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Madam High Commissioner, Your Excellency the Ambassador of Burkina Faso, and my esteemed fellow speakers: I am honoured to have this opportunity to express a civil society response to the technical guidance on a Human Rights Based Approach to preventing MMM.

· I speak on behalf of my organization SAHAYOG, as well as the International Initiative on Maternal Mortality and Human Rights, a civil society platform that has contributed to and strongly supports the Technical Guidance and calls for its full implementation.

· I come from India, the country with over 20% of the global burden of maternal deaths. To give it due credit, the government in India has taken many steps since 2005 to prevent maternal deaths, including the removal of all financial barriers for women to access hospital care, promoting health system strengthening, emergency transport, decentralized planning, community-based monitoring and conducting maternal death audits. 
· Yet women continue to die; despite the provision, the financing and the political will. Why is this happening, and what do these tens of thousands of maternal deaths and morbidities in India actually look like? How is the Technical Guidance going to make a difference? 
I invite you to the forested region of central India, to hear the story of Vyapari Bai, from an indigenous tribal community, all of 22 years old. In November 2010, she travelled 10 kilometres in a cloth sling from home to her Primary health centre, from there to the next referral centre in an Ambulance, and finally to her district hospital, a total of 55 kilometres. She had convulsions, and she was given medication after admission, after that but no doctors ever visited her again; no one monitored her blood pressure for an entire day and a half. Late the next night when she was in great pain, the hospital staff asked the family to take her away, to the medical college in a city 150 kilometres away; which of course they were unable to do. Finally at dawn of the third day she died without any medical attention. The hospital had gynecologists, anesthetists and a blood storage facility, and emergency obstetric surgery was possible which could have saved her life. 
Let’s move now to Uttar Pradesh in north India and meet Snehlata, a very poor young woman of 25 from the Untouchable Caste in. She was the mother of four in 2007 when she was attracted by the promise of a conditional cash transfer to reach the nearest health centre during labour. There was no doctor; and the nurse attending left her overnight on an IV drip and disappeared. Despite calling her, she refused to come and attend to the laboring woman. The next morning she delivered but that was when her real problem began. Snehalata realized that she could not control the constant the dribble of her urine and went back to the health centre. But she was turned away for there was no provision to handle a post-partum complication. There followed a nightmare year; running around consulting numerous doctors, hospitals near and far, devastating expenditure and mortgaging everything they had. There was simply no provision to give her the surgical treatment needed for her obstetric fistula.   
So what appears to cause these tragic situations? 

· Do we see maternal mortality as a bio-medical problem, a pathology that can be cured by getting all women to come to hospitals on time? Apparently not; for the hospital may not have skilled staff, and sometimes there is no responsibility taken for what happens to a woman after her institutional childbirth
· Is it enough to ensure that doctors are available, such as surgeons and anesthetists? Apparently not, for they may lack essential supplies like blood storage; or the doctors may just neglect a patient who is poor; from a far away village and from a socially marginalized community. 
· Is it enough to put a system of emergency transport and obstetric care in place? That is not enough for women who also suffer from infectious diseases, from malnutrition and anemia, all of which require a very strong primary health system in place. 
The technical guidance reminds us also of the importance of ensuring comprehensive sexual and reproductive health information and services, and the protection of reproductive rights. 
The technical guidance reminds us that a vertical approach to maternity care will just not do; we need a human rights based approach that recognizes loss of life or lifelong debility as a human rights violation, and applies human rights principles for their prevention.
And this is why, as a civil society organization, we welcome the Technical Guidance launched by the High Commissioner’s office today. We stand to gain immensely from its effective implementation and we do look forward to strong leadership on this from governments, donors and UN agencies.

As civil society organizations, we find the Technical Guidance immensely useful to diagnose the problems and devise multi-pronged strategies to address these. 

1. It reminds us of the need to promote the meaningful participation of the poor and marginalized women who are affected by this issue, in identifying priorities, and designing appropriate health services; and actively claiming their right to health. 

Simply making services available, without empowering the users, is not enough

2. We will work with our governments to use the Guidance to review existing national laws and programmes, and examine data to see which social groups are getting missed out in the National Plans
3. Concurrently, the Technical Guidance helps us in defining how women’s right to maternal health is premised upon strong and responsive accountability mechanisms. We will work with governments to go beyond monitoring and managerial accountability to a human rights approach to accountability; that must ensure remedy and redress; and prompt corrections within the system to prevent the same lapses in future, to prevent corruption, or wilful neglect and denial of care to women especially from vulnerable and marginalized communities. Beyond making health systems functional we must make them responsive and answerable to the women who use them.
4. We will examine whether our government is providing maximum available budgetary resources to strengthen the health system and whether the budgets are informed by human rights considerations as the Guidance sets out in detail.

5. We call upon donors, including non-state donors, to highlight the alignment of their support with the human rights principles as set out in the Technical Guidance. 
As civil society organizations and human rights defenders, we feel that continuing high incidence of maternal mortality is unacceptable, especially when reflects inequity and discrimination, as it occurs most among the poor, those with low education, those from socially excluded groups and, in the global context, from the least developed countries. 
As we discuss post-ICPD and post-MDG scenarios, we call upon all governments, donors and agencies to pledge your support for the fullest implementation of this Technical Guidance, and promise to work together with you on this.
Let us all hold ourselves accountable towards this.
