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Everyone ‘knows’ that the gender ratio at birth is around 51.2% males (105 males per 100 

females) – at least that is as far as a superficial understanding of the topic would lead to. 

However Figure 1 shows what appears to be an amazing long-term cycle in the gender ratio 

for births in Scotland during the month of August (conception in December) between 1974 

and 2009. The gender ratio is certainly not constant.  

Figure 1: Gender ratio for births in August, Scotland 

 

Footnote: Data kindly provided by General Register Office for Scotland. 

The gender ratio has been shown to be influenced by the solar cycle, season, and latitude all 

of which relate to gradients in solar radiation intensity either due to time or place (Davis & 

Lowell 2008, 2009). There are additional sensitivities to nuclear radiation (Scherb & Voigt 

2011), infectious agents (Blumberg 2006) and the occupation of the mother (Ruckstuhl et al 

2010). Recall that the gender ratio is influenced by factors regulating both fertilization and 

spontaneous abortion. 

Both month and year of conception (hence birth) have been shown to influence the 

disposition to longevity and certain physical and mental health conditions (Davis & Lowell 

2004a-b, 2006). Additional research shows a link between the incidence of breast cancer (six 
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different cervical abnormalities) and fluctuation in five physiologic measurements 

(temperature, pulse, blood pressure, etc) and the solar cycle (Hrushesky et al 2011). While 

the solar cycle is a relatively weak cycle the importance of such observations is that many 

fundamental aspects of human health status are profoundly and intimately related to the 

external environment.  

Careful inspection of Figure 1 suggests a modest background 11 year solar cycle overlaid 

with a far stronger cycle where the peaks in gender ratio appear to coincide with outbreaks 

of what has been described as a new type of infectious immune disease (Jones 2010, 2012b) 

which also has profound effects upon total health care costs (Jones 2012a,c). Data from 

Scotland has been chosen due to the observation that ’outbreaks’ appear to occur earlier 

and more frequently in Scotland than England (Jones 2010). 

It is my perception that the role of government health departments around the world in 

pursuing cost control strategies has led them to overemphasize the role of organisational 

behaviour and efficiency as the ‘major’ cause of higher costs. This view was reflected in a 

recent Nuffield Trust report on the rise in emergency admissions where acute admission 

thresholds were largely blamed as the source of the problem (Blunt et al 2010). This is 

contradicted by research in the US which shows that clinical thresholds remain constant in 

spite of fluctuating demand pressure (Sharma et al 2008).  

Hence it has been easier to claim that the problem is inefficient systems (which of course 

will always be partly true) rather than admit that inefficiency is only one part of a larger 

story relating to the dynamic behaviour of costs over time. Hence the implication ‘if you 

were a more efficient “GP/clinician/manager” these “referrals/length of stay/costs” would 

not be behaving like this’, etc. 

The problem with such high level efficiency arguments is that they can confuse cause and 

effect. For example, conventional wisdom is to close beds to save money, however, the real 

route to efficiency is to maintain a safe occupancy margin and flex the staff to match the 

need (Jones 2011a,b). Unfortunately such arguments may have (in part) led politicians to 

reason that fundamental reorganisation was the only route to reducing NHS costs – 

although, as always, the full set of issues are more complex (Dixon 2012). 

While the direct costs relating to the particular gender ratio cycle in Figure 1 may be 

relatively small it is the bigger picture to which they could be pointing that may hold the key 

to larger cost behaviour(s).  

Research into the solar cycle and gender ratio requires large data sets streatching over 

many years and seeks to establish cause and effect in the face of high background statistical 

scatter. Any possible association in Figure 1 therefore remains an interesting possibility’ and 

in this respect is probably a good example of the wider difficulty of attributing cause and 

effect between health care ‘efficiency’ and the multitude of cost behaviours. 
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No one is suggesting that we neglect the role of efficiency in health care, the argument is 

with the correct attribution of cause and effect and hence solutions which address the 

totality of the problem(s). 

References 

Blumberg B (2006) The curiosities of hepatitis B virus: Prevention, sex ratio, and demography. Proc 

American Thoracic Society 3:14-20. 

Blunt I, Bardsley M, Dixon J. (2010) Trends in Emergency admissions in England 2004-2009: is greater 

efficiency breeding inefficiency? London, The Nuffield Trust. Available from: 

http://www.nuffieldtrust.org.uk/sites/files/nuffield/Trends_in_emergency_admissions_REPORT.pdf 

Davis G, Lowell W (2004a) Chaotic solar cycles modulate the incidence and severity of mental illness. 

Medical Hypotheses 62: 207-214.  

Davis G, Lowell W (2004b) The sun determines human longevity: Teratogenic effects of solar 

radiation. Medical Hypotheses 63: 574-581. 

Davis G, Lowell W (2006) Solar cycles and their relationship to human disease and adaptability. 

Medical Hypotheses 67(3): 447-461. 

Davis G, Lowell W (2008) Peaks of solar cycles affect the gender ratio. Medical Hypotheses 71: 829-

838. 

Davis G, Lowell W (2009) Photons and evolution: Quantum mechanical processes modulate sexual 

differentiation. Medical Hypotheses 73: 296-301. 

Dixon J (2012) Reform and the National Health Service. The Political Quarterly 83(2): 143-152. 

Hrushesky W, Sothern R, Du_Quiton J, Quiton D, et al (2011) Sunspot dynamics are reflected in 

human physiology and pathophysiology. Astrobiology 11(2): 93-103. 

Jones R (2010) The case for recurring outbreaks of a new type of infectious disease across all parts of 

the United Kingdom.  Medical Hypotheses 75(5): 452-457. 

Jones R (2011a) Hospital bed occupancy demystified and why hospitals of different size and 

complexity must operate at different average occupancy.  British Journal of Healthcare Management 

17(6): 242-248. 

Jones R (2011b) A paradigm shift for bed occupancy. British Journal of Healthcare Management 

17(8): 376-377. 

Jones R (2012a) Time to re-evaluate financial risk in GP commissioning. British Journal of Healthcare 

Management 18(1): 39-48. 

Jones R (2012b). Could cytomegalovirus be causing widespread outbreaks of chronic poor health? In  

Shoja M, et al. Hypotheses in Clinical Medicine. Nova Science Publishers Inc, New York. In press. 

Jones R (2012c) Are clinical commissioning groups financially stable? British Journal of Healthcare 

Management (submitted). 

Scherb H & Voigt K (2011). The human sex odds at birth after the atmospheric atomic bomb tests, 

after Chernobyl, and in the vicinity of nuclear facilities. Environmental Science and Pollution Research 

18(5): 697-707. DOI 10.1007/s11356-011-0462-z 

Sharma R, Stano M, Gehring R (2008) Short-term fluctuations in hospital demand: implications for 

admission, discharge and discriminatory behaviour. RAND Journal of Economics 39(2): 586-606. 

Ruckstuhl K, Colijn G, Amiot V, Vinish E (2010) Mother’s occupation and sex ratio at birth. BMC 

Public Health 10: 269 doi: 10.1186/1471-2458-10-269 

 


