s 
contracts and included CQUINS that they were expected to follow in the 
same way as NHS providers. There were historic differences in the level 
of NHS funding of independent hospices with some raising a higher 
percentage of their income from fund-raising than others 

• There was an anti-biotics formulary and the review of their use included 
advice from Consultant Microbiologists 

• The metrics used to monitor the performance of Medicines Dispensers 
(primarily Community Pharmacists) were also used to monitor Dispensing 
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GP Practices.  There was no evidence that the GPs in Dispensing 
Practices prescribed differently to other GPs. If there were any evidence 
of improper prescribing by GPs in Dispensing Practices this should be 
reported to the CCG 

 
The Governing Body noted the position and encouraged Practices to make 
maximum use of the ScripSwitch tool to ensure increased return on 
investment. 
 

 
 
 
 
 
 
J Constable 

 
   12. Medicines Optimisation strategy 

In discussion the following points were made: 
• The strategy did not refer to using patient outcome after hospital 

admissions as a tool for assessing prescribing of antibiotics 
• The strategy did not refer to the financial impacts of it’s implementation 

and required discussion by the Out of Hospital Programme Board  
• It was not clear what was being sought from the CCG’s Governing Body 
 
It was agreed to defer this item for further discussion internally and at the 
relevant Programme Board meetings.   

 
 
 
 
 
 
 
 
J Constable/  
H Gray 

 
   13.  Strategic Plan update 

JB reported that the plan was being developed building on meetings with 
stakeholders and Locality Groups and would be placed on the CCG’s 
website and shared with patients, once published, with an introduction 
explaining how it had been developed. 
 
The Governing Body noted the progress in finalising the strategy. 
 

 
 
 
 

   
   14. Emergency Preparedness and Incident Co-Ordination arrangements 

JW introduced the paper, commenting that the CCG was a Category 2 
Responder co-operating with Category 1 Responder and had made the 
necessary arrangements for creating an Incident Control Centre at Charter 
House when required and training relevant staff. JW reported that he would 
be the CCG’s Emergency Accountable Officer. 
 
The Governing Body noted the CCG’s responsibilities and the steps taken to 
deliver these. 
  

 
 

 
   15.      
     

Policies. 
HE noted that the Governing Body was required, under it’s Scheme of 
Delegation, to note the Group’s corporate and clinical policies as advised by 
Committees with delegated powers of approval as contained in their terms of 
reference to approve policies on behalf of the Governing Body. 
 
 The following policies have been agreed by the Governance and Audit 
Committee at it’s shadow meeting in February 2013: 
• Managing Conflicts of Interest Policy 
• Standards of Business Conduct Policy including Gifts and Hospitality 

Register  
 
The following policies have been agreed by the Quality Committee, which 
was not yet established as a Governing Body Committee and accordingly 
they required the Governing Body’s approval: 
• Safeguarding Children through the Commissioning of Services Policy  
• Managing Allegations of Abuse against Adults who work with Children 

and Young People  
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• Safeguarding Vulnerable Adults Policy  
 
The Commissioning Framework  had been agreed informally at a 

Businessmeeting and now required Governing Body approval.  
 
The Governing Body noted the Managing Conflicts of Interest Policy and the 
Standards of Business Conduct Policy including Gifts and Hospitality 
Register .  The Governing Body approved the Safeguarding Children through 
the Commissioning of Services Policy , the Managing Allegations of Abuse 
against Adults who work with Children and Young People Policy , the 
Safeguarding Vulnerable Adults Policy (Appendix 5) and the Commissioning 
Framework  
  
The CCG noted that it was continuing to review it’s policies and that these 
would be reported to the Governing Body as required.  In the meantime the 
CCG was operating under policies inherited from NHS Hertfordshire, 
including the Human Relations Policies. HE reported that the CCG have a 
Scheme of Reservation and Delegation which set out which Committees had 
responsibility for approving policies 
 

 
 
 
 
 
 
 
 
H Edmondson 
 

 
  16.  Urgent Locality Matters 

• QE2 Car Parking – JB reported that car parking spaces at QE2 would be 
made available as part of the re-development of the site. The CCG was 
working with the Trust and hospital staff to publicise the arrangements. 
 

 
 

 
   17.  Committee minutes 

The Governing Body noted the minutes of the shadow Governance and Audit 
Committee meeting of 12 February 2013. 
 

 
 

 
   18. Date of next Governing Body Meeting in Public:  

Thursday 25 July at 9.00 am in the Pillars Suite, Bio Park 
 

 

 
   19. 
 19.1 
 
 
 
 
 
 
19.2 
 
 
 
 
19.3 
 
 
 
 
 
19.4 
 
 
 

Questions from the Public 
What was the CCG’s response to the recent Patient’s Association report on 
the poor standards of care in some NHS hospitals? 
LW responded that the performance of local hospitals was generally good 
and better than the national average. Their Key Performance Indicators were 
included in the Performance Reports to the Governing body and published 
on the CCG’s website. 
 
What was the CCG’s response to the recent media publicity about the quality 
of GP Out of Hours Providers in Cornwall? 
LW reported that the performance of the local Provider, Herts Urgent Care, 
was monitored by the CCG at monthly contract monitoring meetings. 
 
The penultimate line about carers in the handover document referred to 
ensuring carers have a voice through the development and then the 
establishment of Healthwatch Hertfordshire. Should it be through Carers In 
Hertfordshire? 
LW replied that she would discuss this with Herts County Council. 
 
The Patients Forum had discussed the problems that some types of 
medication packaging caused to patients – could the CCG take this up? 
TK replied that community pharmacy services were commissioned by NHS 
England and different companies used different packaging all of which was 
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19.5 
 
 
 
19.6 
 
 
 
 
 
19.7 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
19.8 
  
 

decided at a national or international level on which the CCG had no say. 
 
Had any action been taken about a concern raised after the December 
meeting about a voluntary sector drugs and alcohol provider? 
SR reported that she had raised this with the Joint Commissioning Team  
 
The meeting had been very open and interesting with GP Governing body 
members asking probing questions. The Francis report showed how crucial it 
was for all organisations in the health field to communicate  
TK commented that the CCG was committed to open communication and 
robust monitoring of quality issues which would be raised at all GB meetings. 
 
The NHS Trust Development Authority (TDA) were understood to be asking 
Trusts that were not yet approved for Foundation status to make extra 
savings and consider merging with an existing Foundation Trust. Did the 
CCG have any plans to require such a merger for E&NHT? 
AP replied that all Trusts and CCGs were being required to generate 4% 
efficiency savings in 2013/14. The TDA were taking a more pessimistic 
interpretation of the financial risks facing non Foundation Trust providers and 
asking for them to make a further savings to build up their financial base. The 
CCG was aware of a number of steps taken by E & NHT to improve their 
financial base, including Integrated Impact Assessments of all their efficiency 
plans. In the past the PCT and E&NHT had accepted that two District 
General Hospitals in E & N Herts were not sustainable and centralisation of 
acute care on the Lister site would improve the clinical effectiveness of 
services, improve outcomes for patients, free up fixed costs and provide a 
sustainable service model. 
 
LW confirmed that the CCG considered the current planned configuration of 
acute services was sustainable and had no plans for Trust mergers 
 
Was the CCG considering ideas for a Hospital Hotel for people not needing 
acute care but not yet ready for discharge? 
LW replied that the CCG was aware that some patients requiring re-
enablement support prior to discharge to their homes did not need to be 
treated in an acute hospital and had an Intermediate Care strategy which she 
would report to the next meeting. 
 
 

   20. The work of the Health and Wellbeing Board (HWB) 
The Governing Body viewed a video outlining the work of the Health and 
Wellbeing Board.  
 
Members commented that the CCG was working collaboratively with the 
Hertfordshire Health and Wellbeing Board to ensure all the relevant agencies 
were marshalling their activities to focus on health improvements. 
 
As regards the link between the Joint Commissioning Board (JCB) and the 
HWB, LW replied that the CCG was an equal partner with Herts Valleys CCG 
and HCC in the JCB which jointly commissioning Mental Health and Learning 
Disability services, operating an agreed joint budget. The HWB did not 
commission services. 
 
TK commented that one issue being tackled was the different definitions of 
the childhood/adult boundary used in different parts of the health and social 
care system. 
 

 

 
   21. Any Other Business  
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TK thanked members of the public for attending the meeting. LW commented 
that the CCG had a note of their addresses and would send them the 
minutes of this meeting. 

 
 
J Paton 

 
   22. Resolution: 

The Governing Body of the Clinical Commissioning Group resolved that 
representatives of the press and other members of the public, be excluded 
from the remainder of the meeting, having regard to the confidential nature of 
the business to be transacted, publicity of which would be prejudicial to the 
public interest, in accordance with the Public Bodies (Admissions to 
Meetings) Act 1980. 
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