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Problem: The elderly population of the
United States is large and growing rapidly.
Since disability rates increase with age,
population aging will bring substantial
increases in the number of disabled persons
and have a significant impact on the nation’s
housing needs.

Purpose: We demonstrate the impact of
population growth and aging on the projected
number of households with at least one dis-
abled resident and estimate the probability
that a newly built single-family detached
unit will have at least one disabled resident
during its expected lifetime.

Methods: We calculate disability rates
using two alternative measures of disability
and construct projections of the number of
households with at least one disabled resi-
dent. We develop and apply a technique for
estimating the probability that a newly built
single-family detached unit will house at
least one disabled resident using data on the
average lifespan of those units, the average
length of residence for households occupying
those units, and the projected proportion
of households with at least one disabled
resident.

Results and conclusions: Under our
medium assumptions, we project that 21%
of households will have at least one disabled
resident in 2050 using our first disability
measure (physical limitation) and 7% using
our second (self-care limitation). We estimate
that there is a 60% probability that a newly
built single-family detached unit will house
at least one disabled resident during its
expected lifetime using our first measure, and
a 25% probability using our second meas-
ure. When disabled visitors are accounted
for, the probabilities rise to 91% and 53%,
respectively. Given the desire of most people
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he elderly population of the United States is large and growing rapidly.
In 2000, there were 35 million persons aged 65 and older, making up
12% of the total population. This population is projected to exceed 86

million by 2050, making up 21% of the total (U.S. Census Bureau, 2004).
The oldest segment of the elderly population is growing particularly rapidly,
with the population aged 85 and over projected to grow more than five-fold
between 2000 and 2050, from 4 million to 21 million. Since disability rates
rise with age, there is a strong likelihood that population aging will bring large
increases in the number of disabled persons. This will have important implica-
tions for the housing industry and housing policy in the United States and will

require the attention of federal, state, and local planners.

to live independently for as long as possible,
these numbers reflect a large and growing
need for housing units with features that
make them accessible to disabled persons.
Takeaway for practice: The lack of
accessible housing provides an opportunity
for homebuilders to develop and market
products that meet the needs of an aging
population. In light of concerns about the
civil rights of people with disabilities and
the high public cost of nursing home care,
housing accessibility is a critical issue for
planners and policymakers as well. We
believe planners should broaden their vision
of the built environment to include the
accessibility of the housing stock.
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It was estimated that 51 million Americans (18% of
the total population) had some type of disability in 2002;
among those aged 65 or older, more than 52% had a dis-
ability. Many of these disabilities reduced physical mobility.
More than 9% of the population reported difficulty walk-
ing and 9% reported difficulty using stairs; among those
aged 65 or older, 32% reported difficulty walking and 31%
reported difficulty using stairs (Steinmetz, 2006). In the
mid 1990s, almost seven million Americans living in
noninstitutional settings were using assistive devices such
as scooters, wheelchairs, canes, crutches, and walkers (Kaye,
Kang, & LaPlante, 2000). Due to population growth and
aging, this number is undoubtedly higher today.

People with mobility impairments often need features
like zero-step entrances and wide interior doorways in
order to reside safely and comfortably in their homes, but
such features are generally missing in the U.S. housing stock.
One study estimated that more than 90% of the housing
units in the United States are inaccessible to people with
disabilities (Steinfeld, Levine, & Shea, 1998); another
estimated that the vast majority of newly built single-
family homes have steps at all entrances and/or narrow
interior doorways (Maisel, Steinfeld, & Smith, in press).
This situation is not unique to the United States; Imrie
(2003) cited a study of newly built private sector homes in
the United Kingdom in which 98% of the units were
inaccessible to wheelchair users.

Consequently, there is a substantial gap between the
need for and the supply of accessible housing. Nishita,
Liebig, Pynoos, Perelman, and Spegal (2007) reported that
only 38% of U.S. households having at least one member
with a permanent physical activity limitation had any type
of home modification. Hammel (2005) reported that less
than one-third of elderly homeowners with activity limi-
tations had even the most common home modifications.
Louie (1999) reported that fewer than half the households
with disabled elderly residents who expressed a need for a
ramp actually had one. Clearly, many people who would
benefit from such features do not have them.

The lack of accessible housing has serious
consequences for individuals and for society as a whole.
Disabled people living in units lacking adequate accessi-
bility features face a greater risk of injury due to falls than
those living in units with adequate features (Close et al.,
1999). Indeed, the fear of falling itself reduces the well-
being of many older people (Gitlin et al., 2006). Disabled
people living in units without adequate features are more
likely to suffer from social isolation and loneliness (Hammel,
2005). This has a negative impact on life satisfaction,
health, and self-esteem, three factors that are critical to

successful aging (Maisel et al., in press). The lack of ade-

quate features also places a burden on caregivers, making it
more difficult for them to provide assistance and reducing
their own well-being (Saville-Smith, James, Fraser, Ruan,
& Travaglia, 2007). Furthermore, many people who become
disabled due to injury or disease are forced to move into
nursing homes or other institutions because their homes
lack adequate accessibility features (Maisel et al., in press).
This imposes high emotional and financial costs on the
individual, and most likely inflicts high economic costs on
taxpayers as well.

Most disabled people want to live independently for as
long as possible and strongly desire housing features that
will allow them to do so. However, they are not the only
ones interested in accessibility features. Many people who
are not disabled would like to accommodate disabled
friends or relatives when they come to visit (Bayer & Harper,
2000), and others have injuries or conditions that tem-
porarily limit their mobility, even though they eventually
return to full functionality (Crimmins, 2004). Perhaps
more important, many recognize the possibility that they
themselves may become disabled. A survey of Americans
aged 45 and older found that nearly one-fourth of the
respondents thought it likely that they or someone in their
household would have difficulty getting around in their
homes within the next five years (Bayer & Harper, 2000).

The vast majority of older people would like to con-
tinue living in their current homes as they age. Kochera,
Straight, and Guterbock (2005) reported that 78% of
persons aged 50 to 64, 91% of persons aged 65 to 74, and
95% of persons aged 75 and over expressed a desire to
remain in their current homes for as long as possible.
Other studies have reported similarly high proportions
(Bayer & Harper, 2000; Kochera, 2002). Consequently,
many have made structural modifications to their homes
such as widening doorways and installing ramps. More
than two-thirds of those who have made such modifica-
tions believe the changes will allow them or a member of
their household to live in their residence longer than they
could have otherwise (Bayer & Harper, 2000).

The demand for accessible housing is determined by
market conditions, government policies, and a variety of
personal and household characteristics. We believe this
demand will increase in coming decades as the U.S. popu-
lation grows and continues aging. To date, however, few
studies have analyzed the determinants of this demand or
projected how those determinants might change over time.
In this article, we construct projections of one major deter-
minant of the demand for accessible housing; namely, the
number of households with a disabled resident. Recognizing
that multiple households may occupy a given housing unit
sequentially over time, we also develop estimates of the
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probability that a newly built unit will house at least one
disabled resident over its expected lifetime. We believe
these estimates and projections will provide valuable infor-
mation on the potential demand for accessible housing,
and have important implications for homebuilders, planners,
and policymakers.

We focus on long-lasting physical disabilities that
impair a person’s ability to enter, leave, or get around
effectively at home. Thus, we use the term disability to
refer solely to long-lasting mobility impairments. We do
not consider short-term mobility impairments, vision or
hearing impairments, or cognitive, emotional, or other
disabling conditions.

We start by discussing a number of policy measures
and initiatives that have been designed to raise the supply of
accessible housing in the United States. Then, we describe
several measures of disability and the data we use to con-
struct disability rates. We discuss recent trends in disability
rates and explain our approach to projecting future rates.
Using projected disability rates and projections of the U.S.
population by age and sex, we project the number of
disabled persons from 2000 to 2050. We follow a similar
approach to project the number of households with at least
one disabled resident.

Population and household projections provide useful
information on the potential demand for accessible housing,
but do not tell the whole story because housing units
typically last for many years and are occupied by a number
of different households over time. To address this issue, we
develop estimates of the probability that a single-family
detached unit built in 2000 will have at least one disabled
resident during its expected lifetime. We focus on single-
family detached units because they constitute the majority
of housing units in the United States and have been largely
unaffected by federal accessibility legislation. We extend
the analysis to consider visitability, or whether a housing
unit can accommodate visits by disabled persons without
undue difficulty. We close with an evaluation of our esti-
mates and projections, a brief discussion of the cost of
accessibility features, an overview of further research needs,
and several recommendations for planners and policy
makers regarding housing accessibility.

A number of studies have analyzed links between
demographic characteristics and housing (Masnick, 2002;
Mpyers, Pitkin, & Park, 2002; Myers & Ryu, 2008; Nelson,
2006). Several have focused specifically on the housing
needs of disabled residents (Imrie, 2003, 2004; Milner &
Madigan, 2004). To our knowledge, however, this is the
first study to project the number of households with dis-
abled residents and the first to consider the prevalence of
disability within housing units rather than within the
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population. Both of these innovations are essential for
estimating the impacts of population aging and rising
disability on the demand for housing and the formation of
housing policy. Although our focus is on the United States,
we believe our methods can be applied in other countries
as well.

Policy Measures and Initiatives

What has been done to promote the construction of
accessible housing in the United States? At the federal level,
Section 504 of the Rehabilitation Act of 1973 required
that at least 5% of multifamily housing units built or
substantially rehabilitated using federal funds be accessible
to people with mobility impairments (Kochera, 2002). The
Fair Housing Amendments Act of 1988 prohibited housing
discrimination on the basis of disability; required landlords
to allow tenants to make reasonable modifications to
accommodate disabilities; and expanded the coverage of
federal accessibility standards to include most new multi-
family buildings with more units. These standards include
accessible entrances; wide interior doors; bathroom walls
reinforced to accommodate grab bars; usable bathrooms
and kitchens; and accessible light switches, electrical out-
lets, and environmental controls (Kochera, 2002). The
Americans with Disabilities Act of 1990 focused primarily
on access to public facilities, but reinforced the provisions
of Section 504 of the Rehabilitation Act of 1973 (Maisel
et al., in press).

To date, federal accessibility legislation has primarily
affected nonresidential buildings and multifamily housing,
with the only exception being the requirement that 5% of
single-family units built using federal funds must be acces-
sible to people with disabilities. However, this could be
changing. The Inclusive Home Design Act, first introduced
in 2003 by Representative Jan Schakowsky (D-IL), would
require a zero-step entrance, 32 inches of clearance for
interior doorways on the main floor, and a bathroom that
can accommodate wheelchairs in all new single-family
homes built using federal funds. As of November 2007,
the bill had 16 cosponsors (Inclusive Home Design Act,
2007).

The Inclusive Home Design Act was inspired by the
visitability movement that arose in Europe and the United
States during the 1980s. A visitable home is one that is
accessible to visitors with mobility impairments (Kaminski,
Mazumdar, DeMento, & Geis, 2006). This movement is
based on three fundamental principles: accessibility is a
civil right that improves quality of life; accessibility for
new housing units can be achieved at minimal cost if good
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design practices are followed; and focusing on a limited
number of features will speed their adoption. Although
features such as accessible electrical controls and lever-style
door handles are sometimes included, the three key visit-
ability features are a zero-step entrance, a bathroom or half
bath on the entry level, and interior doors with at least 32
inches of clearance (Maisel, 2006). These features not only
make it easier for disabled people to visit the homes of
others, but also make it more likely that people who are
not disabled will be able to reside safely in their homes if
they develop a disability.

The visitability movement was initiated in the United
States by Concrete Change, a disability advocacy group
in Atlanta, Georgia promoting the inclusion of the three
key features in virtually all new housing units (Concrete
Change, 2007a). The movement has been influential. In
1989, Concrete Change worked with the Adanta affiliate
of Habitat for Humanity to include the three key visitabil-
ity features in virtually all their new houses; to date, more
than 800 visitable Habitat homes have been built in Atlanta.
In 1992, the City of Atlanta passed the first local ordinance
requiring visitability features in private single-family homes
built with any type of financial benefit disbursed by the
city. Similar legislation has since been passed in other
places, including San Antonio, Texas, Chicago, Illinois,
Lafayette, Colorado, and the states of Georgia, Texas, and
Kansas. Although most visitability legislation applies only
to houses built with some degree of public funding, several
local areas (e.g., Bolingbrook, Illinois and Tucson, Arizona)
have passed legislation that applies to all new housing,
including units built solely with private funds. In addition
to mandatory requirements, several cities and states have
worked with developers and homebuilders to establish
voluntary programs. By the end of 2007, 57 state and local
governments had mandatory or voluntary visitability
programs in place (Maisel et al., in press).

Visitability legislation is controversial because it raises
issues regarding the individual rights of property owners,
the civil rights of disabled persons, and the proper role of
government (Nishita et al., 2007). In the only lawsuit to
date involving a visitability ordinance, the courts ruled in
favor of the ordinance (Washburn v. Pima County, 2003).
We return to these issues later in the article.

Visitability is part of a broader range of movements
concerned with design that accommodates the needs of as
many people as possible. These movements are described
using terms like universal design, inclusive design, and design
for all. The term universal design is the most widely used in
the United States, and refers to the general principle that,
to the greatest extent possible, manufactured products and
the built environment should be designed to be usable by

all people, regardless of their experience, knowledge, lan-
guage skills, and physical abilities (Center for Universal
Design, 1997). Universal design principles may be applied
to a public park, a house, or an item as small as a vegetable
peeler. The concept of visitability arose separately from
that of universal design and focuses solely on houses, but
the two movements are similar in that both aim to apply
their principles universally rather than only in special
circumstances. In recent years, proponents of the two
movements have often worked together because many of
their objectives overlap.

Another organization working on building design
issues is the International Code Council (ICC), a private,
nonprofit organization established in 1994 to develop
comprehensive construction and safety codes for residential
and commercial buildings (International Code Council,
2008). Its membership is drawn from federal, state, and
local government agencies; the construction industry;
advocacy groups; and other stakeholders. In 2006, the ICC
instituted a task force to develop model code guidelines
regarding visitability for housing types not covered by the
Fair Housing Amendments Act of 1988 (i.e., new one-,
two-, and three-family dwellings). Task force recommen-
dations for a zero-step entrance, minimum interior door
widths, one accessible bathroom, and several other features
received preliminary approval in January 2008, and will be
finalized after a period of public comment.

Housing accessibility movements are active not only in
the United States, but also in Australia, Denmark, France,
Greece, Italy, the Netherlands, Spain, Sweden, and several
other countries (Alonso, 2002; Kochera, 2002; Maisel et
al., in press). The United Kingdom has the most extensive
mandate of any country, requiring all new housing units
to have a zero-step entrance, wide halls and doorways,

a bathroom on the entry level, and accessible electrical
outlets and controls (Imrie, 2003). These requirements
apply to single-family as well as multifamily units and to
those built with private as well as public funding. As is true
under most accessibility legislation in the United States,
waivers in the United Kingdom may be granted based on
the topography of the construction site.

A number of programs have been designed to assist
in the modification of existing housing units (Duncan,
1998; Steinfeld et al., 1998). Many programs are targeted
toward specific disability groups such as the elderly, veterans,
or low-income households. Assistance may come in the
form of grants, loans, equipment (such as lifts), or services
(such as the provision of architectural plans). Funding is
provided by federal agencies such as the Department of
Housing and Urban Development, the Department of
Energy, the Administration on Aging, the Social Security
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Administration, and the Department of Veterans Affairs;
a wide variety of state and local government agencies; and
private organizations such as the Lions Club and Rotary
International.

For those unable to pay for home modifications on
their own, securing funds can be difficult due to the lack
of a central information clearinghouse and the confusing
array of programs, each with its own rules and eligibility
requirements (Pynoos & Nishita, 2003). Furthermore,
many programs do not have sufficient financial resources
to meet the needs of all who request assistance. As a result,
many disabled people are unable to make modifications
and are forced either to remain in homes ill-equipped to
meet their needs or to move prematurely into institutional
housing (Maisel et al., in press).

Although public and private initiatives have had some
success in promoting the construction of accessible housing
and the renovation of existing units, the vast majority of
housing in the United States remains inaccessible to people
with disabilities. We turn next to estimating the potential
need for accessibility features and projecting that need into
the future.

Measures of Disability

A disability can be defined as “a physical or mental
impairment that substantially limits one or more major life
activities” (Steinmetz, 2006). Although the concept is clear,
there is no single, standard way to measure the prevalence
of disabilities within a population. Measures of significant
disability are often based on whether individuals can
accomplish Activities of Daily Living (ADLs), including
bathing, dressing, eating, getting out of a chair or bed,
walking across a room, and using the toilet (Freedman et
al., 2004; Lakdawalla et al., 2003; Manton & Gu, 2001).
Measures of less severe disabilities are often based on
whether individuals can accomplish Instrumental Activities
of Daily Living (IADLs), including doing housework,
preparing meals, shopping for groceries, taking medications,
managing money, and using the telephone (Crimmins &
Saito, 2000; Spillman, 2004; Waidmann & Liu, 2000).

We use two such disability measures in this article,
calculating each one for both individuals and households,
using data from the 5% Public Use Microdata Sample
(PUMY) files from Census 2000 (U.S. Census Bureau,
2003). Census data provide detailed geographic and demo-
graphic coverage and have been found to provide reliable
disability estimates (Calsyn, Winter, & Yonker, 2001).

We define individuals with physical limitations (DIS-1)
as those with long-lasting conditions that substantially
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limit one or more physical activities such as walking,
climbing stairs, reaching, lifting, or carrying. We define
individuals with self-care limitations (DIS-2) as persons
with conditions lasting six months or more that make it
difficult to dress, bathe, or get around inside the home.
For both measures, we calculate disability rates for males
and females in each age group by dividing the number of
persons with a disability by the total number of persons in
the group (see Table 1). These rates include persons living
in institutions as well as those living in households.

Both measures show disability rates to increase with
age. This pattern has been reported frequently in the
literature (Bhattacharya et al., 2004; Kaye et al., 2000;
Steinmetz, 2006). Both measures show slightly lower rates
for females than males in the youngest group, but higher
rates for females in all older groups, with the differences
becoming larger as age increases. This pattern has also been
noted before (Kaye et al., 2000; Steinmetz, 2006). Rates
are substantially higher for DIS-1 than DIS-2, showing
that the latter reflects more severe disabilities. Although it
is not shown in Table 1, about 83% of persons with a self-
care limitation (DIS-2) also have a physical limitation
(DIS-1), but only 29% of those with a physical limitation
also have a self-care limitation.

The rates obtained from these measures are consistent
with those obtained from several other commonly used
disability measures. Age- and sex-specific rates for DIS-1
and DIS-2 are roughly similar to rates measuring severe
disabilities and needs for personal assistance, respectively,
using data from the U.S. Census Bureau’s Survey of In-
come and Program Participation (Steinmetz, 2006). Also,
age-specific rates for DIS-2 are roughly similar to those
reported for users of mobility devices such as wheelchairs,
scooters, walkers, canes, or crutches (Kaye et al., 2000).

The first household measure, HHDIS-1, includes
households in which any member has a long-lasting condi-
tion that substantially limits one or more physical activities
such as walking, climbing stairs, reaching, lifting, or carrying.
The second household measure, HHDIS-2, includes
households in which any member has a condition lasting
six months or more that makes it difficult to dress, bathe,
or get around inside the home. For each measure, we
calculate household disability rates by dividing the number
of households with at least one disabled resident by the
total number of households for each age group. Age groups
are determined by the age of the houscholder, but the
incidence of disability refers to anyone in the household,
regardless of their age or sex. Disability rates for households
are shown in Table 2. Because they are based solely on
household data, these rates do not include persons living in
institutions.
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Table 1. Individual disability rates by age and sex, 2000.

Male Female

U.S. Persons with U.S. Persons with
Age population disability % population disability %
DIS-1
<35 60,949,682 1,121,581 1.8 58,747,107 1,024,801 1.7
35—44 22,795,548 1,244,430 5.5 23,124,437 1,303,179 5.6
45-54 18,432,972 1,644,908 8.9 19,172,397 1,812,554 9.5
55—64 11,582,552 1,814,774 15.7 12,590,270 2,039,293 16.2
65-74 8,245,839 1,794,954 21.8 9,989,648 2,313,961 23.2
75—84 4,815,313 1,507,354 31.3 7,577,579 2,760,742 36.4
85+ 1,306,660 618,657 47.3 3,045,737 1,852,722 60.8
Total 128,128,566 9,746,658 7.6 134,247,175 13,107,252 9.8
DIS-2
<35 60,949,682 606,523 1.0 58,747,107 486,806 0.8
35—44 22,795,548 371,321 1.6 23,124,437 402,428 1.7
45-54 18,432,972 438,913 2.4 19,172,397 519,422 2.7
55—64 11,582,552 424,696 3.7 12,590,270 534,536 4.2
65—74 8,245,839 464,774 5.6 9,989,648 672,627 6.7
75—84 4,815,313 544,988 11.3 7,577,579 1,154,653 15.2
85+ 1,306,660 322,841 24.7 3,045,737 1,147,017 37.7
Total 128,128,566 3,174,056 2.5 134,247,175 4,917,489 3.7
Note:

Data are for the population aged 5 and older.

Source: U.S. Census Bureau, 2003.

Whereas rates for DIS-1 and DIS-2 show the pro-
portion of the population in each age-sex group with a
disability, rates for HHDIS-1 and HHDIS-2 show the
proportion of householders in each age group whose
households contain at least one disabled resident. Overall,
household disability rates are roughly twice as large as
individual disability rates. This is not surprising because
most households have two or more members. Again, these
rates increase with age, and rates based on the first measure
are substantially higher than rates based on the second.

These disability measures are based on a widely used
methodology and use data from a well-recognized, reliable
source. Rates based on individual data are similar to those
reported in other studies. Perhaps most important, rates
based on household data can be directly related to pro-
jections of households. We believe DIS-1 reflects the
proportion of the population for whom accessibility features
would be beneficial for residing safely and comfortably in
their homes, and DIS-2 reflects the proportion for whom

such features are essential for doing so. HHDIS-1 and
HHDIS-2 reflect the corresponding proportions for house-
holds. Although no measure can capture all dimensions of
disability, we believe these measures provide a useful means
for evaluating the links connecting aging, disability, and
housing.

Trends in Disability Over Time

Before projecting how disability rates are likely to
change in the future, we must consider how they have
changed in the past. This task is difficult because disability
is a social construct determined by an individual’s physical,
mental, and emotional condition and by a variety of social
and environmental factors (Freedman et al., 2004). That
is, disability rates are affected not only by a person’s under-
lying capacity to perform certain tasks, but also by the
availability of technological and human assistance and by
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Table 2. Household disability rates by age of householder, 2000.
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HHDIS-1 HHDIS-2
U.S. (households with (households with

Age households disabled resident) % disabled resident) %

<35 26,122,015 1,367,226 5.2 478,632 1.8
35—44 24,863,576 2,581,240 10.4 895,912 3.6
45-54 20,957,677 3,378,321 16.1 1,081,680 5.2
55-64 13,508,638 3,388,779 25.1 970,670 7.2
65-74 10,518,944 3,255,093 30.9 927,412 8.8
75-84 7,417,732 2,852,307 38.5 962,314 13.0
85+ 2,247,362 1,205,028 53.6 559,272 24.9
Total 105,635,944 18,027,994 17.1 5,875,892 5.6

Source: U.S. Census Bureau, 2003.

changing perceptions of what constitutes a disability.
Consequently, changes in disability rates reflect much
more than changes in the underlying physical, mental, and
emotional capacity of the population.

Numerous studies of disability trends have focused on
the elderly population. Many have reported declines in
disability rates for older persons during the 1980s and
1990s (Cai & Lubitz, 2007; Manton & Gu, 2001; Martin,
Schoeni, Freedman, & Andreski, 2007; Spillman, 2004;
Waidmann & Liu, 2000). These declines were often found
to be relatively large (1-2% per year) and statistically
significant.

Not all studies have reported declines, however. Crim-
mins and Saito (2000) found declines in disability rates for
older women between 1984 and 1994, but not for older
men. They also found statistically significant increases
in the prevalence of a number of diseases over this time
period (e.g., heart disease, cancer, diabetes, arthritis, and
osteoporosis). Spillman (2004) noted that much of the
decline in disability rates among the older population
during the 1980s and 1990s was confined to less severe
disabilities and that the evidence for more severe disabilities
was mixed.

Furthermore, studies of the younger population have
not reported consistently improving health or declining
disability. Bhattacharya et al. (2004) and Lakdawalla,
Bhattacharya, and Goldman (2004) found increases in
disability rates among younger persons from the mid-
1980s to the mid-1990s. Kaye, LaPlante, Carlson, and
Wenger (1996) reported increasing disability rates for
younger persons during the early 1990s. Martin et al.
(2007) reported mixed results regarding trends in the
health status of young adults between 1982 and 2003.

There are several reasons for this conflicting evidence.
One is simply that different studies use different populations,
data sets, and measures of disability; such differences are
known to affect disability estimates and trends over time
(Freedman et al., 2004; Wolf, Hunt, & Knickman, 2005).
A second reason is more complex. Several analysts have
reported disability rates that declined even as the prevalence
of diseases increased (Crimmins & Saito, 2000; Freedman
& Martin, 2000). This occurred because the relationship
between disability and health has changed over time due to
more effective diagnostic techniques, improvements in
disease management, better assistive devices, and improve-
ments in accessibility features. Furthermore, a condition or
disease that was previously considered a disability may no
longer be viewed as such. Consequently, declining disability
rates do not necessarily reflect improving health.

Some analysts believe recent declines in disability rates
for older persons will continue well into the future because
of continuing advances in biomedical and epidemiological
research, more aggressive public health programs, a growing
awareness of the importance of regular exercise and good
nutrition, and further increases in educational levels
(Freedman & Martin, 2000; Singer & Manton, 1998;
Waidmann & Liu, 2000). Such declines would have an
important impact on overall disability rates because older
people account for a disproportionately large share of the
disabled population.

Others are less optimistic that rates will continue falling,
either for the older population or for the population as a
whole. They point out that disability rates have risen for
younger adults, a group that constitutes a large proportion
of the population and will become the older population of
future decades (Bhattacharya et al., 2004; Lakdawalla et al.,

o



74-3 03 319880 Smith QC2a 7/2/08 11:34 PM Page 296

—p—

296 Journal of the American Planning Association, Summer 2008, Vol. 74, No. 3

2004). They note that the prevalence of obesity, which is
associated with elevated disability rates, has increased sub-
stantially among both older and younger adults (Arterburn,
Crane, & Sullivan, 2004; Reynolds, Saito, & Crimmins,
2005). Furthermore, although rapid educational improve-
ment contributed significantly to declining disability rates
over the last several decades, the pace of that improvement
is expected to slow in future decades (Freedman & Martin,
1999). Also, the largest racial and ethnic minority groups
have relatively high disability rates (Schoeni, Martin,
Andreski, & Freedman, 2005), and these groups are pro-
jected to grow more rapidly than the rest of the population
(U.S. Census Bureau, 2004). Consequently, a number of
analysts have questioned the likelihood that future disability
rates will continue to fall (Bhattacharya et al., 2004; Spill-
man, 2004; Sturm, Ringel, & Andreyeva, 2004; Wang,
Gu, & Yi, 2007; Wolf et al. 2005), and some have projected
that rates will eventually rise (Lakdawalla, et al., 2003).

One can make plausible arguments for projecting either
increasing or declining disability rates. We believe that when
there is substantial uncertainty regarding the direction of
future trends it is generally advisable to hold rates constant
when making projections (Smith, Tayman, & Swanson,
2001). Consequently, we base our medium projections on
rates that remain constant at 2000 levels. We also evaluate
projections based on rates that rise or fall by 5% per decade
between 2000 and 2050; we refer to these as our high and
low scenarios, respectively. Given the trends in disability
rates observed over the last several decades, we believe these
scenarios provide a reasonable range of projections.

Projections

Our first objective is to project the number of disabled
persons and the number of households with at least one
disabled resident. We do this by applying the disability
rates described above to a set of population and household
projections. This is a standard and widely used approach
for making projections of demographic and socioeconomic
characteristics (Siegel, 2002).

We use population and household projections from
the ProFamy projection model. We chose these projections
because they incorporate recent population trends, extend
through 2050, and provide data on houscholds as well as
population. In contrast, the most recent household projec-
tions from the U.S. Census Bureau were published in the
mid-1990s and extended only through 2010. We believe
the ProFamy projections provide a solid foundation for the
empirical analysis. (See the Appendix for a description of
the ProFamy model.)

Population

Table 3 shows projections of the total population and
the number of disabled persons. Under the medium sce-
nario, in which disability rates remain constant, the number
of disabled persons for both disability measures more than
doubles between 2000 and 2050, resulting in a growth rate
substantially higher than for the population as a whole.
The proportion of the population with a physical limitation
(DIS-1) increases from 8.2% in 2000 to 11.6% in 2050,
and the proportion with a self-care limitation (DIS-2)
increases from 2.9% to 4.6%. Table 3 does not show this,
but the number of disabled persons rises over time in each
age group, with the largest increases occurring at the oldest
ages.

Even under the low scenario, the number of disabled
persons grows more rapidly than the population as a
whole. For DIS-1, the number of disabled persons grows
by 59% between 2000 and 2050; for DIS-2, it grows by
76%. Apparently, the aging of the population more than
offsets the effect of declining disability rates.

Under the high scenario, the number of disabled
persons grows by 163% between 2000 and 2050 for DIS-1
and by 190% for DIS-2. Clearly, when combined with
population aging, rising disability rates lead to huge increases
in the number of disabled persons.

Households

Projections of the number of households and the
number of households with at least one disabled resident are
shown in Table 4. Under the medium scenario, the number
of households with a disabled resident almost doubles
between 2000 and 2050 for HHDIS-1; for HHDIS-2,
it more than doubles. Consequently, the proportion of
households with at least one disabled resident increases
substantially, from 16.5% to 21.2% for HHDIS-1 and
from 5.4% to 7.2% for HHDIS-2. Although this is not
shown in Table 4, the increases are considerably greater for
households with older householders than for those with
younger householders.

Under the low scenario, the number of households
with a disabled resident as measured by HHDIS-1 grows
more rapidly t