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1.  Background and aim

The Millennium Development Goals (MDGs), drawn from the Millennium Declaration 
adopted by 187 countries at the Millennium Summit in 2000, reflect the 

commitment of the international community to address a range of interlinked issues 
related to development.1 These commitments were based on the outcomes of previous 
United Nations conferences and summits, including the International Conference on 
Population and Development (ICPD) in 1994, but differ in some ways in that they are 
time-bound, the roles of different stakeholders are defined, and the goals have political 
support and require periodic assessment to monitor progress.

In response to the need to report annually to the United Nations General Assembly 
on the progress towards achievement of the MDGs, several follow-up mechanisms 
have been put in place. A monitoring framework that includes measurable targets 
and indicators for each of the goals has been developed (Annex 1). Available data on 
identified indicators have been collated by responsible agencies and disseminated 
regularly by the United Nations Statistics Division. Specific expert groups in different 
areas (e.g. the Roll Back Malaria Partnership Monitoring and Evaluation Reference 
Group, the UNAIDS Monitoring and Evaluation Reference Group, and the Water and 
Sanitation Joint Monitoring Program), and the United Nations Inter-Agency and Expert 
Group (IAEG) on MDG Indicators and its subgroups have regularly reviewed the 
indicators to monitor their suitability, feasibility of data collection (or estimation) and 
global availability of data.

The subgroups of IAEG have also discussed the need for new indicators to improve 
monitoring. For example, the gender subgroup has agreed that a reproductive 
health-related indicator that reflects women’s empowerment should be included for 
monitoring MDG 3 (promote gender equality and empower women) since women’s 
ability to have control over their sexual and reproductive health is a strong indicator of 
their level of empowerment.

In addition, progress towards attainment of the MDGs has been assessed by the 
Millennium Project – an independent advisory body to the United Nations working 
on strategies to achieve the MDGs. The Millennium Project report, Investing in 
development: a practical plan to achieve the Millennium Development Goals,2 released 
in January 2005, highlighted the importance of sexual and reproductive health services 
in achieving all eight MDGs.

In its 2005 report entitled Who’s got the power? Transforming health systems for 
women and children,3 the Millennium Project Task Force on Child Health and Maternal 
Health stated that improved access to a broad range of sexual and reproductive health 
services would positively influence the achievement of all MDGs, particularly MDG 5 
(improve maternal health). The Task Force recommended several modifications to the 
MDG monitoring framework to better reflect the importance of access to sexual and 
reproductive health services for achieving MDG 5. These included the following:

1. A new target for reproductive health services should be added. The Task Force 
stated that, “Universal access to reproductive health services by 2015 through the 
primary health care system, ensuring the same rate of progress or faster amongst 
the poor and other marginalized groups”.
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2. Three new indicators should be added:

 proportion of desires for family planning satisfied (PDS) for MDGs 3 and 5;
 age-specific fertility rate (ASFR) for 15–19 year olds (adolescent fertility rate) 

for Goals 3 and 5;
 a measure of availability of emergency obstetric care (EmOC) for MDG 5.

3.  An existing indicator should be reallocated:

 contraceptive prevalence rate (CPR) is presently an indicator for MDG 6, but 
the Task Force recommended that it be reallocated to MDG 5.

Five years after the adoption of the Millennium Declaration, world leaders gathered 
again on 14–16 September 2005 at the “World Summit 2005”. The Summit reviewed, 
among other issues, the implementation of the Millennium Declaration adopted in 2000 
at the Millennium Summit, and the world leaders reaffirmed their commitment to the 
attainment of internationally agreed goals, including the Millennium Development Goals 
(MDGs). The leaders committed themselves to:

1. “Achieving universal access to reproductive health by 2015, as set out at the 
International Conference on Population and Development, integrating this goal in 
strategies to attain the internationally agreed development goals, including those 
contained in the Millennium Declaration, aimed at reducing maternal mortality, 
improving maternal health, reducing child mortality, promoting gender equality, 
combating HIV/AIDS and eradicating poverty” (Outcome Document para 57g)4 and

2. “Ensuring equal access to reproductive health” (Outcome Document para 58c)4.

The WHO Department of Reproductive Health and Research (RHR) convened the present 
consultation of technical experts to review the reproductive health-related revisions 
to the MDG monitoring framework proposed by the Millennium Project Task Force on 
Child Health and Maternal Health. The consultation specifically examined the proposed 
target of achieving universal access to reproductive health services by 2015 and 
proposed new indicators (CPR, PDS, ASFR, and availability of EmOC). The indicators 
were reviewed in terms of relevance to their respective goals, methods for measuring 
or estimating values for each indicator, global availability of data, and periodicity of 
reporting. The conclusions of the consultation have already been used as WHO’s input 
into IAEG discussions on potential reproductive health-related revisions.

2. Summary of discussions and recommendations

Participants in the consultation included technical experts in the respective areas of 
each indicator, specialists in indicator development, representatives of international 
agencies (United Nations Population Division, United Nations Population Fund, The 
World Bank), Millennium Project, United Kingdom Department for International 
Development (DFID), United States Department of State, and WHO staff (Annex 2).

Following presentation of background information and technical review of each 
indicator, the participants discussed the proposed indicators extensively as well as the 
suggestion of adding the target of universal access to reproductive health services (see 
Annex 3 for the agenda of the meeting). The conclusions and recommendations of the 
consultation are presented in the sections below.

2.1 Contraceptive prevalence (CPR)

 The consultation agreed with the proposal to reallocate this indicator from MDG 6 
(to combat HIV/AIDS, malaria and other diseases) to MDG 5 (to improve maternal 
health).
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 The standard definition for this indicator, as specified in Indicators for monitoring 
the Millennium Development Goals: definitions, rationale, concepts, sources 5, 
should continue to be used.(i)

 Prevalence rate for modern methods of family planning should be reported 
separately from traditional methods as specified in the “Comments and 
limitations” section of the United Nations publication Indicators for monitoring the 
Millennium Development Goals: definitions, rationale, concepts, sources.5

 The consultation expressed satisfaction with the fact that global CPR data are 
available from the United Nations Population Division.

 CPR data are generally collected every 3–5 years through household surveys, and 
the database of the United Nations Population Division is updated annually for 
countries reporting new data.

2.2 Unmet need for family planning (UMN)

 This well-established indicator estimates the need for family planning and serves 
as an important complement to CPR (see Annex 4 for more details about this 
indicator).

 In a wide range of countries, data for UMN are collected by Demographic and 
Health Surveys (DHS); these data can also be potentially collected through 
Multiple Indicator Cluster Survey (MICS). The United Nations Population Division in 
collaboration with UNFPA reports these data.

 UMN data are generally collected every 3–5 years and the database of the United 
Nations Population Division is updated annually for countries reporting new data.

Proportion of desires for family planning satisfied (PDS) can also serve as a useful in-
dicator of the response of the health system – in a broader sense – to satisfy women’s 
desires related to family planning and to monitor relative progress in satisfying that 
desire over time. Moreover, PDS data, when disaggregated, can also indicate intra-
national disparities in the response of the health system to satisfy women’s desires 
related to family planning. PDS can be calculated as an approximate value with the 
following formula [CPR/(CPR+UMN)]. However, it should be noted that the PDS value 
would be at best a rough estimate and further research is needed to determine the 
robustness of the formula.

2.3  Emergency obstetric care (EmOC)

 This indicator could potentially be useful for indicating availability of services for 
EmOC, but there are concerns that it is not yet suitable for monitoring EmOC at the 
global and regional levels because:

 – current/baseline/historical data are limited;

 – there is a lack of established data collection systems (currently EmOC data 
 are collected through ad-hoc studies) and of an institutional home for collating 
 and disseminating the data globally;

 – the indicator uses population as the denominator (rather than births);

(i) Contraceptive prevalence rate is the percentage of women who are practicing, or whose sexual partners are practicing, any form  
 of contraception. It is usually reported in the household surveys for women aged 15–49 years in marital or consensual unions.
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 – it lacks sensitivity for measuring partial provision of EmOC;(ii)

 – there is a complete absence of provision of certain key EmOC functions in 
 some regions of the world (for example, assisted vaginal delivery, particularly 
 in Latin America); and

 – there is a tendency for EmOC to obscure inequities in the provision of care 
 – e.g. better than minimum levels of EmOC in urban areas may “compensate” 
 for lack of care in rural areas.

 Further work is needed in the immediate future to refine the indicator (including 
the need to reconsider an appropriate denominator – i.e. using number of 
births as the denominator instead of population covered). Once it is refined, the 
indicator should be promoted for use at the country level for national/subnational 
monitoring purposes and considered for inclusion in the Health Metrics Network 
Consensus Technical Framework.

 Issues related to access to utilization of and quality of services that determine 
the effect of provision of EmOC are not addressed by this indicator. Alternative 
or additional indicators should be considered and developed to enable 
comprehensive assessment of progress in the provision of EmOC.

2.4  Age-specific fertility rate (ASFR) for 15–19 years age group

 The consultation agreed that ASFR for women aged 15–19 years is a sound 
indicator for monitoring MDG progress (see Annex 4 for more details about this 
indicator) since there exists an established method for measuring ASFR and these 
data are widely available.

 The experts in the consultation felt that ‘proportion of births to adolescent 
mothers’ could be a better indicator of exposure to health risks faced by mothers, 
but especially their children, and may be easier to interpret than ASFR. To 
calculate the proportion of births to adolescent mothers, it would be preferable for 
countries to use the same information as they use for calculating fertility rates.

 The experts agreed that ASFR for the age group 15–17 years would be a better 
indicator of health risks faced by adolescents than ASFR for 15–19 years because 
adolescents in the 15–17 years age group are considered to be more at risk of 
sexual and reproductive ill-health compared with those aged between 18–19 
years. The consultation recommended that ASFR for 15–19 years age group be 
used for monitoring MDG progress since currently data are collected for this age 
group; however, in future, countries should routinely publish single-year ASFRs for 
15–19 years age group.

 It would be useful to document the proportion of total fertility rate (TFR) 
attributable to the 15–19 years age group in order to facilitate the interpretation of 
this indicator (adolescent fertility proportion).

 The guidance note included in Indicators for monitoring the Millennium 
Development Goals: definitions, rationale, concepts, sources 5 should be modified 
to reflect the above concerns.

 Data for ASFR for 15–19 years age group are available from vital statistics 
registration systems (combined with population censuses), population surveys 
such as DHS, and other surveys in which complete birth-history information is 
collected. Such data are published by the United Nations Population Division.

(ii) The basic EmOC package includes six functions, namely administer parenteral antibiotics, administer parenteral oxytocic drugs, 
 administer parenteral anticonvulsants for pre-eclampsia and eclampsia, perform manual removal of placenta, perform removal of 
 retained products (e.g. manual vacuum aspiration) and perform assisted vaginal delivery.6 Where one or more of theses functions 
 are not performed at a facility within a specified period of time, that facility is not included in the data on EmOC availability; 
 there is no mechanism to attribute partial values to such facilities, taking into account the non-performed functions.
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 Vital statistics data are available on an annual basis. Population surveys are 
conducted generally every 3–5 years, and the United Nations Population Division 
updates its ASFR databases annually for countries reporting new data.

2.5 Proposed target – achieving universal access to reproductive health by 2015

MDG 5 calls for improving maternal health, and has the target of reducing by 
three-quarters, by 2015, the maternal mortality ratio. The consultation felt that linking 
improvement in maternal health exclusively to reduction in maternal mortality ratio may 
ignore the vital contribution of comprehensive sexual and reproductive health services 
in improving maternal health generally. Thus, the consultation suggested that MDG 
5 would be better served if it also included the achievement of universal access to 
reproductive health services by 2015 as a second target.

The above recommendation is in line with the proposal of the Millennium Project 
Task Force on Child Health and Maternal Health, which had recommended adding 
“Universal access to reproductive health services by 2015 through the primary health 
care system, ensuring the same rate of progress or faster amongst the poor and other 
marginalized groups”2 as a target for MDG 5. Recognizing that a range of operational 
mechanisms in addition to the primary health-care system may be used to improve 
reproductive health service delivery, the experts in the consultation suggested dropping 
the phrase “through the primary health care system” from the target. Furthermore, 
they suggested that the phrase “ensuring the same rate of progress or faster amongst 
the poor and other marginalized groups” should also be removed from the target. The 
experts felt that the concern about equity in the provision of services could be better 
dealt with as a cross-cutting issue related to the monitoring of progress on all MDG 
goals, targets and indicators. The experts emphasized that the target of universal 
access to reproductive health services is equally relevant to progress on other goals, 
including child mortality, poverty reduction, gender equality, combating HIV/AIDS and 
environmental sustainability.

The consultation suggested that the new target for MDG 5 should include the 
appropriately reallocated CPR, and the recommended new indicators (UMN, ASFR) with 
explicit cross-reference to other sexual and reproductive health-related indicators that 
were already included in the monitoring framework (Annex 1, indicators 17, 18 and 19).
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Annex 1

  Millennium Development Goals monitoring framework(iii)

Goal and targets Indicators

MDG 1:  Eradicate extreme poverty and hunger
 Target 1:  Halve, between 1990 and 2015, the 
 proportion of people whose income is less than 
 US$1 a day
 Target 2:  Halve, between 1990 and 2015, the 
 proportion of people who suffer from hunger

1. Proportion of population below US$1 a day
2. Poverty gap ratio
3. Share of poorest quintile in national consumption
4. Prevalence of underweight children under-five 
 years of age
5. Proportion of population below minimum level of 
 dietary energy consumption

MDG 2:  Achieve universal primary education
 Target 3:  Ensure that by 2015, children 
 everywhere, both boys and girls, will be able to 
 complete a full course of primary schooling

6. Net enrolment ratio in primary education
7. Proportion of pupils starting grade 1 who reach 
 grade 5
8. Literacy rate of 15–24 year olds

MDG 3:  Promote gender equality and empower women
 Target 4:  Eliminate gender disparity in primary 
 and secondary education preferably by 2005 and in  
 all levels of education no later than 2015

9. Ratios of girls to boys in primary, secondary and 
 tertiary education
10. Ratio of literate females to males of 15–24 
 year olds
11. Share of women in wage employment in the 
 non-agricultural sector
12. Proportion of seats held by women in national 
 parliament

MDG 4:  Reduce child mortality
 Target 5: Reduce by two-thirds, between 1990 and 
 2015, the under-five mortality rate

13. Under-five mortality rate
14. Infant mortality rate
15. Proportion of one year old children immunized 
 against measles

MDG 5:  Improve maternal health
 Target 6:  Reduce by three-quarters, between 1990 
 and 2015, the maternal mortality ratio

16. Maternal mortality ratio
17. Proportion of births attended by skilled health 
 personnel

MDG 6:  Combat HIV/AIDS, malaria, and other diseases
 Target 7:  Have halted by 2015 and begun to 
 reverse the spread of HIV/AIDS
 Target 8:  Have halted by 2015 and begun to 
 reverse the incidence of malaria and other major 
 diseases

18. HIV prevalence among 15–24 year old pregnant 
 women
19. Condom use rate of the contraceptive prevalence 
 rate
20. Number of children orphaned by HIV/AIDS
21. Prevalence and death rates associated with 
 malaria
22. Proportion of population in malaria risk areas 
 using effective malaria prevention and treatment 
 measures
23. Prevalence and death rates associated with 
 tuberculosis
24. Proportion of tuberculosis cases detected and 
 cured under directly observed treatment short  
 course (DOTS)

(iii) Source: http://www.unmillenniumproject.org/goals/goals03.htm

 Reproductive health-related items are in italics.
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Goal and targets Indicators

MDG 7:  Ensure environmental sustainability
 Target 9:  Integrate the principles of sustainable 
 development into country policies and programmes 
 and reverse the loss of environmental resources
 Target 10:  Halve, by 2015, the proportion of people  
 without sustainable access to safe drinking water 
 and basic sanitation
 Target 11:  Have achieved, by 2020, a significant 
 improvement in the lives of at least 100 million 
 slum dwellers

25. Proportion of land area covered by forest
26. Ratio of area protected to maintain biological 
 diversity to surface area
27. Energy use (kg oil equivalent) per US$ 1 GDP
28. Carbon dioxide emissions (per capita) and 
 consumption of ozone-depleting CFCs (ODP tons)
29. Proportion of population using solid fuels
30. Proportion of population with sustainable access 
 to an improved water source, urban and rural
31. Proportion of urban population with access to 
 improved sanitation
32. Proportion of households with access to secure 
 tenure (owned or rented)

MDG 8:  Develop a global partnership for development
 Target 12:  Develop further an open, rule-based, 
 predictable, non-discriminatory trading and 
 financial system (includes a commitment to good 
 governance, development, and poverty reduction— 
 both nationally and internationally)
 Target 13:  Address the special needs of the least 
 developed countries (includes tariff- and quota-free 
 access for exports enhanced program of debt relief 
 for HIPC and cancellation of official bilateral debt, 
 and more generous ODA for countries committed to 
 poverty reduction
 Target 14:  Address the special needs of landlocked  
 countries and small island developing states
 Target 15:  Deal comprehensively with the dept 
 problems of developing countries through national 
 and international measures in order to make dept  
 sustainable in the long term
 Target 16:  In cooperation with developing 
 countries, develop and implement strategies for 
 decent and productive work for youth
 Target 17:  In cooperation with pharmaceutical 
 companies, provide access to affordable, essential 
 drugs in developing countries
 Target 18:  In cooperation with the private sector, 
 make available the benefits of new technologies, 
 especially information and communications

33. Net ODA, total and to LDCs, as percentage of 
 OECD/DAC donors’ gross national income
34. Proportion of total bilateral, sector-allocable ODA 
 of OECD/DAC donors to basic social services
35. Proportion of bilateral ODA of OECD/DAC donors 
 that is untied
36. ODA received in landlocked countries as 
 proportion of their GNIs
37. ODA received in small island developing states as 
 proportion of their GNIs
38. Proportion of total developed country imports from 
 developing countries and LDCs, admitted free of 
 duties
39. Average tariffs imposed by developed countries 
 on agricultural products and textiles and clothing 
 from developing countries
40. Agricultural support estimate for OECD countries 
 as percentage of their GDP
41. Proportion of ODA provided to help build trade 
 capacity
42. Total number of countries that have reached their 
 HIPC completion forms (cumulative)
43. Dept relief under HIPC initiative, US dollars
44. Dept service as a percentage of exports of goods 
 and services
45. Unemployment rate of 15–24 year olds, each sex 
 and total
46. Proportion of population with access to affordable 
 essential drugs on a sustainable basis
47. Telephone lines and cellular subscribers per 100 
 population
48. Personal computers in use per 100 population and 
 Internet users per 100 population
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Annex 4

 Guidance notes on proposed indicators

1. Unmet need for family planning

1.1 Definition

According to the standard Demographic and Health Surveys (DHS) definition, people with an “unmet need for family 
planning” (UMN) include all fecund women who are married or are in a consensual union (and thus presumed to 
be sexually active), who either do not want any more children or who wish to postpone the birth of their next child 
for at least two years but are not using any method of contraception. The UMN group also includes all pregnant, 
married (or in consensual union) women whose pregnancies were unwanted or mistimed. Similarly, women who 
have recently given birth and are not yet at risk of becoming pregnant because they are amenorrhoeic have an 
UMN if their last birth was unintended. In this formulation, women who became pregnant unintentionally because of 
contraceptive method failure are not considered to have an unmet need for family planning.

1.2 Goals and targets addressed

The UMN indicator addresses the following Millennium Development Goals (MDGs) and their targets:

MDG 3 – promote gender equality and empower women

MDG 5 – improve maternal health

Proposed target – achieve universal access to reproductive health services by 2015.

1.3 Rationale

The UMN proposed indicator is useful not only for tracking progress towards MDG 3 and MDG 5, it also serves as a 
proxy indicator for the proposed target on reproductive health services that are essential for meeting all of the goals, 
especially the maternal health, child health and HIV/AIDS goals.

1.4 Method of computation

UMN is computed as follows: number of fecund women(iv) (who are married or are in consensual union), who desire 
either to terminate childbearing or to postpone their next birth for a specified length of time (usually two years or 
longer), but who are not using a contraceptive method, plus those who are pregnant and whose pregnancies were 
unwanted or mistimed, plus amenorrhoeic women who gave birth recently and their last birth was unintended, 
divided by the number of women who are married or are in consensual union.

1.5 Data collection and source

UMN data are available from DHS and other similar surveys. The United Nations Population Division, in collaboration 
with UNFPA, reports UMN data regularly.

1.6 Periodicity of measurement

Household surveys, such as DHS, are generally conducted every 3–5 years. The United Nations Population Division 
database of UMN data is updated annually for countries reporting new data.

(iv)  In Demographic and Health Surveys (DHS), a woman is assumed to be fecund (fertile) unless she declares that she is infecund, 
has had a hysterectomy, or is menopausal. Also, a woman is considered to be infecund if she is neither pregnant nor postpartum 
amenorrhoeic, but has not menstruated for six or more months. Furthermore, a woman is considered to be infecund if she is 
married and has not used contraception for the past five years, but still has not given birth and is not currently pregnant.  
Source: Rutstein SO and Rojas G. Guide to DHS statistics. Calverton, MD, ORC Macro, 2006)
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1.7 Gender issues

Surveys on UMN are based primarily on women, mainly because the measure depends on the use of contraception 
and contraceptive needs of women, and is more easily measured in this way. Furthermore, having an unintended 
pregnancy or birth affects the health and well-being of women more than it does that of men.

1.8 Disaggregation issues

UMN may vary significantly across socioeconomic groups and regional and geographical areas. It is important that 
the analysis addresses specific demographic groups, such as adolescents, rural populations and geographical 
regions.

1.9 Comments and limitations

UMN data are generally collected for married women or women in consensual union, even though the population of 
concern includes all women of reproductive age, irrespective of marital status. Women experiencing contraceptive 
failure are not included in UMN data. However, contraceptive methods may include traditional methods that are 
largely unreliable in practice. It is important, to the extent possible, to at least distinguish between traditional and 
modern methods in collecting and presenting data on contraceptive use. Satisfaction with the method used cannot 
be measured with methods used to collect UMN data.

UMN is affected by changes in people’s preferences regarding their desired level of fertility and the ready availability 
of family planning methods, which in turn affects CPR over time. In settings where fertility preferences change 
(towards a decline in fertility) more rapidly than family planning services have planned for, UMN data may continue 
to show a high unmet need even when CPR is rising and measures to meet the unmet need are being applied as 
planned. For these reasons there is a need to exercise caution in comparing UMN data between countries.

2. Age-specific fertility rate 15–19 years

2.1 Definition

Age-specific fertility rate (ASFR) 15–19 years is defined as the number of births occurring to all women aged 15–19 
years per 1000 women in the 15–19 age group.

2.2 Goals and targets addressed

ASFR 15–19 years addresses the following MDGs and their targets:

MDG 3 – promote gender equality and empower women

MDG 5 – improve maternal health

Proposed target – universal access to reproductive health services by 2015.

2.3 Rationale

The indicator is useful for tracking progress towards MDG 3 and MDG 5. It also serves as a proxy indicator for the 
proposed target 6 on reproductive health services that are essential for meeting all MDGs, but especially the goals 
related to maternal health, child health and HIV/AIDS.

2.4 Method of computation

This indicator is computed as follows: number of live births occurring to all women (both married and unmarried) 
aged 15–19 years in one year divided by the total number of women aged 15–19 years in the corresponding year, 
multiplied by 1000.
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2.5 Data collection and source of data

ASFRs for different age groups are directly calculated from vital statistics registration systems combined with 
population census data. They can also be directly calculated from household surveys (notably DHS) that have birth 
history information. Indirect estimates of ASFR can be calculated from census data where questions on number of 
children ever born are asked.

2.6 Periodicity of measurement

Vital statistics are usually collected on an annual basis. Census data are typically collected decennially. Household 
surveys, such as DHS, are generally conducted every 3–5 years.

2.7 Gender issues

Statistics on fertility are based primarily on childbearing by women, although these data can also be calculated 
for men. In terms of health risks, pregnancy and birth have a disproportionately higher effect on women’s health, 
especially at younger ages.

2.8 Disaggregation issues

Fertility rates vary significantly across socioeconomic groups and regional and geographical areas. Data are 
generally collected for all women regardless of marital status, but the socioeconomic impact of teenage pregnancy 
and birth varies by marital status. It is therefore important that the analysis addresses specific demographic groups.

2.9 Comments and limitations

Where birth data are available by single year of age of the mother, ASFRs for the 15–17 years age group should be 
calculated because of the assumed increase in risk for maternal and newborn health in births to women at these 
very young ages. In many countries where the legal age for marriage is 18 years or higher, the socioeconomic 
impact of childbirth on these particularly young women will be high.

In order to better reflect the relative importance of ASFR nationally with regard to risks associated with child and 
adolescent pregnancies, it would be useful also to calculate the ASFR for those aged between 15 and 19 years (or 
between 15 and 17 years) as a proportion of the Total Fertility Rate (TFR) in order to better inform policy choices 
about specific service needs for this age group.


