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Accessible Housing – The Way Forward
Response to the Australian Building Codes Board Consultation RIS
The Melbourne Disability Institute (MDI) and the Summer Foundation are pleased to provide this
submission in response to the Australian Building Codes Board (ABCB) Consultation Regulation
Impact Statement (RIS) 1. We have initiated three important pieces of research in response to the
Consultation RIS, in order to further inform the ABCB and Ministers, viz: i) an independent review
of the social cost benefit analysis; ii) a survey and interviews of people with disability that provide
important new quantitative and qualitative data; and iii) an audit of accessible features in 20 new
build, high volume house plans.
The RIS considers a number of options for setting minimum accessibility standards for housing,
for potential inclusion in the 2022 National Construction Code (NCC).
Central to the RIS process being undertaken by the ABCB is a social cost-benefit analysis
conducted by the Centre for International Economics (CIE), which considers the following
options:

STATUS QUO
No changes to existing policy settings. This option is used as a baseline against which the costs
and benefits of the other options are assessed.

OPTION 1
Accessibility standard, broadly reflecting Livable Housing Disability Guidelines (LHDG) silver
standard, in the NCC applying to all new Class 1a (single dwellings) and Class 2 (apartment)
buildings.

OPTION 2
Accessibility standard, broadly reflecting LHDG gold standard, in the NCC applying to all new Class
1a and Class 2 buildings.

OPTION 3
Accessibility standard, broadly reflecting LHDG gold standard (with some platinum features), in
the NCC applying to all new Class 1a and Class 2 buildings.

OPTION 4
Accessibility standard, broadly reflecting LHDG Gold standard, in
the NCC applying to all new Class 2 buildings only.

OPTION 5
A subsidy program to encourage additional availability of
accessible rental properties.
Following these consultations, a Final RIS will be sent to Building
Ministers from the Commonwealth, State and Territory
governments for consideration and decision.

1

We particularly wish to acknowledge the contributions to this submission of Ms Alicia Yon, Project Manager-Housing at MDI.
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The issues covered in the cost-benefit analysis are complex and require careful judgements about
many assumptions. However, an important over-riding principle is that where there are
uncertainties (and in this case there are many) the analysis should always err on the side of social
justice and opportunities for all citizens. In other words, equity considerations are important as
well as estimates of efficiency. Both are an important aspect of optimising social welfare within
available resources.
In the CIE analysis, their economists conclude that the costs of regulation would outweigh the
benefits for all five options. CIE therefore recommended continuation of the current voluntary
code. It is notable, however, that they make limited reference to equity considerations 2 and that
their analysis does not include any qualitative analysis, even though the Office of Best Practice
Regulation in their Guidance Note on Cost-Benefit Analysis3 states:
•

‘CBA [Cost Benefit Analysis] requires you to identify explicitly the ways in which the
proposal makes individuals better or worse off.’4

•

‘You should report cost and benefit estimates within three categories:
o monetised
o quantified, but not monetised
o qualitative, but not quantified or monetised.’ 5

It is notable that in the RIS commissioned by the ABCB to examine the costs and benefits of
Changing Places, a qualitative analysis was included. This reflected the reality with the Changing
Places RIS, that it was impossible to quantify all the benefits6, just as it with this RIS on Accessible
Housing.
In that report Ernst and Young identified a number of qualitative benefits to people with
disability, including improved quality of life, well-being and mental health outcomes and greater
personal freedom and empowerment. For carers, they identified reduced stress from caring for a
person with a disability and improved quality of life, well-being and mental health outcomes. For
society, they identified better inclusivity and awareness.7
We have therefore commissioned a study designed to address the gap in the CIE analysis in both
quantitative (but not monetised) and qualitative (but not quantified or monetised) data about the
social, health and economic benefits of accessible housing and to ensure that best practice is
followed in this RIS of accessible housing.
There are also important government policies to be considered, including the National Disability
Strategy and the UN Convention on the Rights of Persons with Disability (UNCPRD), to which
Australia has been a signatory since 2008.
Article 4 of the UNCPRD commits signatories to Universal Design, which means ‘… the design of
products, environments [our emphasis], programmes and services to be usable by all people, to
the greatest extent possible, without the need for adaptation or specialized design’.
These are important social justice arguments which are examined by Dalton and Carter, as part of
While the CIE report includes a benefit called “societal benefit”, the CIE constructs the associated conjoint analysis to measure
the altruism of individuals associated with those with accessibility needs finding suitable housing. Matched against the
government’s policy commitments to achieve equity and fairness, this is a narrow definition, both theoretically and in practice.
3 Office of Best Practice Regulation, Department of the Prime Minister and Cabinet, Cost-Benefit Analysis Guidance Note, February
2016
4 ibid, p4
5 ibid, p11
6 Accessible adult change facilities in public buildings, Regulation Impact Statement for decision 2018
7 ibid, p5 and 6
2
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their analysis of the CIE Report and so adding further to the work commissioned by the ABCB.
In addition, we also provide an audit of accessible features in 20 new build, high volume house
plans, which provides important insights into current practices, which suggests that accessible
features are more common than the 5-10 per cent estimated by CIE, and information on current
matching platforms and their potential to better match supply and demand of accessible housing.

Our recommendations, based on the independent assessments and
research we have commissioned, are that Governments adopt Option
2, as the benefits clearly outweigh the costs, and explore the potential
for Option 5 to be implemented for the next 10-15 years, while the
stock of accessible housing grows through the implementation of
Option 2.
These Options should be based on the current LHDG for accessible
housing and should not be diluted, as described in draft changes to the
NCC.
In addition, it is recommended that better use of the existing accessible
housing stock is facilitated through a pilot in a local government area or
jurisdiction that is proactive regarding accessible housing, using the
existing infrastructure provided by the Housing Hub and/or Nest
matching platforms.
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Accessible Housing Research
More than a decade ago, at Kirribilli House, the leaders of the building industry committed to an
aspirational target of all new housing being accessible by 2020. Nothing changed as a result of
this voluntary approach and nothing will change if governments continue to rely on a voluntary
code for accessible housing. MDI and the Summer Foundation have therefore initiated three
important pieces of research to inform our response to the Consultation RIS.

1. REVIEW OF THE CIE REPORT
First, Mr Andrew Dalton, Director AdHealth Consulting (former Associate Professor, Deakin Health
Economics, Deakin University) and Emeritus Professor Rob Carter, Deakin University (former
Alfred Deakin Professor and Foundation Director, Deakin Health Economics) were engaged to
examine the CIE report and advise on the extent to which the CIE report accurately presented the
economic credentials of the proposed regulation.
Dalton and Carter have identified four key issues that individually have a large impact on the
benefit-cost ratios reported. Taken together, they totally reverse the economic credentials of the
regulation, compared with the findings in the CIE Report. In their technical report (see Appendix 1)
Dalton and Carter also identify a series of minor points, together with the importance of social
justice in welfare economics, which would provide additional value to implementing the regulation
of housing accessibility standards.

2. SURVEY OF PEOPLE WITH DISABILITY
Second, Dr Ilan Wiesel, Senior Lecturer in Geography at the University of Melbourne, has
undertaken a survey of people with disability that provides important quantitative (but not
monetised) and qualitative (not quantified or monetised) data, to support Dalton and Carter’s
economic analysis. Dr Wiesel’s report is at Appendix 2.
With over 1187 survey responses, and 45 in-depth interviews, the report presents some of the
most comprehensive data ever collected in Australia about the lived experience of people with a
disability living in accessible or inaccessible housing. It brings the voices of hundreds of Australians
with disability into the RIS Consultation and the policy debate about the need for regulatory
reform in housing accessibility standards. Statements from respondents to the survey and from the
in-depth interviews are included in ‘break-out’ boxes throughout this submission. This study
therefore provides important additional information consistent with the advice from the Office of
Best Practice Regulation to include qualitative analysis in all Regulatory Impact Statements, when
important elements cannot be quantified or monetised.
Key findings include: those on low incomes and renters are more likely to live in inaccessible
homes; more than 80 per cent of respondents agreed with the statement “I can’t visit friends and
family whose homes are inaccessible”; individual’s accessibility needs change over the life course,
highlighting the need for houses which are as adaptable as possible; close to one-third of survey
respondents reported that a lack of accessible housing had reduced their ability to work or their
productivity; there is significant additional NDIS spending and reliance on informal supports
because of inaccessible housing for self-care and home-care as well as mobility support; and,
adverse mental health effects due to inaccessible housing are very high, with 71.7 per cent of
people with high support needs and 50.0 per cent of people with low support needs living in
inaccessible housing reporting worsened mental health and well-being.
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3. AUDIT OF ACCESSIBLE FEATURES
Third, Dr Di Winkler, Mr Tom Greaves, Dr Andrew Martel and Mr Ying Chen have undertaken an
audit of accessible features in 20 new build, high volume house plans. The study found that many
accessibility features are already incorporated into the most popular house designs being built in
Australia, but not in a systematic way; demonstrates accessible features are basic elements of
good house design for the general population; and, indicates the likely cost of including further
accessible features to be fully consistent with the accessibility standards in new builds is very low.
This report is at Appendix 3.
Given the high take-up of individual elements, and the consistent exceeding of minimum
standards for some elements, this study suggests that the cost of accessibility has been factored
into current designs to a significant extent already; however, not in a way that guarantees
practical accessibility of the dwellings. Consequently, based on this new evidence, the costs of
achieving full accessibility are likely to be lower than estimated by CIE with unchanged benefits.
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1. Review of the CIE Report
The report prepared by Mr Andrew Dalton and Emeritus Professor Rob
Carter is entitled Economic advice prepared to assist with responses to
the Consultation Regulation Impact Statement on minimum accessibility
standards for housing in the National Construction Code. It provides a
balanced review of the work by CIE, mentioning both its strengths and
weaknesses.
In their view the CIE has provided a comprehensive and helpful analysis of a complex set of issues.
However, Dalton and Carter believe that there are important methodological issues associated
with the benefit-cost results reported in the CIE report with which they disagree. Most
importantly, they identify four key issues that impact substantially on the results and their
associated policy implications.
Of the four key issues, two relate to the principle of symmetry in the presentation of benefits and
costs for a specified research question, study perspective and context. One issue relates to the
elements included in the opportunity cost of space, while the last relates to the discount rate used
in the net present value calculations, having regard to published reviews of appropriate
methodology and practice.
They further identify a range of other considerations that have smaller impacts, but which taken
together would also impact the overall economic credentials of the proposed regulation, plus
discuss important social justice considerations in the definition of economic efficiency.
The four key issues identified by Dalton and Carter are:

1. THE CIE ‘PROBLEM-REDUCTION APPROACH’ OVER-COUNTS THE COST SIDE
The principle of symmetry requires that benefits and costs are reported in a way that avoids bias
or confounding. This is a key principle identified by the Office of Best Practice Regulation 8. If all the
costs are counted then all the benefits should be counted, commensurate with the study
viewpoint adopted. If only some of the benefits are counted, then costs should be presented in a
symmetrical way – that is, calculated in full, but apportioned between those receiving the
benefits. If only some of the costs are counted, then similar care is required to include only
symmetrical benefits.
In the ‘problem reduction approach’ favoured by the CIE, all costs of the options are included, but
only those benefits that result from improved access for those with housing access needs – both
direct (problem reduction) and indirect (altruistic benefit) – are included. In this approach
significant benefits that flow directly from improved design and functionality to the general
community are not included.
Dalton and Carter see it as problematic to count all the costs of implementing each option, but
only a component of the associated benefits. They argue that if the boundary around benefits is
confined to those that flow from assisting a target sub-group, then the cost side needs to be
apportioned accordingly between this target sub-group and the general population. To do
ibid, p3 where the guidance says: “Have the benefits and costs of all proposed options on business, community organisations and
individuals been clearly analysed in a balanced and objective manner?” and later specifies that benefits should include “…all people
living in Australia”.
8
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otherwise would bias the benefit-cost relationship against the economic credentials of the target
sub-group.
They also recommend that, while CIE prefers the ‘problem-reduction approach’, the broader
‘willingness to pay’ approach, correctly reported, is the more appropriate methodology to use in
this social cost-benefit analysis.

2. THE CIE “WILLINGNESS TO PAY’ APPROACH UNDER-COUNTS THE BENEFIT SIDE
In social benefit cost analysis, analysts are strongly encouraged to identify all costs and all
outcomes across all stakeholders and to be transparent in their inclusion/exclusion decisions and
associated measurement/valuation steps. CIE uses two approaches to identifying costs and
benefits. These are a ‘problem reduction approach’ (covered in point 1) and a broader ‘willingness
to pay approach’ (WTP) that focuses on the value of improved functionality to both those with
accessibility needs and the general community. The costs identified in the two approaches are
identical but there is little to suggest that the two sets of benefits (Tables 7.2 and 7.3 of the CIE
Report) are mutually exclusive categories of benefit. Rather, the reverse is true. They cover
different aspects of societal benefit and are complementary, with the main exception being
reduced home modification costs in the ‘problem reduction approach’ and the minimal
modification required to age in place in the ‘willingness to pay’ approach. This is summarised in
Table ES2 from the Dalton and Carter report and to the extent that there is no overlap between
the ‘benefits’, they are all additive. That is, a societal perspective should add consideration of both
the potential resources savings plus the value of the improved accessibility.
Table ES1 (Dalton Carter Report) showing comparison of reported benefits in Table 7.2 and Table 7.3
Table 7.2, CIE Report

Table 7.3, CIE Report

CBA Benefit - Problem Reduction
Approach

Interpretation

CBA Benefit – Broader WTP
Approach

Interpretation

Reduced falls

The value of resource savings

Getting in and out

Value of aspects of
accessibility

Reduced time in
hospital/transition care

The value of resource savings

Moving around indoors

Value of aspects of
accessibility

Reduced costs associated with
loneliness

The value of resource savings

Living with mobility on same
level as an entrance

Value of aspects of
accessibility

Reduced home modification costs

The value of resource savings

Reduced carer related costs

The value of resource savings

Minimal modification
required for ageing in place

The value of resource
savings

Reduced incidence of moving

The value of resource savings

Reduced premature/
inappropriate entry to aged care

The value of resource savings

Table Notes: Table 7.2 is from p.112, CIE Report, while Table 7.3 is from p.113, CIE Report.
Note that the value attached to altruism for each option was exactly duplicated in both Tables 7.2 & 7.3
and has been excluded from Table ES2. Of those shown in Table ES2, home modification costs is the only
item of potential overlap.
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3. THE ADDITIONAL SPACE HAS LASTING VALUE
The CIE cost-benefit analysis assumes that the additional space per dwelling (e.g. 0.48 sqm for Silver)
is a sunk cost for the sole benefit of people with mobility impairments that has no lasting value or
benefit. Added space, in any well-designed home, is added space and so the CIE cost-benefit analysis
should be modified to incorporate the fact that the cost of the additional space required for more
accessible housing has at least an equal resale value, i.e. ‘capital gain’ for improved design and utility.
Importantly, the value of the space is the sum of both the enhanced functionality from improved
accessibility (as estimated from the CIE WTP exercises), plus the enhanced capital value.
Further, in the CIE ‘problem-reduction approach’, they do not measure ‘utility-in use’, over and
above problem-reduction benefits (e.g. reduced falls). In their suggested re-analysis, Dalton and
Carter include a minimum combined estimate for capital gain and ‘utility in use’ as being the
retained capital value of the additional space (equal to the market price at the time of purchase).
Put another way, everyone benefits from accessible design features. For example, wider doors
and hallways, one stepless entry into the home and open plan design makes life easier for
parents with prams, the very young and very old at risk of tripping on a step and people
recovering from sports injuries and surgery. Accessible design features not only expand the user
base but also make it easier and safer for everyone to move home, receive large parcels, get
luggage in and out of the home and replace whitegoods and furniture.
Therefore, the CIE cost-benefit analysis should be modified to reflect the fact that the entire
population derives benefit from the improved design and functionality of the proposed changes.
A similar powerful example of a regulatory change designed to benefit people with disability, but
which has benefitted everyone, is the “Curb Cut Effect” – the wedge cut in an elevated curb to
allow smooth passage between footpaths and roads. “Curb cuts” were an innovation
implemented specifically for people with disability in the US in the 1940s. Kerb ramps were
mandated in Australia in 1992 and now our entire population benefits – parents with prams, small
children on tricycles, business travellers and tourists wheeling suitcases and workers delivering
heavy goods to businesses and homes, runners, skateboarders and rollerbladers.

4. THE 7% DISCOUNT RATE USED IN THE COST-BENEFIT ANALYSIS IS TOO HIGH
The discount rate is a factor that is applied to allow a comparison between costs and benefits
today and in the future to calculate the ‘present value’. In this study, the discount rate
assumption has a huge impact on the estimated benefit cost ratios because most of the costs are
upfront and the benefits are in the future. Therefore, any reduction in the discount rate
assumption will favour the benefit side more than the cost side. Most economists acknowledge
that the prevailing bond rate is the best ‘rule of thumb’ for the discount rate and the current 30year bond rate in Australia is 1.87%. Therefore, the CIE findings should be based on at most a 3%
discount rate (not 7%); with the Dalton/Carter report providing the economic credentials in
closer alignment with the Cost Benefit guidelines.
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SUMMARY OF THE DALTON AND CARTER ANALYSIS
The table below shows the benefit-cost ratios in the CIE Report (Base Case benefit-cost ratios) and
after adjustment. A ratio of less than 1.00 implies that the costs exceed the benefits, while a ratio
above 1.00 implies that the benefits exceed the costs.
Benefit-cost ratios in the CIE Report and after adjustment using Dalton and Carter assumptions
Option
1

Option
2

Option
3

Option
4

Option
5

1. Base case benefit-cost ratios in CIE report in RIS

0.77

0.14

0.11

0.09

1.00

2. Adjust for symmetry in cost and benefits using the
WTP approach (25% overlap to allow for building
modification being reflected in both approaches)

2.00

0.68

0.54

0.39

1.48

3. Symmetry applied to WTP approach (25% overlap),
plus add capital value of space to benefit side

2.46

1.10

0.95

1.03

1.48

4. Add in effect of 3% discount rate to row 3.

2.99

1.34

1.16

1.26

1.81

SOCIAL JUSTICE
In addition, to examining the problem reduction and willingness to pay approaches to the costbenefit analysis used by CIE, Dalton and Carter also identify important social justice arguments to
support the regulation of accessible housing. They note that it is only in the world of perfect
competition – which rarely if ever exists and certainly does not exist in the housing market in
Australia - that societal welfare is maximised by summing individual welfare. This goes to the
normative foundations of economics and associated elements included in the social welfare
function. They conclude that the full extent of broader social justice considerations, including the
obligations of governments to create the kind of society that citizens want, would not have been
captured in the CIE WTP survey that assessed the altruism benefit.
Once social justice is added in, Dalton and Carter conclude that the economic credentials for all
options considered by the CIE are considerably stronger than those presented in their report.
While the CIE favoured continuation of a voluntary code, Dalton and Carter concluded that a social
benefit code analysis based on their advice would underpin the case for adding a regulation to the
National Building Code. They argue that Option 2 (Gold standard) has particular merit as the
most cost-effective of the options that achieve functionality for those elderly and/or disabled
people in wheelchairs.

COMPLEMENTARY OF OPTION 5 AND OPTION 2
Further, noting that the effects of the introduction of a Gold standard will take time to have an
effect on the availability of accessible dwellings, Dalton and Carter recommend that Governments
should also explore whether Option 5 (a subsidy program to encourage availability of accessible
rental properties) should be introduced simultaneously with Option 2. They also noted that
income constraints may limit the ability of the elderly and/or disabled people to obtain accessible
housing as it enters the marketplace.
As noted above, the benefits of Option 5 exceed the costs, but as there will be overlapping
benefits with Option 2, these should not be double counted. Further analysis of this point should
therefore be undertaken utilising the CIE model. Furthermore, given that an effective and efficient
market of housing for people with disability requires reliable and detailed information on
accessible housing stock, an additional option that might be considered for analysis is a policy
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package that includes an enhanced matching service between suitable housing and those with
housing needs. Indeed, encouraging a match between the stock of accessible housing and those
with accessible housing needs is central to the calculation of net benefit in practice.

CONCLUSIONS FROM THE DALTON AND CARTER REPORT
There are four key assumptions in the social cost-benefit analysis conducted by CIE that need to
be adjusted to better reflect the measured costs and benefits. Changing these assumptions in the
cost-benefit model tip the balance so that the benefits of changing the NCC outweigh the costs to
the Australian community.

We therefore ask the ABCB and the
Building Ministers’ Forum to review the
assumptions and, based on the analysis
by Dalton and Carter, recommend that
the NCC should be changed to make the
LHDG Gold standard mandatory for all
Class 1a and Class 2 buildings.
Further, noting that the effects of the
introduction of a Gold standard will take
time to have an effect on the availability
of accessible dwellings, Governments
should also explore whether Option 5 (a
subsidy program to encourage availability of accessible rental
properties) should be introduced simultaneously with Option 2. An
additional option is a policy package that included an enhanced
matching service between suitable housing and those with housing
needs.
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2. Lived experience and social, health and economic
impacts of inaccessible housing
The qualitative study and survey by Dr Wiesel, entitled Lived experience and social, health and
economic impacts of accessible housing, consists of two primary elements: an online
questionnaire, which was distributed on 17 August 2020 and closed for responses on 28 August,
and 45 in-depth follow-up interviews. The response to the online questionnaire was
overwhelming, with over 1,178 responses.
The questions in the on line survey included: standard demographic information about the
respondent, information about their disability and their housing situation, the accessibility
standard of their home, and the impact of accessibility in their current home on the ability to
perform domestic activities, ability to study, work or volunteer, need for paid or unpaid support,
social and family relations, health and wellbeing and risk of being forced to move home.
The in-depth follow up interviews were conducted with 45 participants who expressed an interest
and provided their contact details in the online questionnaire. The interviews were semistructured, with the focus of questions adjusted to participants’ individual circumstances. The
themes covered in the interviews corresponded with those of the online questionnaire.
Key statistics and findings from the questionnaire are:
•

The majority (73.6%) of respondents live in housing that does not meet, or only partly
meets, their accessibility need. People with lower level of impairment were more likely to
live in inaccessible housing, possibly because of ineligibility for funds for home
modifications, social housing or specialist housing. People with lower income were more
likely to live in inaccessible housing, due to affordability barriers to purchase or rent an
accessible home, or to modify their homes. Private renters were most likely to live in
inaccessible home (87.6%), but high incidence of inaccessible homes was also recorded for
homeowners (71.5%) and social renters (74.8%). Although significantly more accessible
than mainstream housing, partial inaccessibility was surprisingly high even in specialist
disability housing such as group homes (47.1%) and supported residential services (46.2%).

•

Compared to housing constructed to affordability standards, post-construction
modifications were more likely to only partly meet people with disabilities’ accessibility
requirements. While close to half (46.6%) of survey respondents lived in homes that were
modified, most of those (39.1%) reported these modifications met only some of their
accessibility needs.

•

When modifications are undertaken exclusively in the homes of people who have mobility
restrictions, they are unable to visit the homes of their family and friends, resulting in
significant social isolation.

•

80.8% of survey respondents agreed or strongly agreed with the
statement “I can’t visit friends and family whose homes are
inaccessible”.

•

The reliance on modifications restricts people with disabilities’ residential mobility, as the
majority of dwellings are inaccessible. People who have already made a substantial
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investment in modifying their residence are discouraged from moving home when their
household or employment circumstances change.

• Individuals’ accessibility needs change over the life course, due to
ageing, injuries (often due to inaccessibility of homes), and
deterioration of impairments, requiring ongoing modifications,
highlighting need for houses as adaptable as possible, such that
they can continue to be modified more effectively and cheaply
over time.
•

The proportion of survey respondents who lived in housing that was built in a way that
meets all their accessibility needs (18.7%), was more than twice as high as those who lived
in housing modified to meet all their accessibility needs (7.4%), demonstrating that
building to accessible standard is more effective than post-construction modifications.

•

Survey respondents living in homes that were not modified or only partly modified,
reported inaccessible housing features further limited their ability to move into and out of
their home, and perform self-care and home-care activities. Home care activities (such as
home cleaning) were most limited by housing design, and movement inside the home was
the least limited. Inaccessible housing was more limiting for people with high severity
impairment, especially in relation to movement inside the house and home care activities.

•

Close to one-third of survey respondents reported lack of
accessible housing has resulted in job loss, missed job
opportunities, reduced work hours, or reduced productivity at
work.

•

Many survey respondents and interview participants reported
difficulties finding accessible homes close to employment
opportunities, while fatigue from living in inaccessible home and
the additional time and energy spent on self-care and home-care,
reduces productivity, motivation, self-confidence and capacity to
work, study or volunteer.

•

Inaccessible housing increases support needs for most (65.8-67.1%) of people with
disability with high support needs, including both paid and unpaid support. Just over half
(51.2%) of people with low support needs living in inaccessible housing reported an
increase in need for informal care, and 42.0% of those reported an increase in paid
disability support.

•

Approximately a quarter (23.0-27.8%) of people with high support needs, and a fifth (20.018.8%) of people with low support needs living in accessible or modified homes reported a
decrease in their support needs thanks to accessible design.

• Participants reported spending high proportions of their NDIS
support funding on support for self-care activities they could have
done independently in more accessible homes.
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•

Unnecessary reliance on paid or informal support for such activities is not only
economically ineffective, but bears additional social and health costs, such as adverse
impacts on relations with family members providing informal care; impact on employment
opportunities (e.g. reliance on availability of support to be able to get organised in the
morning for work); and sense of independence and dignity.

• Housing accessibility or inaccessibility has significant impact on
self-reported mental health and wellbeing. 60.0% of people with
both low and high support needs living in accessible housing
reported improved self-reported mental health and wellbeing,
thanks to the accessibility of their home. In contrast, 71.7% of
people with high support needs, and 50.0% of people with low
support needs, living in inaccessible housing reported worsened
mental health and wellbeing.
•

Participants with high support needs living in inaccessible homes were more likely to
express concern about risks such as difficulty affording necessary home modifications in
the future (85.7%), being forced to move to another residence (68.0%), or to a nursing
home (58.9%). This compares with a minority of people living in accessible homes who
reported similar concerns, indicating that accessible home significantly reduces such risks.
However, concerns about ability to afford home modifications remains a concern even for
those living in accessible homes (47.5% of those with high support needs, and 44.2% of
those with low support needs) indicating that needs change over time, highlighting the
importance of adaptable housing.

•

The shortage in accessible housing significantly limits housing choice for people with
disability, especially those with high support needs. Nearly half (48.1%) of people with high
support needs living in inaccessible homes, and close to a third (30.7%) of those living in
accessible homes, reported a desire to move home but being limited by difficulty finding
accessible housing elsewhere. Difficulty finding accessible housing was the key barrier to
moving home.

The report concludes that:
1) Existing strategies such as a voluntary building code, reliance on home modifications or
provision of accessible social housing have failed to deliver accessible housing for most
people with mobility restrictions. Building all new homes to accessible standard will be the
most effective way to address the shortage in accessible housing.
2) The impact of inaccessible housing on the dignity, freedom, social inclusion, health and
workforce participation is profound, and the report presented robust quantitative and
qualitative evidence of these. Such impacts must not be measured exclusively in dollar
value; rather, the social justice argument for addressing the indignities experienced by
people with disability must be front and centre to the RIS Consultation considerations.
3) Notwithstanding the above, the data indicates the CIE RIS Consultation report has
underestimated the economic costs of inaccessible housing, by ignoring impacts on
workforce participation and productivity of people with disability; underestimating the
impact on paid and unpaid support needs; underestimating the negative impacts on
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mental health and wellbeing; and, underestimating the extent to which a shortage in
accessible housing limits housing mobility.
4) The range of domestic activities for which paid support is provided, and which can be
reduced by accessible housing is broader and more significant than estimated by CIE. The
CIE only focused on paid and unpaid assistance with mobility tasks 9, whereas inaccessible
housing also significantly increases need for assistance with self-care and home-care.
Furthermore, in estimating the impact on support needs, the CIE excluded those living in
housing that has already been modified due to disability or age, assuming that modified
housing is fully accessible10. However, the qualitative survey shows that most people
whose homes have been modified, consider these modifications to only partly address
their needs, and they too require additional paid or unpaid support due to inaccessible
homes.

9

The CIE Proposal to include minimum accessibility standards for housing in the National Construction Code, July 2020, p140
ibid, p140

10
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3. Audit of Accessible Features in New Build House Plans
The audit of accessible features in new build house plans by Dr Di Winkler & Mr Tom Greaves11
and Dr Andrew Martel & Mr Ying Chen12:
1. tests the hypothesis that some accessibility features are already incorporated into the most
popular house designs being built in Australia, but not in a systematic way that makes all new
builds accessible
2. demonstrates that accessibility features are basic elements of good house design for the
general population, and not the features commonly seen in public accessible toilets and
institutions, and
3. indicates the likely cost of including accessibility features in new builds.
The audit of 20 homes (maximum of three per developer) involved photographing, measuring, and
assessing the presence of elements outlined in Livable Housing Australia (LHA)’s Silver, Gold and
Platinum levels of design in these new builds. These three levels were determined by using the
LHA’s 15 Livable Housing Design Elements, most of which are included in the CIE Consultation RIS.

11
12

Summer Foundation Ltd
University of Melbourne
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HOUSING AUDIT
The results are summarised in the table below and it is notable that all homes assessed had at
least six of 15 LHA elements incorporated into their design. More than half of the homes had eight
or more LHA elements, i.e. over half the homes incorporated over half the LHA elements and nine
of the homes have five or more Platinum elements.
Display homes and their compliance with the 15 Livable Housing Design Elements

E11

E10

Access

Entrance
E2

E1

Living

E8

Taps & handles

E3.2

Kitchen

Corridors

Stairs
E7

Windows

E9

Bedroom

E4.1

Switches

E5

Laundry

E4.2

Toilet - walls

Toilet - front

E3.1

Dwellings Assessed

Shower

Doors

Livable Housing Design Elements

E14

E12

E13

Henley (Palace)
Porter Davis (Madison)
Metricon (Sentosa)
Burbank (Kelly)
Porter Davis (Midland)
Burbank (Fitzgerald)
JG King (Carson)
Carlisle (Crompton)
Henley (Vienna)
Metricon (Fortitude)
Porter Davis (Charlton)
Carlisle (Sorrento Grand)
JG King (Melrose)
Boutique (Rivera)
Simmons (Hann)
Dennis Family (Balmoral)
Dennis Family (Robinvale)
Homebuyers (Empire)
Metricon (Regan)
Simmons (Belthorpe)

Table Notes: E1: Dwelling Access. E2: Dwelling Entrance, E3.1: Internal Doors, E3.2: Internal Corridors, E4.1: Width between walls
either side of closet toilet, E4.2: Space in front of toilet, E5: Shower (Accessible ground level), E6: Reinforcement of Bathroom Walls,
E7: Internal Stairways, E8: Kitchen Space, E9: Laundry Space, E10: Entry Level Bedroom Space, E11: Light Switches and Power-points,
E12: Door and Tap Hardware, Family Living Room Space, E14: Window Sill Height, E15: Non-Slip Flooring (Note that the study
methodology does not allow analysis of E6 or E15)
Legend
Platinum Level
Gold Level
Silver Level
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The findings suggest that many of the individual requirements to comply with Option 1 are already
present in new builds and are accepted industry practice. However, they are incorporated into the
designs in a random way that does not make the dwellings consistently accessible. For example,
95% of the dwellings complied with either Dwelling Access (E1) or Dwelling Entrance (E2)
requirements, but few (20%) included both – yet both are essential for someone with a mobility
impairment entering a home.
To qualify for Option 2 (Gold), building plans must meet 12 design elements of the LHA Guidelines.
This includes the five elements that constitute Option 1 (but at a Gold, not Silver standard), plus
Element 5 and Elements 6 to 12. In reference to Elements 6 to 12, all of the buildings in the sample
included at least three of these in their designs – that is, 20% of dwellings had three-elements;
60% had four-elements; and 20% had five-elements. However, similar to the situation with Option
1 compliance, no building plan included all of the additional Option 2 elements. Nevertheless, it is
notable that compliance with accessibility standards is significantly higher that suggested in the
CIE Report, which states “[p]revious estimates and stakeholder feedback suggest that around 5-10
per cent of new stock current meets LHDG silver standard” 13.
When considering the space standards of elements that are common to all houses – including
bedrooms, kitchens, living rooms, and bathrooms – the 20 audited homes demonstrated that
current industry practice is capable of routinely meeting space standards at the Gold level. This is
consistent with the conclusion from Dalton and Carter, in their analysis of the CIE Report that
additional space has lasting value.

The study by Winkler, Greaves, Martel and Chen also suggests that
consistently incorporating accessible features into the building code for
all new dwellings would not be a significant impost on volume builders
of residential housing in Australia; particularly when combined with a
simple, transparent and timely process for obtaining an exemption
based on the gradient and/or size of a house block.
The country’s biggest builders are already incorporating most of these features in some new builds
because they are consistent with good design. In fact, the audit of 20 display homes found that all
the house designs had at least five elements that complied with either the Gold or Platinum levels.
However, a notable example of widespread non-compliance is the width of internal doors; the
stand-alone option most favoured by the CIE analysis of costs and benefits (Option 1). But
changing the standard width of doors is a common-sense change that is effectively cost neutral.
This was a major conclusion in The Report of the Accessible Housing Taskforce provided to the
Victorian Government in 200614.

The findings of this study therefore support the idea that well-designed
housing that works for people with mobility impairments does not
compromise the design of housing for the general population – rather it
enhances the built environment.

The CIE Proposal to include minimum accessibility standards for housing in the National Construction Code, July 2020, p96
Private communication between Bruce Bonyhady, Executive Director MDI and Laurence Joseph, Chair of the Accessible Housing
Taskforce.
13
14
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Accessible Housing drafting of proposed NCC changes
The CIE cost-benefit analysis is based on detail cost estimates provided by the quantity surveyors
of Donald Cant Watts Corke (DCWC)15 .
The accessibility standards included in the DCWC report include a continuous path with no step to
the front door of the building, internal changes in floor levels within the dwelling of no more than
5 mm and internal doorways with a minimum opening of 850 mm. As noted in the DCWC report,
all of these standards are consistent with the Gold LHDG standard.
However, in the draft proposed changes to the NCC to allow for accessible housing, it is proposed
that the path to the front door of dwellings will be allowed to include one step, internal changes in
floor levels within the dwelling of up to 25 mm will be permitted and that doorways will be
allowed to have a minimum opening of 800 mm.
Given that the benefits of the Gold standard exceed the costs based on the LHDG Gold standard in
the Dalton/Carter Report, there is no basis for permitting any reduction in accessibility standards
as is currently proposed in the draft NCC changes.

Donald Cant Watts Corke Accessible Housing: Estimated Cost Impact of Proposed Changes to NCC, Report Revision 5 – 22 June,
2020
15
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Making better use of existing accessible housing stock
An effective and efficient market of housing for people with disability requires reliable and
detailed information on accessible housing stock. There are two large online platforms in Australia
that support two-sided matching for housing seekers with a disability and housing providers. Both
Nest16 and Housing Hub17 list vacancies and obtain information about the housing needs and
preferences of housing seekers. The initial pilot version of the Housing Hub was developed in 2017
by the Summer Foundation with support from the Australian Government Department of Social
Services Sector Development Fund. The majority of dwellings currently listed on these sites is
Specialist Disability Accommodation (SDA), rather than private housing for sale or lease. The
Housing Hub currently lists 507 SDA properties and non-SDA properties.
Better data is needed on accessible private housing in Australia that includes reliable information
about the level of accessibility. In some jurisdictions, accessible and affordable housing is already
being routinely built in new residential developments due to inclusionary zoning. There are also
many dwellings that are modified substantially for occupants with mobility limitations. Significant
home modifications are funded with public money via the NDIS, health, local councils and work
and accident compensation schemes. However, once the occupant with a disability moves on,
these accessible dwellings are sold and leased to the general population. There is currently no
process for identifying accessible private housing and matching this stock to buyers or tenants
with mobility limitations. A comprehensive register of adaptable housing in Australia has the
potential to make better use of existing accessible housing stock.
The development of a register of existing stock and a strategy for maintaining this register is likely
to involve collaboration across a range of entities and government agencies, including the Real
Estate Institute of Australia, Livable Housing Australia, NDIS, Summer Foundation, state work and
accident compensation schemes, large developers, access consultants and State governments. A
logical starting point for the development of a register is a pilot in a local government area or
jurisdiction that is proactive regarding accessible housing, using the existing infrastructure
provided by the Housing Hub and/or Nest matching platforms.

16

Available at: https://gonest.com.au/

17

Available at: https://www.housinghub.org.au/
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Concluding Remarks
In summary, MDI and the Summer Foundation have commissioned three important pieces of
research in response to the Consultation RIS on accessible housing, in order to further inform the
ABCB and Ministers:
1.

an independent review of the social cost benefit analysis undertaken by CIE

2.

a study entitled, Lived experience and social, health and economic impacts of accessible
housing, which includes 1187 survey responses and 45 in-depth interviews, providing
some of the most comprehensive data ever collected in Australia about the lived
experience of people with a disability living in accessible or inaccessible housing, and

3.

an audit of accessible features in 20 new build, high volume house plans.

We have also provided additional information on the potential for the current matching
platforms, Housing Hub and Nest, to be utilised to better match supply and demand for
accessible housing.
Based on these independent assessments and research, we recommend Governments and the
ABCB:
1. adjust the NCC to set minimum mandatory accessibility standards, broadly reflecting the
LHDG gold standard, for all new Class 1a and Class 2 buildings (Option 2)
2. explore the potential for a subsidy program to encourage availability of accessible rental
properties (Option 5) to be implemented over the next 10-15 years, while the stock of
accessible housing grows through the implementation of Option 2
3. ensure the new accessibility housing standards are based on the current LHDG and not
the diluted version, as described in the draft of proposed changes to the NCC, and
4. initiate a pilot to make better use of the existing accessible housing stock using the
existing infrastructure provided by the Housing Hub and/or Nest matching platforms.

Professor Bruce Bonyhady AM
Executive Chair and Director
Melbourne Disability Institute

Dr Di Winkler AM
CEO and Founder
Summer Foundation
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Appendix 1
Economic advice prepared to assist with responses to the Consultation Regulation Impact
Statement on minimum accessibility standards for housing in the National Construction Code
Prepared by:
Andrew Dalton, Director AdHealth Consulting
(former Associate Professor, Deakin Health Economics, Deakin University)
Emeritus Professor Rob Carter, Deakin University
(former Alfred Deakin Professor and Foundation Director, Deakin Health Economics)
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1. Executive Summary
1.1.

Introduction and overview

We were engaged by the Melbourne Disability Institute and the Summer Foundation in late July 2020
to assist them in responding to a Regulatory Impact Statement (RIS) Consultation document released
by the Australian Building Codes Board (ABCB) at the request of the Australian Building Ministers
Forum. More specifically, our task was to advise on the economic credentials of a possible regulation
to include minimum accessibility standards in the National Building Code, particularly because the
ABCB consultation documents included an extensive 292-page social benefit cost analysis prepared by
the Centre for International Economics (CIE), an independent consultancy firm.
In our view the CIE has provided a comprehensive and helpful analysis of a complex set of issues. Two
key sets of cost/benefit results are presented in the Report; namely those based on: i) ‘a problem
reduction approach’ targeted on those with housing accessibility needs; and ii) a broader societal
approach based on ‘willingness-to-pay’ analysis, which includes benefits to the general community
from improved design and accessibility.
Based on our assessment, we conclude that there are important methodological issues associated
with the benefit-cost results reported in the CIE report that warrant further consideration. First, we
cover four key issues that impact substantially on the results and their associated policy implications.
We start with the ‘problem reduction approach’ favoured by the CIE, then cover the broader WTP
approach that we favour. After that we briefly mention a range of other considerations that have
smaller impacts, but which taken together would also impact the overall economic credentials of the
proposed regulation. Of the four key issues, two relate to the principle of symmetry in the
presentation of benefits and costs for a specified research question, study perspective and context.
One issue relates to the elements included in the opportunity cost of space, while the last relates to
the discount rate used in the net present value calculations, having regard to published reviews of
appropriate methodology and practice.
It is also important to note that maximising ‘societal welfare’ with available resources is at the heart
of the economics discipline, reflecting its origins as a part of philosophy. Defining what ‘societal
welfare’ means raises the normative foundations of economics, but simply put, it involves what kind
of society we want to live in. Inclusion of social justice, fairness and equity is very much part of what
we have called ‘big E’ efficiency in Section 2. We were pleased, therefore, to see that the CIE Social
Benefit Cost Analysis included a measure of societal benefit in both its ‘problem reduction’ and
broader ‘willingness-to-pay’ approaches to net benefit. In Section 2 of our report, however, we
conclude that the method they applied, focused on individual altruism, was unlikely to have captured
the societal benefit from a government perspective in meeting its policy commitments in the housing
and social welfare area. To the extent the CIE estimate under-estimates the true societal benefit, it
further under-estimates the economic credentials of the regulation.

1.2

The principle of symmetry in the reporting of costs and benefits

In social benefit cost analysis analysts are strongly encouraged to identify all costs and all outcomes
across all stakeholders and to be transparent in their inclusion/exclusion decisions and associated
measurement/valuation steps. The principle of symmetry requires that benefits and costs are
reported in a way that avoids bias or confounding. If all the costs are counted then all the benefits
should be counted, commensurate with the study viewpoint adopted. If only some of the benefits are
counted, then costs should be presented in a symmetrical way – that is, calculated in full, but
apportioned between those receiving the benefits. If only some of the costs are counted, then similar
4
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care is required to include only symmetrical benefits. In making these methodological choices, due
regard must be given to viewpoint(s) from which the analysis is conducted. To do otherwise would not
fairly represent the balance between benefits and costs inherent in the role of economic analysis.
Of the two approaches they present, the CIE prefers the ‘problem reduction approach’. The CIE did
not favour their broader WTP approach as they argued that:
“…this approach implies that the proposed regulatory options deliver a lot of benefits without
solving any immediate problem.” (Extract, p10, CIE Report)
As set below, we argue that the CIE results do not provide a symmetrical view of the benefits and costs
inherent in the two approaches. With this in mind, we prefer the broader WTP approach. We initially
consider the ‘problem-reduction approach’, but then focus our re-analysis on the broader WTP
approach.

1.3

Problem 1: The CIE ‘problem reduction approach’ over-counts the cost side

In the ‘problem reduction approach’ all costs of the options are included, but only those benefits that
result from improved access for those with housing access needs – both direct (problem reduction)
and indirect (altruistic benefit). In this approach significant benefits that flow directly from improved
design and functionality to the general community are not included (shown in Table 7.3 of the CIE
report). In our view, it is problematic to count all the costs of implementing each option, but only a
component of the associated benefits. So if the boundary around benefits1 is confined to those that
flow from assisting a target sub-group, then the cost side needs to be apportioned accordingly
between this target sub-group and the general population. To do otherwise would bias the benefitcost relationship against the economic credentials of the target sub-group.
Set out below in Table ES1 are the benefit cost ratios for each option with this adjustment applied.
Options 1 and 5 are now showing a ratio >1 (i.e. benefits > costs), while options 2, 3 and 4 remain with
a ratio <1 (i.e. benefit < cost).
Table ES1: Benefit-cost ratios adjusted to achieve symmetry in ‘problem reduction’ approach
Dalton/Carter re-analysis of benefit-cost
Option 1
Option 2 Option 3
Option 5
Option 4
ratios
Silver
Gold
Gold +
Subsidy
Problem-Reduction Base case benefit-cost
0.77
0.14
0.11
0.09
1.00
ratios in CIE report
Cost apportionment reduced by 60% to
reflect benefits flowing to the general
1.29
0.23
0.19
0.14
1.67
community from improved design
Table Notes: Refer Section 3 for further detail. Where the benefits in dollar terms are greater than the costs in
dollar terms, the benefit-cost ratio is >1. These results are shown with green highlight.

1

Assessment of benefits includes three steps: i) identification of benefits relevant to the study perspective(s)
and evaluation method; ii) measurement of the extent of the benefit; and iii) valuation in dollar terms. As
analysts move through these three steps, some identified elements of benefit may be excluded (e.g. when
multiple perspectives are used, insufficient data available to measure, benefit too insignificant to matter, etc.).
Principles guiding these three steps include clarity about inclusion/exclusion and time horizon, symmetry
across benefits and costs, clarity about attribution and apportionment in the presence of joint or common
elements. While social cost benefit analysis is intended to include all benefits irrespective of to whom soever
they accrue, it is not unusual for narrower boundaries to be applied. When this occurs the principle of
symmetry is particularly important.
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1.4

Problem 2: The CIE ‘willingness to pay’ approach under-counts the benefit side

The CIE report also includes a broader approach focussed on societal net benefit. In a full social cost
benefit analysis such as this, the normal expectation is that all costs and benefits are included,
irrespective of to whomsoever they accrue. The CIE report explains that:
“The key difference between this approach and the problem-reduction approach is that this
approach includes, for Options 1-4, benefits to households that do not currently contain any
persons with limited mobility” (p.114, RIS).
Whereas the benefits listed in Table 7.2 describe cost-offsets2 (savings), particularly to Government,
plus society’s WTP for altruism arising from more equitable access, the benefits in Table 7.3 describe
the benefits of enhanced accessibility plus WTP for altruism. The value attached to altruism for each
option is the only item that is clearly duplicated in both Tables 7.2 & 7.3. The remaining items are
shown in Table ES2. In our view there is little to suggest that the two sets of benefits are mutually
exclusive categories of benefit – rather the reverse is true - that they cover different aspects of
societal benefit and are complementary. To the extent that there is no overlap between the
‘benefits’ listed in Table ES2, they are all additive. That is, a societal perspective should include
consideration of both the potential resources savings plus the value of the improved accessibility.
Table ES2: Comparison of reported benefits in Table 7.2 (problem reduction approach) and Table
7.3 (broader WTP approach of the CIE report)
Table 7.2, CIE Report
CBA Benefit - Problem
Reduction Approach

Interpretation

Reduced falls

The value of resource savings

Reduced time in
hospital/transition care

The value of resource savings

Table 7.3, CIE Report
CBA Benefit –
Broader WTP
Interpretation
Approach
Value of aspects of
Getting in and out
accessibility
Moving around
indoors

Value of aspects of
accessibility

Reduced costs
Living with mobility
Value of aspects of
associated with
The value of resource savings
on same level as an
accessibility
loneliness
entrance
Reduced home
Minimal
The value of
The value of resource savings
modification costs
modification
resource savings
required for ageing
Reduced carer related
The value of resource savings
in place
costs
Reduced incidence of
The value of resource savings
moving
Reduced premature/
inappropriate entry to
The value of resource savings
aged care
Table Notes: Table 7.2 is from p.112, CIE Report, while Table 7.3 is from p.113, CIE Report.

Set out below in Table ES3 are the benefit cost ratios for each option with altruism counted once only
and different assumptions about the degree of overlap applied. The only apparent area of overlap
relates to resource savings from home modifications, which appears in both lists. We favour the no
overlap/ 25% overlap results as most items listed are clearly different, but more conservative
assumptions are also shown. Options 1 (Silver) and 5 (Subsidy) are now showing significantly improved
2

These cost-offsets include reduced falls, reduced time in hospital/transition care, reduced costs associated
with loneliness, reduced home modification costs, reduced care-related costs, reduced incidence of moving,
and reduced/inappropriate entry into aged care.
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ratios >1, while options 2 (Gold), 3 (Gold +) and 4 (Gold, Class 2 only) show improvement but remain
with a ratio <1 (i.e. benefit < cost). Option 2 however (Gold standard), which caters for improved
wheelchair accessibility and movement, is now much closer to benefits equalling costs.
Table ES3: Benefit-cost ratios adjusted to achieve symmetry in the ‘willingness-to-pay’ approach
Dalton/Carter re-analysis of benefit-cost
ratios

Assumptions re. benefits from CIE Report Tables 7.2 & 7.3
Option 1
Option 2 Option 3
Option 5
Option 4
Silver
Gold
Gold +
Subsidy

WTP Base case benefit-cost ratios in CIE
report

0.85

0.30

0.24

0.17

0.89

Benefits overlap 75%

1.18

0.32

0.26

0.19

1.16

Benefits overlap 50%

1.59

0.50

0.40

0.29

1.32

Benefits overlap 25%

2.00

0.68

0.54

0.39

1.48

2.41
0.86
0.68
0.49
1.64
No overlap of benefits
Table Notes: Refer Section 3 for further detail. Where the benefits in dollar terms are greater than the costs in
dollar terms, the benefit-cost ratio is >1. These results are shown with green highlight.

Moving from the symmetry principle, we now consider the way in which the opportunity cost of space
was assessed. We suggest that key components of benefit were not included in the CIE assessment.

1.5

Problem 3: The CIE approach to measuring the opportunity cost of space ignored
capital gain and ‘utility in use’

The CIE report correctly included the estimated cost of space needed to accommodate the revisions
to the National Construction Code (NCC). Our concern is that the ‘value’ of this space to the occupants
only captures the benefits of enhanced functionality. Importantly, the value of the space is the sum of
both the enhanced functionality from improved accessibility (as estimated from the CIE WTP
exercises), plus the capital value.
Furthermore, a wider hallway improves access for all occupants and visitors (particularly for visitors
with a disability. Given that 20% of the Australian population have a disability, many if not most
Australians have friends or family members with a disability. Note, this is utility from use as opposed
to problem-reduction benefits (e.g. reduced falls) is already estimated. More broadly, the analysis
assumes that current designs are exactly what people want and any change from this represents a net
cost without any direct utility from use of the space, such as a study nook or laundry cupboard3.
In our suggested re-analysis we include a minimum combined estimate for capital gain and utility in
use as being the retained capital value of the additional space (equal to the market price at the time
of purchase). Set out below in Table ES4 are the benefit-cost ratios for each option with this
adjustment applied, first as a univariate analysis, and then as a multivariate analysis in combination
with the adjustment shown in Table ES3. Adding in a conservative estimate for improved capital
gain/utility in use as a stand-alone change in parameter assumptions (univariate analysis), brings
minor improvement across all ratios. Adding in both the Table ES3 analysis and the improved capital
gain/utility in use brings significant improvement across all options. With both the ‘no overlap’ and

3

It could be argued that the WTP survey has taken this direct utility into account as it estimated the “WTP to
avoid transfer of space from living areas and bedrooms to corridors, kitchen, laundry and bathrooms”. That is,
the survey respondents should have provided a ‘net’ response after considering costs and benefits. We do not
believe, however, that it is evident that they would have factored this in. Nonetheless we have adopted a very
conservative approach to the estimation of incremental ‘utility in use’.
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‘25% overlap’ assumptions, virtually all options show benefit-costs greater than 1. The Silver option
returns benefits almost 3 times cost, while the Gold options now have sound economic credentials.
Table ES4: Benefit-cost ratios adjusted for improved capital value and utility in use in WTP
approach in both univariate and multivariate analysis
Univariate analysis
WTP Base case benefit-cost ratios in CIE report
Add capital value of space to benefits

Assumptions re. benefits from RIS Tables 7.2 & 7.3
Option 1 Option 2 Option 3
Option 5
Option 4
Silver
Gold
Gold +
Subsidy
0.85
0.30
0.24
0.17
0.89
1.23

0.56

0.53

0.73

1.00

Multivariate analysis [benefits from tables 7.2 & 7.3] + [capital value of space]
Base case benefits

1.23

0.56

0.53

0.73

1.00

Benefits overlap 75% + Cap value

1.64

0.74

0.67

0.83

1.16

Benefits overlap 50% + Cap value

2.05

0.92

0.81

0.93

1.32

Benefits overlap 25% + Cap value

2.46

1.10

0.95

1.03

1.48

2.87
1.28
1.09
1.13
1.64
No overlap of benefits + Cap value
Table Notes: Refer Section3 for further detail. Where the benefits in dollar terms are greater than the costs in
dollar terms, the benefit-cost ratio is >1. These results are shown with green highlight.

While the re-analysis presented so far provides a very different policy picture to that presented in the
CIE report, no adjustment has been made to the discount rate. The CIE report itself raises this as an
important matter for consideration and includes a sensitivity analysis with 3%, 5% and 10% alternate
rates, rather than the 7% adopted by the CIE in their main analyses.

1.6

Problem 4: The discount rate used does not reflect current financial/economic
thinking or practice

We argue that the choice of a 7 per cent discount rate in the base run analysis does not reflect current
thinking and/or practice in the calculation of net present value (NPV). We note, for example, that the
Council of Economic Advisors in the USA issued a brief in 2017 that advised as follows:
“Current guidance from the office of management and budget requires using both a 7 percent
and 3 percent real discount rate in regulatory benefit-cost analyses. This issue brief reassesses
the current choice of discount rates and methodologies for selecting the 3 percent and 7
percent rates. Empirical evidence suggests that real interest rates around the world have come
down since the last evaluation of the rates, and new theoretical advances considering future
uncertainty likely suggest lower long term rates, as well. In general the evidence supports
lowering these discount rates, with a plausible best guess based on the available information
being that the lower discount rate should be at most 2 percent while the upper discount rate
should also likely be reduced.” (Extract from Issue Brief Abstract, our emphasis)
A discount rate of 7 per cent, whilst in line with the central recommendation from the Australian Office
of Best Practice Regulation in 2016, ignores their comment in their 2016 advice that:
"…the preferred approach is to base the discount rate on market-based interest rates, which
indicate the value to the current population of future net benefits".
There are several economic theories that serve as rationales for the use of interest rates in economic
and financial appraisal, including the Social Rate of Time Preference and the Social Opportunity Cost
of Capital. In reality, irrespective of which theory is favoured, most economists and financial analysts
acknowledge that the prevailing bond rate (i.e. rate of return on long term government debt) is the
8
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best ‘rule of thumb’ for what the discount rate should be. In 2016, the 10 year bond rate in Australia
averaged 2.33 per cent, compared with 0.88 per cent today. Unfortunately, 10 year bond rates are the
longest term for which there is an historical series from the RBA. This would suggest that, as a
maximum, a 5 per cent discount rate would be much more appropriate, although we would argue that
even this rate is too high. There is now a 30 year bond rate in Australia, which is close to the economic
life of a dwelling, and it is 1.86 per cent. We note, for example, that in the RIS prepared by the
Department of Planning and Community Development in Victoria in 2010, entitled Visitable and
Adaptable Features in Housing, a discount rate of 3 per cent was used. Further the discount rate widely
used in the health sector is 3 per cent.
It is important to note that the choice of discount rate is not just an esoteric issue for economists
and financial analysts - the choice has a huge impact on the benefit-cost ratios reported for the RIS.
Given the time profiles adopted for the receipt of benefits and costs in the RIS, any reduction in
discount rate will favour the benefit side more than the cost side, adding further weight to the
economic credentials of implementing a compulsory regulation. We illustrate this in benefit-cost
ratios, particularly in the multivariate analysis, in Table ES5. These results are further illustrated in
Figure ES1, which shows that the majority of results of our re-analyses are above the threshold
benefit-cost value of 1.00.
Indeed, in Table 11 (p.23), we demonstrate that there is a strong case to suggest that the benefitcost ratio for Option 1 is greater than 2.0, or considerably higher than the base case estimate of
0.77, even when a discount rate of 7 per cent is applied. When a societal perspective is adopted
from combining the value of reduced costs with WTP for altruism and reduced loneliness (Table 7.2,
CIE report), to the WTP for increased accessibility, all options become attractive (>1.0), whether
discounted at 3 per cent or not.
Table ES5 Benefit-cost ratios adjusted for lower discount rates
Univariate analysis

Option 1
Silver

Discounted at 3% p.a. (approx.)
Option 2
Option 3
Option 4
Gold
Gold +

Option 5
Subsidy

WTP Base case benefit-cost ratios in
CIE report

0.85

0.30

0.24

0.17

0.89

Add capital value of space to benefits

1.50

0.68

0.64

0.89

1.22

Benefits overlap 75%

1.44

0.39

0.31

0.23

1.42

Benefits overlap 50%

1.94

0.61

0.48

0.35

1.61

Benefits overlap 25%

2.44

0.83

0.65

0.47

1.81

No overlap of benefits

2.94

1.05

0.83

0.60

2.00

Multivariate Analysis [benefits from tables 7.2 & 7.3] + [Capital value of space]
Base case benefits

1.50

0.68

0.64

0.89

1.22

Benefits overlap 75%+Cap value

1.99

0.90

0.81

1.01

1.42

Benefits overlap 50%+Cap value

2.49

1.12

0.98

1.13

1.61

Benefits overlap 25%+Cap value

2.99

1.34

1.16

1.26

1.81

3.49
1.56
1.33
1.38
2.00
No overlap of benefits + Cap value
Table Notes: As the CIE economic model revealing the time profile of costs and benefits was not made
available for review, the estimate of the impact of reducing the discount rate required assumptions that make
these estimates an approximation only. Nevertheless, we demonstrate in Section 3 that our estimations are fit
for purpose.
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Putting the four key assumptions together, we conclude that the economic credentials for all options
considered are considerably stronger than those presented in the CIE report and underpin the case
for adding a regulation to the national building code.

1.7

Other Issues that have a smaller impact

There are a range of other issues of an economic nature that are also worth mentioning. Individually
these issues will have a minor impact on the CIE results, but taken together they would further
improve the economic credentials of the proposed regulation. These issues cover:
1.7.1: Value of a statistical life:
The results of an in press systematic review of Value of a statistical life (VSL) with the journal Health
Policy (Carter is a co-author), suggest that the VSL used in the CIE report ($4.5M) is too low and should
be replaced with a value of $7.0M [High: $7.9M; Low: $4.5M).
1.7.2: Value of intangibles:
There is no explicit dollar value placed on the potential for reduced ‘pain and anxiety’ in the CIE
analysis, although it may have entered their analyses indirectly. When intangibles such ‘pain and
anxiety ‘are explicitly costed – such as in burden of disease or cost of illness studies - their magnitude
can be quite large. Placing dollar values on such morbidity impacts is not straightforward or
uncontested. We raise this issue of intangibles as a point for clarification and to list the range of issues
that may not have entered the benefit cost arithmetic. In this context, the generic term ‘pain and
suffering’ would also include increased dignity, an important outcome for those with accessible
housing needs.
1.7.3: Valuation of productivity impacts of premature retirement, premature death and morbidity:
The approach to treatment of productivity impacts for the disabled in the CIE report only considers
the direct link between better housing and potential productivity gains, where we agree insufficient
evidence exists to enable quantification of impacts - although qualitative evidence certainly exists as
indicated in the recent Melbourne Disability Institute survey.
While a direct link between improved housing and improved workforce participation/productivity may
be difficult to assess, there are other productivity-related impacts that have been subject to extensive
measurement in the health economics literature. These relate to the participation/productivity
impacts of premature retirement, premature death, hospital visits, medical/allied practitioner visits,
etc. for those in the paid workforce. Omission of these productivity impacts for those with housing
accessibility needs in the paid workforce, would have a small impact on the benefit side of the CIE
results. Their inclusion, however – given that methods are available – would send a clear message that
these impacts are valued.
Further, there is also no provision in the CIE report for productivity impacts for those not in the paid
workforce –household production effects - which would pick-up carers and other household-based
impacts. Again, precedents for the calculation of these impacts in the health sector (e.g. risk reduction
analyses) are available to guide their calculation.
1.7.4: Several areas where incremental costing is not applied:
For example, the approach taken to transition costs (CIE Report, p84), seems over-stated to us, in work
environments where staying up-to-date with government codes and regulations would be a routine
and ongoing aspect of work. A ‘separable cost approach’ – where only those costs saved by not
implementing the regulation – would seem to be a more appropriate approach. Put another way, if
10
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the approach adopted in the CIE report were applied to each and every regulation, then one suspects
the costs would be recovered several times over. These costs could be subject to sensitivity analysis.
Further, the report also relies on costs, today, of wider doors versus current standard doors. Once
wider doors become the standard, the incremental costs will be minimal.

1.8

Summary and Conclusions

We conclude that the economic credentials for all options considered by the CIE are considerably
stronger than those presented in their report. While the CIE favoured continuation of a voluntary
code, we conclude that a social benefit code analysis based on our four key recommendations would
underpin the case for adding a regulation to the national building code for all new Class 1a and Class
2 buildings. The additional methodological or social justice issues in Sections 2 and 3 of our report
have less impact individually than those highlighted here, but the net effect of their application would
be to further strengthen these conclusions. Our inability to access the model meant that it has not
been possible to estimate the cumulative impact of these remaining issues.
We appreciate that the choice of which particular option to specify in a regulation will reflect factors
in addition to these benefit cost ratios, including functionality for the elderly and those with
disabilities, particularly for those in wheelchairs. Option 2 (Gold standard) has particular merit in this
regard, as the most cost-effective of the options that achieve functionality for those in wheelchairs.
Further, we note that encouraging a match between the stock of accessible housing and those with
accessible housing needs is central to the calculation of net benefit and therefore suggest that a
combination of options could be highly desirable. In particular, combining Option 5 (a subsidy program
to encourage availability of accessible rental properties) with Option 1 (Silver standard) and Option 2
(Gold standard) should be assessed. A consideration here is that many of those with accessible housing
needs may have insufficient income to compete for accessible housing as it enters the marketplace.
As noted above the benefits of the subsidy option exceed the costs, based on our revised analysis, but
there will be overlapping benefits with Options 1 or 2 and these should not be double counted. Further
analysis of this point should therefore be undertaken utilising the CIE model, to which we do not have
access.
An additional option that might be considered for analysis, is a policy package that also included an
enhanced matching service between suitable housing and those with housing needs. This will call into
play the time profiles of cost and benefit inherent in the CIE report.
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Figure ES1: Results for Dalton/Carter re-analyses illustrated graphically

12

2. Background and Introduction
2.1.

Introduction

We were engaged by the Melbourne Disability Institute and the Summer Foundation in late July 2020
to assist them in responding to a Regulatory Impact Statement (RIS) Consultation document released
by the Australian Building Codes Board (ABCB) at the request of the Australian Building Ministers
Forum. More specifically, our task was to advise on the economic credentials of a possible regulation
to include minimum accessibility standards in the National Building Code, particularly because the
consultation documents included an extensive 280 page social benefit cost analysis conducted by the
Centre for International Economics (CIE), an independent consultancy firm. While the inclusion of a
social benefit cost analysis is a requirement of the RIS decision process in Australia, it is not always an
easy document for those unfamiliar with economics to critically assess. Hence our role was to assist
by critiquing the CIE study, particularly in relation to methodological or data choices that might impact
the benefit cost results reported.
In our view the CIE has provided a comprehensive and helpful analysis of a complex set of issues. Their
report is well structured and nicely crafted, particularly for those stakeholders familiar with
economics. Importantly, it clearly flagged areas of uncertainty and issues for further discussion. While
comprehensive model-based analysis was undertaken, we were unfortunately not able to obtain the
model(s) they used and so had to approximate some of the calculations they undertook.
Given the tight timetable for responses to be prepared, we have focussed our report on issues with
the potential to have a major impact on the economic credentials of the regulation under
consideration, and simply noted other matters of method or valid alternative assumptions to those
taken. The cost benefit results in Tables 7.2 to 7.4 (p110-112) of the CIE Report provide key summary
information on the balance between benefits and costs for each option considered and are central to
policy considerations. Two key sets of cost/benefit results are presented in the CIE Report; namely
those based on: i) ‘a problem reduction approach’ targeted on those with housing accessibility needs;
and ii) a broader societal approach based on ‘willingness-to pay’ analysis, which includes benefits to
the general community from improved design and accessibility.
In our view, there are important methodological issues associated with these benefit-cost results that
warrant further consideration. First, we cover four key issues that impact substantially on the results
and their associated policy implications. We then briefly mention a range of other considerations that
have smaller impacts, but which taken together would also impact the overall economic credentials
of the proposed regulation. Of the four key issues, two relate to the principle of symmetry in the
presentation of benefits and costs for a specified research question and context. One issue relates to
the elements included the opportunity cost of space, while the last relates to the discount rate used
in the net present value calculations.
It is also important to note that maximising ‘societal welfare’ with available resources is at the heart
of the economics discipline, reflecting its origins as a part of philosophy. Defining what ‘societal
welfare’ means raises the normative foundations of economics, but put simply, it involves what kind
of society we want to live in. We were pleased, therefore, to see that the CIE Social Benefit Cost
Analysis included a measure of societal benefit in both its ‘problem reduction’ and broader
‘willingness-to-pay’ approaches to net benefit. We consider this issue further in this section of our
report. We conclude that to the extent the CIE estimate under-estimates the true societal benefit, it
further under-estimates the economic credentials of the regulation.
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2.2

Background: a brief economic perspective on government intervention

Putting the fundamental role of defence, law and order to one side, governments intervene in the
marketplace for two basic reasons – to pursue social justice policies and/or to correct market failure.
Both rationales are applicable for this RIS on minimum access standards. It is important to note that
both rationales involve economic reasoning and concepts of efficiency. Social justice considerations
go to the heart of what constitutes ‘societal welfare’ – that is, what kind of society do we want to
achieve with our available resources – while the marketplace provides an important mechanism by
which this can be achieved. The first provides what might be called ‘big E’ efficiency (maximising the
social welfare function), while the second provides what might be called ‘small E’ efficiency (allocative
and technical efficiency). Both are important and interact in ways that help define the role and
contribution of government.
The principle of solidarity – looking after those less able to care for themselves - is highly valued in
many societies. It is reflected in social welfare policy and the importance given to the notion of equity
and ethical outcomes. The achievement of well informed and competitive markets is also important.
Fundamental decisions related to: i) what to produce (allocative efficiency); ii) how to produce it
(technical efficiency); and iii) who receives the goods and services produced (distributive justice) are
all answered by a well-functioning market, with consumption based on willingness-to-pay principles.
A market failure rationale for government intervention tends to involve marketplace roles i) and ii),
while a social justice rationale tends to involve role iii), replacing ‘willingness-to-pay’ as the basis for
distribution with needs-based approaches from an individual perspective (e.g. ability-to-pay) or
societal perspective (e.g. merit goods such as education and health).
Market failure can occur for many reasons, particularly in health, but common reasons include
externalities (positive or negative), compromised consumer sovereignty where the consumer is not
the best judge of their own welfare (e.g. ‘agency’ relationship in health care and supplier-induced
demand), asymmetry of information and undue market power that compromises workable
competition. Market failure, however, in and of itself is not sufficient reason for government action,
as intervention may be ineffective and/or lead to adverse effects worse than the original failure. One
consideration is whether the type of government intervention (i.e. provide funding, provide
goods/services, provide information, regulate the market, invoke tax/subsidy) matches the source of
the market failure. Each type of intervention has its own role and pros/cons that is beyond the scope
of this brief background note. The need to assist government where they were the major decisionmaker (e.g. defence) and the need to avoid ‘government failure’, led to the development of the
decision sciences, including social cost benefit analysis.

2.3

What is the role of Social Cost Benefit Analysis (CBA) – what should it cover?

2.3.1

Government commitments to social justice in housing

There are various international treaties/conventions and domestic policies that need to be considered
as part of the RIS decision-making process, including the extent to which they are covered by the CIE
Social Benefit Cost Analysis. The audit table in Appendix 1 of this paper lists human rights frameworks
related to housing for persons with disabilities and older peoples. Included are: i) the Universal
Declaration of Human Rights (UDHR); ii) the International Covenant on Economic, Social and Cultural
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Rights (ICESCR); iii) the UN Convention on Rights of Persons with Disabilities (CRPD), 2007; iv) the
Principles for Older Persons (POP); v) the Australian Action Plan on Human Rights (NAP); vi) the COAGendorsed National Disability Strategy, 2011 (NDS); vii) the Disability Discrimination Act, 1992 (DDA);
and viii) the National Disability Insurance Scheme (NDIS))
It is also noteworthy that the Victorian Government issued a RIS on Visitable and Adaptable Housing,
in 2010. The Victorian government has a policy commitment to ensuring that people with a disability
or limited mobility will not be excluded from participating in social life and work based on principles
of equity and fairness. Their policy also recognises that the whole community benefits socially and
economically when all its members are able to participate and to contribute. Other relevant
recognition of the need for social justice in housing include: i) the Productivity Commission report on
disability care and support in 2011; and ii) government action to address the societal and economic
consequences of the COVID 19 pandemic.
There is also the important COAG recognition that the viability of the NDIS was contingent on
complementary mainstream policy, services and amenity, including inclusive and accessible built
environments. Complementing this, we also know that in the Australian community there is a strong
preference for older people to live in their own home, playing a vital role in supporting family life and
enriching community life.
2.3.2

The CIE calculation of ‘societal benefit’

It is important to acknowledge in this aspect of our review, that the CIE report included a separate
WTP survey to assess ‘societal benefit’ – defined as household willingness to pay to improve housing
accessibility for other people – in both their problem reduction and broader WTP assessments. This
was an innovative and important step to take and we commend them for it. That said, it is now a
matter for consideration as to whether assessing household WTP captures the government’s
commitment to social justice, evident in all the activities listed above. It is a well-known characteristic
in the decision-making literature that individuals will make very different decisions depending on
whether they are taking decisions to maximise their own welfare (including a caring utility or altruismbased decision), taking decisions wearing a ‘veil of secrecy’ where they know the range of impacts but
not how they personally will be impacted, or whether they are taking decisions from an explicit
government or community-wide perspective. Libertarian and egalitarian ideologies on government
would take different positions on this, but both would agree that it is only in the world of perfect
competition – which rarely if ever exists - that summing individual welfare maximised through the
marketplace, is a legitimate approach to maximising community welfare. To use economic
terminology, there are arguments in the social welfare function other than individual utility; these
include equity, solidarity, consumption of merit goods like education and health, law and order, etc.
Most would recognise that there is an obligation on national governments to create the kind of society
their citizens want through the implementation of their electoral mandate. While this is rather an
esoteric presentation, it goes to the heart of the interplay between achieving social justice (big ‘E’
efficiency) and avoiding government failure (small ’e’ efficiency). It brings us back to the central point
of whether the CIE Social Benefit Cost Analysis gives explicit recognition to government policy on
accessible housing, and if, does it capture the benefit adequately?
Having considered this broader interplay between notions of efficiency, it is our view that the full
extent of these broader social justice considerations would not have been captured in the CIE
willingness-to-pay survey that assessed the altruism benefit. The extent of any shortfall here, which is
reflected in the qualitative survey undertaken by the Melbourne Disability Institute, should therefore
be considered as increasing the economic credentials of the proposed regulation.
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3 The CIE Social Benefit Cost Analysis
3.1

The principle of symmetry in the reporting of costs and benefits

An important principle in the conduct of economic analysis is symmetry in the identification,
measurement and valuation of benefits and costs, in order to avoid biased results. There are
guidelines for each of these three steps, which guide inclusion/exclusion, measurement practice and
valuation procedures4. In social benefit cost analysis, analysts are strongly encouraged to identify all
relevant costs and outcomes and to be transparent in their inclusion/exclusion decisions and
associated measurement/valuation steps. CIE have followed this practice admirably, but there are
important issues for discussion in the choices made.
The first relates to the way in which costs and benefits are assembled in the reported cost/benefit
results. Complexity in real world analysis means that: i) costs sometimes overlap across multiple
projects (e.g. overheads, common reception area, capital used across multiple projects, etc.); ii) that
benefits can flow to multiple population groups from the same capital asset (e.g. mammographic
equipment used for both screening and diagnostic roles, our road system used by heavy trucks as well
as passenger vehicles, homes with excellent accessibility features sought by multiple potential buyers,
etc.); and iii) that choices exist as to how these joint or common elements are attributed and reported
in cost benefit results. More specifically, if the benefit side of a benefit cost analysis is restricted to a
subset of all those who receive a benefit, then the cost side needs to be apportioned accordingly
between the beneficiaries so as to avoid bias in reporting the balance between benefits and costs.
Note the notion of efficiency is fundamentally about the relationship between benefits and resource
use (costs), with resource use being the metric for assessing benefit gained/ benefit lost from resource
use decisions.
The existence of joint effects – both on the benefit and cost side - gives rise to important
methodological issues associated with developing and applying apportionment criteria for assessing
costs and benefits. Particularly important is that apportionment criteria are clearly specified, both in
regard to the criterion adopted and the basis for selection. The latter could vary from simplicity of
calculation (e.g. percentage of floor space utilised), to the pursuit of policy goals that reflect efficiency,
equity or cost recovery objectives. These can be based on a ‘benefits received’, a ‘costs inflicted’ or an
‘ability-to-pay’ criterion. The willingness-to-pay survey work provided by the CIE enables a ‘benefits
received’ approach to be adopted here. Relevant considerations include the study perspective and
rationale for conducting the analysis. It is not unusual for multiple formulations to be considered,
reflecting nested study perspectives and the range of stakeholders impacted.
Next, we consider the two issues that arise in the CIE report in relation to the symmetry principle. In
the CIE report the ‘problem reduction approach’ is preferred so we will start with those cost/benefit
results.

4

Well known guidelines in the health sector include: i) Drummond et. al. Methods for the Economic Evaluation
of Health Care Programmes, 3rd Edition, Oxford University Press, 2005; ii) Gold et. al. Cost-effectiveness in
Health and Medicine, Oxford University Press, New York, 1996 [Washington Panel]; iii) Drummond et.al.
Guidelines for authors and peer reviewers of economic submissions to the BMJ, British Medical Journal, 8 (4),
671-682 [CHEERS Statement]; iv) Sugden & Williams The Principles and Practice of Practical Cost-Benefit
Analysis, Oxford University Press, 1978. There are many other useful texts that could be listed.
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3.2

Problem 1: The CIE ‘problem reduction approach’ over-counts the cost side:

In the ‘problem reduction approach’ all costs for each of the five options are included, but only those
benefits that result from improved access for those with housing accessibility needs. These benefits
include a comprehensive set of cost offsets (such as injury from falls, time in hospital/transition care,
etc.), as well as an altruistic benefit to society for improved equity/social justice outcomes. At first
glance this seems like a balanced analysis from a targeted problem-reduction viewpoint; but then the
principle of symmetry suggests this may not be the case. As the CIE report makes very clear, there are
significant benefits from improved functionality and design for the general community that are not
included from this perspective (shown in Table 7.3 of the CIE Report). In our view, it is problematic to
count all the costs of implementing each option, but only a component of the associated benefits,
ignoring those benefits that flow directly from the intervention to the general community5.
So if the boundary around benefits included is confined to those that flow from assisting a target subgroup, then the cost side needs to be apportioned accordingly between this target sub-group and the
general population. If we take a ‘benefits received’ approach to the apportionment of costs (with
benefits as valued by the CIE report WTP tables), then costs should be reduced by a factor of 60%!
This factor alone takes the net benefit/cost result of option 3 from -$24,015M to -$6,572M. Set out
below in Table ES1 are the benefit cost ratios for each option with this adjustment applied. Options 1
and 5 are now showing a ratio >1 (i.e. benefits > costs), while options 2, 3 and 4 remain with a ratio
<1 (i.e. benefit < cost).
Table 6: Benefit-cost ratios adjusted to achieve symmetry in the ‘problem reduction’ approach
Option Option Option
Dalton/Carter re-analysis of benefit-cost ratios
1
2
3
Problem-Reduction Base case benefit-cost ratios in
0.77
0.14
0.11
CIE report in RIS
Cost apportionment reduced by 60%
1.29
0.23
0.19
Table Note: Results where benefits are higher than costs are shown in green highlight.

Option
4

Option
5

0.09

1.00

0.14

1.67

Next we go to the more complete representation of benefit in the “willingness-to-pay” approach,
where a reciprocal problem exists. Rather than costs being over-attributed to the target group,
benefits are being under-counted. We understand the CIE preference for the ‘problem-reduction
approach’, but see this as a consequence of the way in which they have defined benefits, rather than
any inherent limitation of a broader approach to measuring social benefit-cost. In our view, the
adoption of the ‘problem reduction approach’ as the primary outcome would present only a partial
picture of the benefit cost impacts of the proposed regulation. The remaining re-analyses we present,
therefore are all based on the broader WTP approach.

3.2

Problem 2: The CIE ‘willingness to pay’ approach under-counts the benefit side

In a social cost benefit analysis the normal expectation is that all costs and benefits will be included,
irrespective of to whomsoever they accrue. This is the point of adopting a social perspective as
opposed to narrower perspectives – such as ‘health sector’, ‘government as 3rd party funder’, ‘client
and caregiver’, ‘provider, etc. Accordingly, we favour the broader approach that includes all the
benefits flowing from the proposed regulation, as well as all the costs. The need to include all benefits,

5

Only the benefit to society attached to an improvement in equitable access to housing is included. Other
benefits to the general community valued in the WTP survey are excluded from these benefit-cost results.
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as well as all costs, gives rise to our second concern that not all relevant benefits are included in the
CIE WTP approach.
In reference to their two approaches, the CIE report explains that:
“The key difference between this approach and the problem-reduction approach is that this
approach includes, for Options 1-4, benefits to households that do not currently contain any
persons with limited mobility” (p.114, CIE Report).
Whereas the benefits listed in Table 7.2 of the CIE Report focus on cost-offsets6 (resource savings),
particularly to government, the benefits in Table 7.3 of the CIE report focus on the benefits of
enhanced accessibility. The identical value attached to altruism for each option is the only item that is
clearly duplicated in both Tables 7.2 & 7.3. The remaining items are shown below in Table 7. From our
interpretation of each benefit it appears evident that the two tables cover different aspects of societal
benefit that in indeed complementary. The one exception may be home modification costs which is a
resource saving that is mentioned in both lists. To accommodate this possibility, we include
percentage overlap results to cater for any overlap in this item. To the extent that there is no overlap
between in the ‘benefits’ listed in Table 7, they are all fully additive. That is, a societal perspective
should include consideration of both the potential resource savings plus the value of the improved
accessibility.
Table 7: Comparison of reported benefits in Table 7.2 (problem reduction approach) and Table 7.3
(broader WTP approach) of the CIE report
Table 7.2 (CIE Report)
CBA Benefit - Problem
Reduction Approach

Interpretation

Reduced falls

The value of resource savings

Reduced time in
hospital/transition care

The value of resource savings

Reduced costs
associated with
loneliness
Reduced home
modification costs
Reduced carer related
costs
Reduced incidence of
moving
Reduced premature/
inappropriate entry to
aged care

The value of resource savings
The value of resource savings
The value of resource savings

Table 7.3 (CIE Report)
CBA Benefit –
Broader WTP
Interpretation
Approach
Value of aspects of
Getting in and out
accessibility
Moving around
indoors
Living with mobility
on same level as an
entrance
Minimal
modification
required for ageing
in place

Value of aspects of
accessibility
Value of aspects of
accessibility
The value of
resource savings

The value of resource savings
The value of resource savings

Table Notes: Tables 7.2 and 7.3 are taken from page 112 and p113 respectively, of the CIE Report
Set out below in Table 8 are the benefit cost ratios for each option with altruism counted once and
different assumptions about the degree of overlap applied as described above. Options 1 and 5 are
6

These cost-offsets include reduced falls, reduced time in hospital/transition care, reduced costs associated
with loneliness, reduced home modification costs, reduced care-related costs, reduced incidence of moving,
and reduced/inappropriate entry into aged care.
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now showing significantly improved ratios >1, while options 2, 3 and 4 show improvement but remain
with a ratio <1 (i.e. benefit < cost). Option 2 however (Gold standard) is now much closer to benefits
equalling costs at 0.86.

Table 8: Benefit-cost ratios adjusted to achieve symmetry in the ‘willingness-to-pay’ approach
Dalton/Carter re-analysis of benefit-cost ratios

Assumptions re. benefits from RIS Tables 7.2 & 7.3
Option 1 Option 2 Option 3 Option 4 Option 5

WTP Base case benefit-cost ratios in CIE report

0.85

0.30

0.24

0.17

0.89

Benefits overlap 75%

1.18

0.32

0.26

0.19

1.16

Benefits overlap 50%

1.59

0.50

0.40

0.29

1.32

Benefits overlap 25%

2.00

0.68

0.54

0.39

1.48

0.49

1.64

2.41
0.86
0.68
No overlap of benefits
Table Note: Results where benefits are higher than costs are shown in green highlight.

3.3

Problem 3: The CIE approach to assessing the opportunity cost of space ignore capital
gain and utility in use that reduce the net-cost substantially

Moving from the symmetry principle, we now consider the way in which the opportunity cost of space
was assessed. It appears that components of benefit were not included in the CIE assessment, viz: i)
the re-sale value of the ‘capital gain’ from the CIE estimate of the additional space; and ii) adequate
recognition that in addition to their cost, accessibility features have a ‘utility in use’ - separate from
the consequential problem-reduction benefits.
The CIE report includes the estimated cost of space needed to accommodate the revisions to the NCC.
The methods used to estimate the cost of this additional space appear reasonable and are applied in
their report to Options 1-4. To estimate the ‘value’ of this space to the occupier, the CIE reported the
results of two conjoint analysis exercises for:
1. The WTP to avoid the transfer of space from living areas and bedrooms to corridors,
kitchen, laundry and bathrooms, and
2. The WTP for better outcomes for others (altruism).
Our concern is that the ‘value’ of this space to the occupants only captures the benefits of enhanced
functionality. Importantly, the value of the space is the sum of both the enhanced functionality from
improved accessibility (as estimated from the WTP exercises), plus the capital value of the extra space.
That is, whilst the opportunity cost is correctly represented by the market value of the additional
space, the minimum value of that space to the purchaser must be equal to its re-sale value, even if the
utility value of accessibility from that additional space is assumed to equal zero.
Furthermore, a wider hallway improves access for all occupants and visitors (particularly for visitors
with a disability). Note, this is utility from use as opposed to problem-reduction benefits (e.g. reduced
falls) already estimated. More broadly, the analysis assumes that current designs are exactly what
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people want and any change from this represents a net cost without any direct utility from use of the
space such as a study nook or laundry cupboard7.
In our suggested re-analysis of these omitted benefits in the CIE report, we include a minimum or floor
estimate of the overall benefit as being the retained capital value of the additional space (equal to the
market price at the time of purchase). Set out below in Table 9 are the benefit-cost ratios for each
option with this adjustment applied, first as a univariate analysis, and then as a multivariate analysis
in combination with the adjustment shown in Table 8. Adding a conservative estimate for improved
capital value alone brings minor improvement across all ratios. Adding in both the Table 8 analysis and
the improved capital value, brings significant improvement across all options. With both the ‘no
overlap’ and ‘25% overlap’ assumptions, virtually all options show benefit-costs greater than 1.
Table 9: Benefit-cost ratios adjusted for improved capital value in WTP approach in both
univariate and multivariate analyses
Univariate analysis

Assumptions [benefits from RIS Tables 7.2 & 7.3]
Option 1 Option 2 Option 3 Option 4
Option 5

WTP Base case benefit-cost ratios in CIE report

0.85

0.30

0.24

0.17

0.89

Add capital value of space to benefits

1.23

0.56

0.53

0.73

1.00

Multivariate analysis [benefits from tables 7.2 & 7.3] + [capital value of space]
Base case benefits

1.23

0.56

0.53

0.73

1.00

Benefits overlap 75% + Cap value

1.64

0.74

0.67

0.83

1.16

Benefits overlap 50% + Cap value

2.05

0.92

0.81

0.93

1.32

Benefits overlap 25% + Cap value

2.46

1.10

0.95

1.03

1.48

2.87
1.28
1.09
No overlap of benefits + Cap value
Table Note: Results where benefits are higher than cost are highlighted in green.

1.13

1.64

3.4

Problem 4: The discount rate used does not reflect current financial/economic
thinking or practice

We argue that the choice of a 7 per cent discount rate in the base case analysis does not reflect current
thinking and/or practice in the domestic or international settings. We note that the Council of
Economic Advisors in the USA issued a brief in 2017, for example, that advised as follows:
“Current guidance from the office of management and budget requires using both a 7 percent
and 3 percent real discount rate in regulatory benefit-cost analyses. This issue brief reassesses
the current choice of discount rates and methodologies for selecting the 3 percent and 7
percent rates. Empirical evidence suggests that real interest rates around the world have come
down since the last evaluation of the rates, and new theoretical advances considering future
uncertainty likely suggest lower long term rates, as well. In general the evidence supports
lowering these discount rates, with a plausible best guess based on the available information
being that the lower discount rate should be at most 2 percent while the upper discount rate
should also likely be reduced.” (Extract from Issue Brief Abstract, our emphasis)

7

It could be argued that the WTP survey should have taken this direct utility into account as it estimated the
“WTP to avoid transfer of space from living areas and bedrooms to corridors, kitchen, laundry and
bathrooms”. That is, the survey respondents should have provided a ‘net’ response after considering costs and
benefits. We don’t believe, however, that it is evident that they would have factored this in. Nonetheless we
have adopted a very conservative approach to the estimation of utility in use.
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While we acknowledge that a discount rate of 7 per cent is in line with the central recommendation
from the Australian Office of Best Practice Regulation, it also ignores their own comment in that same
2016 advice, viz:
"…the preferred approach is to base the discount rate on market-based interest rates, which
indicate the value to the current population of future net benefits". (Extract from the Australian
Office of Best Practice Regulation, 2016 Advice paper)
There are several economic theories that serve as rationales for the use of interest rates in economic
and financial appraisal, including the Social Rate of Time Preference and the Social Opportunity Cost
of Capital. In reality, irrespective of which theory is favoured, most economists and financial analysts
acknowledge that the prevailing bond rate is the best ‘rule of thumb’ for what the discount rate should
be. In 2016, the 10 year bond rate in Australia averaged 2.33 per cent, compared with 0.88 per cent
today. Unfortunately, 10 year bond rates are the longest term for which there is an historical series
from the RBA. This would suggest that, as a maximum, a 5 per cent discount rate would be much more
appropriate, although we would argue that even this rate is too high. We note, for example, that in
the RIS prepared by the Department of Planning and Community Development in Victoria in 2010,
entitled Visitable and Adaptable Features in Housing, a discount rate of 3 per cent was used. Further
the discount rate widely used in the health sector is 3 per cent.
It is important to note that the choice of discount rate is not just an esoteric issue for economists and
financial analysts - the choice has a huge impact on the benefit-cost ratios reported for the RIS. Given
the time profiles adopted for the receipt of benefits and costs in the RIS, any reduction in discount
rate will favour the benefit side more than the cost side, adding further weight to the economic
credentials of implementing a compulsory regulation. We illustrate this in Table 10 and Table 11 where
the key factors for the WTP approach are brought together, namely:
1. providing a complete societal perspective of benefits;
2. estimation of the net-opportunity cost of space; and
3. a more realistic discount rate of 3%
Where the estimated CBA shows a net benefit the cell has been highlighted in green. These results are
further illustrated in Figure 1, which shows that many of results of our re-analyses are above the
threshold benefit-cost value of 1.00, partitioned in the figure by those results subject to 7 per cent
discounting and those subject to 3 per cent discounting.
Indeed there is a strong case to suggest that the benefit-cost ratio for Option 1 (Silver) is greater than
2.0, considerably higher than the base case estimate of 0.77, even when a discount rate of 7 per cent
is applied. Similarly, the economic case for Option 2 (Gold) is backed by benefit-cost ratios > 1, even
with a 7 per cent discount rate, for both the no overlap and 25 per cent overlap formulations.
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Table 10: Benefit-cost ratios adjusted for lower discount rates
Univariate analysis

Option 1

Discounted at 3% p.a. (approx.)
Option 2
Option 3
Option 4

Option 5

WTP Base case benefit-cost ratios in
CIE report

0.85

0.30

0.24

0.17

0.89

Add capital value of space to benefits

1.50

0.68

0.64

0.89

1.22

Benefits overlap 75%

1.44

0.39

0.31

0.23

1.42

Benefits overlap 50%

1.94

0.61

0.48

0.35

1.61

Benefits overlap 25%

2.44

0.83

0.65

0.47

1.81

No overlap of benefits

2.94

1.05

0.83

0.60

2.00

Multivariate Analysis [benefits from tables 7.2 & 7.3] + [Capital value of space]
Base case benefits

1.50

0.68

0.64

0.89

1.22

Benefits overlap 75%+Cap value

1.99

0.90

0.81

1.01

1.42

Benefits overlap 50%+Cap value

2.49

1.12

0.98

1.13

1.61

Benefits overlap 25%+Cap value

2.99

1.34

1.16

1.26

1.81

3.49
1.56
1.33
1.38
2.00
No overlap of benefits + Cap value
Table Notes: As the RIS economic model was not made available for review, the estimate of the impact of
reducing the discount rate required assumptions that make these estimates an approximation only. Refer
methods outlined below.
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Table 11 Summary of benefit-cost ratio results for Dalton/Carter re-analyses
Univariate analysis

Assumptions from CIE Report Tables 7.2 & 7.3 (with 7% discount rate)
Option 1
Option 2
Option 3
Option 4
Option 5

Option 1

Option 2

Discounted at 3% p.a.
Option 3
Option 4

Option 5

Base case benefit-cost ratios in CIE report

0.85

0.30

0.24

0.17

0.89

1.27

0.23

0.19

0.16

114

Add capital value of space to benefits

1.23

0.56

0.53

0.73

1.00

1.50

0.68

0.64

0.89

1.22

Benefits overlap 75%

1.18

0.32

0.26

0.19

1.16

1.44

0.39

0.31

0.23

1.42

Benefits overlap 50%

1.59

0.50

0.40

0.29

1.32

1.94

0.61

0.48

0.35

1.61

Benefits overlap 25%

2.00

0.68

0.54

0.39

1.48

2.44

0.83

0.65

0.47

1.81

No overlap of benefits

2.41

0.86

0.68

0.49

1.64

2.94

1.05

0.83

0.60

2.00

Multivariate Add [Benefits from 7.2 & 7.3] + [Capital value of space]
Base case benefits

1.23

0.56

0.53

0.73

1.00

1.50

0.68

0.64

0.89

1.22

Benefits overlap 75%+Cap value

1.64

0.74

0.67

0.83

1.16

1.99

0.90

0.81

1.01

1.42

Benefits overlap 50%+Cap value

2.05

0.92

0.81

0.93

1.32

2.49

1.12

0.98

1.13

1.61

Benefits overlap 25%+Cap value

2.46

1.10

0.95

1.03

1.48

2.99

1.34

1.16

1.26

1.81

No overlap of benefits + Cap value

2.87

1.28

1.09

1.13

1.64

3.49

1.56

1.33

1.38

2.00

Table Notes: Where CBA>1.00; rounding errors may apply. Application of a 3% discount rate is an approximation as the CIE model was not available.
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Figure 2: Results for re-analyses

3.4.1 Methods adopted for the re-analysis for a 3% discount rate
The CIE report provides a sensitivity analysis that tests their results at discount rates of 10%, 5% and
3% (refer p.118, Table 7.7 of the CIE Report). As the economic model developed for the CIE report
was not made available, it was not possible for us to accurately test the impact of alternative
discount rates, particularly when combined with changes to other parameters. This is because the
discounted results will vary with the model’s predicted distribution of benefits over time. For
instance, a discounted left skewed distribution will produce a different and more favourable result
to that of a right skewed distribution, where more of the benefits are subject to the effect of
discounting over time (Figure 3: Possible distributions of benefits Figure 3). In the absence of
knowing the distribution produced by the model, it was necessary to assume a constant or linear
distribution (Figure 3).
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Figure 3: Possible distributions of benefits

Our methods were derived from the standard formula used to estimate present value:
1 − (1 + 𝑟)−𝑛
𝑃𝑉 = 𝐶 × [
]
𝑟
Where
•
•
•
•

C
PV
r
n

= the benefit ($cash) per period
= present value
= discount rate
= number of years

To approximate the results of a 3% discount rate upon our re-analyses, we used the following
calculations to first determine the present value of benefits and costs per period:
•

Using the results reported in Tables 7.2 and 7.3 of the CIE report, the above equation was
solved for the present value of payments (PV) using the assumption that the benefit per
period (C) was constant. This was performed for each of the Options 1-5, and was performed
over a period of 40 years (n) for benefits and 10 years for costs as per the CIE report
description of the treatment of benefits and costs in the model.

•

The results provided estimates of the undiscounted benefits per period, for each of the 40
years. The calculations were similarly used for costs, but which only accrued for 10 years.

•

These results were used to estimate the combined value of benefits from Table 7.3 and
Table 7.2 under the different assumptions concerning the degree of overlap of benefits.

To determine the reliability of these methods, our results from our re-construction of the CIE base
case model after applying a 3% discount rate were compared to the results reported in the CIE report
sensitivity analysis for their 3% sensitivity analysis. This comparison is shown in Figure 4. The
comparison suggest that the CIE model may produce a left skewed distribution of benefits as the CBA
ratio is less for our reconstruction, however it also suggests that our results are conservative (i.e. the
CBA results are likely to be slightly more attractive than what we have estimated). The opposite
observation though applies to Option 5 where our results may be more optimistic.
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Figure 4: Re-analysis discount rates; comparison of CIE base case and re-calculated results

The 3% discount rate results reported for our re-analyses are therefore an approximation, but we
believe they provide sufficient precision to demonstrate the order of results that would apply and
contribute to policy and regulatory development.

3.5

Other issues

There are a range of other issues that we have not had a chance to incorporate into our assessment,
given the limited time available to us and lack of access to the CIE models. We list these issues below
as points for clarification and to flag the range of the various implications of the proposed regulation
that may not have entered the benefit-cost model. They could be considered, along with the
broader social justice considerations raised in Section 2 and other qualitative evidence, as part of a
broader social planning balance sheet.
3.5.1: Value of a statistical life:
In estimating the potential offset for premature deaths averted, the CIE utilise the common
methodology of applying the value of a statistical life (VSL). One of the doctorate students with Deakin
Health Economics has a publication in press on the “Systematic review to establish the value of a
statistical life for Australia" with Health Policy. The results of this systematic review suggest that the
VSL used in the CIE ($4.5M) report is too low and should be replaced with a value of $7.0M [High:
$7.9M; Low: $4.5M).
3.5.2: Value of intangibles:
There is no explicit dollar value placed on the potential for reduced ‘pain and anxiety’ in the CIE
analysis, although it may have entered their analyses indirectly. Certainly their problem-reduction
approach considered a comprehensive range of issues from a cost offset perspective, but did not seem
to cover any associated direct health status impacts for ‘pain and anxiety’. Alternatively, ‘pain and
anxiety’ may have entered the conjoint analyses in the WTP approach, but again the scenarios
presented and the questions asked don’t make this clear. When intangibles such ‘pain and anxiety’
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are explicitly costed – such as in burden of disease or cost of illness studies - their magnitude can be
quite large. Placing dollar values on such morbidity impacts is not straightforward or uncontested. In
economic evaluations conducted in the health sector, for example, such health status considerations
are often measured through quality of life measurement using a technique called cost-utility analysis
(CUA), with results presented as a ‘cost per quality adjusted life year (QALY)’. Sometimes analysts
convert QALYs to dollar values by applying the decision threshold on what constitutes value-formoney in CUA (such as $50,000 per QALY gained). We raise this issue of intangibles as a point for
clarification and to list the range of issues that may not have entered the benefit cost arithmetic.
3.5.3: Valuation of productivity impacts of premature retirement, premature death and morbidity:
The approach to treatment of productivity impacts for the disabled in the CIE report only considers
the direct link between better housing and potential productivity gains, where we agree that little
evidence exists. It is a similar issue in many ways to trying to value “presenteeism”, where employees
are at work but unproductive for a range of possible reasons. While a direct link between improved
housing and improved workforce participation/productivity may be difficult to assess, there are other
productivity related impacts that have been subject to extensive measurement in the health
economics literature. These relate to the participation/productivity impacts of premature retirement,
premature death, hospital visits, medical/allied practitioner visits, etc. for those in the paid workforce.
There is also no provision for those not in the paid workforce, which would pick-up carers and other
household-based impacts (Household Production Effects).
3.5.4: Several areas where incremental costing is not applied:
The approach taken to transition costs (CIE Report, p84), seems over-stated to us, in work
environments where staying up-to-date with government codes and regulations would be a routine
and ongoing aspect of work. A ‘separable cost approach’ – where only those costs saved by not
implementing the regulation – would seem to be a more appropriate approach. Put another way, if
the approach adopted in the CIE report were applied to each and every regulation, then one
suspects the costs would be recovered several times over. These costs could be subject to sensitivity
analysis.
3.5.5

Other comments:

•
Safety costs show a very wide range of estimates (refer CIE Report Table 2.20) for hospital,
ED and non-hospital treatment but do not appear to be tested in the sensitivity analysis. It would be
appropriate to do this using the CIE model given the uncertainty range.
•
Benefits in the CIE model continue beyond year 10 for a further 40 years. CIE do not specify
the algorithms for doing this and so it is not clear if (and how) they include their estimate of the
additional 4-5% of people who acquire a disability each year, that is, the population of beneficiaries
over the 30-year extension of benefits is not constant.
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4 Conclusions
The Consultation RIS prepared by CIE occurs in a complex environment. The regulatory proposal
evaluated by CIE is intended to increase the supply of housing that meets the needs of the community,
including older Australians and others with a mobility-related disability. The complexity arises from
both the diversity of the population with mobility-related disability, and from the variety of programs
currently in place that partially meet the needs of people with mobility-related disability. These
programs variously subsidise, directly provide or encourage private provision of such housing.
The CIE have made an admirable effort in developing a CBA of the proposed regulatory changes. Given
the size and complexity of the task, they are to be commended. Their work provides a sound platform
from which to progress and our comments in this report are intended to provide constructive
feedback. We nevertheless believe that scope remains for important improvement to more accurately
reflect the economic credentials of the proposed regulation. The re-analyses included in this report
show that allowance for any one of these improvements would have a significant impact on results.
The effect is commensurately greater if their cumulative effect is analysed.
The re-analyses are based upon our four main concerns. The first concern affects the form and
construct of the CBA evaluation question, namely:
•

The CIE favours the ‘problem reduction approach’, but has over-counted the cost side: The
principle of symmetry in the reporting the relationship between costs and benefits is such that
if not all the people receiving benefits are counted, then costs should be shared (attributed)
in a way that matches the benefit side. To do otherwise would distort the relationship
between benefits and costs (i.e. the efficiency in resource use). We wish to note here that the
problem reduction approach does have merit. Even if a full societal evaluation of an
intervention is shown to be good value (i.e. net benefits), if the intervention only addresses a
small part of the problem being addressed, that is important information and provokes
consideration of how to address the remaining extent of the problem. This raises the scope
for complementary initiatives (such as matching available housing to those with housing
needs). So whilst we support retention of the cost reduction approach, we believe the results
are given too much weight.

The remaining three issues are either structural or methodological:
•

The CIE ‘willingness to pay’ approach under-counts the benefit side: Our Table ES2 (p.6) lists
the range of benefits considered in each of Tables 7.2 & 7.3 of the CIE Report. In Section 3.2,
we stress the independence of what the benefits are measuring. With the exception of WTP
for altruism, Table 7.2 values the benefits of resource savings, whereas Table 7.3 values the
improved amenity. These different estimates of benefits are not different ways of measuring
the same impacts, but are at least partially if not entirely additive. They should therefore be
combined in the CBA.

•

The CIE approach to measuring the opportunity cost of space ignored capital gain: The
monetary value of the additional space required to implement the building code reforms in
the CIE report only captures the benefits of enhanced functionality, mainly through increased
accessibility. Whereas the purchase cost of the additional space is included in the analysis of
costs, the benefits do not recognise the retained value of the asset. The CBA should distinguish
between the enduring market value of the asset and the value of the utility from the use of
that asset.
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•

The discount rate: It is understood that the choice of a discount rate of 7% p.a. reflects OBPR
guidelines. Whilst the OBPR guidelines provide consistency in the approaches to the
evaluation of the impacts of regulatory reforms, there is clearly a consensus amongst
economists and financial analysts that 7% is well in excess of the appropriate rate in market
circumstances that have prevailed for some time now. We provide indicative results for using
a 3% discount rate to all re-analyses.

The cumulative impact of the first two of these methodological issues alone is sufficient to reverse the
conclusions of the CIE report. Even allowing for a 7% discount rate and 25% overlap in the benefits
contained in Tables 7.2 & 7.3, the CBA ratio ranges from 0.95 for Option 3 up to 2.46 for Option 1.
Without overlap, all Options become attractive (>1.00) ranging up to 2.87 for Option 1. If a 3% discount
rate is then applied, the CBA ratios increase to between 1.38 and 3.49.
An economic evaluation that takes a full societal perspective would provide a strong case for
implementation of Option 1 (Silver) and potentially Options 2 (Gold) & 5 (Subsidy). The additional
methodological or social justice issues in Sections 2 and 3 of our report have less impact individually
than those highlighted here, but the net effect of their application would be to further strengthen
these conclusions. Our inability to access the model meant that it has not been possible to estimate
the cumulative impact of these remaining issues.
Thus an economic evaluation that accommodates these changes to the CBA would provide sufficient
reason alone to justify adoption of Option 2 (Gold) in the revisions to the building code. It is important
to stress that this conclusion derives purely from our re-analysis of the CIE social benefit cost analysis.
If the social justice arguments for revisions to the building code discussed in Section 2 are added, the
case for reform of the building codes is compelling.
In conclusion, we consider that the economic credentials for all options considered by the CIE are
considerably stronger than those presented in their report. While the CIE favoured continuation of a
voluntary code, we conclude that a social benefit code analysis based on our advice would underpin
the case for adding a regulation to the national building code. We appreciate that the choice of which
particular option to specify in a regulation will reflect factors in addition to these benefit cost ratios,
including functionality for the elderly and those with disabilities, particularly for those in wheelchairs.
Option 2 (Gold standard) has particular merit in this regard, as the most cost-effective of the options
that achieve functionality for those in wheelchairs.
Furthermore, given that an effective and efficient market of housing for people with disability requires
reliable and detailed information on accessible housing stock, an additional option that might be
considered for analysis is a policy package that includes an enhanced matching service between
suitable housing and those with housing needs. Indeed, encouraging a match between the stock of
accessible housing and those with accessible housing needs is central to the calculation of net benefit
in practice.
We therefore suggest that a combination of options should also be assessed, namely combining
Option 5 (a subsidy program to encourage availability of accessible rental properties) with Option 1
(Silver standard) and Option 2 (Gold standard). A consideration here is that many of those with
accessible housing needs may have insufficient income to compete for accessible housing as it enters
the marketplace. As noted above the benefits of the subsidy option exceed the costs, based on our
revised analysis, but there will be overlapping benefits with Options 1 or 2 and these should not be
double counted. Further analysis of this point should therefore be undertaken utilising the CIE model,
to which we do not have access.
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Appendix 1

Policy Audit of key human rights frameworks related to housing for persons
with disabilities and older people
(Prepared by Alicia Yon, University of Melbourne)

In accordance with Article 11 (1) of the UN International Covenant on Economic, Social and Cultural
Rights (ICESCR), housing must be conceptualised as ‘adequate housing’. ‘Adequate shelter [housing]
means ... adequate security [safety], adequate privacy [safety/habitability], adequate lighting and
ventilation [safety/habitability/health], adequate space [accessibility/ safety/habitability],
adequate basic infrastructure [accessibility/habitability] and adequate location
[accessibility/affordability] with regard to work and basic facilities - all at a reasonable cost
[affordability]’ (ICESCR, 1991, p. 2). The bold concepts, including equity as a key human rights
concept, were used as criteria to evaluate the frameworks in relation to housing-related aspects.
The term ‘States Parties’ relates to all countries who are signatory to cited international frameworks,
including Australia.
Note: all source documents have been hyperlinked.
Framework

Accessibility

Health

Safety/
Equity
Affordability Notes
habitability
International human rights frameworks for disability and ageing, acceded to by the Commonwealth of Australia

Universal
Declaration of
Human Rights
(UDHR)

Housing is not
adequate if the
specific needs
of
disadvantaged
and
marginalised
groups are not
taken into
account.

Housing is not
adequate if it
detrimentally
affects the
right to health
such as a lack
of safe
drinking water
and
sanitation.

Universal
design should
also be
considered as a
priority for
newly built
housing,
services and
facilities.
Physical
accessibility is
an important
component of
the right to
water.

The health
domain is
supported by
the Right to
Water Fact
Sheet No. 35.

Disadvantaged
groups,
including the

Article 28
(20): (a) To
ensure equal

Article 25
(1) states:
‘Everyone has
the right to a
standard of
living adequate
for the health
and well-being
of himself and
of his family,
including […]
housing […].

International
Covenant on
Economic,

General
comments No.
4 on the right to
adequate
housing:
Housing is not
adequate if it
does not
guarantee
physical safety
or provide
adequate
space, as well
as protection
against the
cold, damp,
heat, rain,
wind, other
threats to
health and
structural
hazards.

Right to
adequate
housing
principle of
nondiscrimination.

As above.

Article 2 (2)
provides that all
of the rights in
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General
comments
No. 4 on the
right to
adequate
housing:
housing is
not adequate
if its cost
threatens or
compromises
the
occupants’
enjoyment of
other human
rights.

Considers
adequate
housing as a
basic human
right.

As above.

It is the most
important
UN

The UDHR is
supported by
the Right to
Adequate
Housing Fact
Sheet 21
(Rev. 1).
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Framework

Accessibility

Health

Social and
Cultural Rights
(ICESCR)

elderly,
physically
disabled,
persons with
persistent
medical
problems, and
the mentally ill,
must be given
priority
consideration
and full and
access to
adequate
housing
resources.

access by
persons with
disabilities to
clean water
services, and
to ensure
access to
appropriate
and
affordable
services,
devices and
other
assistance for
disabilityrelated needs;
[…].

Article 11 (1)
states: ‘The
States Parties to
the present
Covenant
recognize the
right of
everyone to an
adequate
standard of
living for
himself and his
family, including
[…] housing […].

Safety/
habitability

Equity

Affordability

the ICESCR must
be exercised
without
discrimination.

instrument
that
enshrines the
right to
housing.

Right to
adequate
housing
principle of
nondiscrimination.

The ICESCR is
supported by
the Right to
Adequate
Housing Fact
Sheet 21
(Rev. 1).

States Parties
should apply
the Health
Principles of
Housing which
view housing
as the
environmental
factor most
frequently
associated
with
conditions for
disease.
Convention on
Rights of
Persons with
Disabilities
(CRPD)
Article 19:
Living
independently
and being
included in the
community.
Article 28 (1)
states:
Adequate
standard of
living and social
protection […]
including
housing.

Article 3
General
principles: (6)
accessibility.
Article 4
General
obligations:
accessibility.
Article 9 – 1 (a):
To enable
persons with
disabilities to
live
independently
and participate
fully in all
aspects of life,
States Parties
shall take
appropriate
measures to
ensure on an
equal basis with
others through
the elimination

Article 4
General
obligations:
mental health
and
development.
The health
domain is
supported by
the Right to
Water Fact
Sheet No. 35.
Relevant
provisions
include:
water and
sanitation
facilities must
be physically
accessible and
within safe
reach for all
sections of the
population,
taking into
account the

In order to
promote
equality and
eliminate
discrimination,
States Parties
shall take all
appropriate
steps to ensure
that reasonable
accommodation
is provided.

Article 3
General
principles:
(2) nondiscrimination;
(3) full and
effective
participation
and inclusion in
society.
Article 4
General
obligations:
addresses
inequality.
Article 4 (b):
States Parties
must take all
appropriate
measures,
including
legislation, to
modify or
abolish existing
laws,
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Article 4 (f):
To undertake
or promote
research and
development
of universally
designed
goods,
services,
equipment
and facilities,
as defined in
Article 2 of
the CRDP,
which should
require the
minimum
possible
adaptation
and the least
cost to meet
the specific
needs of a
person with
disability, to
promote
their
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Accessibility

Health

of physical
environment
obstacles and
barriers to
accessibility in
relation to
housing.

needs of […[
persons with
disabilities […]
and the
elderly.

Safety/
habitability

Article 9 - 2 (a):
To develop,
promulgate and
monitor the
implementation
of minimum
standards and
guidelines for
the accessibility
of facilities and
services open
or provided to
the public.
Principles for
Older Persons
(POP)

Principle 1:
Older persons
should have
access […]
shelter […].
Principle 5:
Older persons
should be able
to live in
environments
that are […]
adaptable to
personal
preferences
and changing
capacities.

The NAP states
that all
Australians
should have
access to

Affordability

regulations,
customs and
practices that
constitute
discrimination
against persons
with disabilities
.

availability
and use, and
to promote
universal
design in the
development
of standards
and
guidelines.

Notes

Article 5 (3):
States Parties
shall take all
appropriate
steps to ensure
that reasonable
accommodation
is provided.

Principle 1:
Older persons
should have
access to
adequate
water […].

Principle 5:
Older persons
should be able
to live in
environments
that are safe
[…].

Principle 14:
Older persons
should be able
to enjoy human
rights and
fundamental
freedoms when
residing in any
shelter […].
Principle 18:
Older persons
should be
treated fairly
regardless of
age, gender,
racial or ethnic
background,
disability or
other status […].

Principle 6:
Older persons
should be able
to reside at
home [life cycle
housing] for as
long as
possible.

Australia’s
National Action
Plan on Human
Rights (NAP)

Equity

National disability and ageing frameworks, enacted by the Commonwealth of Australia
Access to full
Priority area:
Priority area:
It re-affirms a
It re-affirms
range of areas
health,
health, housing
commitment to
a
for older
housing […].
[…].
improving the
commitment
people set out
housing and
to improving
in Living Longer Priority area:
living conditions the housing
Living Better
aged care (risk
of Australian
and living
reform
to safety,
citizens and the
conditions of
package.
health or
[…] social equity Australian
wellbeing of
[…] of our cities
citizens and
care
the
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These UN
principles
apply in the
absence of a
convention
on the rights
of older
persons –
currently
being
lobbied.
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Framework

Accessibility

Health

affordable,
adequate and
appropriate
housing.

Accessibility
initiatives:
Accessible
Communities
grants, Livable
Housing Design
to make local
buildings and
public spaces
more accessible
for people with
disability.
Strong
commitment to
affordable
housing.

recipients is
identified).

National
Disability
Strategy (NDS)

Policy area 1:
Inclusive and
accessible
communities the physical
environment
including […]
buildings and
housing […].
NDP
underpinned by
principles
including:
universal
approach, life
course
approach,
person-centred,
independent
living.

Safety/
habitability

Equity

Affordability

and regional
areas.

economic
efficiency …
of our cities
and regional
areas.

Priority area:
freedom from
discrimination
(e.g. Livable
Housing Design,
NDIS).

Policy area 6:
Health and
wellbeing health
services,
health
promotion
and the
interaction
between
health and
disability
systems;
wellbeing and
enjoyment of
life.

The Strategy
seeks to ensure
safety of people
with disability
through
universal design
principles.
Areas for future
action include
developing
innovations to
improve
security of
housing across
all forms of
tenure.

Policy area 2:
Rights
protection,
justice and
legislation —
statutory
protections
such as antidiscrimination
measures […].

Strong
commitment
to affordable
housing Policy
Direction 3:
Improve
access to
housing
options that
are
affordable
and provide
security of
tenure.
Adequate
housing
should not
be cost
prohibitive.
Application
of universal
design
principles [
…] results in
greater
efficiency
without the
needs for
without the
need for
costly addons or
specialised
assistance.
Areas for
future action
include
developing
innovations
to improve
affordability
of housing
across all
forms of
tenure.
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Consultations
on
developing
updated
strategy have
been put on
hold due to
COVID-19.
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Accessibility

Health

Safety/
habitability

Equity

Affordability

Notes

Disability
Discrimination
Act 1992 Cth
(DDA)

Section 31:
Disability
Standards in
relation to
reasonable
adjustments
relates to the
Disability
(Access to
Premises –
Buildings)
relating to
access to
building, lifts,
car parking.

Disability
(Access to
Premises –
Buildings)
Schedule 1
Access Code
for Buildings
A1(d)(iii) (B)
impacts on
the […] health
[including
sanitary and
other
facilities] of
the occupants
in relation to
the provisions
of the BCA.

Disability
(Access to
Premises –
Buildings)
Schedule 1
Access Code for
Buildings
A1(d)(iii) (B)
impacts on the
safety […] of
the occupants
in relation to
the provisions
of the BCA

Direct and
indirect
discrimination
provisions Section 23:
Access to
premises (enter
and/or use
when renting or
trying to rent a
room in a
boarding house,
flat, unit or
house).

Disability
(Access to
Premises –
Buildings)
Schedule 1,
Part
1(1.3)(a): to
ensure that
cost-effective
and
reasonably
achievable
access to
buildings,
and facilities
and services
within
buildings, is
provided for
people with
a disability.

The DDA is
supported by
the Disability
(Access to
Premises –
Buildings)
contained in
Schedule 1 of
the BCA.

Section 25:
Accommodation
(full suite of
provisions
relevant to
housing).
Disability
(Access to
Premises –
Buildings)
Schedule 1, Part
1(1.3)(a): to
ensure that
dignified,
equitable […]
access to
buildings, and
facilities and
services within
buildings, is
provided for
people with a
disability.

National
Disability
Insurance
Scheme (NDIS)
Relevant
guidelines
relate to the
Specialist
Disability
Accommodation
Design Standard
and Home
Modifications.

Home
modifications
Section 34
(1)(d):
Reasonable and
necessary
supports: the
support will be,
or is likely to
be, effective
[appropriate in
terms of access
and use] for the
participant,
having regard
to current good
practice.
Therefore,
consideration

SDA Design
Standard
includes
minimum
health
requirements
in relation to
heating,
sanitation,
weather
protection,
etc.

SDA Design
Standard
includes
minimum safety
requirements in
relation to
siting, access,
etc.
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Home
modifications
Section 34
(1)(c):
Reasonable
and
necessary
supports: the
support
represents
value for
money in
that the
costs of the
support are
reasonable
[…].
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Accessibility

Health

Safety/
habitability

must be given
to any
structural
constraints
such as size,
surrounding
terrain, or the
condition of the
building […].
Accessibility of
standard
fixtures and
fittings in
frequently used
rooms and
spaces.
SDA Design
Standard
includes
minimum
accessibility
requirements
for buildings
and car parking.

Table Notes:
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Executive summary
The study included an online questionnaire that elicited 1,187 responses, followed by 45 in-depth interviews,
conducted in August 2020. It was initiated in response to the Australian Building Codes Board’s (ABCB)
consultation on a proposal to include minimum accessibility standards for housing in the National
Construction Code. The aim of the study was to address a gap in both qualitative and quantitative (but not
monetised) data about the lived experience and social, health and economic benefits of accessible housing. It
brings the voices of hundreds of Australians with disability and other mobility limitations into the ABSB
consultation.
The analysis presented in this report is focused on measuring and understanding:
•

accessible and inaccessible features in the homes of people with mobility restrictions

•

mental health and wellbeing outcomes of living in accessible or inaccessible homes

•

impacts of housing accessibility on ability to move around the house and perform self-care and
homecare activities

•

impacts of housing accessibility on social and family relations

•

impacts of housing accessibility on need for paid and unpaid support

•

impacts of housing accessibility on employment and productivity

•

impacts of housing accessibility on housing choice and mobility, including ability to move to another
home and ability to stay home and avoid forced moves to other residences or supported
accommodation.

Key findings from the study are summarised as follows:
•

The majority (73.6%) of respondents live in housing that does not meet, or only partly meets, their
accessibility need. People with lower level of impairment were more likely to live in inaccessible
housing, possibly because of ineligibility for funds for home modifications, social housing, or
specialist housing. People with lower income were more likely to live in inaccessible housing, due to
affordability barriers to purchase or rent an accessible home, or to modify their homes. Private
renters were most likely to live in inaccessible home (87.6%), but high incidence of inaccessible
homes was also recorded for homeowners (71.5%) and social renters (74.8%). Although
significantly more accessible than mainstream housing, partial inaccessibility was surprisingly high
even in specialist disability housing such as group homes (47.1%) and supported residential services
(46.2%).

•

Compared to housing constructed to affordability standards, post-construction modifications were
more likely to only partly meet people’s accessibility requirements. While close to half (46.6%) of
survey respondents lived in homes that were modified, most of those (39.1%) reported these
modifications met only some of their accessibility needs.

•

When modifications are undertaken exclusively in the homes of people who have mobility
restrictions, they are unable to visit the homes of their family and friends, resulting in significant
social isolation. 80.8% of survey respondents agreed or strongly agreed with the statement “I can’t
visit friends and family whose homes are inaccessible”.

•

Individuals’ accessibility needs change over the life course, due to ageing, injuries (often due to
inaccessibility of homes), and deterioration of disability or illness, requiring ongoing modifications,
highlighting need for houses as adaptable as possible, such that they can continue to be modified
more effectively and cheaply over time.

•

The proportion of survey respondents who lived in housing that was built in a way that meets all
their accessibility needs (18.7%), was more than twice as high as those who lived in housing
modified to meet all their accessibility needs (7.4%), demonstrating that building to accessible
standard is more effective than post-construction modifications.
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•

Survey respondents living in homes that were not modified or only partly modified, reported
inaccessible housing features further limited their ability to move into and out of their home, and
complete self-care and home-care activities. Home-care activities (such as home cleaning) were most
limited by housing design, and movement inside the home was the least limited. Inaccessible
housing was more limiting for people with high support needs, especially in relation to movement
inside the house and home care activities.

•

Close to one-third of survey respondents reported lack of accessible housing has resulted in job loss,
missed job opportunities, reduced work hours, or reduced productivity at work.

•

Many survey respondents and interview participants reported difficulties finding accessible homes
close to employment opportunities, while fatigue from living in inaccessible home and the additional
time and energy spent on self-care and home-care, reduces productivity, motivation, self-confidence
and capacity to work, study or volunteer.

•

Inaccessible housing increases support needs for most (65.8-67.1%) of people with high support
needs, including both paid and unpaid support. Just over half (51.2%) of people with low support
needs living in inaccessible housing reported an increase in need for informal care, and 42.0% of
those reported an increase in paid disability support.

•

Approximately a quarter (23.0-27.8%) of people with high support needs, and a fifth (20.0-18.8%) of
people with low support needs living in accessible or modified homes reported a decrease in their
paid and unpaid support needs thanks to accessible design.

•

Participants reported spending high proportions of their NDIS support funding on support for selfcare activities they could have done independently in more accessible homes.

•

Unnecessary reliance on paid or unpaid support for such activities is not only economically
inefficient, but bears additional social and health costs, such as adverse impacts on relations with
family members providing informal care; on employment opportunities (e.g. reliance on availability
of support to be able to get organised in the morning for work); and on sense of independence and
dignity.

•

Housing accessibility or inaccessibility has significant impact on self-reported mental health and
wellbeing. 60.0% of people with both low and high support needs living in accessible housing
reported improved self-reported mental health and wellbeing, thanks to the accessibility of their
home. In contrast, 71.7% of people with high support needs, and 50.0% of people with low support
needs, living in inaccessible housing reported worsened mental health and wellbeing.

•

Participants with high support needs living in inaccessible homes were more likely to express
concern about risks such as difficulty affording necessary home modifications in the future (85.7%),
being forced to move to another residence (68.0%), or to a nursing home (58.9%). This compares
with a minority of people living in accessible homes who reported similar concerns. However, ability
to afford home modifications remains a concern even for those living in accessible homes (47.5% of
those with high support needs, and 44.2% of those with low support needs) indicating that needs
change over time, highlighting the importance of adaptable housing.

•

The shortage in accessible housing significantly limits housing choice for people with mobility
restriction, especially those with high support needs. Nearly half (48.1%) of people with high
support needs living in inaccessible homes, and close to a third (30.7%) of those living in accessible
homes, reported a desire to move home but being limited by difficulty finding accessible housing
elsewhere. Difficulty finding accessible housing was the key barrier to moving home. People who
have already made a substantial investment in modifying their residence are discouraged from
moving home when their household or employment circumstances change.

The report concludes that:
1) Existing strategies such as a voluntary building code, reliance on home modifications or provision of
accessible social housing have failed to deliver accessible housing for most people with mobility
restrictions. Building all new homes to accessible standard will be the most effective way to address
the shortage in accessible housing.
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2) The impact of inaccessible housing on dignity, freedom, social inclusion, health, and workforce
participation is profound, and the report presents robust quantitative and qualitative evidence of
these. Such impacts must not be measured exclusively in dollar value; rather, the social justice
argument for addressing the indignities experienced by people with mobility restrictions must be
front and centre to the RIS Consultation considerations.
3) Notwithstanding the above, the data indicates the CIE RIS Consultation report has underestimated
the economic costs of inaccessible housing, by ignoring impacts on workforce participation and
productivity of people with mobility restrictions; underestimating the impact on paid and unpaid
support needs; underestimating adverse impacts on mental health and wellbeing; and,
underestimating the extent to which a shortage in accessible housing limits housing choice and
mobility.
4) The range of domestic activities for which paid support is provided, and which can be reduced by
accessible housing is broader and more significant than estimated by CIE. The CIE only focused on
paid and unpaid assistance with mobility tasks1, whereas inaccessible housing also significantly
increases need for assistance with self-care and homecare. Furthermore, in estimating the impact on
support needs, the CIE excluded those living in housing that has already been modified due to
disability or age, assuming that modified housing is fully accessible2. However, the qualitative
survey shows that most people whose homes have been modified, consider these modifications to
only partly address their needs, and they too require additional paid or unpaid support due to
inaccessible homes.

1
2

The CIE Proposal to include minimum accessibility standards for housing in the National Construction Code, July 2020, p140
ibid, p140
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1. Introduction
Extrapolating from Australian Bureau of Statistics (ABS) data and population projections, the Centre for
International Economics (CIE) estimated that the number of Australians with a mobility-related disability
will increase from 2.9 million in 2018 to around 4.7 million people over the next 40 years, due to population
growth and an ageing population. Many people with mobility restrictions have trouble finding housing that
meets their accessibility needs. The Australian Building Codes Board (ABCB) is currently investigating
options to address this problem and has engaged CIE to develop a Regulatory Impact Statement (RIS)
Consultation.
The CIE analysis3 is focused on quantifying the economic costs and benefits of regulation, with limited
reference to equity considerations and in the absence of any qualitative analysis. The Office of Best Practice
Regulation in their Guidance Note on Cost-Benefit Analysis4 states:
•

‘CBA [Cost Benefit Analysis] requires you to identify explicitly the ways in which the proposal
makes individuals better or worse off.’5

•

‘You should report cost and benefit estimates within three categories:
o
o
o

monetised
quantified, but not monetised
qualitative, but not quantified or monetised.’6

The study reported here was initiated in response to the CIE Consultation RIS, and was designed to address a
gap in both quantitative (but not monetised) and qualitative (but not quantified or monetised) data about the
social, health and economic benefits of accessible housing.
With over 1187 survey responses, and 40 in-depth interviews, the report presents some the most
comprehensive data ever collected in Australia about the lived experience of people with mobility limitations
living in accessible or inaccessible housing. It brings the voices of hundreds of Australians with disability
into the RIS Consultation and the policy debate about the need for regulatory reform in housing accessibility
standards.
The analysis presented in this report is focused on measuring and understanding:
•
•
•
•
•
•
•

accessibility and inaccessible features in the homes of people with mobility restrictions
mental health and wellbeing outcomes of living in accessible or inaccessible homes
impacts of housing accessibility on ability to perform self-care and homecare activities
impacts of housing accessibility on social and family relations
impacts of housing accessibility on need for paid and unpaid support
impacts of housing accessibility on employment and productivity
impacts of housing accessibility on housing choice and mobility, including ability to move to another
home and ability to stay home and avoid forced moves to other residences or supported accommodation.

Although this report does not seek to directly translate findings into monetary costs or benefits, some of the
findings presented challenge the assumptions underpinning the CIE analysis. The report also addresses the
following questions raised by RIS Consultation:
•
•

The impact of a lack of accessible housing on equity, dignity and employment outcomes is difficult to
fully measure. How does a lack of accessible housing contribute to these issues?
What other information could be used to estimate the costs associated with a lack of accessible housing
to make estimates more reliable?

The Centre for International Economics (CIE), Proposal to include minimum accessibility standards for housing in the
National Construction Code, Consultation Regulation Impact Statement, 2020
4 Office of Best Practice Regulation, Department of the Prime Minister and Cabinet, Cost-Benefit Analysis Guidance Note,
February 2016
5 p. 4
6 p. 11
3
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•
•
•

•

Do you have information about the type and cost of home modifications that are made to improve the
accessibility of a home?
In your opinion what is the main contributor to a lack of uptake of universal design principles in new
dwellings?
Are our assumptions relating to the occupation of accessible housing by owner occupiers and renters
over time reasonable? What additional evidence could we consider to make these assumptions more
robust?
To avoid attributing benefits to accessibility features already installed in dwellings under current
arrangements, the impacts of the proposal have been reduced in proportion to those elements assumed
prevalence and weighted average cost. What additional evidence could we consider to make this
assumption more robust?

The scope of the study was limited to understanding the lived experiences of adults with mobility limitations.
While some evidence presented is indicative of major impacts of inaccessible homes on informal carers of
people with mobility restrictions, in-depth analysis of such impacts was beyond its scope. Further research is
needed on the impact of inaccessible housing on wellbeing, physical and mental health, social inclusion,
economic productivity and personal freedom and empowerment outcomes for informal carers. Further
research is also needed on the impact of inaccessible housing on families with children with disability.
This report presents only a first cut of the data, and further work will be undertaken to analyse at more depth
the extensive interview and survey data that has been collected. A key focus of the work will involve
analysis of how specific accessibility features impact on specific activity restrictions at home, and the
impacts on social, health and employment outcomes. A second report will be published in November 2020,
followed by a series of scholarly publications.
The study was co-sponsored by the Summer Foundation and Melbourne Disability Institute (MDI). It was
given ethics approval by the University of Melbourne, Science Faculty Human Research Ethics Committee
(approval number 2057641).
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2. Method
The study method consisted of two primary elements: an online questionnaire (1,178 responses) and 40 indepth follow-up interviews.
1.1. Online questionnaire
An online questionnaire was distributed on the 17th August 2020 and closed for responses on the 28th August.
A link to the survey was circulated widely via email through disability services and advocacy networks.
The questionnaire targeted people over 18 years old with a mobility impairment. It could be filled by the
person with a disability or another person assisting them.
The questions included:
•
•
•
•
•

•
•

standard demographic information about the respondent (age, gender, occupation, income).
information about their disability (impairment type and severity, need for assistance with mobility
and self-care, and use of mobility aids).
information about their housing situation (dwelling type, tenure).
the accessibility of their home (accessibility features; modifications undertaken).
impact of accessibility in their current home on:
o ability to perform domestic activities (moving around, self-care, home care)
o ability to study, work, or volunteer
o need for paid or unpaid support
o social and family relations
o health and wellbeing, including risk of injury
o risk of being forced to move home
wider shortage in accessible housing and its impacts on ability to move home; ability to visit friends
and family in their home; employment opportunities.
interest in participating in follow up interview.

The response to the online questionnaire was overwhelming, with 1,178 responses between the 17th and 28h
August. 100 responses were excluded from analysis due to insufficient data.
Analysis of the survey data was undertaken by a statistician (Liss Ralston), and sought to identify patterns in
the social, economic and health impacts of housing accessibility or inaccessibility. The large number of
responses allowed differentiating results for people living in accessible homes VS those living in
inaccessible homes; and, for people with different levels of disability and support needs.
Respondent’s level of support needs was assessed based on their responses to two questions: frequency of
need for support with body movement and self-care; and, whether they receive NDIS funding.
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Table 1: Survey sample characteristics
Category
What is your age?

What gender do you identify with?

How often do you need help with body movement or
self-care?

Do you receive individual funding from the NDIS?

How long have you lived in your current home?

What is your employment status?

What is your personal annual income (before tax)?

18-30
31-50
51-65
66-75
76 or older
Total
Male
Female
Non-binary
Total
Never
Sometimes
Often
Total
Yes
No
Not sure
Total
Less than a year
1-4 years
5-9 years
10-19 years
20 years or more
Total
Employed full time
Employed part time
Receiving Disability Support
Pension
Unemployed - seeking work
Unemployed - not seeking
work
Retired
Other
Total
$37,000 or less
Between $37,001 and
$48,000
Between $48,001 and
$90,000
Between $90,001 and
$126,000
between $126,001 and
$260,000
$260,0001 or more
Prefer not to say
Total
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Count
184
374
349
126
43
1076
330
719
29
1078
114
395
460
969
616
339
14
969
82
216
162
176
175
811
71
141
358

Column N
%
17.1%
34.8%
32.4%
11.7%
4.0%
100%
30.6%
66.7%
2.7%
100%
11.8%
40.8%
47.5%
100%
63.6%
35.0%
1.4%
100%
10.1%
26.6%
20.0%
21.7%
21.6%
100%
8.5%
16.8%
42.8%

36
76

4.3%
9.1%

134
113
837
466
69

16.0%
13.5%
100%
58.5%
8.7%

77

9.7%

40

5.0%

13

1.6%

1
131
797

0.1%
16.4%
100%
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Table 2: Classifying ‘High’ and ‘Low’ support needs
House Design
Enabling Limiting
Disability
level

Low
High
Total

21.5%
28.5%
26.3%
249

78.5%
71.5%
73.7%
696

Total
100%
100%
100%
945

288
657
945

1.2. Remote interviews
In-depth interviews were conducted with 40 participants who expressed an interest and provided their
contact details in the online questionnaire. Due to COVID19 social distancing restrictions in Melbourne, all
interviews were conducted remotely over the phone or videoconference (using Zoom). Most interviews
lasted between 45-60 minutes, and were conducted between the 19th-28th August, by a team of four research
assistants. With participants’ consent, all interviews were audio recorded for transcription. Each interviewee
received a $50 shopping e-voucher as a recompense for their time.
Survey data allowed us to select of participants based on their questionnaire responses. In selection of
participants we sought a diversity of people in terms of:
• housing tenures – with a focus on homeowners and private renters
• demographics (age, gender, disability type and severity)
• accessibility features and barriers in their home
• impacts of accessibility or inaccessibility on daily life, social relations, work opportunities and
health.
Due to the short timeframe for the interviews, logistics such as the availability of participants and researchers
also played a key role in selection of participants.
The interviews were semi-structured, with the focus of questions adjusted to each participant’s individual
circumstances, allowing participants to construct narratives in ways that are less restricted by a preconceived format. The themes covered in the interviews corresponded with those of the online questionnaire,
but more open-ended in their style to allow participants to share further detail about their housing and life
circumstances.
• About the person (e.g. Where do you live? What is your main occupation?)
• About the person’s disability and mobility limitations (e.g. What kind of physical impairment do you
have? How long have you had it? How does your impairment impact on your mobility, support
needs?)
• About the person’s home (e.g. When and why did you move into this home? Who do you live with
and what is their relationship to you? How would you describe the accessibility standard of your
home? What are the main features of your home that limit your ability to move around and carry out
domestic activities? What are the main features of your home that enhance your ability to move
around and carry out domestic activities?)
• Home modifications (e.g. Have you done any home modifications to improve the accessibility of
your home? If so, what and why? What were the main difficulties in getting these or other
modifications done? In what ways did these modifications change your life? Do you expect that you
will need to take home modifications in the future?)
• Impacts of housing design on study, work, and volunteering (e.g. Does the accessibility of your
home or difficulty finding accessible housing limit your opportunities to work or volunteer? Does
the accessibility of your home or difficulty finding accessible housing limit your opportunities to
study?)
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•

•
•

•

Impact on social life (e.g. How does accessibility or inaccessibility of your own home impact your
ability to have a social life, maintain social connections with friends and family – within and outside
your household? How does accessibility or inaccessibility of other people’s home impact your ability
to have a social life, maintain social connections with friends and family?)
Impact on support needs (e.g. Do you need support from other people to do certain things at home?
What if any modifications to your home might reduce your need for support?)
Other impacts (e.g. Have you ever experienced injury because of difficulty getting in and around
your home? How concerned are you about the risk of future injury for that reason? Are you
concerned that you might be forced to move to another residence or a nursing home because of
accessibility issues? Have you ever had trouble moving home because of difficulty finding
accessible housing?)
Concluding question (All things considered, how does the accessibility/inaccessibility of your home
impact on your health, wellbeing, and life opportunities? How different would your life be if you had
a more/less accessible home?)

A 2-3-page interview summary was completed by the interviewer for every participant they interviewed. The
summary was structured around the 9 interview themes. In this report we draw on these summaries to present
some participants’ stories as ‘case studies’ that illustrate how accessibility or inaccessibility features impact
on a person’s social, health and economic outcomes in a more holistic context of a person’s life.
In Phase 2 of the study, which will commence in September 2020, all interview recordings will be fully
transcribed and coded using NVivo software, to allow more comprehensive thematic analysis of the
interview data.

Table 3: Interview participants, selected characteristics
What is your age?

What gender do you identify with?

Which of the following best describes your home…

Tenure

Category
18-30
31-50
51-65
66-75
76 or older
Male
Female
Non-binary
Built accessible
Modified fully accessible
Modified partly accessible
Not built or modified accessible
Homeowner
Private rental
Social housing
Group home
Living with parents
Living in partner’s home
Total
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Count
10
15
11
7
2
14
27
4
14
6
11
14
15
11
12
1
4
2
45
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3. Results
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1.3. Prevalence of accessibility and inaccessibility features
The majority (73.6%) of respondents live in housing that does not meet, or only partly meets, their accessibility need
(Table 4). People with lower support needs were more likely to live in inaccessible housing, possibly because of
ineligibility for funds for home modifications, or for social or specialist housing (Table 6). Private renters were most
likely to live in inaccessible home (87.6%), but high incidence of inaccessible homes was also recorded for
homeowners (71.5%) and social renters (74.8%). Although significantly more accessible than mainstream housing,
partial inaccessibility was surprisingly high even in specialist disability housing such as group homes (47.1%) and
supported residential services (46.2%) (Table 7). People with lower income face significant affordability barriers to
purchase or rent an accessible home, or to modify their homes, resulting in higher proportions of people on lower
income living in inaccessible homes (despite a higher proportion of low income people living in social housing).

Table 4: Housing accessibility classification
Count
Built in a way that meets my accessibility needs
Modified to meet all my accessibility needs
Not built or modified to meet my accessibility needs
Modified to meet some of my accessibility needs
Total

%
18.7%
7.4%
34.5%
39.1%

178
71
328
372
949

Classification
Accessible
Accessible
Inaccessible
Inaccessible

Only 21.3% of all respondents – including 37.0% of those who rated their home accessible – had reinforced
walls around the toilet, shower and bath that may allow future installation of grabrails, indicating low level
of adaptability to changing future needs. The features least often included in dwellings ranked as
‘inaccessible’ were wide internal doors and corridors, and hobless shower recesses (Table 5).
Table 5: Accessibility features in respondents’ homes

Safe continuous step-free path from the street or
parking to the entrance
At least one step-free entrance
Internal doors and corridors that facilitate comfortable
and unimpeded movement
A toilet on entry level that is easy to access
A bathroom that contains a hobless shower recess
Grabrails in the toilet, shower, or bath
Reinforced walls around the toilet, shower and bath
that may allow future installation of grabrails
Stairways with a handrail
Stairways without a handrail

Self-Rated Home Accessibility
Accessible
Inaccessible
Count
%
Count %
177
77.0%
238
39.3%

All respondents
Count
417

%
49.5%

134
193

58.3%
83.9%

240
199

39.6%
32.8%

375
394

44.5%
46.8%

197
185
134
85

85.7%
80.4%
58.3%
37.0%

371
244
298
93

61.2%
40.3%
49.2%
15.3%

569
430
433
179

67.6%
51.1%
51.4%
21.3%

41
6
230

17.8%
2.6%

140
57
606

23.1%
9.4%

185
63
842

22.0%
7.5%

Table 6: Housing accessibility by support needs
House Design
Accessible Inaccessible
Low support needs
High support needs
Total

21.5%
28.5%
26.3%
249

78.5%
71.5%
73.7%
696

Total
100%
100%
100%
945

288
657
945
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Table 7: Housing accessibility by tenure

Homeowners
Private rental
Social housing
Living with
parents or other
relatives in their
home
Other
Group home
Supported
Residential
Service
Hostel
Total

Built in a
way that
meets my
accessibility
needs
17.7%
9.8%
23.5%
20.1%

Modified to
meet all my
accessibility
needs

Accessible

10.8%
2.6%
1.7%
9.8%

28.5%
12.4%
25.2%
29.9%

Not built or
modified to
meet my
accessibility
needs
26.0%
64.2%
30.4%
29.3%

29.4%
35.3%
46.2%

0.0%
17.6%
7.7%

29.4%
52.9%
53.8%

35.3%
11.8%
11.5%

0.0%
18.8%

0.0%
7.5%

0.0%
26.3%

0.0%
34.6%

Modified to
meet some of
my
accessibility
needs
45.5%
23.3%
44.3%
40.8%

Inaccessible

Total

71.5%
87.6%
74.8%
70.1%

100%
100%
100%
100%

35.3%
35.3%
34.6%

70.6%
47.1%
46.2%

100%
100%
100%

0.0%
39.1%

0.0%
73.7%

0%
100%

39.1% of survey respondents lived in homes fully modified to meet their accessibility needs, more than twice
as many as those who lived in homes that were built in a way that meets their accessibility needs (18.7%).
The survey and interview data highlighted five issues related to such reliance on home modifications to meet
accessibility needs.
First, participants faced a range of barriers to home modifications:
•

•
•
•

•
•

Affordability and funding restrictions: many people with disability have low incomes and therefore
often cannot afford to pay for home modifications on their own. Most survey respondents expressed
concern about ability to afford necessary home modifications. These concerns were strongest for
people living in inaccessible homes (81.6% of those with low support needs, and 85.7% of those
with high support needs). Yet concerns about ability to afford necessary home modifications remains
a concern even for those living in accessible homes (44.2% and 47.5% respectively) highlighting
changing accessibility needs over time, and the need for adaptable housing (Table 8).
Many people are ineligible for NDIS or other funding for reasons such as low assessment of support
needs or living in private rental. (see Rachel’s story in box 1).
Structural restrictions such as homes and rooms that are too small, or doorframes and hallways too
narrow, preclude home modifications or limit their efficacy.
Private renters face significant barriers to modifications, including difficulty getting landlord
approval, home modification funding restrictions for renters, and housing precarity heightening the
risk associated with personal financial investment in home modifications.
Body corporate approval is required for structural modifications in apartments.
Shortage in skilled builders for modifications (see Rachel’s story in box 1 and Andrea’s story in box
2).
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Table 8: Ability to afford home modifications, by support needs
Housing
Low support
needs

High support
needs

Accessible
home
Inaccessible
home
Accessible
home
Inaccessible
home

Very
Concerned

Somewhat
concerned

Concerned
(total)

Not
Concerned

Total

N

16.3%

27.9%

44.2%

55.8%

100%

43

49.4%

32.2%

81.6%

18.4%

100%

174

21.3%

26.3%

47.5%

52.5%

100%

160

57.7%

28.0%

85.7%

14.3%

100%

407

Second, compared to housing constructed to accessibility standards, post-construction modifications were
more likely to only partly meet people with disabilities’ accessibility requirements. While close to half
(46.5%) of survey respondents lived in homes that were modified, most of those (40.2%) reported these
modifications met only some of their accessibility needs. The proportion of survey respondents who lived in
housing that was built in a way that meets all their accessibility needs (18.7%), was more than twice as high
as those who lived in housing modified to meet all their accessibility needs (7.4%), demonstrating that
building to accessible standard is more effective than post-construction modifications.
Third, when modifications are undertaken exclusively in the homes of people who have mobility restrictions,
they are unable to visit the homes of their family and friends, resulting in significant social isolation. (see
data and discussion in section 3.5).
Fourth, the reliance on modifications restricts people with disabilities’ residential mobility (see section 3.7),
as most dwellings are inaccessible. People who have already made a substantial investment in modifying
their residence will be discouraged from moving home when their household or employment circumstances
change. As commented by one survey respondent:
“I have thrown so much of my savings and you making my current home accessible that should I sell it I
wouldn’t be making a large profit margin that could be used to add accessibility and the new home.
Modifications are made didn’t add value to the property but have cost me over $100,000. Therefore, trying
to buy a new property and repeat this is financially disadvantageous”
Fifth, individuals’ accessibility needs change over the life course, due to ageing, injuries (often due to
inaccessibility of homes, see section 3.6), and deterioration of capacity, requiring ongoing modifications,
highlighting need for houses as adaptable as possible, such that they can continue to be modified more
effectively and cheaply over time (see Andrea’s story in box 2).
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Box 1: barriers to home modifications
Rachel’s story
Rachel, in her 60s, works as an artist, and lives with her partner in a house that they own in Melbourne.
Rachel had polio as a child and now lives with post-polio syndrome. Her mobility is significantly impaired
by partial paralysis, and she can only walk short distances (up to 30 metres), has difficulties sitting up, lifting
herself from a sitting to standing position, dressing and showering, though she continues to perform many of
these activities independently. Her mobility is significantly declining over time and she expects to be in a
wheelchair later in life.
Rachel and her partner bought a house in Melbourne twenty years ago and have continuously modified their
home to meet her changing accessibility needs. These included installing a handrail next to three steps at the
front of the house and constructing a ramp at the back to create level entry, which now serves as her entrance
into the home. She has also modified the toilet, raising it six inches, and installed a hand shower on a sliding
pole and a seat in the bath (her shower is too small to sit in). They have also modified the kitchen to increase
the amount of accessible storage.
They have taken loans to finance these modifications, which otherwise they could not have afforded. But
with limited income, Rachel had difficulty sourcing a competent and reliable builder for these modifications,
instead compromising for an ‘informal’ and cheaper provider who delivered work of poorer quality.
“I was on a knife edge of anxiety the whole time … It wasn’t a very big loan but to me it was just terrifying.
Because on the disability support pension it’s very low fixed income. And to get into any kind of debt on that
is scary.”
Despite these compromises, home modifications have made a substantial difference to Rachel’s life. Rachel
converted her carport into an accessible artist’s studio and commented: “An accessible home means an
accessible workspace.” Having an accessible home is also fundamental to connecting with her family and
friends because she cannot meet them in their inaccessible homes. Her support needs are kept low, and
independence high, thanks to accessibility features a home. Had Rachel’s home not been accessible, she
would have been forced to live in specialist disability housing, rather than living with her partner.
“I wouldn’t be able to live in a home that was not accessible. I’d have to live in some kind of supported
accommodation. So, accessibility in the home means that I can live with my family in my house and be
independent. That’s the main impact.”
As Rachel’s mobility continues to deteriorate, further modifications will be required in her bathroom, which
she describes being in a “makeshift” condition at present. She would also like to create an accessible
emergency exit from her home in case of a fire. But there are challenges getting modifications done. It is
difficult to source an NDIS approved builder due to there being so few of them. Another challenge is finding
accessible accommodation to live in while the bathroom modifications are being done. Furthermore, there is
a limit to how much Rachel’s home can be modified to adapt to her changing conditions: once she requires a
wheelchair, she will need to move, as the house’s hallways and doorframes are too narrow.

Lived experience and social, health and economic impacts of inaccessible housing

Page 18 of 44

Box 2: barriers to home modifications
Andrea’s story
Andrea, in her 20s, is a university student who lives in Melbourne with her family. Andrea fell ill almost a
year ago with a disease that causes her to tremble and to experience seizures. She can walk on a flat surface
for up to twenty metres using a frame for support. As her current home cannot accommodate a wheelchair, at
present she only uses one when she is outdoors. She has difficulty independently carrying out daily activities
such as getting her own food or showering. She uses two shower chairs to assist her with the latter task. She
has not been approved for NDIS and she relies entirely on her family for daily support.
Andrea lives with her parents, siblings, and dog in a two-story house. The house has wide hallways and some
wide doorframes that she can easily walk through using her walking frame. However, her bedroom is located
on the second floor of the house and cannot be moved downstairs as she would then no longer have easy
access to a bathroom. As a result, she must sit and use her arms to push herself up and down the stairs, a
tiring process that restricts her to descending only once per day.
Within her home, a step into the shower makes it difficult for her to access the shower and old, uneven carpet
has caused frequent falls – Andrea sustained four concussions in the past year as a result of tripping and
hitting her head on her bedframe. Getting in and out of her home is also a challenge as every entrance into
the house has steps. Her family investigated installing a ramp, but the cost was too prohibitive. Her father
tried to fabricate a ramp himself, but it did not function well. Andrea’s father – who works in construction had previously registered for a course on accessible housing design, but the program was never run due to a
lack of interest or no one qualified to teach it. Due to the difficulty in getting outside with her dog, Andrea
often crawls around her house and backyard in order to spend time with him.
To solve these problems, her parents decided to move home. Finding a more accessible home was not easy,
and Andrea commented: “Everywhere has steps. You don’t realise until you actually have to look.”
Eventually they found and bought a new single-story house that is not accessible but can be modified to meet
Andrea’s accessibility needs. Unfortunately, it is further away from public transport which will limit
Andrea’s ability to travel independently to study or work. The family intends to undertake modifications,
including a ramp in the entry, a double shower bathroom with a built-in seat and a lower basin, and railings
to the walls, and a modified kitchen with lower countertops. However, due to both financial constraints and
difficulty finding builders who are qualified and willing to do this work, renovations will be completed
progressively after the family moves in. Andrea is particularly anxious about climbing the three steps to enter
the house, and says that while renovations are underway, she will “hide in my room the entire time.” When
the renovations are completed, Andrea hopes that she will be more independent, and need to ask for less
help.
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1.4. Ability to perform domestic activities
Survey respondents living in homes that were not modified or only partly modified, reported inaccessible
housing features further limited their ability to move into and out of their home, and perform self-care and
home-care activities. Home care activities (such as home cleaning) were most limited by housing design, and
movement inside the home was the least limited. Inaccessible housing was more limiting for people with
high support needs, especially in relation to movement inside the house and home care activities (Table 9).
Table 9: Housing design limitations on activities, by self-rated housing accessibility and support needs
Activities limited
Entering and
exiting the house
Internal Mobility
Personal Care
Home care

Low support needs
Accessible
Inaccessible
housing
housing
10.9%
0.0%
7.8%
28.9%
51

60.7%
37.6%
60.1%
75.1%
181

Total

48.4%
25.7%
48.2%
65.9%
232

High support needs
Accessible
Inaccessible
housing
housing
5.7%
1.9%
10.9%
34.0%
165

66.2%
60.5%
65.0%
87.4%
398

Total

48.4%
41.0%
49.7%
73.2%
563

Some participants reported prioritising certain activities over other – for instance by giving up showers - to
reserve their energy for other activities (see for example box 3, Rowena’s story).
Box 3: Domestic activities limitations and trade-offs
Rowena’s story
Rowena, in her 50s, lives in Brisbane and works part-time as a consultant. Prior to falling ill, she worked in
executive roles in the public sector. Rowena was diagnosed with chronic fatigue syndrome at the end of
2016. Her condition causes debilitating fatigue and limits the amount of energy she can expend over a day.
Every action she takes involves a trade-off whereby, for example, the choice to prepare a meal, or work from
home, means doing without a shower that day.
The inaccessibility of her home further limits her choices. To enter or exit her home, Rowena must climb one
flight of stairs – there is no elevator – adding a significant drain on her limited daily energy. Each time she
enters or exits her home means another activity that she needs to forego (e.g. washing up or spending time
with friends or family). She is also concerned about the risk of having difficulty evacuating in the event of an
emergency. Other inaccessible design features include her kitchen. It is draining for Rowena to lift her arms
to reach the shelves. The height of her microwave is causing particular concern as it requires lifting hot food
and could lead to an injury.
As Rowena depends on her livelihood, she prioritises her work when it comes to her energy levels, meaning
that she ends up foregoing other aspects of her life, such as showering, when necessary. However, her latest
medical results suggest that eight hours of work a week is currently too debilitating for her health. Rowena
feels that if her home was designed in a way that enabled her to better balance her energy across the
week, she may be able to sustain the eight hours without compromising her health.
There is no single design feature in her home that renders Rowena’s life impossible, but the culmination of a
number of poorly designed features results in her having to make impossible tradeoffs,
give up fundamental activities, leading to a significantly depleted quality of life. Having to choose between
activities that most people take for granted (e.g. preparing meals versus showering) is an ongoing source of
stress in its own right.
“Because I have a limited energy envelope, and because I’m expending energy from the climbing of stairs
and lifting and so forth, that means I have less energy to do everything else.”

Lived experience and social, health and economic impacts of inaccessible housing

Page 20 of 44

1.5. Ability to study, work, or volunteer
While many survey respondent and survey participants were unable to participate in study or paid/unpaid
employments for reasons other than housing accessibility, for those who could participate housing design
played an important role in either limiting or enabling work or study.
Excluding those for whom this question was inapplicable (i.e. other reasons preventing paid employment),
96.2% of survey respondents with low support needs, and 88.6% of those with high support needs, living in
accessible homes reported their homes were ‘enabling’ to having paid employment. In contrast, 47.9% of
survey respondents with low support needs, and 62.5% of those with high support needs, living in
inaccessible homes reported their homes were ‘limiting’ their ability to have paid employment. Similar
results were recorded for study and volunteer work (table 10).
Table 10: To what extent does the design of your home enable or limit your ability to work, study or
volunteer
Low support needs
Study in secondary, tertiary, or
continuing education
Have paid employment
Do volunteer work

High support needs
Study in secondary, tertiary, or
continuing education
Have paid employment
Do volunteer work

Limiting
Accessible home
Inaccessible home
Accessible home
Inaccessible home
Accessible home
Inaccessible home

6.1%
39.7%
3.8%
47.9%
11.1%
44.8%
Limiting

Accessible home
Inaccessible home
Accessible home
Inaccessible home
Accessible home
Inaccessible home

13.5%
58.3%
11.4%
62.5%
8.0%
57.9%

Enabling
93.9%
60.3%
96.2%
52.1%
88.9%
55.2%
Enabling
86.5%
41.7%
88.6%
37.5%
92.0%
42.1%

Total

Count

100%
100%
100%
100%
100%
100%
Total
100%
100%
100%
100%
100%
100%

33
63
26
73
27
67
Count
89
192
88
208
88
197

Over a third of all survey respondents reported lack of accessible housing has resulted in loss of job
opportunities, loss of existing work, reduction in work hours, or reduced productivity at work (Table 11).

Table 11: Has a lack of accessible housing ever...
Prevented you taking a job?
Reduced your hours of work?
Reduced your productivity at work?
Led to losing or giving up a job?
Total
* of 948 respondents with sufficient data

Count

%*

160
168
194
120
327

48.9%
51.4%
59.3%
36.7%
34.4%

Qualitative and quantitative data suggested housing accessibility reduces productivity and work opportunity
for people with mobility restrictions in four primary ways.
First, limitations or enablers to work or study from home influenced both employment opportunities and
work productivity for those in employment. Survey respondents with both low (40.4%) and high (53.4%)
support needs living in inaccessible homes, reported housing design features limiting their ability to work or
study from home (table 12). In contrast, those who were able to create modified workstations in their home
had significantly improved work opportunities and productivity (see for example box 4, Jack’s story).
Qualitative data suggested limitations working from home have become especially restricting during
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COVID19 lockdowns and the requirement to work or study remotely. However, some participants have been
working primarily from home even before the pandemic.

Table 12: To what extent does the design of your home enable or limit your ability to work or study from
home
Low support needs
Accessible home Inaccessible home
Work or study from home

8.3%

40.4%

Total

High support needs
Accessible Inaccessible
home
home

31.9%

14.0%

53.4%

Total
41.2%

Second, many survey respondents and interview participants reported difficulties finding accessible homes
close to employment opportunities. Those who have lived in accessible homes – often after significant
investment in home modifications – were reluctant to leave their home for a job opportunity.
Third, fatigue from living in inaccessible home and the additional time and energy spent on self-care and
homecare, reduces productivity, motivation, self-confidence, and capacity to work, study or volunteer. For
example, difficulty showering because of an inaccessible bathroom limits capacity to take on any work
outside the house (see box 7, Edna’s story).
Forth, inaccessible housing increased reliance on paid or unpaid support with personal and domestic
activities, limiting ability to take on employment, for example due to reliance on assistance in preparation in
the morning. Those living in accessible homes reported independence in everyday activities, such as selfcare, which also provided greater capacity to take on work or study outside their home (Table 13).
The productivity of informal carers of people with mobility restrictions living in inaccessible homes is also
harmed. Several participants commented on the burden of care placed on relatives – especially parents and
partners – including impact on their ability to work. Some participants who were able to move into more
accessible homes commented this has had enabled their informal carers to take on more paid work.
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Table 13: Survey respondents' comments on housing accessibility impacts of work and study
Inaccessible housing

Accessible housing
Working from home

Limited facilities to provide room for study materials,
laptop etc.
Study room not modified in any way. [Neither] ADHC
nor NDIS are willing to subsidise modification to my
desk area nor study area itself.
I have owned and lived in my house for some 20 years,
which was purchased and (partially) modified soon after
my spinal cord injury (T6 complete paraplegia). I do
hold a permanent part-time job and have done over this
period. Until 2020, this had little detrimental effect on
my working life. However, with the COVID pandemic, I
have found that my house (in terms of appropriate desk
and more particularly "physical space") is NOT meeting
my needs and is limiting my work productivity.
I have a micro business and the lack of space to do my
sewing, so it means I have to go to different places to
work. Loss around 15 hours a week

Accessible housing mean I can work or study whenever I
want.
Accessibility makes it possible. Cannot consider moving
without considering modifying a house

Working from home during COVID has been ...difficult
because of lack of space for an ergonomic accessible
work desk.

Having my modified apartment enabled me to return to
work full time, despite my injury.

I certainly was unable to attend work or study as
because the house was inaccessible, I wasn’t even able to
return home let alone return to work or study. We had to
move to another town and purchase a home. The home
needed a lot of modifications and once this was all done,
I was just then able to return to study.

Working from home has been a dream

Time and energy available for work
Time and energy spent getting prepared for work can
take an overall toll on energy left to get to/from work and
around the workplace.
When the house is inaccessible time it takes to access the
shower and toilet prevented me from taking on paid
employment.
Suitable private rental housing was much further away
from work/study so lost 2 hours a week to travel time.
Energy required to live/clean/cook/shower in rental
housing that didn't meet my access needs meant I
decided to work part time (4 days a week). So, I lost 1
day a week wages + associated superannuation, leave
entitlements + missed promotion opportunities at work
due to being part time employee.
Accessibility directly affects my physical emotional and
mental wellbeing and health. Bad design means extra
effort which means less capacity for work or study. Bad
design means social isolation, and poor mental health.
Good access means equity if enjoyment of space and
relationships.
My apartment has incredibly limiting space in the
bathroom in particular, and this has meant that I have
been late for things, especially when work was still in an
office. The space between the wall, my wheelchair and
the bed is narrow. My closet is largely inaccessible.
Getting ready for anything, but work especially, takes a
long time.
The energy which navigating these stairs takes is
something which I have to factor into every day... That is
not even considering the energy needed to cook dinner or
perform other typical household chores once I get inside

A quiet environment at home, e.g. thick walls, supports
my hyperacusis. [Otherwise], high temperatures (due to
poor shading on windows) worsen my body's heat
regulation and therefore drain my limited energy.
I have a home that makes life easy for me, so I am able
to think and plan for things outside the home. Also, I can
come home to a place that renews me.
Ease of living at home and entering/exiting home
improves energy levels to be able to maintain
employment

If our home was not accessible it would severely limit
social, mental and creative wellbeing which would
impact on ability to sleep/et/bathe suitably and therefore
be in a positive way able to attend waged work and
thereby contribute to paying taxes.
Without somewhere to shower or sleep, good *** luck
trying to hold down a job or focus on other things

I could be more independent and focus time and energy
on family and work instead of worrying how I get around
my house.
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after work. This takes a significant toll on the extent to
which I can be productive during the workday.

Independence
Being unable to shower or dress myself has caused issues
on keeping my employment
When I lived in a rental that had a step at the front door I
really needed other people to always be able to be there
to get in and out of the house which meant there were
times I couldn't leave the house so I couldn't work
I find it hard to lock and open the front door

Difficult moving in house doorways narrow no safe
access into/out of house.
It takes a significant amount of time to get prepared to
leave the home with required assistance to bathe due to
the design of the bathroom. I would not require
assistance if the bathroom had been designed with an
accessible thought process

If my home was not accessible, I would rely heavily on
others for assistance, therefore limiting my ability to
work or study
My accessible home enables me to live independently
and safely on my own.
Living in an accessible home means I’m able to come
and go freely without having to wait on others to assist
me
If I did not have safe, secure, accessible housing I would
not be a PhD or a senior public servant. My study and
career over 30 years depended on it.
Gaining entry and exit of house enables me to participate
in full-time work and occasionally socialise

Accessible housing close to work
I chose a house that was accessible but when work
relocated the drive was quite far. Expensive by taxi but
to find another accessible house precluded a desire to
move closer to work.

It is sheer luck that I found a ground floor Villa. Now
they are all high-rise apartments. I only want to live on
ground floor due to access and safety concerns. If I
didn’t find this home close to public transport, I may not
have been able to work as taxi fares are too expensive
(compared to bus/train)

Due to a lack of even minimal accessible housing I have
had to spend all my disposable income travelling to work
in a taxi because no accommodation was closer.

If I did not have a fully wheelchair accessible home in a
location of my choosing I would have had huge
difficulty finding a job, keeping a job due to the fact it
takes me a long time to get ready in the mornings and
need to be close to my place of work.

Location of houses a long distance away from work,
therefore taking 3 hours get ready for work, 1 hour for
travel so I need to live closer to the city where my work
is. Not enough property close to work.
Having limited accessible housing available means it is
not easy to find a suitable living arrangement that is
close to work, which causes me to have to travel long
distances to my parent's home, limiting the number of
hours I can work each week.
I found it hard to find housing without stairs very limited
as I have had a few falls from being unsteady on my feet.
Spent over two months not being able to work while
looking for accommodation.
I couldn't take internships that would have been excellent
because all rental housing was either luxury or
inaccessible.
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Box 4: Accessible housing and work
Jack’s story
Jack, in his 40s, lives in Sydney. He works part-time for government, studies part-time, and is an active
volunteer in disability advocacy. As a result of a spinal injury twelve years ago, Jack has no feeling from the
neck down, and no capacity to use his arms and legs. He uses a motorised wheelchair and uses his head to
drive the chair and activate other equipment. Since 2010, Jack lives in a group home with three other
residents. The house has been purpose-built for people with spinal injuries and is therefore fully accessible.
Each resident has their own bedroom and ensuite. Accessibility features include wide doors and hallways
and large living spaces that provide ample room for wheelchairs. The front door has a scanner to allow easy
entry. Jack’s ability to use assistive technology within his home has reduced his need for paid support. In
addition, the house is very centrally located providing easy access to footpaths, transport, shops, amenities,
and specialist health services.
Despite its accessibility, living in a group home is challenging. Jack noted the bland, sterile atmosphere of
the house that does not feel homely. Another key challenge relates to working from home. Jack notes that
unlike an able-bodied person who can just open their laptop in the kitchen, for him, working from home
requires an elaborate set-up. He needs a high, adjustable table, multiple computer screens, a microphone for
dictation, and adequate space for his wheelchair. As his bedroom is too small, he has set this up in a shared
room at the front of the house. On the one hand, working and studying remotely from his accessible
workstation at home during COVID19 has allowed Jack to be more productive. On the other hand, he is
worried about the impact his work in a shared space has on his flat mates.
Jack has been approved for NDIS Specialist Disability Accommodation and has begun looking into options
to live on his own. One of the challenges to finding a suitable SDA home is that those available have been
too far from his workplace. Because it takes Jack three hours to get ready in the morning, he cannot afford to
lose additional time traveling to work.
Jack’s experience has also allowed him to appreciate the ways in which accessible design creates
opportunity, as he eloquently articulated:
“I always look at design, not only for the visual things, but also for the hidden things that it brings out and
encourages people to do things. We look at design and think oh yeah, just get him through a door. But no, get
him through a door to get to work, to get on the train. That’s what the right door does, it provides an
opportunity. It’s all about opportunities. And that’s what design does.”
“You’ve got to have a house that helps you produce, helps you participate. Having a house like this, it’s like
an encouragement. It encouraged me to participate. I get up in the morning and I go: jeez, I can get out the
door. And then I went down the road and I volunteered for my Council because I was able to have a good
shower, get in my chair, out the door. It induces me to be productive in the community. That’s what this
house did.”
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1.6. Need for paid or unpaid support
Inaccessible housing increased need for both paid and unpaid support by most (65.8-67.1%) survey
respondents with high support needs. Just over half (51.2%) of respondents with low support needs living in
inaccessible housing reported an increase in need for informal care, and 42.0% of those reported an increase
in paid disability support. Roughly a quarter (23.0-27.8%) of respondents with high support needs, and a
fifth (20.0-18.8%) of those with low support needs living in accessible or modified homes reported a
decrease in their support needs thanks to accessible design (Table 14).

Table 14: To what extent does the design of your current home affect your need for paid disability support or
informal care?

Accessible
home
Inaccessible
home

Accessible
home
Inaccessible
home

High support needs
My need for paid disability support has...
My need for informal care has...
My need for paid disability support has...
My need for informal care has...

Increased

Low support needs
My need for paid disability support has...
My need for informal care has...
My need for paid disability support has...
My need for informal care has...

Increased

31.1%
24.7%
65.8%
67.1%

26.7%
22.9%
42.0%
51.2%

Neither
46.0%
47.5%
28.4%
27.7%
Neither
53.3%
58.3%
54.0%
43.5%

Decreased
23.0%
27.8%
5.9%
5.2%
Decreased
20.0%
18.8%
4.0%
5.3%

Total
100%
100%
100%
100%
Total
100%
100%
100%
100%

Count
161
158
409
404
Count
45
48
176
170

Qualitative data from the survey and interviews indicated the ways in which inaccessible housing increases
support needs, and how accessible housing might reduce these. Participants reported spending high
proportions of their NDIS support funding on support for self-care activities they could have done
independently in more accessible homes (see box 5, Miriam’s story). Beyond the public costs of increased
reliance on paid support, the survey and interview pointed to additional social and health costs borne by
those living with a disability in inaccessible homes, including negative impacts on relationships with
relatives providing informal care; impact on employment opportunities (e.g. reliance on availability of
support to be able to get organised in the morning for work); and reduced sense of independence.
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Box 5: Inaccessibility and support needs
Miriam’s story
Miriam, in her 40s, lives on her own in a social housing unit in Melbourne. She is a Paralympic athlete, but
she has been unemployed since March. She has had Epilepsy and cerebral palsy since birth, and as a result
has trouble walking and occasionally uses a wheelchair, a mobility scooter, or crutches. She used to
receive support from the NDIS but now, due to COVID19, she cannot engage workers.
Although she previously lived in a social housing unit that was accessible, she was transferred to the current
unit which is not. There are two steps in the entry, and there is not enough space to build a ramp. The unit’s
shower is over a bathtub, which she cannot safely use without support. The only modification
she organised was adding handrails.
This inaccessible feature increases her need for paid support, and effectively drains her full NDIS funding
package:
“On the topic of NDIS: because my housing is inaccessible I have basically 25000 a year funding purely to
supervise me [while] showering, which would be completely unnecessary if I had an actual accessible
bathroom. It is completely bonkers”.
Miriam notes it would have been cheaper for the NDIS to pay the difference in rent if she had moved into an
accessible private rental unit, compared to the cost of paid support resulting from housing inaccessibility.
Being dependent on support workers to shower is limiting in many ways, and Miriam highlights the risk of
exposure to staff coming in during a pandemic.
Miriam complained about this situation to the Office of Housing but heard in response that they will not
modify the bathroom and that there is no other unit she could be transfer to. Because of how poorly
accessible her current home is, her isolation has increased. She has less energy to go out. Miriam explained
that most of her energy is spent compensating for inaccessible home design, when she could be using that
energy for improving herself, taking care of her personal appearance, and increasing her self-confidence.
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1.7. Social and family relations
The majority (80.8%) of survey respondents agreed or strongly agreed with the statement ‘I cannot visit
friends and relatives whose homes are inaccessible’. People with high support needs were more likely to
agree with the statement (86.5%) than those with low support needs (66.2%) (Table 15). The level of
agreement (‘strongly agree’ as opposed to ‘somewhat agree’) was also substantially stronger for people with
high support needs. This finding highlights the limits of home modifications in producing a built
environment that provides inclusion for people with mobility restrictions, as even those with accessible
homes remain socially isolated due to limits on visiting others.
Table 15: To what extent do you agree or disagree with the statement “I can’t visit friends and relatives
whose homes are inaccessible”

Low
support
needs
High
support
needs
Total

Strongly
agree
29.9%

Somewhat
agree
36.3%

Neither agree
nor disagree
18.4%

Somewhat
disagree
10.3%

Strongly
disagree
5.1%

Co
unt
234

Agree
(total)
66.2%

Disagree
(total)
15.4%

63.7%

22.8%

5.9%

5.2%

2.4%

593

86.5%

7.6%

54.2%

26.6%

9.4%

6.7%

3.1%

827

80.8%

9.8%

Hundreds of survey respondents added written comments on how being restricted from visiting loved
relatives and friends impacts their sense of inclusion, health, and dignity (Table 16).

Table 16: Selected comments on difficulty visiting friends and relatives
I’m unable to enter any of the homes of friends or families. The only way I can engage with my 92-year-old mother
is either by phone or by meeting her at a cafe somewhere.
Very simple: the only people I can visit are other physically disabled people who live in accessible homes. This
means I can't visit family and friends, who stop inviting me to their homes (pre COVID) and often ends up in lack of
inclusion in most social activities outside the home. If I’m out of sight, I’m out of mind.
I cannot visit anyone that is in an inaccessible house. I miss out on being with family and friends and they meet
without me or we all do not get together. My social and family life is significantly impaired by lack of accessible
buildings every day.
It has a profound effect on friendships in particular as my family make the effort to see me despite their homes being
inaccessible. I have lost touch with friends due to their houses being inaccessible - I have had to turn down
invitations due to inaccessibility, and the embarrassment of their houses not being accessible means I don't get
invited any more.
Unable to visit children in two story houses.
I am a hermit! I communicate with the outside world via computer. Occasionally friends drop by, but rarely.
I feel sad and sometimes depressed that I just can't visit people I love as I can't get into their house.
I have one child, who is married with a child... to see my granddaughter… far less often than I wish… causes me
great pain and misery, envying friends and neighbours who spend a lot of time with their grandchildren, and can
choose to drop in on them, offer to babysit, take them out, etc I feel that my later years of life will remain
emotionally barren and both my grandchild and I will miss out on so much.
I can’t visit my family... I miss out on building a relationship with my nieces because I can’t access their house... I
don’t really have a close relationship with them at all and I feel like, to some extent… I feel like I’ve been a bit
frozen out at times. So, it’s really important that it’s not just my home that needs to be accessible. It needs to be other
people’s homes.
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Beyond the difficulty of visiting friends and relatives in their own homes, survey respondents and
interviewees noted other impacts inaccessible housing has on their social and family relations. Many noted
the struggle of living in inaccessible homes leaves them devoid of energy, and with injured self-confidence
and mental health, impacting their ability to socialise. Many have also commented that inaccessible housing
creates increased reliance on others – especially parents and partners – for support with everyday tasks, and
the burden of care can severely strain relationships. Restricted housing options due to housing inaccessibility
(see section 3.7) also isolates people with mobility restrictions from their family and social networks,
including barriers to living together with an intimate partner (see box 6, Kelly’s story).
Having an accessible home thus can relieve some of the pressures on social and family lives, by reducing
reliance on family for support with everyday domestic tasks; freeing up energy previously spent on
negotiating inaccessible homes for socialising; improving self-confidence to socialise; and creating a space
where friends and family both with and without disability can visit (Table 17)

Table 17: Impact of inaccessible housing on social and family relations
Inaccessible housing

Accessible housing

Lack of energy, injured self-confidence, and mental health pressures due to inaccessible housing makes it difficult to
maintain relationships
The less accessible my house is, the more energy it
takes for me to do the most basic things, leaving no
energy left for social relationships or a life in general.

[social life improved] Immensely! Good access means good
self-worth, self-capacity, independence and, selfmotivation, energy for life rather than struggling for day to
day tasks.

Living in inaccessible housing has negatively affected
Without accessible housing I would not have the freedom
my wellbeing and mood, so I didn’t have energy to have of movement or energy to care for my children
friends and family over
Living in inaccessible housing increases the care burden on family and friends, straining relationships
Struggle to maintain relationships due to accessibility
issues or lack of accessibility, entirely. Too much strain
on other person to do tasks that I otherwise am fully
capable of doing, had there been minor adjustments.
Leads to “carers” having resentment and leaves Self
vulnerable to neglect and abuse.

When living with my parents I couldn't always have friends
at home but now in my own fully accessible house and
without my parents (24/7 Support workers instead) I can
have friends over or I can go out to social events my
parents couldn't take me to. Now my parents can be Mum
& Dad not my carers.

The less accessible my house is the more I depend on
my family for help, which definitely hinders our
relationships on multiple levels.

Having an accessible home enables me to independently
assist around the home, decreasing my reliance upon others
to assist me, thereby improving my relationship with my
wife and children.

Having an accessible home makes it easy to be visited by friends and family
My elderly parent and my sister cannot visit due to the
stairs, as they both have bad backs. My mother also has
problems with her hips.

Having an accessible bathroom on the entry level means
that my friends with mobility impairments can visit me.

I have many friends in wheelchairs who cannot visit my We built this house specifically for access and have a
home. We have to pay for venues if we want to do an
brilliant toilet design which means, two friends with
activity, which usually means we don't do them.
wheelchairs can visit for a long time (pre COVID19) as
they are able to use our toilet

The pain of not being able to visit family and friends in their homes was equally shared by research
participants who lived in accessible homes, and those who did not. However, those who lived in accessible
homes had greater capacity to host friends and family in their home. Those living in inaccessible housing –
low and high support needs alike – were more likely to agree with the statement “Friends and family can’t
visit me because my home is inaccessible” (Table 18). Qualitative data suggested many people who have
friends or relatives with a disability, and thus the inaccessibility of their home is a barrier to having friends
over. One participant commented: ““it is disappointing that my friends with disabilities can’t come
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over to my house because it is inaccessible. It disconnects me from my community, my disability
community”.
Table 18: To what extent do you agree or disagree with the statement “Friends and family can’t visit me
because my home is inaccessible”
Agree
(total)
Accessible
housing
Inaccessible
housing
Total

Disagree
(total)

8.7%

78.8%

32.3%
26.2%

44.3%
53.2%

Box 6: Housing accessibility and social and family relationships
Kelly’s story
Kelly, in her 40s, is a mental health professional. She was born with spina bifida and has severe scoliosis,
and uses a manual wheelchair since she is not able to stand or walk.
Kelly rents a detached social housing unit, in which she has been living on her own for close to 20 years. The
unit was built to standard accessibility specifications. However, some features of the house do not meet her
personal needs, including the laundry trough and kitchen shelves that are too high, and insufficient space
to comfortably maneuver her wheelchair, especially in the bathroom. Nevertheless, Kelly says the house is
good enough for her to get around to do what she needs to do.
Her main concerns relate not the accessibility of her own home, rather those of her family and friends. Kelly
is a very social person, but access barriers significantly restrict her from spending time with her family and
friends. She cannot visit her friends at their inaccessible homes without assistance to be able to move around
and use their toilets. She commented:
“… we are no longer stuck in institutions, but we are stuck at home because of poor design.”
Her father recently contracted builders to construct a new home that was supposed to be fully accessible, yet
his plans were met with pushback from the builders who rejected critical accessible design features he asked
for. This was extremely disappointing for Kelly who had been eagerly looking forward to finally be able
to gather with her extended family in her father’s home. Kelly is convinced this would not have happened if
minimum accessibility standards were included in the building code.
Housing accessibility also impacted her long-term intimate relationship with an able-bodied partner of 20
years. They have not been able to move in together due to the difficulty finding housing that is designed
for an inter-abled couple. For example, her kitchen bench has been lowered to meet her needs but would be
uncomfortable for her partner to use. The unit is also too small, and with another person around it would be
difficult for her to move around.
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1.8. Health and risk of injury
Housing accessibility or inaccessibility has significant impact on self-reported mental health and wellbeing.
60.0-60.1% of respondents living in accessible housing reported improved mental health and wellbeing,
thanks to the accessibility of their home. In contrast, 71.7% of people with high support needs, and 50.0% of
people with low support needs, living in inaccessible housing reported worsened mental health and wellbeing (Table 19).
Table 19: To what extent has the accessibility standard of your current home - and ability to get in and
around the home - affected your mental health and wellbeing?
Worsened
Low support
needs

High support
needs

Accessible
home
Inaccessible
home
Accessible
home
Inaccessible
home

No
Impact

Improved

Total

Count

15.6%

24.4%

60.0%

100%

45

50.0%

34.7%

15.3%

100%

176

16.6%

23.3%

60.1%

100%

163

71.7%

16.2%

12.1%

100%

414

Worsened mental health was a consequence or culmination of the various impacts discussed in other
sections:
•
•
•
•

•

fatigue caused by spending more time and effort completing everyday self-care and home-care chores
due to inaccessible housing features (especially stairs, and inaccessible bathrooms and kitchens)
social isolation due to difficulty socialising with friends and family
strained relations with family members providing additional informal care due to inaccessible housing
anxiety about risks posed by inaccessible housing, including risk of injury (table 20), being forced to
move into a nursing home or other residence; or being unable to escape the house in the event of fire or
another emergency. Such anxieties were reinforced by past traumatic experiences of injury. Some
participants who moved out of shared supported accommodation noted experiences of abuse in such
settings, increasing their current anxiety of being forced to move back to shared accommodation due to
accessibility constraints in their own home.
reduced self-confidence and sense of self-worth due to increased dependence on formal and informal
support for everyday chores (table 21)

Inaccessible housing design also posed physical health hazards, and many participants reported repeated
injuries in their homes (see boxes 7 and 8, Edna’s and Ian’s stories). Most survey respondents (75.9% of
those with low support needs, and 83.6% of those with high support needs) living in inaccessible homes
reported concern about the risk of injury in their home, compared to only 36.4%/32.1% of those living in
accessible homes. The level of concern reported (‘very concerned’ as opposed to ‘somewhat concerned’) was
substantially higher for people with high support needs.
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Table 20: How concerned are you about risk of injury because of difficulty getting in and around your home
related to the accessibility of your home?
Housing

Low support
needs

High support
needs

Accessible
home
Inaccessible
home
Accessible
home
Inaccessible
home

Very
Concerned

Somewhat
concerned

Concerned
(total)

Not
Concern
ed

13.6%

22.7%

36.4%

63.6%

22.4%

53.4%

75.9%

24.1%

16.0%

16.0%

32.1%

67.9%

49.9%

33.7%

83.6%

16.4%

Tota
l
100
%
100
%
100
%
100
%

N

44
17
4
15
6
40
9

One participant interviewed commented that the health impacts of inaccessible homes are often overlooked
by health professionals, or are inadequately addressed through medical interventions rather than design
interventions, because of the nature of clinical assessments:
“So often people who are seen in the medical sector, are only seen in their clinical situation, or their
surgery, they are not seen in their home, but when you actually go to somebody’s house and see what the
access is like within it, it has huge implications on how they live and how they get around. And a lot of
people don’t understand that’s the barrier, and that it can be removed, you know?”
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Table 21: Selected quotes on mental health impacts of accessible and inaccessible homes
Mental health deterioration in inaccessible homes
Mental health improvement in accessible homes
Social isolation / belonging
It is very depressing to not be able to go out easily, or
We have a home that is easily accessed by anyone, so
have friends visit because my house is inaccessible. It
visits by other people with disabilities are easy, and they
makes me feel very isolated and alone.
find that rare.
I feel isolated, because it takes so much energy and effort The fact that my apartment is accessible, improved my
to get in and out of my home. ... I feel hopeless
mental health tremendously! I feel included in the
sometimes because housing accessibility is probably my
community. I can go anywhere, invite my friends, etc.
biggest barrier to achieving independence, but I'll never
get there if houses aren't built with disabled people in
mind.
Not being able to fully access my friend’s homes and
Because I was able to easily modify my existing family
have them access my homes has had a huge impact on
home, I have been able to remain at home with my
my mental health. It feels like it is my fault for not being young family despite my increasingly poor mobility.
able to find an accessible place. I also feel disempowered This has given my life meaning. We also welcome
because when my health is bad, I have to ask friends and family and friends to our house... Without the
family for help because my own home is not fully
modifications to our own home I would have been forced
accessible.
to move to a nursing home because of my high needs.
Access to my shower and toilet isn't easy and it's hard as Means I can live a near to normal life and have time with
my partner needs to help me shower. This often makes
my baby daughter.
me procrastinate showering/self-care etc as showering
already makes me unwell and fatigued as it is which then
makes me feel horrible and gross.
It has dehumanised me to the point that I have become a
It has allowed me to have showers with an attendant
recluse and am suicidal.
rather than just sponge baths, so has made me feel
cleaner.
Anxiety / Security
My greatest fear is becoming homeless due to the
Happy, knowing I have future options that can be used to
inaccessibility of housing. It has led to suicidal thoughts. allow me to stay in my home longer if my condition
deteriorates.
If I can open the front door I won’t burn to death… it is
It is an enormous relief to live in an accessible house and
really frightening. That one modification would be
I know that as my condition is most likely to worsen, I
fantastic. I would really like to be able to get out of
am still secure here in my home with my husband.
the front door.
I'm not confident in my ability to stop myself falling it's
Having a house of my own that is modified to meet all
made me fearful and reclusive.
my accessibility needs has given me a feeling of stability
and confidence for my future that I have never felt since
I acquired my disability 24 years ago…knowing that my
everyday life is so much easier, my physical needs are
met and this will be my home for the rest of my life.
When my ability to move around my house is hampered
If I can move easily around my home and attend to all
by low accessibility; It usually leaves me in more pain
my daily living requirements, like everyone else can, I
and being less productive, which makes me anxious, and feel more relaxed, independent, and resilient.
makes my depression worse.
I worry now that I won't get better or more mobile so
I feel grateful every day that I now live in a purpose built
will I be able to keep living at home? Going into aged
fully accessible home of my own. I feel safer, more
care terrifies me, especially now with the pandemic.
secure, it has led me to feeling free and liberated.
Bathing and self-care is traumatic and upsetting with
Because I am lucky to live in an accessible home with
physical risk which is stressful and makes me anxious
my daughter, I am actually more mobile which has
and upset leading to self-harm.
helped improve my independence which has been
wonderful for my mental health. Also, the fact that I
don't live with the constant fear of falling.
Withering / Flourishing
The less accessible my house is, the more I am reliant on I am more in control of my life and that means
carers and loved ones, which has a huge impact on my
everything.
mental health and wellbeing. I highly value my
independence.
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Mental health deterioration in inaccessible homes
I’ve felt stuck and limited by my home. I get frightened
by the insular nature of staying home. Unsettled sleep I
find I get headaches stress and anxieties.
I used to have a passion for cooking and can’t, nor to do
my study or hobbies, I have become more depressed as I
feel the environment has taken me from rather
independent to fully dependant beyond need, general
apathy and frustration.
Not being able to turn on taps results in me crying every
day.

Mental health improvement in accessible homes
Being able to enter and exit my home, and shower
independently, has improved my sense of self-worth.
My current house is very accessible and located near
town and activities I enjoy.

Living in an accessible home means I’m able to do more
things independently which has a positive impact on
mental health. I don’t feel like a burden anymore.
I look at the steps to my front door from my wheelchair
It feels wonderful to be able to enter and leave my home
and I am defeated. There is no way around it and you
independently without assistance. This is something
can't sugar-coat it.
everybody should be able to do.
Sense of home
It just feels awful. It feels like I'm fighting the space
We adapted this house to serve us in this period of our
that's supposed to be a sanctuary for me.
lives. is very comfortable so we are content.
It is extremely depressing to be incapacitated by the
I can’t imagine living in a house where you haven’t seen
limitations of your own house. To own rooms you
every inch of the house you live in. Having a house that
cannot go into, to not be able to exit from all areas, to not allows me to get to every part of it means I am included
be able to access the backyard. To not be able to get a
in every part of day to day life.
drink from the fridge or use the stove.
Not being able to access all of my garden, watching my
Having an accessible house makes even my worst days
lawns get full of weeds and overgrown. Unable to reach not as bad as I can still function around the house
areas in my house to clean, frightened of falling in my
without any issue or frustration.
shower… Not being able to get to the pantry because the
doors open outwards and block access. I don't know
what is in the pantry until someone comes and I can ask
them. I cannot access furniture in bedroom because I am
in a wheelchair. I don't know what is in them anymore...
I find the whole situation very depressing.
My home is supposed to be my space and yet even here I I was very happy when I moved into my home because
can’t do basic things. It weighs hard on your heart.
everything from showering to watering my garden was
so easy... I had not been able to water a garden for 20
years.
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Box 7: Health and risk of injury
Edna’ story
Edna is a self-employed professional working from home – a private rental unit - on a casual basis. She’s
lived with muscular dystrophy for her entire life. It is a progressive disease that has become more debilitating
over time. When Edna moved into the unit, she was still able to walk, and the unit seemed to meet her needs
at that time. However, within fifteen months an injury in her home led to her losing the ability to stand and
walk. She was pulling a trolley carrying her meal over a slight step, lost her balance and fell. This accident
could have been prevented if there had been a step-free threshold. The unit is poorly designed to meet her
current needs and abilities, significantly enhancing her need for paid support funded by the NDIS. More so,
Edna is anxious about the risk of another injury at home.
Edna worries that if she were to fall within the cramped conditions of her shower and toilet, she might
seriously injure herself or become stuck and unable to ask for help. She is also worried that the set up in her
home could lead to her support workers being injured. For example, while Edna’s unit has two bathrooms,
both are too small to accommodate the mobility aids that she requires. Entering and exiting without a rolling
chair demands too much effort and is so time consuming and exhausting that she skips showering when she
needs to go out in the morning. This gives rise to anxiety about her hygiene and
odor throughout the entire day and restricts her ability to work outside her home.
Her ensuite bathroom has been set up for toilet use, however as there is inadequate space for her toilet
transfer bench, she has to reverse on her wheelchair out of the bathroom, often hitting the door on her way
out. These safety hazards due to the cramped conditions and lack of accessibility features prey on her mind:
if she falls, she could get stuck without no one to assist.
Edna’s housing choices are highly restricted. Many of the design problems in her home are structural in
nature and thus not easily modifiable, especially given that this is a private rental unit. She cannot afford to
buy her own home, even with the assistance of family members who are willing to contribute. She cannot
return to her parents’ home - while they had thought that they were building her an accessible home, now
that she is in a wheelchair, this is no longer the case. Edna has been approved to move into Specialist
Disability Accommodation (SDA) but has many concerns about this transition, particularly around lack of
choice over housemates, being forced to move further away from her family, a perceived loss of freedom and
autonomy as well as health concerns relating to group living during a pandemic. Edna has already spent three
months in a transitional nursing home and describes a lingering feeling of being “fenced in”.
Edna describes her home as a prison and points out the kinds of restrictions many Australians experienced
for the first time during COVID19 lockdowns, for her are just an ordinary routine:
“I came home and there were months at a time when I was stuck at home. I couldn’t go to my friends’ place
because I couldn’t use their toilets, or I couldn’t get in the door or whatever it was. All I could see out the
backyard at that time was a dead garden and a fence and no view to the outside world and that was really
isolating. And people would say, ‘I’ll come around and visit you.’ It didn’t make any impact on my mental
health because I still had that same feeling when I came home that my home was a prison and not a home.
So, the joy of moving out and being by myself and getting my own space just disappeared after that
experience. And I felt like it was a prison. This lockdown is not my first rodeo. I’ve built resilience prior to
this.”
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Box 8: Health and risk of injury
Ian’s story
Ian is a retired homeowner and has lived with his partner and his two sons in a freestanding house
in Melbourne for twenty years. He has paraplegia due to a spinal cord injury that occurred 35 years ago. He
uses a manual wheelchair for his daily activities.
He has been able to modify his current home to meet his accessibility needs, at a cost of approximately
28,000 AUD funded by insurance compensation. He fully renovated the bathroom with a flat entry for the
wheelchair, a rolling shower chair, and reinforced floor and walls to support the hoist and handrails. He has
also installed ramps in the front and back door and widened a few doorways. The modification that most
reduced his need for assistance from others was an overhead hoist that allows him to go into bed without
help despite his arms and shoulder muscles’ deterioration. Nevertheless, he still needs assistance transferring
into a seat, accessing the shower, for dressing and undressing.
Before the modifications of his home, Ian broke his leg several times from falls when transferring to a seat,
but thanks to the modifications he is no longer concerned about such injuries. However, he expects his sons
to move out of the house, and the need to relocate with his wife to a smaller home, which might require
further investment in home modifications.
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1.9. Housing choice: Ability to stay or move home
The shortage in accessible housing limits housing choice for people with mobility restrictions in two ways:
firstly, by increasing the risk of forced moves due to the inaccessibility of their own homes; and secondly, by
limiting the range of housing options they can choose from should they move home on their own volition.
Participants living in inaccessible homes were more likely to express concern about the risk of being forced
to move to another residence (68.0% of those with high support needs, and 55.7% of those with low support
needs), or to a nursing home (58.9% and 45.0% respectively). This compares with a minority of people
living in accessible homes who reported similar concerns, demonstrating that accessible home significantly
reduces such risks (Table 22).

Table 22: How concerned are you about the following impacts related to the accessibility of your home?
Low support needs

Housing

Being forced to move to
another residence
because of difficulty
getting around your
home
Being forced to move to
a nursing home because
of difficulty getting
around your home

Accessible
housing

High support needs

Housing

Being forced to move to
another residence
because of difficulty
getting around your
home
Being forced to move to
a nursing home because
of difficulty getting
around your home

Accessible
housing

Inaccessible
housing
Accessible
housing
Inaccessible
housing

Inaccessible
housing
Accessible
housing
Inaccessible
housing

Very
Concerned

Somewhat
concerned

Concerned
(total)

Not
Concerned

Total

N

13.6%

20.5%

34.1%

65.9%

100%

44

29.5%

26.1%

55.7%

44.3%

100%

176

18.2%

9.1%

27.3%

72.7%

100%

44

22.2%

22.8%

45.0%

55.0%

100%

171

Very
Concerned

Somewhat
concerned

Concerned
(total)

Not
Concerned

Total

14.5%

10.1%

24.5%

75.5%

100%

159

41.2%

26.9%

68.0%

32.0%

100%

413

20.1%

8.8%

28.9%

71.1%

100%

159

36.9%

22.0%

58.9%

41.1%

100%

404

N

For people with mobility restrictions who do wish to move home, the shortage in accessible housing
significantly limits the choices available, especially for those with high support needs. Most (56.6%) people
with high support needs living in inaccessible housing wanted to move home but were limited in doing so,
reflecting again the detrimental effects of housing inaccessibility. Difficulty finding accessible housing was
the most significant barrier to moving home. Nearly half (48.5%) of people with high support needs living in
inaccessible homes, and close to a third (31.2%) of those living in accessible homes, reported a desire to
move home but being limited by difficulty finding accessible housing elsewhere (Table 23). Private renters
were three times as likely to want to move home but be limited because of difficulty finding accessible
housing than homeowners (Table 24).
The difficulty finding an accessible home is evident in both Ken’s story (box 9) and the quotes below:
“There is not great awareness within the broader community about how little accessible housing is
available. I think that there is an expectation that people with a disability… don’t have a family or don’t
have pets or don’t have a job and so can live in an apartment by themselves. However, we have families, we
have jobs and we have pets and we have a right to have all those things, but that means that we should have
housing options that suit us.”
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“When I went through a property settlement and the court ordered me to sell my accessible house, I was very
anxious and quite terrified that I would not find an accessible home with the amount [of time] the court gave
me… there was insufficient stock of accessible homes available. It was a terrifying time and caused me great
anxiety, depression and sleepless nights.”
Other interview participants and survey respondents pointed out the difficulty to hold on to jobs – or to seek
new ones – while searching for an accessible home in a market where these are a rare commodity.
Table 23: Does a difficulty finding accessible housing limit your ability to move home? By support needs
I would like
to move
home, but
limited
because of
difficulty
finding
accessible
housing
Low support
needs

High support
needs

Accessible
housing
Inaccessible
housing
Accessible
housing
Inaccessible
housing

I would like
to move
home, but
limited for
reasons other
than
accessibility

I am not
interested in
moving home
right now

Total

Count

11.9%

4.8%

83.3%

100%

42

23.5%

15.3%

61.2%

100%

170

31.2%

8.4%

60.4%

100%

154

48.5%

8.1%

43.4%

100%

394

Table 24: Does a difficulty finding accessible housing limit your ability to move home? By tenure

I own this home

Low
level

Severe
level

I rent this home
(private rental)

Low
level

Severe
level

Accessible
housing
Inaccessible
housing
Total
Accessible
housing
Inaccessible
housing
Total
Accessible
housing
Inaccessible
housing
Total
Accessible
housing
Inaccessible
housing
Total

I would
like to
move
home, but
limited
because of
difficulty
finding
accessible
housing
10.3%

I would like
to move
home, but
limited for
reasons other
than
accessibility

I am not
interested
in moving
home right
now

0.0%

89.7%

100%

11.7%

8.5%

79.8%

100%

11.4%
18.8%

6.5%
1.6%

82.1%
79.7%

100%
100%

24.6%

6.0%

69.4%

100%

22.7%
0.0%

4.5%
0.0%

72.7%
100.0%

100%
100%

39.5%

18.4%

42.1%

100%

36.6%
33.3%

17.1%
16.7%

46.3%
50.0%

100%
100%

70.1%

9.3%

20.6%

100%

66.1%

10.1%

23.9%

100%
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Box 9: Lack of accessible housing and housing choice
Ken’s story
Ken moved out of supported accommodation (group home) after experiencing abuse. To avoid Ken moving into a
nursing home – and while waiting on an NDIS decision on SDA funding - his mother searched for a private rental unit
where Ken could live. His mobility is very limited. Ken uses an electric wheelchair outside the house and a walking
frame inside the house. He needs an accessible home with a fully accessible bathroom and a Hi-Lo bed, in addition to
24/7 support.
The search for an accessible and affordable home in a location that was easily accessible to a pool of support workers,
took almost a year, and involved inspections of 32 rental listings. Eventually they found and compromised on a
standalone house that was modified to be only partly accessible, with a ramp at the entry into the house and a
small partly accessible bathroom. The internal layout means Ken cannot use his electric wheelchair inside the house,
and his walker only narrowly fits through the doorways and hallways, leaving only an inch on either side. Ken likes to
help with meal preparation, but the kitchen design does not allow him to do that. The bathroom is partly accessible, but
there is barely enough room to fit in a shower chair, Ken’s incontinence aids or a support worker to safely assist him.
Ken’s mother invested time and money in small modification to the house, including a ramp in the rear entry to
facilitate backyard access. The landlord approved those modifications because they were planning to knockdown and
rebuild the house anyway. However, this of course creates uncertainty about the long-term sustainability of Ken’s
tenancy. In these circumstances the NDIS will not approve funding for further modifications, even if recognized as
necessary.
With the outbreak of COVID19, because of difficulty getting support workers to visit his home, as well as his being
highly immunocompromised, Ken moved back to live with his mother temporarily. He continues to pay rent on the now
vacant property to maintain the lease, since finding an alternative home that meets Ken’s accessibility requirements will
be again extremely difficult and long.
Trapped in a home that does not meet some of his basic needs, but unable to find alternatives, Ken’s mother
commented: “A safe home to stay happy and healthy shouldn’t be impossible to do.”
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4. Conclusions
1) Existing strategies such as the voluntary building code, reliance on home modifications or
provision of accessible social housing have failed to deliver accessible housing for most people with
mobility restrictions. Building all new homes to accessible standard will be the most effective way
to address the shortage in accessible housing.
The existing reliance on voluntary construction of accessible homes, or postconstruction modification of
inaccessible homes has not delivered accessible homes for people with limited mobility, leaving most people
with mobility restrictions in homes that do not meet their needs. Ability to finance or access funds for home
modifications is unequally distributed, and there are major barriers to home modifications in private rental,
or in homes with structural physical constraints. Most modifications undertaken only partly address the
accessibility needs of people with mobility restrictions. Home modifications do not adequately address
changing needs over time. Most importantly, modifications only in the homes of people with mobility
restrictions limit their housing choice and increase their social isolation.
CIE7 notes provision of accessible social housing as a strategy to improve housing accessibility for people
with mobility restrictions, however there is a severe shortfall in social housing; and our study also found the
majority of people with mobility restrictions in social housing still live in homes that do not meet their
accessibility needs.

2) Inaccessible housing severely harms the dignity, freedom, social inclusion, health and wellbeing of
people with mobility restrictions.
The report presented robust quantitative and qualitative evidence of the harms caused by inaccessible
housing.
•

•

•

•

7

80.8% of survey respondents agreed or strongly agreed with the statement “I can’t visit friends and
family whose homes are inaccessible”. The stories behind this statistic are profoundly disturbing: people
with mobility limitations unable to visit their elderly parents, losing connection with siblings and close
friends; not being invited to family gatherings; missing out on social events; and living ‘hermit’ lives that
many participants have described in terms of deep loneliness and isolation.
71.7% of people with high support needs, and 50.0% of people with low support needs, living in
inaccessible housing reported worsened mental health and wellbeing. The difference accessible housing
can make was illustrated starkly in contrasting comments made by two participants. One, living in an
inaccessible home vividly described the despair she feels because she is not able to access rooms and the
garden in her own home, “watching my lawns get full of weeds and overgrown”. The other woman
moved into a new accessible home and expressed the joy of being able to water her garden for the first
time in 20 years.
Participants with high support needs living in inaccessible homes were anxious about the possibility of
being forced to move to another residence (68.0%), or to a nursing home (58.9%). One participant said:
“My greatest fear is becoming homeless due to the inaccessibility of housing. It has led to suicidal
thoughts.” For another participant, having an accessible home meant she was able to remain at home
with her young family despite increasing support needs, which otherwise would have forced her to move
into a nursing home. The accessibility of her home, and the things it made possible, “has given my life
meaning.”
Nearly half (48.1%) of people with high support needs living in inaccessible homes, and close to a third
(30.7%) of those living in accessible homes, reported a desire to move home but being limited by
difficulty finding accessible housing elsewhere.

CIE, 2020, p. 2
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Such impacts must not be measured exclusively in dollar value; rather, the social justice argument for
addressing the indignities and harms experienced by people with mobility restrictions must be front and
centre to the RIS Consultation considerations.

3) CIE’s cost-benefit analysis underestimated the economic costs of inaccessible housing, by ignoring
impacts on workforce participation of people with mobility limitations; underestimating the
impact on paid and unpaid support needs; underestimating the negative impacts on mental health
and wellbeing; and, underestimating the extent to which a shortage in accessible housing limits
housing mobility.
3a) CIE discounted the impact of inaccessible housing on workforce participation by people with mobility
limitations
In estimating the ‘size of the problem’ and quantifying costs of inaccessible housing, the CIE did not
consider impact on workforce participation of people with mobility limitations. Our data shows close to onethird of people with mobility restrictions surveyed reported job losses, missed job opportunities, reduced
working hours, or reduced productivity at work.
Excluding those for whom this question was inapplicable (i.e. other reasons preventing paid employment),
96.2% of survey respondents with low support needs, and 88.6% of those with high support needs, living in
accessible homes reported their homes were ‘enabling’ to having paid employment. In contrast, 47.9% of
survey respondents with low support needs, and 62.5% of those with high support needs, living in
inaccessible homes reported their homes were ‘limiting’ to having paid employment. As one respondent to
the survey stated: “Without somewhere to shower or sleep, good *** luck trying to hold down a job or focus
on other things.”
Many survey respondents and interview participants reported difficulties finding accessible homes close to
employment opportunities. Those who have lived in accessible homes – often after significant investment in
home modifications – were reluctant to leave their home for a job opportunity. For those who lived in in
inaccessible homes, fatigue and the additional time and energy spent on self-care and homecare, reduced
motivation, self-confidence, and capacity to work, study or volunteer.
CIE also ignore that the monetary benefits from work can largely be removed because of a lack of accessible
housing close to work or public transport. As one respondent stated: “Due to a lack of even minimal
accessible housing I have had to spend all my disposable income travelling to work in a taxi because no
accommodation was closer.”

3b) CIE underestimated the impact of inaccessible housing on support needs.
CIE expressed scepticism as to the relevance of Carnemolla and Bridge’s8 evidence that housing with
accessibility features reduces care needs. The CIE questioned whether the sample investigated by
Carnemolla and Bridge is representative of the general population with mobility limitations living in
inaccessible housing. It also argued Carnemolla and Bridge’s findings relate to home modifications, which
are tailored to the specific needs of the recipient and are not always aligned with the proposed universal
accessibility standards for new build.
Addressing both CIE concerns, our report presented data on a much larger sample of participants than those
examined by Carnemolla and Bridge, and still validates their conclusion, demonstrating that the reduction in
support needs associated with accessible housing – including both newly built accessible housing and
modified housing – is widely applicable for the general population of people with mobility restrictions.

Carnemolla, P. and Bridge, C., Housing Design and Community Care: How Home Modifications Reduce Care Needs
of Older People and People with Disability, International Journal of Environmental Research and Public Health, 2019.
8
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Furthermore, our findings suggest CIE underestimated the range of everyday activities for which paid
support is provided9, and which can be reduced by accessible housing. The CIE has focused exclusively on
paid and unpaid assistance with mobility tasks. In contrast, our analysis shows that inaccessible housing also
significantly increases need for assistance with self-care and other domestic activities (Table 9).
In estimating impact on support needs, CIE excluded those living in housing that has already been modified
due to disability or age, assuming that modified housing is already accessible (p. 140). However, our analysis
shows that most people whose homes have been modified, consider these modifications to address their
needs only partly, and they too require additional paid or unpaid support due to inaccessible homes (Tables 4
and 14).

3c) CIE underestimated the impact of inaccessible housing on mental health.
Our findings point to two shortcomings in the way CIE estimated the impact of inaccessible housing on
mental health.
Firstly, CIE only measured impacts on mental health as an indirect outcome of loneliness. The evidence in
our study demonstrates that living in inaccessible housing is detrimental to mental health in many other
ways, including the frustration, fatigue and indignity of not being able to complete everyday tasks of
movement, self-care and home-care; being reliant on others for support, and the strain this puts on family
relations; the ongoing anxiety associated with fear of injury, forced removal from home, or inability to
escape home in the event of fire or another hazard; and an undermined sense of home, security and selfworth (“My home is supposed to be my space and yet even here I can’t do basic things. It weighs hard on
your heart.”).
Secondly, CIE underestimated the extent to which inaccessible housing contributes to loneliness and social
isolation of people with mobility restrictions. Drawing on SDAC data, CIE10 commented as follows:
“There were a further 309 000 people who reported avoiding visiting family and friends due to their
disability (this excludes the overlap between those that also had difficulty accessing another person’s house).
However, it is not clear that they avoided visiting family and friends because their housing was inaccessible
or for some other reason related to their disability.”
Our data removes any doubt as to whether inaccessible housing is the primary barrier to visiting family and
friends: 80.8% of survey respondents agreed with the statement that they cannot visit friends or family living
in inaccessible housing. Comments made in the survey and interviews also confirmed that inaccessibility was
the primary reason for not being able to visit friends or family.

3d) CIE underestimated lack of accessible housing impact on residential mobility
CIE11 argued that “even if more accessible dwellings become available, there are a range of factors that
suggest that the number of people who would choose to move to a more accessible dwelling would likely be
relatively low for owner-occupiers.”
CIE12 based their analysis on SDAC data on those who have already moved homes and their reasons to do
so. However, as acknowledged by CIE, this method discounts those who wish to move but are unable to do
so due to lack of accessible housing. Our data presents strong evidence that most people with mobility
restrictions living in inaccessible housing wish to move home, and the primary reason they are unable to do
so is difficulty finding accessible housing (table 22).

CIE, 2020, p. 140
p. 157
11 p. 91
12 p. 146-7
9

10
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Challenging the CIE assumptions, while desire to move home is stronger among private renters than it is
among owner occupiers, 22.7% of homeowners with high support needs would like to move home but are
limited because of difficulty finding accessible housing (table 23). This data suggests the ‘sorting’ process
that will see new accessible housing stock allocated to people with mobility limitations can be faster than the
CIE assumptions, and the associated benefits thus higher.
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Contact: Dr Ilan Wiesel, School of Geography, ilan.wiesel@unimelb.edu.au
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Appendix 3
Preliminary findings: audit of accessible features in new build house plans
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Accessible Housing – The Way Forward
Supplementary Information provided to the Australian Building Codes Board Consultation RIS
The Melbourne Disability Institute (MDI) and the Summer Foundation are pleased to provide this
supplementary information following our meeting with representatives from the Australian Building
Codes Board (ABCB) and the Centre for International Economics (CIE) on 17 September. This
supplementary information should be read in conjunction with our submission.
The time constraints during the online meeting of 17 September 2020 did not permit full discussion
of important economic considerations associated with the Regulatory Impact Statement (RIS) or the
qualitative study. Therefore, the following information is provided to assist CIE in their finalisation of
their evaluation, and for the ABCB’s consideration of the results.
This supplementary information adds further weight to our core recommendation that
governments adopt Option 2, which would set minimum mandatory standards for accessible
housing at the Gold (LHDG) standard.
Supplementary Economic Information from Andrew Dalton and Professor Rob Carter
The supplementary economic analysis from Mr Andrew Dalton and Emeritus Professor Carter is at
Appendix A. In essence, it addresses four key issues.
First, Dalton and Carter have reaffirmed that the Willingness to Pay (WTP) approach, favoured in
their original report, continues to be strongly preferred. This contrasts with the CIE preference for
the problem-reduction approach.
The Dalton and Carter approach is based on the close alignment between the WTP approach and the
Social Cost Benefit Analysis (CBA) Guidelines for Regulatory Impact Statements, where importance is
placed on fully reflecting the balance between costs and benefits for all parties impacted by the
proposed regulation. It is therefore a recommendation that is central to ensuring that the RIS for
Accessible Housing is framed optimally.
Second, Dalton and Carter have directly addressed the question of whether there is overlap between
the benefits identified in the problem-reduction approach and the WTP approach, as set out in Table
7.2 and 7.3 in the CIE report.
They have excluded the four items from Table 7.2 that estimate the value of private costs avoidable
with accessible housing, namely; ‘reduced loneliness’, ‘reduced home modifications’, ‘reduced
carers’, and ‘reduced moving’ – all of which are assumed to be borne privately without public
subsidy – because: i) they might possibly have been captured in the valuations for: ‘getting in and
out’, ‘moving around indoors’, ‘ease of entrance’, and ‘modifications for ageing’; or ii) they may have
been picked up in the value attached to the altruism question, which does mention health risks. The
total omission of private resource savings on an assumption of double counting is designed to be
very conservative and so ensure that there is no double-counting of benefits.
Third, Dalton and Carter address the treatment of the capital value of the additional space in the CIE
report. No-one would buy a house on the market if it lost all value once purchased. Similarly, no one
would buy a house if no-one could use it.
The CIE report outlines the difficulty of estimating the ‘speculative expectation on capital gains’ that
may have been in the minds of respondents. The CIE further states that “For these reasons, our view
is the renter model provides the best estimates of the use value of the accessibility features because

2

it is less confounded by other effects” (p.218, CIE report). However, the CIE approach effectively
implies a capital write-off to zero of all space required to allow for accessible features. This
assumption of total loss is a more extreme assumption than a major capital gain and so seems very
difficult to justify. Therefore, Dalton and Carter conclude that a balanced and conservative approach
would be to assume that the capital value is constant without further real gain or loss.
Applying these three key assumptions to the CIE model leads to the following cost-benefit ratios, all
of which exceed 1.0:

Cost-Benefit ratio

Option 1

Option 2

Option 3

Option 4

Option 5

2.52

1.21

1.04

1.09

1.09

Fourth, Dalton and Carter have added additional information in relation to other matters identified
in their original report. They have now quantified the impact of including an updated estimate for
the Value of a Statistical Life (VSL), which adds approximately $24M to the benefits. This is small but
nonetheless an important contribution to accurate estimates and the CIE would be in position to
quickly integrate the updated VSL value into their modelling.
Using information in the CIE report, however, they have been able to approximate the impact on
CBA ratios of including the updated value of informal care from Deloitte Access Economics, which
has a significant impact, as follows:
Option 1

Option 2

Option 3

Option 4

Cost-Benefit ratio
2.98
1.30
1.11
1.15
Table Note: These CBA ratios include the updated value for informal care, but not VSL

Option 5
1.82

They also cite new research from RMIT University 1 which found that 95% of caregivers to the aged
believe that home design influences the level of care required. While these impacts are transfer
payments and not relevant to the Social Cost Benefit Analysis, they do represent a significant
potential saving, at a time of unprecedented budget deficits and given that the Commonwealth
Government announced in the 2020-21 Budget that it will provide 180,000 Home Care Packages.
Finally, as noted in our meeting, current 30-year bond rates in Australia are 1.87% and given this
broadly equates to the economic life of a house, it is difficult to justify a discount rate of 7%. At the
same time, it was also noted that the Office for Best Practice Regulation (OBPR) has not yet adjusted
its preferred discount rate and that moving the discount rate to 1.87% may be too far. However,
given that the additional costs of accessible housing are up-front and the benefits are in the future,
an inappropriately high discount rate will especially bias these RIS results. Therefore, the sensitivity
analysis in the CIE report showing the impact of a 3% discount rate cannot be ignored and when
applied to the revised Dalton and Carter estimates show cost-benefit ratios which are all well in
excess of 1.0, as follows:

Cost-Benefit ratio
at 3% discount rate

Option 1

Option 2

Option 3

Option 4

Option 5

3.72

1.79

1.53

1.61

1.61

1

Sinclair, S., de Silva, A., Kopanidis, F.; (2020) Exploring the economic value embedded in housing built to universal design
principles Bridging the gap between public placemaking and private residential housing RMIT University Centre for Urban
Research (https://apo.org.au/sites/default/files/resource-files/2020-09/apo-nid308331.pdf)
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Supplementary Qualitative Information from Dr Ilan Wiesel
The supplementary qualitative information from Dr Wiesel is at Appendix B.
As noted in our submission, the Office of Best Practice Regulation in their Guidance Note on CostBenefit Analysis2 states:
•

‘CBA [Cost Benefit Analysis] requires you to identify explicitly the ways in which the
proposal makes individuals better or worse off.’ 3

•

‘You should report cost and benefit estimates within three categories:
o
o
o

monetised
quantified, but not monetised
qualitative, but not quantified or monetised.’ 4

The exclusion of qualitative information from the CIE report is therefore a major shortcoming, which
is addressed through the study entitled Living with a disability in accessible housing: social, health
and economic outcomes, by Dr Wiesel. It includes over 1187 survey responses and 40 in-depth
interviews, providing some of the most comprehensive data ever collected in Australia about the
lived experience of people with a disability living in accessible or inaccessible housing. Further
analysis of this data by Dr Wiesel identifies three key points.
First, it was suggested in the meeting on 17 September that there is no evidence of unmet demand
for accessible homes in the general population, and that there is only anecdotal evidence that
people with mobility restrictions who actively seek to build new accessible homes, face barriers
preventing them from doing so. In response, Dr Wiesel has presented evidence that demand for
accessible homes by people with mobility restrictions is being suppressed by structural market
failure.
Second, CIE considers home modification as one of the ways the market, with policy assistance,
already responds to the need for accessible housing. However, the data from Dr Wiesel
demonstrates that of those who live in homes that have been modified, most (84%) live in homes
that have only been partly modified to meet their needs, and thus would benefit from additional
accessible supply achieved through introduction of a minimum accessibility standard in the building
code.
Third, in the meeting with MDI, CIE expressed scepticism as to the relevance of Carnemolla and
Bridge’s5 evidence that housing with accessibility features reduces care needs. The Wiesel report
presents data on a much larger sample of participants than those examined by Carnemolla and
Bridge, and confirms their findings on reduction in support for people living in both newly built
accessible housing and fully modified homes. One particularly striking result, amongst many, is that
32.4% of people with high support needs living in homes built accessible reported a decline in need
for unpaid support.

2

Office of Best Practice Regulation, Department of the Prime Minister and Cabinet, Cost-Benefit Analysis Guidance Note,
February 2016
3
ibid, p4
4 ibid, p11
5 Carnemolla, P. and Bridge, C., Housing Design and Community Care: How Home Modifications Reduce Care Needs of
Older People and People with Disability, International Journal of Environmental Research and Public Health, 2019.
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Furthermore, the findings from Dr Wiesel suggest the range of everyday activities for which paid
support is provided, and which can be reduced by accessible housing, is wider than that estimated in
CIE’s report. The CIE has focused exclusively on paid and unpaid assistance with mobility tasks 6. In
contrast, the Wiesel analysis shows that inaccessible housing also significantly increases need for
assistance with self-care and other domestic activities.
While none of these effects have been monetised, these findings from Dr Wiesel would add to the
benefits identified in the RIS and should be incorporated, as recommended by the OBPR.
Conclusions
We would like to thank the ABCB for facilitating our discussion with CIE and the opportunity to
follow up on those discussions through the provision of this Supplementary Information, which we
hope will be of value to CIE, the ABCB and, ultimately, Ministers in their deliberation on
incorporating accessible housing standards into the National Construction Code. We would also
welcome the opportunity for further discussion, if it would be helpful.
Finally, based on the supplementary information contained in the report, we reaffirm our
recommendation for the ABCB to adopt Option 2 in the Consultation RIS, because the benefits
significantly exceed the costs and because this option will provide future proofing of Australian
housing, so it meets the needs of all Australians going forward.

Professor Bruce Bonyhady AM
Executive Chair and Director
Melbourne Disability Institute

6

Dr Di Winkler AM
CEO and Founder
Summer Foundation

CIE, 2020, p. 140
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1

Introduction

The time constraints on the online meeting of 17 September 2020 did not permit full discussion of
important economic considerations associated with the Regulatory Impact Statement (RIS).
Therefore, the following information is provided to assist CIE in their finalisation of their evaluation,
and for the Department/Board’s consideration of the results.

2

Background

In the Dalton/Carter Economic Report, the WTP approach was strongly preferred. This reflects the
close alignment between the WTP approach and the Social Cost Benefit Analysis (CBA) Guidelines for
Regulatory Impact Statements, where importance is placed on fully reflecting the balance between
costs and benefits for all parties impacted by the proposed regulation.
Suggestions were also made to further strengthen the rigour of the CBA analysis undertaken by the
CIE, particularly in regard to the measurement of benefits. From the information available to us, the
results of applying key aspects1 of these suggestions are shown in Table 1 (without any change to the
discount rate). In contrast to the interpretation of the results of the CBA analysis in the CIE report, the
results in Table 1 clearly favour reform. All options considered provide net benefits. A schematic of
the methods used to derive these results is shown in Figure 1 (the original data contributing to these
analyses are reproduced from the CIE report in Figure 2).
Table 1: Benefit-cost ratios adjusted for improved capital value and utility in use in WTP approach
in both univariate and multivariate analysis
Univariate analysis
WTP Base case benefit-cost ratios in CIE report
Add capital value of space to benefits

Assumptions re. benefits from RIS Tables 7.2 & 7.3
Option 1 Option 2 Option 3
Option 5
Option 4
Silver
Gold
Gold +
Subsidy
0.85
0.30
0.24
0.17
0.89
1.23
0.56
0.53
0.73
1.00

Multivariate analysis [benefits from Tables 7.2 & 7.3] + [capital value of space]
Base case benefits
Benefits overlap 75% + Cap value
Benefits overlap 50% + Cap value

1.23
1.64
2.05

0.56
0.74
0.92

0.53
0.67
0.81

0.73
0.83
0.93

1.00
1.16
1.32

2.46
1.10
0.95
1.03
1.48
Benefits overlap 25% + Cap value
2.87
1.28
1.09
1.13
1.64
No overlap of benefits + Cap value
Source: Table ES4: Benefit-cost ratios adjusted for improved capital value and utility in use in WTP approach in
both univariate and multivariate analysis, Dalton/Carter report.

1

Note these results cover only resource cost offsets and capital gain and do not include a range of other points also raised
in the Dalton/Carter report, viz:
•
An updated estimate for value of a statistical life (VSL), reflecting a recent literature review;
•
Adding productivity aspects linked to premature death, premature retirement, hospitalisations, and practitioner
visits (as routinely estimated in health economics);
•
Adding a value for intangibles, particularly quality of life improvement; and
•
Including the updated value for carer’s time ($36; refer p.18, Table 2.4, The value of informal care in 2020, Deloitte
Access Economics) as raised in correspondence from Professor Bonyhady.
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Our discussions on 17 September included the significance of affordability and policy impact in the RIS
assessment. These are important but secondary considerations to establishing whether the CBA shows
a net benefit. The focus of this supplementary information is therefore upon the CBA itself.
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Supplementary Information

Three technical areas are highlighted in this supplementary information:
1. The extent of any overlap in the estimates of benefits in Tables 7.2 and in 7.3 of the CIE report,
and;
2. Allowance for retention of the capital value of additional space for accessibility; and
3. Discounting and valuation of benefits

3.1

Extent of overlap

Central to the issue of overlap in benefits is what unstated considerations respondents would have
included in their valuations given in response to the questions asked of them. There is widespread
agreement in the economic literature that respondents’ valuations in WTP/DCA are highly dependent
on the depth, breadth and clarity of the scenarios/questions put to them. In particular, important
dimensions need to be clearly described. It is most problematic to simply assume that respondents
include factors that are not clearly specified or not even mentioned at all.
In relation to the extent of overlap, it is our understanding that the CIE perspective is that the resource
savings listed as ‘benefits’ in Table 7.2 (CIE Report) would have been integral to the WTP estimates
provided by the respondents to their survey. We have carefully looked again at the WTP sections of
the CIE report. The main survey is clearly about “…housing features that affect accessibility” (p230,
CIE Report) and the associated amenity/loss of amenity. All questions are drafted accordingly – they
are short, targeted, with specific focus. Overlap between this survey and issues other than the amenity
of housing features would be unlikely and quite sporadic if it occurred. Such overlap would not
constitute a valid argument for double counting or for omitting a whole benefit category.
It is not until the WTP questions on altruism (termed “Societal benefits” in the tables) that broader
aspects are specifically mentioned, and even then they are only very briefly described, viz:
“As a result some people with limited mobility have difficulty finding an accessible home and
instead live in unsuitable housing with a carer. This can lead to health risks from slips, trips
and falls and places extra demands on carers.” (p257, CIE Report, our bolding)
The question then arises as to whether the range of benefits in the “problem reduction” approach are
clearly presented to respondents by the 17 words in bold? While “health risks” are mentioned,
importantly there is no reference to the resource cost consequences of reduced risk, and which
respondents would know in any event would mostly accrue to government (or private health insurers)
and not to them. If respondents did deduce this impact from the question for individuals with
accessibility needs, and take a societal perspective rather than a personal perspective, they would not
have done it in any consistent way.
In our view, therefore, the assumption that all components of the problem-reduction approach are
implicitly considered by respondents to the WTP survey, constitutes a serious omission of potential
benefits. We would strongly urge the CIE to review the extent of any potential overlap they have
3

assumed in their report. Rather than assume extensive, if not total overlap, a more realistic
assumption we believe is that only privately borne costs and inconvenience (or disutility) were
considered in the WTP responses in any consistent way. The costs payable by either public healthcare
or private health care insurance, and therefore not considered by WTP respondents, would then be:
•
•
•
•

Health care costs of reduced falls ($46M);
Reduced time in hospital/transition from earlier discharge ($187M);
Reduced premature/inappropriate entry to aged care ($210M);
Given the costs of carers ($557M) and home modification costs ($478M) involve public
subsidies, it could also be argued that the list of savings should be greater, but for simplicity it
is assumed here that there are no such public subsidies, and all costs are borne privately.

The CIE base case for the ‘problem reduction’ approach reports ratios of 0.77 and 0.14 for Options 1
& 2 respectively. Restriction of the savings to only those accruing to the public purse still produces
ratios of 2.06 and 0.80 respectively. The Silver standard clearly has a positive net-present value (NVP)
with these resource savings added, while the Gold standard is approaching a positive NPV. The
addition of benefits not included so far (refer Footnote 1) and/or a lower discount rate may well bring
the Gold standard into a positive NPV as well.
In the Dalton/Carter report, the effect of combining the ‘benefits’ of resource savings and welfare
gains from Tables 7.2 and 7.3 of the CIE report under an assumption that there is no overlap produced
cost-benefit ratios between 2.87 and 1.09 (Table 1). Table 2 shows the effect of reproducing this result
after adjusting for an assumption that the estimates of private costs are integral to the WTP estimates.
That is, the steps taken to produce Table 2 were:
•

Firstly, combine the ‘benefits’ of resource savings and welfare gains from Tables 7.2 and 7.3
of the CIE report. Costs remain as estimated by CIE for both Tables 7.2 and 7.3;

•

Then delete the four items that estimate the value of private costs, namely; ‘reduced
loneliness’, ‘reduced home modifications’, ‘reduced carers’, and ‘reduced moving’ – all of
which are assumed in Table 2 to be borne privately without public subsidy (refer grey shaded
area in Table 2); and;

•

Under this assumption, the four items above are deleted as: i) they might possibly have been
captured in the valuations for: ‘getting in and out’, ‘moving around indoors’, ‘ease of
entrance’, and ‘modifications for ageing’, even though not mentioned at all in the questions
(shaded in green in Table 2); or ii) they may have been picked up in the value attached to the
altruism question, which does mention health risks. The total omission of private resource
savings on an assumption of double counting seems very conservative, but is closer to the CIE
position.

4

Table 2: Restriction of the savings to only those accruing to Government budgets.
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3.2

Omission of capital value

The second issue raised in this supplementary information is the treatment of the capital value of the
additional space. The CIE report estimates the additional space required to accommodate the
accessibility improvements, and correctly values the (opportunity) cost of this space at current market
value. The ‘value’ of the benefit from this additional space though can be thought of as having two
intrinsic components, an investment characteristic and a utilisation characteristic. This is recognised
in the CIE report but which also outlines the difficulty of estimating the ‘speculative expectation on
capital gains’ that may have been in the minds of respondents. The CIE further states that “For these
reasons, our view is the renter model provides the best estimates of the use value of the accessibility
features because it is less confounded by other effects” (p.218, CIE report).
An important question here is whether in the presence of uncertainty, it is better to ignore an
important benefit category, particularly to home owners, or to include a modest estimate. If the
outcome is important, inclusion seems preferable to omission. Both the capital and utilisation
characteristics are important. No-one would buy a house on the market if it lost all value once
purchased – the capital characteristic. Similarly, no one would buy a house (other than for investment
reasons) if no-one could use it – the utilisation characteristic.
We agree with the CIE view that estimates of the expected capital gain in the mind of respondents to
the survey (made prior to the current pandemic) may be difficult. However, the CIE approach
effectively implies a capital write-off to zero, which is equally difficult to justify. Therefore, a balanced
and conservative approach would be to assume that the capital value is constant without further real
gain. Respondents may include a risk premium in their valuation, but we would argue strongly that an
approach that assumes a constant capital value will be a closer estimate of the ‘true’ valuation than
the current approach of recognising the cost but not the retained value. Table 3 shows this allowance
for retaining the capital value of the additional space. A floor value for the capital characteristic is the
initial outlay or cost of the additional space. Table 3 builds on the results shown in Table 2 by including
an allowance for the retained value of the property.
The CBA ratios show the benefits for all options exceed costs and range from 2.52 to 1.04.
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Table 3: Allowance for retention of the capital value of additional space for accessibility.

3.3.

Discounting and valuation of benefits

The clarification of our views that are provided in this supplementary information are of course
additional to the remaining points raised in our report of 18 August 2020. These include:
•
•
•
•

The value of a statistical life (VSL) used in the CIE report;
Productivity impacts;
The value of informal care as raised in correspondence from Professor Bonyhady, and;
An appropriate discount rate.

Updated estimate for VSL
In the Dalton/Carter report we provided updated estimates for VSL based on a systematic literature
review that is a about to be published in the journal Health Policy. The VSL used in the CIE report of
$4.5M is considerably lower than the value of $7.0M [High: $7.9M; Low: $4.5M) reported in the
systematic review. If the VSL estimate in Table A.7 (p127) of the CIE Report of $38.44M for falls-related
deaths is updated to $7.0M, then the new estimate is $62.58M. The additional benefit of $24.14M is
a small but nonetheless an important contribution to accurate estimates.

Productivity Impacts
Health-related productivity impacts for those with accessible housing needs would take longer to
estimate. It should be noted that this estimate would also pick-up impacts for informal care, where
carers can return to the workforce or increase their time in their workforce. Further, in addition to
impacts on the paid workforce, it is not uncommon to include domestic production in the health
economics literature.
7

Without access to the model, it is not possible to estimate either the impact of changing the VSL, or
the productivity impacts for the variables of premature death/retirement avoided and hospitalisations
avoided etc. However, it should be straightforward for CIE to apply the recommended changes to
these parameters in their model.

The value of informal care
It is also difficult to reliably estimate the impact of a change in the value of informal care from $19.49
per hour in the CIE report to $36.10 as estimated in the Deloitte Access Economics report, although
information provided in the CIE report enables an indication of the potential impact. Table B.2 (p.140
of the CIE report) provides the CIE estimates of the average reduction in hours of care received
following home modifications that were used in the model. The approach taken to obtain an
approximation of the model’s estimate of the aggregate reduction in hours of care for each Option
was performed by dividing the estimated discounted dollar-value of savings from reduced hours of
care by the average costs of carer time per hour (a weighted average of informal care and formal care
time savings from in Table B.2 of the CIE report). The results of applying a re-weighted average cost
per hour to aggregate reduction in hours of care, using the value of $36.10 for informal care, changes
the savings from in carer time from home modifications as shown in Table 4.

Table 4: Re-Estimation of savings from reduced carer time

Source of Estimate
CIE model base case for
‘problem reduction’
approach
Approximation after valuing
informal care at $36.10 per
hr.

Option 1

Option 2

Option 3

Option 4

Option 5

$557.17

$630.43

$664.98

$184.53

$1,881.44

$952.39

$1,077.62

$1,136.68

$315.42

$3,216.02

To illustrate the impact of the higher valuation of informal care, the results of applying the revised
estimates of carer time savings in Table 4 to the suggested base case in the Dalton/Carter report are
shown in Table 6 (the revised values have been shaded). All options offer a positive net present value
after this adjustment.
Although not included in our estimates, a recent report published by RMIT University2 found in a small
survey that 95% of caregivers to the aged believe that home design influences the level of care
required. This represents a significant potential saving given that the Commonwealth Government
announced in the 2020-21 Budget that it will now provide 180,000 Home Care Packages and that the
marginal differential in the annual government subsidy of moving the home care package between
funding levels is significant, viz:
•
•
•

$6,717 in moving from level 1 to level 2;
$18,304 in moving from level 2 to level 3; and
$17,469 in moving 2 to level 3.

2

Sinclair, S., de Silva, A., Kopanidis, F.; (2020) Exploring the economic value embedded in housing built to
universal design principles Bridging the gap between public placemaking and private residential housing RMIT
University Centre for Urban Research (https://apo.org.au/sites/default/files/resource-files/2020-09/aponid308331.pdf)
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While these impacts are transfer payments and not relevant to the Social Cost Benefit Analysis, they
do suggest that the potential impact on government finances could be significant at a time of
unprecedented deficits.

Table 5: Dalton/Carter base case after adjusting savings from reduced cost of informal care time

An appropriate discount rate.
Finally, the difficulties in making a decision to choose a more appropriate discount rate other than the
annual rate of 7 per cent specified by the Office of Best Practice Regulation (OBPR), are again
acknowledged. But given the importance of their impact upon the results, the effect of choosing a
discount rate of 3% upon cost-benefit ratios shown in Table 3 for interest.

Table 6: Effect of applying a 3% discount rate.

Cost-Benefit ratio from
Table 3 at 3% discount rate

Option 1

Option 2

Option 3

Option 4

Option 5

3.72

1.79

1.53

1.61

1.61
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4

Summary

The supplementary information provided here seeks to address the core issues that were not
discussed on 17 September due to time constraints. As such, it serves to provide important
clarification of the issues previously raised. The key issues raised in this paper are:
Section 3.1:
It seems clear to us that there is at most only a partial overlap between the benefits listed in Tables
7.2 and 7.3 of the CIE report. The consumer foundations of microeconomic theory dictate that rational
behaviour by the respondents would have been to only consider private costs, not those incurred by
third parties; particularly without any consideration given to how externalities might be internalised.
If all private costs were indeed considered (and any public subsidies that apply to these ignored),
deletion of these private costs from our results in Table 1 still produces CBA ratios of 2.06 to 0.80
(Table 2).
Section 3.2:
Secondly, the use of the ‘renter model’ in the results omits the capital characteristic of the additional
space. Inclusion of this at the purchase value increases the ratios to between 2.52 and 1.04 (Table 3).
Section 3.3:
Each of the issues raised in this Section have a moderate impact upon results. However, the cumulative
effect if they were aggregated would have a large impact upon results, the closest approximation of
which would be Table 5, which still retains the base case annual discount rate of 7 per cent in
compliance with OBPR policy.
Importantly, as stated in the Dalton/Carter report of 18 August 2020, we would like to repeat our
thanks to the CIE on what is a well presented and thorough evaluation. Our misgivings relate primarily
to insufficient capture of the benefits and conviction that the robustness of the CBA evaluation would
be greatly enhanced from better estimation of these.
Finally, we note that a recent report from RMIT3 examined the benefits of building code reforms with
a particular focus upon the 7 million Australians aged between 50 and 75 years who have emerging
accessibility needs. We note that their conclusion is consistent with our recommendations:
“We find that certain housing design and location feature have value that extends beyond that
experienced solely by its residents, facilitating community capacity and social engagement,
physical wellbeing and ease of delivery of public services such as care support” (p.2, Sinclair et
al., 2020)

3

Sinclair, S., de Silva, A., Kopanidis, F.; (2020) Exploring the economic value embedded in housing built to
universal design principles Bridging the gap between public placemaking and private residential housing RMIT
University Centre for Urban Research (https://apo.org.au/sites/default/files/resource-files/2020-09/aponid308331.pdf)
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Figure 1: Schematic of approach to re-estimation of CBA results
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Figure 2: Tables 7.2 and 7.3 in CIE report
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Supplementary Information
The time constraints during the preparation of the initial submission to the ABCB from the qualitative
survey and interviews and during the online meeting of 17 th September 2020 did not permit full
discussion of important qualitative and quantitative (but not monetised) considerations associated
with the Regulatory Impact Statement (RIS).
The Office of Best Practice Regulation in their Guidance Note on Cost-Benefit Analysis 1 states:
•

‘CBA [Cost Benefit Analysis] requires you to identify explicitly the ways in which the
proposal makes individuals better or worse off.’2

•

‘You should report cost and benefit estimates within three categories:
o monetised
o quantified, but not monetised
o qualitative, but not quantified or monetised.’ 3

Therefore, the following information is provided to assist CIE in their finalisation of their evaluation,
and for the Department/Board’s consideration of the results. This information serves as an addendum
to the report submitted on 31 August 2020 4, drawing on the same dataset of 1,187 survey responses,
and 45 in-depth interviews. A full report incorporating these and other new data will be made public
in late October.

1

Office of Best Practice Regulation, Department of the Prime Minister and Cabinet, Cost-Benefit Analysis Guidance
Note, February 2016
2
ibid, p4
3
ibid, p11
4
Wiesel, I (2020) Lived experience and social, health and economic impacts of inaccessible housing: Report submitted
to the Australian Building Codes Board RIS, 31 August 2020.
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1. Unmet demand for accessible homes
It was suggested in the 17th September meeting that there is no evidence of unmet demand for
accessible homes in the general population, and that there is only anecdotal evidence that people
with mobility restrictions who actively seek to build new accessible homes, face barriers preventing
them from doing so. Addressing both concerns, we present evidence below that demand for
accessible homes by people with mobility restrictions is being suppressed by structural market
failure.
A small number of studies conducted outside Australia point to the difficulties experienced by
people with disability when engaging with builders to construct new-build accessible homes5 6.
Evidence from our own survey and interviews in Australia also demonstrates that consumers with
mobility restrictions who sought to build new accessible homes have faced significant barriers. Of
45 participants with disability we interviewed, 9 lived in homes that were built to be accessible and
another participant was in the process of building an accessible home. Five of these ten participants
reported difficulties negotiating their demand with builders, or errors made by builders, leading to
reduced accessibility outcomes. This high proportion of participants who encountered such
difficulties is indicative of systemic suppression of demand for accessible housing. We provide
three illustrative examples as follows:
•

Perry: Perry reported a building process that was protracted and draining, to a large part
because of the difficulty working with builders. The first builder, whom
he eventually replaced, tried to convince Perry to make-do with access to the back of his
house only. When the plans were finally approved with the second builder, unbeknown to
Perry subsequent modifications raised the house and rendered the front
door inaccessible. Expensive, additional landscaping was then employed to make it
“barely” accessible. Other expensive blunders – such as installing the basins at the wrong
height or reducing the size of the elevator – demonstrate the challenge Perry faced finding
builders who could deliver the accessibility features of the plan:
“this made some outside area inaccessible and some other areas dangerous, such as driveway for
wheelchair transfer from chair to car (this now takes place in the street). Overall the house
works and I spent some $50k post handover to resolve some inaccessible areas… I am totally
frustrated and a bit narky even after five years that some of the areas that I had agree to with the
builder were changed during the build reducing my access to my carefully thought about and
agreed to design”
•

•

Jenny: In 2014, after many years renting places that where not fully accessible for her, she
and her family decided to rebuild a home. Jenny described a difficult process including
engagement with builders who didn’t follow the plans designed with the help of an
accessibility consultant: “We built this house through a project home builder. We amended
design to allow for wheelchair clearances. Not all plans were followed. Complete lack of
knowledge on the building company’s part regarding universal and accessible design. We
engaged an access consultant to go over the design for us.”
Kelly’s father contracted builders to construct a new home that was supposed to
be fully accessible, yet his plans were met with pushback from the builders who
rejected critical accessible design features he asked for. This was extremely disappointing

5

Thomas, P. (2004). The experience of disabled people as customers in the owner occupation market. Housing Studies,
19(5), 781- 794.
6

Nicola Burns (2004) Negotiating difference: disabled people's experiences of housebuilders, Housing Studies, 19:5,
765-780
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for Kelly who had been eagerly looking forward to finally be able to gather with her
extended family in her father’s home:
“It prevents me from spending time with family. My father is the only one who has had enough
money to self-fund a new-build that was supposed to be accessible and he had nothing but
pushback from the builders. Apparently, he kept being told we did it that way because it looks
better. Very upsetting. I had been looking forward for months to an accessible home to visit my
father in and where the family to could gather in a place big enough and accessible enough for
us all.”
In our survey, several text responses to open-ended questions commented on similar difficulties
working with builders to build new accessible homes:
•
•
•

•
•

“Our experience with builders, knowledge of accessibility was extremely poor, and they
weren’t at all interested in finding out.”
“It’s like builders know they are supposed to put in accessible features, but they have no
idea what’s practical. Ramps are placed in unsafe areas, or don’t give enough room to
manoeuvre.”
“I am in the process of building a new home. The entire purpose was to get a house that is
accessible now and in the future as these are not readily available on the open market.
Unfortunately, because accessibility is poorly understood I have ended up with a less
accessible house than I requested. I requested flat access however there are still threshold
steps. I requested sliding door tracks to be set into the concrete to create flat access however
this was not done in error as it was done how it is usually done and now it is too late to fix.
While I have cavity slider doors and requested adequate circulation space for a wheelchair
this is questionable. I feel that if accessibility were standard then I would not have been in a
position where I had little option to build and builders would have a greater understanding
of accessibility requirements without it being a constant battle of what is usually done and
what is required….It is not as easy as making an exception when required. The building
industry has a very poor understanding of what is considered accessible. As such when
people do go down the path of purpose built it quite often still ends up being inappropriate
due to breaking the well-entrenched ways it has always been done.”
“There are far too few project home builders prepared to make sustainability and
accessibility both the absolute minimum and reasonably priced.”
“My own sibling built a new home and I cannot access it. She didn't mean to exclude methe builder just didn't know what to do to allow for my disability. Legislation would include
guidelines and standards. Very much needed and should be a requirement.”

Several interview and survey participants described working with builders who were supportive, but
then facing barriers to building accessible homes in the planning approval process:
“Our home was purpose built for me, so we saw how all the builders had to fight the council for
common sense plan changes that people without disability would absolutely love: eg. a sloped
garage slab that removes the step into the house.”
“My family has just built me a new fully accessible house for me, and it took a long time to get plan
drawn up and to then get plans through council because what we required had to be discussed at
great length to get what I needed. The builder was good in doing what we required but still had
things he couldn't change because of the regulations.”
Further evidence of the unmet demand for accessible homes is found in our survey data showing
that nearly half (48.5%) of people with high support needs living in inaccessible homes, and close
to a third (31.2%) of those living in accessible homes, reported a desire to move home but being
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limited by difficulty finding accessible housing elsewhere. Private renters were three times as likely
to want to move home but be limited because of difficulty finding accessible housing than
homeowners7.

7

Wiesel, 2020, p. 38 (tables 23 and 24)
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2. Partly modified homes
CIE8 considers home modification as one of the ways the market, with policy assistance, already
responds to the need for accessible housing. Drawing on SDAC data, CIE estimated that 16% of all
people with disability, and 25% of all those with severe or profound disability, live in modified
homes. People who live in modified homes are significantly over-represented in our sample
(46.5%). However, our data does demonstrate that of those who live in homes that have been
modified, most (84%) live in homes that have only been partly modified to meet their needs, and
thus would benefit from additional accessible supply achieved through introduction of a minimum
accessibility standard in the building code.9
Firstly, looking at prevalence of specific accessibility features, the data shows that ‘fully modified’
homes are almost as accessible as homes built to accessible standards in the first place, but slightly
inferior with respect to features that require more structural modifications (e.g. 7.5% lower rates of
step-free paths to entrance, 8.9% lower rates of internal doors and corridors that facilitate
comfortable and unimpeded movement, 8% lower rates of reinforced walls around the toilet,
shower and bath that may allow future installation of grabrails).
Secondly, ‘partly modified’ homes are significantly inferior in their accessibility to those built
accessible (e.g. 30.6% lower rates of step-free paths to entrance, 48.8% lower rates of internal
doors and corridors that facilitate comfortable and unimpeded movement, 18.7% lower rates of
reinforced walls around the toilet, shower and bath that may allow future installation of grabrails).
On average, partly modified homes contain 19.4% fewer accessibility features compared to homes
built to accessible standard.
Table 1: Does your home contain any of the following features?
Built accessible

Partly
modified

%

C

%

C

%

C

%

129

79.1%

48

71.6%

66

26.3%

172

48.5%

94

57.7%

40

59.7%

59

23.5%

181

51.0%

Internal doors and corridors that facilitate
comfortable and unimpeded movement

141

86.5%

52

77.6%

65

25.9%

134

37.7%

A toilet on entry level that is easy to access

141

86.5%

56

83.6%

128

51.0%

243

68.5%

A bathroom that contains a hobless shower
recess

129

79.1%

56

83.6%

38

15.1%

206

58.0%

Grabrails in the toilet, shower or bath

93

57.1%

41

61.2%

60

23.9%

238

67.0%

Reinforced walls around the toilet, shower
and bath that may allow future installation of
grabrails

64

39.3%

21

31.3%

20

8.0%

73

20.6%

Stairways with a handrail

30

18.4%

11

16.4%

70

27.9%

70

19.7%

4

2.5%

2

3.0%

41

16.3%

16

4.5%

At least one step-free entrance

Stairways without a handrail

9

Inaccessible

C
Safe continuous step-free path from the
street or parking to the entrance

8

Fully modified

CIE, 2020, p. 36-7
Wiesel, 2020, p. 15 (table 4)
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When measuring the impacts of inaccessibility on ability to perform core activities, on support
needs, on mental health and risk of injury, partly modified homes perform far worse than homes
built accessible. Compared with those living in homes built accessible, those living in partly
modified homes are:
•
•
•
•
•
•
•
•
•
•

32.8% (high support needs) or 46.2% (low support needs) more likely to have limitations
entering/exiting the house
25.5% (high support needs) or 44.4% (low support needs) more likely to have limitations in
internal mobility
37.9% (high support needs) or 42.1% (low support needs) more likely to have limitations in
personal care
43% (high support needs) or 55.5% (low support needs) more likely to have limitations in home
care
34.7% (low support needs) or 44.3% (high support needs) more likely to be limited by their
homes in their ability to have paid employment.
17.6% (low support needs) or 44.0% (high support needs) more likely to report worsened
mental health due to the inaccessibility of their home.
13.4% (low support needs) or 20.3% (high support needs) more likely to be concerned about
risk of injury due to the inaccessibility of their home.
20.2% (high support needs) more likely to be concerned about being forced to move to a
nursing home due to the inaccessibility of their home.
13.3% (low support needs) or 29.7% (high support needs) more likely to report increased need
for paid support due to the inaccessibility of their home.
29.4% (low support needs) or 38.4% (high support needs) more likely to report increased need
for unpaid support due to the inaccessibility of their home.

Table 2: Does your home limit your ability in…?
Low support needs
Entering and exiting the house

Built
accessible

Fully
modified

Inaccessible

Partly
modified

Total

13.5%

0.0%

74.0%

46.3%

48.4%

Moving inside the house

0.0%

0.0%

52.2%

25.5%

25.7%

Personal Care

9.8%

0.0%

72.9%

47.7%

48.2%

29.7%

25.0%

77.4%

72.7%

65.9%

41

10

93

88

226

Home care

High support needs

Built
accessible

Fully
modified

Inaccessible

Partly
modified

Total

Entering and exiting the house

4.7%

8.0%

87.8%

50.9%

48.4%

Moving inside the house

0.9%

3.8%

82.6%

45.3%

41.0%

Personal Care

8.1%

16.7%

87.0%

50.2%

49.7%

31.6%

38.8%

87.9%

87.1%

73.2%

111

54

169

251

585

Home care
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3. Reduced support needs
In both their report, and the follow up meeting with MDI, CIE expressed scepticism as to the
relevance of Carnemolla and Bridge’s10 evidence that housing with accessibility features reduces
care needs. The CIE questioned whether the sample investigated by Carnemolla and Bridge is
representative of the general population with mobility limitations living in inaccessible housing. It
also argued Carnemolla and Bridge’s findings relate to home modifications, which are tailored to
the specific needs of the recipient and are not always aligned with the proposed universal
accessibility standards for new build.
Addressing both CIE concerns, we reiterate here that Wiesel’s report presented data on a much
larger sample of participants than those examined by Carnemolla and Bridge, and confirms their
findings on reduction in support for people living in both newly built accessible housing and fully
modified homes.
For people with low support needs, 18.9% of those living in homes built accessible, and 25% of
those living in fully modified homes, reported decreased support needs thanks to the accessibility of
their home. In contrast, 38.9% of those living in homes not built or modified for accessibility, and
45.7% of those whose homes were only partly modified, reported increased need for paid disability
support due to the inaccessibility of their home. Similar results were found in respect for
decrease/increase in unpaid support.
For people with high support needs, 23.9% of those living in homes built accessible, and 21.2% of
those living in homes fully modified, reported decreased support needs thanks to the accessibility of
their home. In contrast, 73.3% of those living in homes not built or modified for accessibility, and
60.9% of those whose homes were only partly modified, reported increased need for paid disability
support (an impact significantly bigger compared to those with low support needs). One striking
result is that 32.4% of people with high support needs living in homes built accessible reported a
decline in need for unpaid support.
Although there was a proportion of people living in homes built accessible or fully modified who
reported increased support needs due to the design of their homes – indicative that even ‘accessible’
homes can be difficult to live in – their proportions were substantially lower compared to those
living in homes that were only partly or not at all accessible, and offset by the numbers of those
who reported reduced support needs.
Furthermore, our findings suggest the range of everyday activities for which paid support is
provided, and which can be reduced by accessible housing, is wider than that estimated in CIE’s
report. The CIE has focused exclusively on paid and unpaid assistance with mobility tasks 11. In
contrast, our analysis shows that inaccessible housing also significantly increases need for
assistance with self-care and other domestic activities.
As discussed in the previous section, in estimating impact on support needs, CIE excluded those
living in housing that has already been modified due to disability or age, assuming that modified
housing is already accessible 12. Again, our analysis shows that most people whose homes have
been modified, consider these modifications to address their needs only partly, and they too require
additional paid or unpaid support due to inaccessible homes:

10

Carnemolla, P. and Bridge, C., Housing Design and Community Care: How Home Modifications Reduce Care Needs
of Older People and People with Disability, International Journal of Environmental Research and Public Health, 2019.
11
CIE, 2020, p. 140
12
CIE, 2020, p. 140
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-

-

Compared with those living in homes built accessible, those living in partly modified homes
were 13.3% (low support needs) or 29.7% (high support needs) more likely to report
increased need for paid support due to the inaccessibility of their home.
Compared with those living in homes built accessible, those living in partly modified homes
were 29.4% (low support needs) or 38.4% (high support needs) more likely to report
increased need for unpaid support due to the inaccessibility of their home.

Table 3: To what extent does the design of your current home affect your need for paid disability
support or informal care?
My need for paid disability support has...

Low
support
needs

High
support
needs

Increased

Neither

Decreased

Total

RN%

RN%

RN%

RN%

Count

Built accessible

32.4%

48.6%

18.9%

100%

37

Fully modified

0.0%

75.0%

25.0%

100%

8

Inaccessible

38.9%

57.9%

3.2%

100%

95

Partly modified

45.7%

49.4%

4.9%

100%

81

Total

38.9%

53.8%

7.2%

100%

221

Built accessible

31.2%

45.0%

23.9%

100%

109

Fully modified

30.8%

48.1%

21.2%

100%

52

Inaccessible

73.3%

23.0%

3.7%

100%

161

Partly modified

60.9%

31.9%

7.3%

100%

248

Total

56.0%

33.3%

10.7%

100%

570

My need for informal care has...

Low
support
needs

High
support
needs

Increased

Neither

Decreased

Total

RN%

RN%

RN%

RN%

Count

Built accessible

25.6%

56.4%

17.9%

100%

39

Fully modified

11.1%

66.7%

22.2%

100%

9

Inaccessible

47.8%

48.9%

3.3%

100%

90

Partly modified

55.0%

37.5%

7.5%

100%

80

Total

45.0%

46.8%

8.3%

100%

218

Built accessible

22.9%

44.8%

32.4%

100%

105

Fully modified

28.3%

52.8%

18.9%

100%

53

Inaccessible

75.8%

19.9%

4.3%

100%

161

Partly modified

61.3%

32.9%

5.8%

100%

243

Total

55.2%

33.3%

11.6%

100%

562
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Contact: Dr Ilan Wiesel, School of Geography, ilan.wiesel@unimelb.edu.au
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