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Ramadan Compendium 

This is a compendium of evidence regarding fasting in Ramadan with health conditions 

undertaken by the British Islamic Medical Association (BIMA). This work builds upon the 

Ramadan Rapid Review, produced in 2020 in light of the COVID-19 pandemic. This work does 

not form a directive and should be used by individuals to frame an informed discussion with 

their clinicians. The views expressed represent the views of the author(s) and not necessarily 

those of BIMA and are not a substitute for professional advice. 
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1. Introduction 

 

Disease specific guidance for healthcare professionals and patients regarding fasting in 

Ramadan for people with long term health conditions is an emerging area. However outside 

of specialties such as diabetes, much guidance is drawn from single publications, local 

guidance documents and expert opinion. Concerns about the ability of such patients to safely 

fast was heightened shortly after the global spread of COVID-19 with the arrival of Ramadan. 

Owing to this the British Islamic Medical Association (BIMA) undertook a series of rapid 

evidence reviews1 to explore the effect of observing the fast of Ramadan with common health 

conditions, and provide recommendations for health professionals who were counselling 

patients.  

 

Much has been learned regarding COVID-19 and fresh challenges have emerged. The care 

of all patients with long term conditions has been challenging during the pandemic with a move 

to virtual clinics and reduced face-to-face contact with HCPs. Lack of access to healthcare 

advice may be more problematic in areas of social deprivation, and with the added severity of 

COVID-19 illness amongst BAME populations, these concerns are at the forefront for HCPs 

caring for Muslim patients. In addition, as the national vaccination program continues to roll 

out, questions about vaccination during Ramadan emerge from British Muslims and their 

HCPs. 

 

With this in mind, BIMA have produced this compendium to assist HCPs and their Muslim 

patients in decision making around Ramadan 2021. Sections of the 2020 Rapid Review have 

been updated in line with emerging evidence in the last year. An updated section of 

management of COVID-19 illness during Ramadan is included and advice regarding queries 

around vaccination included also.  

 

This document and the advice therein is to be read as informative recommendations 

and guidance, rather than authoritative or prescriptive directives for use by healthcare 

professionals. The application of these recommendations, particularly in relation to a 

positive decision to embark on fasting in Ramadan, should not be undertaken by 

patients without consultation with their responsible healthcare professional. 

 

  

 
1 British Islamic Medical Association. Ramadan Rapid Review 2020 [cited 16/03/2021]. Available 
from: https://britishima.org/ramadan-rapid-review/ 

https://britishima.org/ramadan-rapid-review/
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2. Methodology 

 

In line with the varying depth and scope of literature in different medical specialities, each 

section of the compendium employs its own methodology appropriate for the literature in that 

area. The methodology of the rapid review is provided below as a reference for sections which 

continue with this approach. 

 

Rapid review methodology 

 

We aimed to provide a summary of the current literature using narrative synthesis and expert 

statements. Recognising that there is no standard methodology for rapid reviews, we 

attempted to utilize the principles as outlined by the Cochrane Collaboration Rapid Reviews 

Interim Guidance (2020).2 

 

Search strategy 

 

PubMed and Google Scholar databases were searched between 5-16 March 2020 for all 

studies from database inception. Parallel searches were conducted, each corresponding to a 

specialist review in this document. For each review, we used search terms to describe fasting 

in Ramadan along with terms to describe the relevant specialty. These are listed in the 

reference list of each section (e.g. Ramadan AND Diabetes). Titles and abstracts were 

screened to assess suitability for inclusion. All study designs were included, including non-

human subjects. Existing reviews of literature on these topics were also snowballed for 

references where appropriate. No language or study restrictions were applied, but due to 

pragmatic considerations only English language papers were reviewed. Due to time 

restrictions no critical appraisal checklist was used, nor was the review registered.  

 

Each review covers a number of conditions within that specialty in the context of the Ramadan 

fasts. We were limited by which authors and peer-reviewers we could timely contact to conduct 

the review.  

 

Consensus for recommendations 

 

Expert consensus was obtained from senior clinicians who specialise in the disease area and 

have experience of managing patients fasting in Ramadan. Methodological expertise on 

gathering expert opinion was provided by Healthcare Improvement Scotland. In light of the 

work pressures from COVID-19, a pragmatic approach to peer review was adopted to ensure 

sufficiently comprehensive clinical input. Peers were asked if they agreed with the evidence 

cited and the recommendations provided. Peer reviewers for each section are listed in each 

section. Disagreements were settled between author(s) and reviewers, and no disagreements 

between reviewers are noted in these recommendations as provided.  

 
2
 Garritty C, Gartlehner G, Kamel C, King VJ, Nussbaumer-Streit B, Stevens A, Hamel C, Affengruber L. 2020. Cochrane Rapid 

Reviews. Interim Guidance from the Cochrane Rapid Reviews Methods Group. 
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Where possible, authors brought in literature and context from non-Ramadan studies on 

COVID-19 to help frame the recommendations. 

 

In forming recommendations we utilised a three tiered risk assessment based on the criteria 

established by the Diabetes and Ramadan (DAR) International Alliance and International 

Diabetes Federation (IDF).3 These widely used criteria are based on the likelihood of harm 

arising from fasting and split patients into 3 tiers - low/moderate risk, high risk and very high 

risk. These criteria have been approved by the Islamic Organization for Medical Sciences and 

the International Islamic Fiqh Academy.4 

 

Separately, we also reviewed the effect of fasting on the immune system, as well as 

occupational performance. These sections are mainly for information and recommendations 

were not made on the basis of risk stratification. 

 

All sections have been reviewed and edited by a team of editors: 

● Dr Salman Waqar - General Practitioner, Academic Fellow - University of Oxford 

● Dr Nazim Ghouri - Consultant Physician & Diabetologist & Endocrinologist / Honorary 

Clinical Associate Professor, Queen Elizabeth University Hospital & University of 

Glasgow 

● Prof Tahseen Chowdhury, Consultant Physician and Diabetologist, The Royal 

London Hospital, London 

● Dr Ammad Mahmood – Clinical Lecturer in Neurology - Queen Elizabeth University 

Hospital, University of Glasgow 

 

Disclaimer 

 

Whilst this work has been peer reviewed, this work has not been through a formal consultation 

process; it should not replace individual clinical judgement and the sources cited should be 

checked and appraised. It does not form an authority or directive but should be used by 

individual healthcare practitioners to inform their practice in discussion with their patients and 

religious scholars. The views expressed represent the views of the authors and not necessarily 

those of BIMA and are not a substitute for professional medical advice. This will be an ongoing 

area of research and improvement. Suggestions, comments and clarification from peers are 

welcome: ramadanreview@britishima.org.   

 

© British Islamic Medical Association 2021. All rights reserved. 

 

 

 
3
 Hassanein, M., Al-Arouj, M., Hamdy, O., Bebakar, W.M.W., Jabbar, A., Al-Madani, A., Hanif, W., Lessan, N., Basit, A., Tayeb, 

K. and Omar, M.A.K., 2017. Diabetes and Ramadan: practical guidelines. Diabetes research and clinical practice, 126, pp.303-

316. 
4
 Beshyah, S.A., 2009. Fasting during the month of Ramadan for people with diabetes: medicine and Fiqh united at last. 

Ibnosina J Med Biomed Sci, 1(2), pp.58-60. 

mailto:ramadanreview@britishima.org
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1.2 6/2/2023 Addition of information regarding pre-Ramadan counselling, trial 
fasting and women’s health in Ramadan as per newly published 
literature. Cardiovascular, Renal, Diabetes and Adrenal insufficiency 
sections updated to include respective derived per-reviewed 
publications 

 

 

3. General Principles 

 

For anyone who intends to fast in Ramadan, particularly during the COVID-19 pandemic, we 

suggest the following guidelines: 

 

● There is no evidence to suggest that people who are healthy (i.e. they do not have any 

diagnosed medical conditions) and were previously able to observe the fast of 

Ramadan without any harm, are at any additional risk from fasting in the context of 

COVID-19, which is affirmed by the WHO interim guidance on Ramadan.5 

 

● Discuss any change in medication with their GP or specialist prior to fasting. Do not 

hesitate or delay in seeking medical advice for any deterioration in health, either if 

acutely unwell or if not improving6 

 

● Ensure adequate hydration and nutrition 

 

● Those with impaired capacity, for whatever reason - whether temporary (such as 

delirium or a florid manic episode) or permanent (such as a significant enduring 

cognitive impairment like dementia), who are unable to recognise the importance of 

fasting, are religiously excused from fasting. Those with mild cognitive impairment that 

does not impair capacity, such that they recognise the importance of fasting - and in 

the absence of any other comorbidities - would be religiously required to keep the fast. 

Forgetful eating during the day would not break their fast.7 

 

● Frailty and obesity are significant risk factors for COVID-19. These patients are advised 

to take extra precautions, irrespective of comorbidities, whilst fasting.8,9,10 Ethnicity is 

also a risk factor in COVID-19, with higher than expected mortality reported amongst 

 
5 World Health Organization. 2020. Safe Ramadan practices in the context of the COVID-19: interim guidance. Available at: 

https://apps.who.int/iris/handle/10665/331767 (Accessed 17 April 2020) 
6 Waqar S, Ghouri N; Managing Ramadan queries in COVID-19; BJGP Open 2020; 4 (2): bjgpopen20X101097 
7 Younas, S. What Are the Islamic Rulings Related to Someone Suffering From Dementia? Available at: 

https://seekersguidance.org/answers/hanafi-fiqh/rulings-related-someone-suffering-dementia/ (Accessed 17 April 2020) 
8
 Senthilingam M. Covid-19 has made the obesity epidemic worse, but failed to ignite enough action BMJ 2021; 372 :n41 

9
  Hewitt J, Carter B, Vilches-Moraga A et al; COPE Study Collaborators. The effect of frailty on survival in patients with 

COVID-19 (COPE): a multicentre, European, observational cohort study. Lancet Public Health. 2020 Aug;5(8):e444-e451 
10 Sattar N, Ho FK, Gill JM, Ghouri N, Gray SR, Celis-Morales CA, Katikireddi SV, Berry C, Pell JP, McMurray JJ, Welsh P. 

BMI and future risk for COVID-19 infection and death across sex, age and ethnicity: Preliminary findings from UK biobank. 
Diabetes Metab Syndr. 2020 Sep-Oct;14(5):1149-115 

https://apps.who.int/iris/handle/10665/331767
https://seekersguidance.org/answers/hanafi-fiqh/rulings-related-someone-suffering-dementia/
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BAME communities.11 A significant proportion of Muslims in the UK are BAME, 

particularly from South Asian backgrounds, who have lower cut-offs for defining 

obesity.12 

 

● Data from Ramadan 2020 in England (when the fast was observed during restrictions 

caused by the Covid-19 pandemic) was analysed to explored the impact of Ramadan 

fasting on Covid-19 mortality using England as a case study. Data were compiled from 

the Office for National Statistics (ONS) datasets, which were publicly available. 17 local 

authorities (LAs) in England where the Muslim population as measured at the 2011 

census made up at least one-fifth of the population were identified. A control group of 

5 million people was formed by combining the populations of the remaining LAs which 

were in the most deprived quintile and with the lowest proportions of Muslims in their 

populations.  The results show that deaths were falling steadily in both Muslim areas 

and control areas over the Ramadan period. This suggests that fasting during 

Ramadan did not have a detrimental effect on Covid-19 deaths in England.13 

 

● For those undertaking jobs which require wearing PPE for long periods of time and 

exposed to high levels of heat stress: e.g. due to the increased risk of dehydration it 

may be advisable for such individuals to discuss with their line manager/s about 

suitable task rotation and limiting PPE use to as low a duration as is reasonably 

practicable.14 It is advised that such discussions take place well in advance and are 

not left to the last minute. If this is not possible and/or if fasting is undertaken in this 

context and an individual does experience hardship to the extent that their ability to 

work safely and competently is compromised, or patient/co-workers health or safety 

will be put at risk, then the fast should ideally be terminated and made up as 

appropriate at a later date.15 If terminating the fast is becoming a recurring theme, 

workers should consider abstaining from subsequent fasts if the pattern of work 

remains unchanged, speaking with a trusted religious authority beforehand if 

preferred.16  

 

● It is acknowledged that in traditional books of Islamic jurisprudence (fiqh), that only the 

advice of an appropriate Muslim physician is valid in terminating the fast or abstaining 

from fasting. However, whilst there is a difference of opinion, many imams and scholars 

 
11

   Apea VJ, Wan YI, Dhairyawan R; Ethnicity and outcomes in patients hospitalised with COVID-19 infection in East London: 

an observational cohort study. BMJ Open. 2021 Jan 17;11(1):e042140   
12 Gray, L.J., Yates, T., Davies, M.J., Brady, E., Webb, D.R., Sattar, N. and Khunti, K., 2011. Defining obesity cut-off points for 

migrant South Asians. PloS one, 6(10). 
13 Waqar S, Asaria M, Ghouri N, Suleman M, Begum H, Marmot M; Assessing the impact of Ramadan fasting on COVID-19 

mortality in the UK; 2021; JOGH; 11-03050 
14 Moothadeth A, Waqar S, Abbas SZ; Fasting during Ramadan and the COVID-19 pandemic, Occupational Medicine, Volume 

70, Issue 5, July 2020, Pages 306–308 
15

 Shabbir, Y. 2020. Fasting in Ramadan for COVID-19 Doctors and Nurses. Available at: http://islamicportal.co.uk/fasting-in-

ramadan-for-covid-19-doctors-and-nurses/ (Accessed: 16 April 2020). 
16 Ghouri, N., Hussain, S., Mohammed, R., Beshyah, S.A., Chowdhury, T.A., Sattar, N. and Sheikh, A., 2018. Diabetes, driving 

and fasting during Ramadan: the interplay between secular and religious law. BMJ Open Diabetes Research and Care, 6(1). 

https://islamicportal.co.uk/fasting-in-ramadan-for-covid-19-doctors-and-nurses/
https://islamicportal.co.uk/fasting-in-ramadan-for-covid-19-doctors-and-nurses/
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agree that in the absence of such a readily accessible facility, the faith of the advising 

physician is not important.  

 

● Clinicians should recognise the value and importance of fasting to patients, and the 

role of spirituality in the wellbeing of Muslims which is at a peak during Ramadan. The 

motivation to fast in some patients may supersede health concerns in spite of medical 

advice. HCPs may seek the support of a trusted religious authority to support any 

advice to not fast. In the minority who may then go on to fast, support through adequate 

lifestyle and medication advice can help to minimise risk and education can aid in early 

recognition of disease exacerbation 

 

● Consideration should be given to issues particular to women’s health and Ramadan 

fasting17 such as: 

 

○ The mandatory exemption from fasting for women who are menstruating or 

experiencing post-natal bleeding 

○ Changes in sleep and nutrition may cause alterations in the usual pattern of the 

menstrual cycle; some women may wish to control their periods with medication 

to allow for more predictable routines during Ramadan 

○ Pregnant women may not fast if there is a threat of harm to them or their child 

○ Breastfeeding women may not fast if there is a threat of harm to their milk 

supply due to fasting 

 

4. Acute illness, including COVID-19  

 

In the case of an acute illness, either if an individual becomes unwell whilst fasting, or outside 

the fasting hours during the month of Ramadan, Figure 1 is a suggested pathway for an 

individual to follow. Furthermore:  

 

● If someone becomes acutely unwell with non-COVID-19 symptoms that create 

hardship with continued fasting, or is struggling to keep the fast, the right arm of Figure 

1 should be followed. Risk of exacerbation of illness or delay in recovery are grounds 

for termination of, or abstention from, fasting. Risk is determined by:18 

  

○ Prior experience of fasting with this illness 

○ In the case of new illnesses, risk may be immediately obvious e.g. risk of 

dehydration with persistent vomiting and diarrhoea  

○ The advice of an appropriate clinician   

 

● If symptoms suggestive of COVID-19 develop, namely fever, malaise and persistent 

cough, we advocate terminating the fast/abstaining from fasting, ensuring adequate 

 
17 Waqar S, Ghouri N, Dar S. Ramadan and women's health. Br J Gen Pract. 2022;72(717):156. Published 2022 Mar 31 
18

 al-Ḥasan Ibn-ʻAmmār aš-Šurunbulālī, 2010. Maraqi'l-saʻadat: Ascent to Felicity: a Manual on Islamic Creed and Ḥanafī 

Jurisprudence. White Thread Press. 
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hydration, and seeking timely medical advice. The ultimate decision to fast or not 

rests with the patient. The suggested process is highlighted in the left arm of Figure 

1.  

 

● If someone is PCR positive or experiences loss of smell or taste, then they should 

monitor for any of the additional symptoms listed above and follow the associated 

advice. 

 

● There is evidence that AKI can lead to significantly poorer outcomes in people with 
COVID-19. There is, however, no evidence that fasting or mild dehydration increases 
risk of developing COVID-19. Therefore, advice about fasting may be very similar to 
previous years but tempered with clear and firm advice about ceasing fasting 
immediately should the person develop any symptoms of COVID-19, such as fever, 
cough, malaise, or diarrhoea. The presence of anosmia should make an individual 
monitor their health very closely and they should cease from fasting immediately if any 
further deterioration in health is experienced, even if mild. Some authorities suggest 
that fasting should cease immediately should anyone in the household develop 
COVID-19 symptoms. Our opinion, however, is that if a person has a low risk from 
fasting and is asymptomatic, it remains safe for them to fast providing they can safely 
isolate, but that they should cease fasting should they develop symptoms. If a person 
were to develop COVID-19 symptoms whilst fasting, they should break the fast 
immediately, hydrate and monitor their health carefully, and abstain from fasting until 
fully recovered.  
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Figure 1 - Dealing with acute Illness 
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5. Vaccination during Ramadan 

 

Vaccine hesitancy is a global issue affecting the rollout of vaccines against COVID-19. In 

2021 Ramadan will begin whilst the vaccination program is ongoing with first doses for 

younger groups and second doses for older and vulnerable groups expected through the 

month. 

 

Vaccination of Muslim patients during Ramadan, either during or outside of fasting hours, 

should be able to continue as normal. The following guidelines aim to address common 

questions that may arise in discussion with patients: 

 

● According to the majority of Islamic scholars, all of the vaccines currently used in 

the UK do not invalidate the fast if administered while the patient is fasting19 

● Side effects from vaccination are mild and transient in the vast majority of 

patients and are expected to occur 24-48 hours after vaccination as opposed to 

immediately after vaccination 

● In a small minority of patients who may become more unwell and feel unable to 

fast as a result of vaccination, usual practices around stopping fasting and 

seeking medical attention should apply, with fasts made up at a later date when 

able 

 

  

 
19 Fasting and COVID vaccinations; British Islamic Medical Association, accessed on 16/3/21 at: 

https://britishima.org/wp-content/uploads/2021/01/Detailed-Fasting-Covid-vaccinations-copy-
300x168.jpg 
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6. Decision making tool for fasting with chronic conditions 

 

For patients with chronic diseases, Figure 2 and Table 1 below can be used by healthcare 

professionals to assign a risk level and provide fasting advice accordingly. Patients in the two 

higher tiers, very high risk and high risk, should receive medical advice that they ‘must not 

fast’ and ‘should not fast’ respectively. Healthcare professionals should consider advising their 

patients to fast in the shorter winter months, e.g. in conditions where patients are on 

medication when the fasting duration is shorter than the duration between dosing intervals.20  

 

Those in the low/moderate risk category are advised that the medical advice is on the 

discretion of the physician along with the ability of the individual to tolerate the fast. Multiple 

comorbidities will likely be compounding and could upgrade the patient’s risk category. 

 

These judgements are based on clinical risk which is at the discretion of the advising clinician. 

Ultimately, the decision to fast or not should be made by the individual, in light of the 

medical advice, in conjunction with advice from a trusted religious authority (where preferred) 

through a shared decision-making process.  

 

Further guidance on the assessment of patients with chronic health conditions and an 

approach to pre Ramadan counselling is available in a Practice Pointer from the BMJ21. 

Suggested factors which require consideration in a shared decision-making process include: 

• Past medical history  

• Medication and its compatibility with the timing of fasts 

• Location and length of fasting 

• Past experience of fasting with the same health conditions 

• A patient’s values and personal motivations and priorities 

 

Trial fasting prior to Ramadan in particular is advocated allowing for the assessment of 

potential risks and alteration of lifestyle or medication to mitigate for such risk in preparation 

for Ramadan fasting. Guidance on how individuals should approach trial fasting is summarised 

in the BMJ Practice Pointer. 

 

For patients unable to fast, alternatives include22: 

• Non-consecutive fasting 

• Fasting in winter months 

• Make up fasts after Ramadan 

• Paying in charity 

 
20 

Ghouri, N., Gatrad, R., Sattar, N., Dhami, S. and Sheikh, A., 2013. Summer-winter switching of the Ramadan fasts in people 

with diabetes living in temperate regions. Diabetic Medicine, 29(6), pp.696-697. 
21 Mahmood A, Dar S, Dabhad A, Aksi B, Chowdhury TA. Advising patients with existing conditions about fasting during 

Ramadan. BMJ. 2022 Jan 31;376:e063613  
22 Waqar S, Ghouri N, Awwad R; Chronic disease management during Ramadan; American Family Physician; Jan 2023; 
available at: https://www.aafp.org/dam/AAFP/documents/journals/afp/Waqar.pdf 
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Figure 223 - Decision making tool for those fasting with chronic conditions 

 

 
 

 

 

 

 
23 Waqar S, Ghouri N; Managing Ramadan queries in COVID-19; BJGP Open 2020; 4 (2): bjgpopen20X101097 
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7. Risk Summary Recommendations 

 

Table 1 - Risk stratification by body condition/disease  

Condition 

Very High Risk 
Advise MUST NOT fast 

High Risk 
Advise should NOT fast 

Low/Moderate Risk 
Decision to not fast based on 

discretion of medical opinion and 
ability of the individual to tolerate 

fast 

If patients in these categories wish to fast, is fasting  shorter fasts in the winter a safe 
alternative? If not an option, or patients not willing to defer fasts and still wishing to 
fast, then they should be supported and should: 

● Receive structured education (where appropriate) 
● Be followed by an appropriate specialist/primary care contact whilst fasting 
● Monitor their health regularly 
● Adjust medication dose, frequency and timing as per recommendations 
● Be prepared to break the fast/abstain from fasting in case of adverse 

events 

Cardiovascular 
disease 

● Advanced heart failure (optimal 
medical therapy, Left Ventricular 
Ejection Fraction <35%, with class 
III-IV NYHA symptoms, ≥1 
hospitalisation in the last 6 month 
due to decompensated heart failure 
and severely impaired functional 
capacity (e.g. 6 min walk distance 
<300m)  

● Severe pulmonary hypertension 
(defined as WHO/NYHA III-IV 
classification, right ventricular 
dysfunction and objective markers 
on right heart catheterisation e.g. 
SvO2 <60%) 

 
 

● Poorly controlled hypertension 
(as defined by your specialist) 

● Recent Acute Coronary 
Syndrome / myocardial infarction 
(<6 weeks) 

● Hypertrophic Obstructive 
Cardiomyopathy (HOCM) with 
significant left ventricular outflow 
tract gradient (e.g. peak gradient 
≥50mmHg) 

● Severe valvular disease (defined 
by echocardiographic criteria)  

● Severe heart failure without 
advanced features  

● Poorly controlled arrhythmias (as 
defined by your specialist)  

● High risk of fatal arrhythmias 
(e.g. inherited arrhythmic 
syndromes, arrhythmogenic 
cardiomyopathy) 

● Implantable cardioverter 
defibrillator +/- cardiac 
resynchronisation therapy 

 
 

 

● Stable hypertension 
● Stable angina (episodes of angina 

are not occurring at rest or 
increasing significantly in frequency 
or severity)  

● Mild heart failure with reduced 
ejection fraction (HFrEF) (Left 
Ventricular Ejection Fraction or 
LVEF ≥ 45%), Moderate HFrEF 
(LVEF 35 - 45%) or Heart Failure 
with preserved ejection fraction 
(HFpEF) (diagnosed by a 
combination of symptoms, LVEF ≥ 
45-50%, Heart Failure Association 
score, natriuretic peptide levels +/- 
imaging - refer to specialist 
confirmation)     

● Implantable loop recorder  
● Permanent pacemaker (single or 

dual chamber) 
● Mild/mild-moderate valvular disease 

(as defined by echocardiographic 
criteria)   

● Supraventricular tachycardias/Atrial 
Fibrillation/Non sustained 
ventricular tachycardia  

● Mild/moderate Pulmonary 
Hypertension (Pulmonary Artery 
Systolic Pressure >25mmHg 
without severe echocardiographic 
or right heart catheterisation 
features) 

● Patients with Grown-up Congenital Heart disease (GUCH) and/or Heart Transplant must consult their specialist for an individual 
risk assessment.  

Respiratory 
disease 

● Those experiencing an acute 
exacerbation of their chronic lung 
disease  

● Asthma/COPD sufferers at high risk 
of exacerbation and preventative 
inhaler timings cannot be altered to 
a fasting compatible regime  

● Poorly controlled lung disease 
with frequent 
exacerbations/hospital 
admissions 

● Poorly controlled symptoms 
requiring frequent rescue inhaler 
and/or nebuliser use throughout 
the day  

● Those receiving 
immunosuppressants for active 
lung disease 

● Those receiving anti-fibrotic 
therapy 

● Well controlled asthma/COPD requiring 
intermittent reliever inhaler use only 

● Stable disease with infrequent 
exacerbations 

● Those receiving immunosuppressants 
for stable disease (in remission) 
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Chronic kidney 
disease 

● CKD patients in stage 4-5 with 
eGFR<30 ml/min** 

● Patients on all forms of hemodialysis 
and peritoneal dialysis 

● Pregnant CKD patients 
● CKD stage 3-5 patients with history 

of pre-existing cardiovascular 
disease 

● CKD patients on tolvaptan 
 

● CKD patients in stage 1-3 with 
unstable kidney function* 

● CKD patients with known 
electrolyte abnormalities 

● Patients at risk of dehydration 
due to fluid restriction 
requirements or need for 
diuretics 

● Patients on ACE-I/ARB, SGLT2 
inhibitors and mineralocorticoid 
receptor antagonists 

● CKD patients in stages 1-3 with stable 
kidney function 

● CKD patients prone to urinary tract 
infections or stone formation 

CKD, Chronic Kidney Disease; ACE-I, Angiotensin Converting Enzyme inhibitor; ARB, Angiotensin Receptor Blocker; eGFR, estimated 
Glomerular Filtration Rate; SGLT2, sodium-glucose Cotransporter-2 
*unstable patients would include those with rapidly declining GFR, history of fluid overload and frailty. 
**although HD and PD patients would be considered very high risk, a select group may be able to fast following risk stratification and 
counselling, factors to consider would include – residual renal function, fluid balance, potassium >6.0 mmol/L, motivation, compliance 
with medical advice, consider alternatives to fasting and winter fasting. 

Gastrointestinal 
disease 

● Patients with established cirrhosis 
especially Child-Pugh B and C 

● Patients who are < 6months post 
Liver transplant 

● Patients with symptomatic active 
inflammatory bowel disease  

● Patients with significant acute or 
chronic diarrhoea  

● Patients with high output ileostomy 

● Liver transplant patients taking 
Tacrolimus are at high risk of 
renal toxicity if they become 
dehydrated. They are also at risk 
of rejection if adherence to 
immunosuppression medication 
is not maintained due to fasting.  

● Patients on prednisolone at 
doses > 20mg per day 

● Patients with Child A cirrhosis 
● Patients with stable chronic liver 

disease without cirrhosis 
● Patients with stable chronic 

inflammatory bowel disease in 
remission, including those on 
immunosuppressants  

● Patients with peptic ulcer disease, 
reflux oesophagitis and irritable bowel 
syndrome  

Neurological 
disease 

● Any condition predisposing to 
respiratory complications e.g. bulbar 
weakness, neuromuscular 
disorders* 

● Myasthenia Gravis on regular 
pyridostigmine more than 3 times 
per day 

● MND 
● Poorly controlled epilepsy, on 

multiple antiepileptic medications, 
history of status epilepticus 

● Parkinson’s disease requiring 
regular levo-dopa  

● Neurodegenerative disorders with 
cognitive impairment 

● Epilepsy requiring a medication 
regime incompatible with fasting 
which cannot be modified safely 
in time for Ramadan 

● Myasthenia gravis on 
pyridostigmine 3 times daily or 
less 

● Parkinson’s disease with low 
requirement for levo-dopa in 
younger patients 

● History of cerebrovascular disease, 
dependent on level of disability 

● History of MS, dependent on level of 
disability. See ABN guidance for 
management of immunosuppression 
during the COVID-19 pandemic 

● Well controlled epilepsy with 
medication regime compatible with 
length of fast 

● Myasthenia gravis not requiring 
pyridostigmine or purely ocular 

● Migraine  

Diabetes a 

 One or more of the following: 
● Severe hypoglycaemia within the 3 

months prior to Ramadan b 
● DKA within the 3 months prior to 

Ramadan 
● Hyperosmolar hyperglycaemic coma 

within the 3 months prior to Ramadan 
● History of recurrent hypoglycaemia  
● History of hypoglycaemia 

unawareness 
● Poorly controlled T1DM 
● Acute illness 
● Pregnancy in pre-existing diabetes or 

GDM treated with insulin  
● Chronic dialysis or CKD stage 4 & 5 
● Advanced macrovascular 

complications  
● Old age with ill health 
● Type 2 diabetes requiring insulin (MDI 

or mixed insulin) with no prior 
experience of safe fasting 

    One or more of the following: 
● T2DM with sustained poor 

glycaemic control c 
● Well-controlled T1DM 
● Well-controlled T2DM on MDI or 

mixed insulin 
● Pregnant T2DM or GDM 

controlled by diet only or 
metformin  

● CKD stage 3 
● Stable macrovascular 

complications 
● Patients with comorbid conditions 

that present additional risk factors  
● People with diabetes performing 

intense physical labour  
● Treatment with drugs that may 

affect cognitive function 
● Type 2 diabetes on SGLT-2 

inhibitors (consider 
alternatives/stopping)* 

Well-controlled T2DM treated with one or 
more of the following: 
● Lifestyle therapy 

● Metformin 

● Acarbose 

● Thiazolidinediones 

● Second-generation SUs (moderate risk, 
regular SMBG advised) 

● Incretin-based therapy (DPP-4 inhibitors 
or GLP-1 RAs) 

● SGLT-2 inhibitors 
● Basal Insulin (moderate risk, regular 

SMBG advised) 
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If patients wish to fast, they should be supported and should: 

● Receive structured education  

● Be followed by a qualified diabetes team 

● Check their blood glucose regularly (SMBG) 

● Adjust medication dose as per recommendations 

● Be prepared to break the fast in case of hypo-or hyperglycaemia  
Be prepared to stop the fast in case of frequent hypo-or hyperglycaemia or worsening of other related medical conditions 

Abbreviations: CKD – chronic kidney disease; DKA – diabetic ketoacidosis; DPP-4  – dipeptidyl peptidase-4-; GDM – gestational 
diabetes mellitus; GLP-1 RA – glucagon-like peptide-1 receptor agonist; MDI – multiple dose insulin; SGLT-2 – sodium-glucose co-
transporter 2; SMBG – self-monitoring of blood glucose; SU – sulfonylurea; T1DM – Type 1 diabetes mellitus; T2DM – Type 2 diabetes 
mellitus. 

Notes: 
a In all categories, people with diabetes should be advised to follow medical opinion due to probability of harm. The decision to fast is a 
personal decision for the person with diabetes, who should be supported by the healthcare professional (HCP) to achieve best possible 
outcomes. 
b Hypoglycaemia that is not due to accidental error in insulin dose. 
c The level of glycaemic control is to be agreed upon between doctor and patient according to a multitude of factors. Consider 
HbA1c >75mmol/mol for over 12 months 

* risk upgraded in light of covid-19 pandemic 

Adrenal disease 

● Multi-morbidity 
● Diabetes mellitus requiring insulin 

therapy 
● Co-existent pituitary (diabetes) 

insipidus 
● Adrenal crisis in last 12 months 
● Untreated mineralocorticoid 

deficiency 
● Untreated TSH deficiency 

● Recent diagnosis of steroid 

dependence within last 3 months 

● Pregnancy 

 

● Stable and well-controlled adrenal 

insufficiency 

● No significant co-morbidities 

● Treated mineralocorticoid deficiency 

(moderate risk) 

 

Benign 
haematological 

disorders 

● Sickle cell disease including HbSS, 
HbSC, HbS/Beta-Thal, HbSO, 
HbSD and those prone to sickle cell 
crisis.  

● Cold Haemagglutinin Disease with 
ongoing haemolysis  

● Amyloidosis with renal impairment  
● Antiphospholipid Syndrome with 

history of blood clots  
● Paroxysmal Nocturnal 

Haemoglobinuria with active 
haemolysis or history of recurrent 
thrombosis 

● Thrombophilias with history of 
recurrent thrombosis despite being 
on anticoagulation   

● Warm Auto-Immune Haemolytic 
Anaemia with active haemolysis  

● Other Haemolytic Anaemias with 
active haemolysis 

● Clotting disorders like the 
thrombophilias with history of 
thrombosis 

● Aplastic anaemia on 
immunosuppression 

● Thrombophilia with a history of 
thrombosis within the last three 
months and are on 
anticoagulation. 

● Thalassaemia carriers and sickle cell 
carriers who are not prone to crises 

● Aplastic Anaemia not on active 
treatment  

● White cell disorders with low count  
● Inherited Bleeding disorders 
● Immune Thrombocytopenias in 

remission  
● Thrombophilia with history of 

thrombosis on Anticoagulation  

Haematological 
malignancies 

● Patients requiring inpatient 
treatment for cancer or 
complications of cancer e.g. acute 
leukemias, high grade lymphomas, 
aggressive/refractory myeloma 

● Patients requiring inpatient 
treatment undergoing autologous or 
allogeneic stem cell transplantation 
or its complications 

● Patients requiring inpatient 
treatment for complications of 
cancer treatment e.g. neutropenic 
sepsis, severe vomiting, diarrhoea, 
pain and other symptoms 

● Newly diagnosed myeloma patients 
who are at risk of kidney injury 

● Patients taking tacrolimus or 
ciclosporin where risk of kidney 
injury is increased by dehydration  

● Patients newly commenced on 
induction chemotherapy for 
hematological malignancies such 
as myeloma, lymphoma, chronic 
leukemias or experiencing 
significant side effects  

● Patients receiving oral 
chemotherapy or targeted 
therapy, that: 
○ require twice daily dosing 
○ must be taken with food 
○ are experiencing significant 

side effects 
● Patients receiving a course of 

radiotherapy 

● Patients receiving oral chemotherapy or 
targeted therapy, if: 
○ on a once daily dosing regime 
○ drug pharmacokinetics allow 

fasting 
○ well established (>3 cycles) on 

treatment  
○ not experiencing significant side 

effects 
● Patients receiving outpatient parenteral 

chemotherapy beyond induction phase 
(except on drug administration days) if: 
○ well established on treatment 
○ no/few manageable side effects 

● Patients on parenteral maintenance 
Immunotherapies with no/few 
manageable side effects e.g. 
Rituximab, Obinutuzumab 
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● Patients who have undergone 
autologous or allogeneic 
transplantation within the last 6 
months  

● Patients receiving treatment for 
post transplant complications 
such as GVHD. 

● Outpatients with haematological 
cancers who are not receiving any 
active treatment and are on active 
surveillance only e.g. MGUS, chronic 
leukemias, low grade lymphomas,  

● Patients with previously treated cancers 
who are currently in remission and on 
active surveillance 

Rheumatological 
disease 

● Active SLE with renal involvement 
● Active vasculitis with renal 

involvement 
● Low eGFR secondary to connective 

tissue diseases/vasculitis 
● Scleroderma leading to pulmonary 

hypertension 

● Uncontrolled Gout 
● Higher dose of 

steroids >20mg/day* 

● Rheumatological conditions in 
remission e.g. rheumatoid arthritis, 
polymyalgia rheumatica, connective 
tissue diseases and vasculitis. 

● Osteoarthritis 
● Osteoporosis 
● Sjogren's syndrome 
● Well controlled gout 

Obesity 

BMI>40kg/m2 with any of the following:  
● Established end-organ 

cardiovascular disease (e.g. 
previous myocardial injury, cardiac 
failure, previous CVA/TIA)  

● Advanced CKD (stage 4-5) 
● Advanced chronic pulmonary 

diseases  
● Severe obstructive sleep apnoea 

● BMI>40kg/m2 with complicated 
metabolic syndrome and related 
complications e.g. those 
associated with high risk 
conditions (diabetes, 
hypertension, dyslipidemia, 
PCOS, hypothyroidism)  

● BMI>40kg/m2 with stable non-
metabolic comorbidities (e.g. 
osteoarthritis, fibromyalgia) 

● Simple obesity without any 
comorbidities 

Pregnancyd 

● Pregnancy with severe underlying 
maternal health conditions 

● Complicated pregnancy 

● Uncomplicated pregnancy in an 
otherwise healthy woman in first 
trimester 

● Pregnancy with moderately 
severe underlying maternal 
health conditions 

● Uncomplicated pregnancy in an 
otherwise healthy woman beyond first 
trimester 

● Pregnancy with mild/well controlled 
underlying maternal health conditions 

Organ 
transplants 

● Solid organ transplant  recipients who 
underwent a transplant in the last 12 
months 

● Patients on twice daily formulations of 
immunosuppression 

● Pregnant transplant patients 
● Transplant patients diagnosed with 

Post Transplant Diabetes Mellitus 
requiring twice daily oral 
hypoglycaemics or insulin treatment 

● Kidney transplant recipients with 
reduced kidney function (eGFR<30 
ml/min) 

● Patients with unstable graft function, 
recent rejection episodes and 
opportunistic Infections 

● Liver transplant recipients with 
unstable graft function, 
decompensated liver disease or 
evidence of cirrhosis on biopsy 

● Kidney transplant recipients with 
reduced graft function (eGFR 30-
60ml/min) 

● Heart, lung, liver, small bowel, 
pancreas and multi-organ 
transplant recipients with reduced 
graft function 

● Patients at risk of dehydration due 
to fluid restriction requirements, 
need for diuretics or if they would 
be unable to meet their daily fluid 
intake requirement set by their 
transplant team 

● Transplant patients not in the other 
categories. We would advise patients to 
discuss the suitability of fasting and 
monitoring necessary with their relevant 
transplant teams 

Solid tumours 

● Patients on clinical trials: drug trials 
often have specific requirements for 
patients to be fed or fasted when 
taking the experimental drug. These 
instructions must be fully adhered 
to, making fasting unsafe in this 
context. 

● Patients requiring inpatient 
treatment for their cancer (or 
complications of it) cannot fast 
safely, and should be advised not to 
do so. 

● Patients receiving intravenous 
chemotherapy who have newly 
commenced their treatment 
regime, or are experiencing 
significant side effects 

● Patients receiving oral 
chemotherapy or targeted 
therapy that require twice daily 
dosing or must be taken with 
food, or are experiencing 
significant side effects 

● Patients receiving oral chemotherapy or 
targeted therapy may be able to fast if: 

○ They are on a once daily dosing 
regime 

○ The drug pharmacokinetics allow it 
to be taken whilst fasted 

○ They are well established on 
treatment  

○ They are not experiencing any side 
effects 

○ Patients receiving intravenous 
chemotherapy may be able to fast 
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● Patients undergoing radical 
radiotherapy (especially for head 
and neck and upper GI 
malignancies) can experience 
serious side effects that severely 
limit oral intake with high risk of 
malnutrition; fasting would be 
unsafe. 

● Patients receiving immunotherapy: 
immune mediated toxicities of 
treatment (including endocrine 
dysfunction) can be unpredictable 
and sudden in onset, making fasting 
potentially dangerous. 

● Patients receiving a course of 
radiotherapy (with or without 
chemotherapy) 

● Patients immediately following 
cancer surgery 

(except on drug administration 
days) if: 

○ They are well established on their 
treatment regime 

○ They have no/few manageable side 
effects 

● Patients on intravenous biological 
therapies (eg trastuzumab, 
bevacizumab) who are not 
experiencing significant side effects 
may be able to fast on non-treatment 
days 

● Patients on endocrine therapy or 
androgen deprivation therapies who are 
not experiencing significant side 
effects, may be able to fast 

● Patients receiving palliative (single 
fraction) radiotherapy may be able to 
fast if their general fitness allows it 

● Patients under cancer surveillance, 
who are more than 3 months beyond 
completion of cancer therapies 
(including surgery) and have recovered 
sufficiently, may be able to fast 

Mental healthe 

● Anorexia/bulimia nervosa with 
purging by vomiting; severe laxative 
abuse 

● Severe substance dependence 
disorder where stopping regime may 
cause harm 

● Medication dosing interval shorter 
than fasting hours, and necessary to 
prevent relapse/harm 

● Poorly controlled serious mental 
illness disorders (including clozapine 
use) 

● Risk of electrolyte imbalance (e.g. 
lithium or metformin) or medication 
out of range  

● Stable bipolar/psychosis with 
medication regime compatible 
with fasting hours, >6m since 
relapse. Monitor during Ramadan 

 

● Mild mental health illness not affecting 
functioning 

● Well controlled mental illness (no 
relapses in previous 12m) with previous 
history of safe fasting 

 
 

1. This is not an exhaustive list and is to be used for informative and shared decision making by healthcare professionals with patients. It does not form a 
directive. In all categories, patients should be advised to follow medical opinion due to probability of harm. Where appropriate, expert individualised medical 
advice must be sought before any decisions around fasting in Ramadan are made.  

2. If a patient’s condition is not on this table and they have uncertainty or concerns about fasting, then they should seek medical advice before doing so. If 
this is not possible and they decide to fast, the advice given regarding terminating the fast should be followed. 

3. The decision to fast is a personal decision for the individual concerned, who should be supported to achieve best possible outcomes.  
4. Consider upgrading risk if unable to seek timely medical attention and make necessary changes to medication regime, arrange baseline blood tests, or 

other preparation that usually precedes fasting, due to the effect of COVID-19 on health services. 
5. Frailty is recognised by NICE as a predictor of worse outcome with COVID-19. Use the Rockwood clinical frailty score (CFS) to assist with making 

assessments on risks of fasting in frail patients. Also take caution with obesity (noting lower cut off for S.Asian patients) risk in COVID-19. 
6. Ensure adequate hydration and nutrition; social distancing, isolation and shielding may be beneficial in this respect 
7. In the context of the COVID-19 pandemic, episodes of illness should be taken seriously and strong consideration should be given to breaking the fast, as 

the onset of illness can be rapid. Recovery from COVID-19 may also be prolonged. See Figure 1 and section on acute illness for details. 
8. Islamic jurists advise that any missed fasts should be made up in the future. However, if one’s health takes a permanent decline such that even fasting 

during the winter period becomes unsafe or impossible, the fidyah would have to be paid. Patients should speak to a trusted religious authority before 
doing so. 

 
* Expert-recommended upgrading of risk due to COVID-19. Recommendations subject to review if relevant evidence suggests re-grading 
d For breastfeeding please refer to the MCB Ramadan Health Factsheet 
e Issues relating to capacity are discussed in the General Principles section of this review 

 

 

 

https://mcb.org.uk/wp-content/uploads/2020/04/MCB_Ramadan-Health-Factsheet-2020.pdf
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Cardiovascular Disease: Ramadan Review 

 

Author: Abid Akhtar, Cardiology Registrar, Barts Health NHS Trust 

Introduction  

Due to the absence of randomised controlled trial, guideline or expert statement on the 

management of patients with cardiovascular disease who wish to undertake Ramadan fasting, 

we undertook a narrative review of the existing literature to underpin guidance for HCPs 

managing patients with cardiovascular conditions who wish to fast in Ramadan. This disease 

section is also available in the form of a peer-reviewed review article written by the author and 

several of the contributors and is published in Heart [1]  

 

Patients with cardiovascular disease frequently have comorbidities such as diabetes mellitus 

(DM) and chronic kidney disease (CKD). These conditions can interact with cardiovascular 

disease, such as iatrogenic hypoglycaemia triggering arrhythmias in a patient with DM [2]. 

Therefore, it is essential to take a holistic approach when advising patients with cardiac 

disease undertaking Ramadan fasting. Guidance on managing patients with DM, epilepsy, 

adrenal insufficiency and CKD have recently been published [3-6]. 

 

Methods  

We identified publications in PubMed and Embase using the following predefined terms in 

various combinations: “intermittent fasting”, “fasting”, “Ramadan”, “restricted feeding”, 

“cardiovascular disease”, “atrial fibrillation”, “hypertension”, “channelopathies”, 

“cardiomyopathy” and “valvular heart disease”. We included studies that examined 

“intermittent fasting” to broaden our evidence base, although we appreciate that some forms 

of intermittent fasting differ from Ramadan fasting, particularly with regards to water fasting.  

 

Recommendations on risk stratification and management of patients were made through the 

consensus of authors based on relevant studies, their clinical experience of managing Muslim 

patients fasting in Ramadan and the well-established International Diabetes Federation and 

the Diabetes and Ramadan International Alliance (IDF-DAR) risk stratification model [7]. Table 

1 can therefore be used by HCPs to risk stratify patients with cardiovascular disease desiring 

to fast in Ramadan and provide appropriate advice.  

 

Section: What therapies and factors need to be taken into consideration in patients with 

cardiovascular conditions 

 

Fasting-associated-dehydration may lead to electrolyte abnormalities which could be life-

threatening in patients with unstable arrhythmias, inherited arrhythmia syndromes (e.g. long 

QT or Brugada syndrome), or on medications such as class Ic antiarrhythmics, digoxin and 

renin-angiotensin-aldosterone-antagonists [8]. Many cardiac medications can induce 
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hypotension, potentially precipitating syncope, particularly in elderly patients with impaired 

baroreflexes [9] [10]. This may be exacerbated by dehydration or a shortened interval between 

a bedtime and breakfast dose if medication dosing is altered by patients trying to facilitate 

fasting. 

 

Aslam et al. [11] found 42% of the 81 patients Southeast Asian Muslims they surveyed were 

adherent to their usual treatment schedule in Ramadan, possibly because of a disruption in 

their routine as a result of fasting. In patients taking antiplatelets for coronary stent implantation 

or anticoagulation for stroke prevention in atrial fibrillation, medication non-compliance may 

be fatal. 

 

Section: Summary of the key studies examining fasting and cardiovascular disease 

 

The available studies state that, with “close monitoring” fasting may be safe in patients with 

stable treated coronary artery disease or HFrEF. There are very few if no published data on 

Ramadan fasting in other forms of cardiovascular disease, such as arrhythmia, 

cardiomyopathy or valvular heart disease. The published data on Ramadan fasting are weak: 

are observational, lack a large sample size with sufficient power, prolonged follow-up beyond 

the month of Ramadan, do not clearly define what “close monitoring” mean or have detailed 

information about the diet of the patients outside of their fast. This point is echoed by Santos 

H et al [12] in their narrative review of the published data on intermittent fasting on lipid profile.  

 

Section: General recommendations based on the available evidence 

 

A patient’s suitability for fasting in Ramadan should be assessed on a case-by-case basis, 

ideally through discussion with their clinician and/or pharmacist, in advance of Ramadan and 

during their usual or routine clinical appointment. Some conditions with a low/moderate risk 

for fasting may be high risk for certain patients depending on specific aspects of their 

conditions or their associated co-morbidities (see Table 1). In Figure 1 we provide a proposed 

pathway for HCPs managing a fasting cardiac patient. At present we are not able to provide 

guidance on the combination of low-moderate risk conditions, whether these are purely 

cardiovascular or combined with non-cardiac conditions as is frequently the case.   

 

In a pandemic or in the post-pandemic phase, it may be difficult for many patients to access 

specialists or GPs to discuss their suitability for Ramadan fasting. In these situations we advise 

following the professional advice or standard practice of from previous years if things have not 

changed in relation to fasting and to not fast where there has been a change that leads to 

concerns about the safety of fasting. Similarly, a bridge between taking an abstinence 

approach and not being able to access a clinician can be trial fasting in the weeks leading up 

to Ramadan. A patient’s previous experiences can also facilitate a clinician’s advice 

particularly if time is limited for a more thorough clinical assessment.  

 

Table 2 summarises the risks associated with different classes cardiac medications and their 

use while fasting in Ramadan. In a review in the Canadian Pharmacists Journal, Grindrod K 
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et al [13] suggested that if medication adjustments are made to facilitate fasting, strategies 

could include choosing once-daily medications or long-acting formulations where safe and 

appropriate to do so and without compromising the treatment offered. When initiating new 

medication in patients who may wish to fast, once a day dosing of medication should be 

considered, particularly where safety and efficacy is equivalent to medication with more 

frequent daily dosing. For patients on established therapies, we would suggest avoiding 

medication changes where possible.  

 

The following points should be considered when advising patients who wish to fast: 

 

Hypertension: blood pressure and medications should be reviewed by HCPs during a routine 

appointment to reduce the risk of hypotension (e.g. <90mmHg systolic pressure) being 

precipitated by any fasting associated dehydration, taking into consideration the climate, 

country and season where the patient is fasting. We advise caution with anti-hypertensive 

medication with diuretic activity e.g. aldosterone antagonists, thiazide and loop diuretics and 

reviewing a patient’s renal function prior to Ramadan if possible.  We also advise that patients 

should obtain a home blood pressure monitor to monitor their blood pressure and reduce the 

risk of hypotension while fasting.  

 

Coronary artery disease / Myocardial infarction (CAD/MI): In patients with stable CAD, 

limited studies indicate no adverse health outcome from fasting during Ramadan provided 

patients are compliant with medications. We propose that these patients are low/moderate risk 

for fasting. In patients with an acute MI or post cardiac surgery, expert consensus in some 

guidelines advocate not fasting in the 6-week period after either of these events. The British 

Heart Foundation (BHF) states patients may not be able to participate in cardiac rehabilitation 

sessions while fasting, as they may be dehydrated and/or may not be taking their regular 

cardiac medications. We therefore propose that these patients are at high-risk for fasting.  

 

Heart Failure: in patients with non-severe HFrEF, limited studies have not demonstrated a 

significant adverse effect of fasting. This is in line with guidance from the British Heart 

Foundation [14] and the ESC [15]. Patients with severe (LVEF ≤35%) HFrEF, without ongoing 

symptoms of breathlessness but not advanced, heart failure would be considered high risk for 

fasting and those with advanced heart failure would be deemed very high risk for fasting. 

Patients with advanced heart failure, as defined by the ESC [16], would be deemed very high 

risk for Ramadan fasting. There are no data on patients with Heart failure and preserved 

ejection fraction (HFpEF) [17]. We propose that patients with HFpEF, as defined by the ESC 

[18], are reviewed by their specialist with respect to their clinical severity in the patient’s next 

routine appointment with their specialist, especially since HFpEF is a heterogeneous group. 

In general, patients with HFpEF, and non-severe HFrEF are at low/moderate risk for fasting. 

 

Intra-cardiac devices: in the absence of published data, it can be assumed that fasting in 

patients with pacemakers are low risk as fasting should not affect the function of these devices 

unless there are electrolyte abnormalities. Patients with cardiac resynchronisation therapy 

(CRT) or implantable cardioverter defibrillators (ICDs) would be at least high risk for fasting 
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these devices are only indicated in patients with severe HFrEF. Patients with intra-cardiac 

devices should inform their cardiac physiologist in their next device clinic appointment of their 

desire to fast in Ramadan. The cardiac physiologist may perform a remote download or 

schedule their next routine appointment just prior to Ramadan, if possible, so no issues are 

present that could increase the patient’s risk of fasting.  

 

Others: There are no published studies examining the risk of Ramadan fasting in patients with 

other cardiac conditions such as Atrial Fibrillation, inherited arrhythmic syndromes, pulmonary 

hypertension, valvular heart disease, adult congenital heart disease (ACHD) or heart 

transplantation. The risk of Ramadan fasting in cardiovascular disease and pregnancy has 

been addressed elsewhere [19].  

 

Any condition where there could be a significant risk of dehydration or hypotension (e.g., 

<90mmHg systolic pressure) should be classed as high risk. This includes preload-dependent 

conditions such as severe aortic stenosis, HOCM where there are large left ventricular outflow 

tract or mid-cavity gradients (e.g., peak gradient >50mmHg) as well as patients with poorly 

controlled arrhythmias such as Atrial Fibrillation or at high risk of potentially fatal arrhythmias 

such as Brugada, Long QT syndrome or arrhythmogenic cardiomyopathy. 

 

We recommend patients with severe pulmonary hypertension (defined as WHO/NYHA III-IV 

classification, right ventricular dysfunction and objective markers on right heart catheterisation 

e.g., SvO2 <60%) would be considered very high risk for fasting, particularly those with 

presyncope or syncopal symptoms [20].  

 

Patients with heart transplantation or ACHD should discuss fasting in Ramadan with their 

specialist team during their routine appointment. Patients with cyanotic heart disease, 

secondary erythrocytosis (where e.g., haematocrit >65%), secondary left ventricular or right 

ventricular dysfunction, poorly controlled arrhythmias, severe valvular disease, significant 

left/right ventricular outflow tract obstruction (e.g. peak gradient >40 mmHg), severe 

pulmonary hypertension (defined above) or CKD are high-risk for fasting. Other forms ACHD 

may be considered low/moderate risk.  

 

Specific considerations in context of Coronavirus Disease-19 (COVID-19) 

If a patient is unwell with COVID-19, we advise against fasting. Many services, including blood 

test monitoring or community heart failure services, that may have facilitated fasting in 

Ramadan before, may not be available or available to a degree that allows patients to fast 

safely. Further discussion around fasting during COVID-19 is discussed elsewhere [20] [21]. 

 

Conclusion  

The literature on Ramadan fasting in patients with cardiovascular disease is limited. Our 

review highlights the important role HCPs play in risk assessment, providing advice and 

education, encouraging medication compliance and monitoring to enable patients, where safe 

to do so, to fulfil their religious obligation while minimising the potential for harm. As patients 

with cardiovascular disease often have non-cardiac comorbidities, our recommendations 
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should be used in combination with those for Ramadan fasting in non-cardiac conditions such 

as CKD, DM and epilepsy. There is a strong need for patients, HCPs and religious/community 

leaders to engage with each other and discuss these contemporary medical issues. Further 

studies are needed to explore gaps in knowledge around fasting and to help refine current 

recommendations.  
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Table 1: Risk stratification for fasting in patients with cardiovascular conditions based on the 

IDF-DAR risk categories 

Risk level Moderate/low risk High risk  Very high risk  

Advice  Listen to medical advice Should not fast Must not fast 

 ● Stable hypertension 
● Stable angina§ 
● Stable¶, non-severe 

heart failure: LVEF > 
35%, HFpEF¶¶     

● Implantable loop 
recorder  

● Permanent 
pacemaker (single or 
dual chamber)   

● Mild/mild-moderate 
valvular disease  

● Supraventricular 
tachycardias/atrial 
fibrillation/non-
sustained ventricular 
tachycardia 

● Mild/moderate 
pulmonary 
hypertension†† 

● Poorly controlled 
hypertension (as 
defined by your 
specialist) 

● Recent acute coronary 
syndrome / myocardial 
infarction (<6 weeks) 

● Hypertrophic 
Cardiomyopathy with 
obstruction‡‡  

● Severe valvular disease  
● Severe heart failure 

without advanced 
features  

● Poorly controlled 
arrhythmias (as defined 
by your specialist)  

● High risk of fatal 
arrhythmias (e.g. 
inherited arrhythmic 
syndromes, 
arrhythmogenic 
cardiomyopathy) 

● Implantable cardioverter 
defibrillator +/- cardiac 
resynchronisation 
therapy 

● Advanced heart 
failure†  

● Severe pulmonary 
hypertension‡  

 

 Patients with inherited cardiomyopathy, adult congenital heart disease, left ventricular 
assist device or heart transplantation should discuss fasting in Ramadan in their next 
routine appointment 

 
†on optimal medical therapy, Left Ventricular Ejection Fraction ≤35%, with class III-IV NYHA symptoms, ≥1 

hospitalisation in the last 6-month due to decompensated heart failure and severely impaired functional capacity 

(e.g. 6 min walk distance <300m) 
‡defined as WHO/NYHA III-IV classification, right ventricular dysfunction and objective markers on right heart 

catheterisation e.g. SvO2 <60%) 
‡‡with significant left ventricular outflow tract obstruction (>50mmHg)  
§episodes of angina are not occurring at rest or increasing significantly in frequency or severity 
¶ A difficult concept to define but the ESC guidelines define stability as no or mild heart failure symptoms and 

signs that have not changed recently for at least one month according (Ponikowski P et al 2016). 
¶¶diagnosed by a combination of symptoms, LVEF ≥ 45-50%, Heart Failure Association score, natriuretic peptide 

levels +/- imaging - refer to specialist confirmation 
††pulmonary artery systolic pressure >25mmHg without severe echocardiographic or right heart catheterisation 

features
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Table 2: Summary of the potential risks that could occur with different classes of cardiac medication used while fasting 

Drug Condition used 
in  

Risk in fasting  

Angiotensin 
Converting 
Enzyme inhibitor  
e.g., Ramipril 
 
Aldosterone 
Receptor 
blockers  
e.g., 
Candesartan 
 
Angiotensin 
Receptor 
Neprilysin 
Inhibitor (ARNI)  
i.e., 
Sacubitril/Valsart
an 

Hypertension  
Heart failure  

May worsen fasting associated hypotension, which may result in 
dizziness or loss of consciousness. May compound fasting-
associated-dehydration resulting in an acute kidney injury and/or 
life-threatening electrolyte abnormalities e.g. hyperkalaemia.  
 
Medication non-compliance may result in uncontrolled hypertension, 
decompensated heart failure  

Antiplatelet 
medications 
e.g., Aspirin, 
Clopidogrel, 
Prasugrel, 
Ticagrelor  

Coronary artery 
disease / 
Myocardial 
infarction  

Medication non-compliance can increase risk of acute stent 
thrombosis, myocardial infarction and death if antiplatelets are not 
taken regularly - particularly in patients with recent coronary stent 
implantation (<6 month).  
 
Ticagrelor is taken twice a day and has a half-life of 7 hours - see 
above section on taking medications more than 12 hours apart and 
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the effect it may have.  

Antiarrhythmic 
Drugs (AADs) 
e.g., 
Amiodarone, 
Flecainide, 
Sotalol  

Atrial 
tachyarrhythmias  
Ventricular 
tachyarrhythmias  

Some may worsen fasting-associated-hypotension, which may 
result in dizziness or loss of consciousness. Fasting-associated-
dehydration may result in significant electrolyte abnormalities that 
may increase risk of AAD toxicity.  

Beta blockers  
e.g., Bisoprolol  

Coronary artery 
disease  
Heart failure 
Arrhythmias  
Hypertension 

May worsen fasting associated hypotension, which may result in 
dizziness or loss of consciousness. 
 
Medication non-compliance may result in worsening angina, 
decompensated heart failure, more frequent arrhythmias  

Calcium channel 
blockers  
e.g., Amlodipine, 
Diltiazem 

Hypertension 
Arrhythmias  
Coronary artery 
disease 

May worsen fasting associated hypotension, which may result in 
dizziness or loss of consciousness. 
 
Medication non-compliance may result in worsening angina, more 
frequent arrhythmias, uncontrolled hypertension  

Cardiac 
glycosides  

Arrhythmias 
Heart Failure 

Digoxin toxicity may occur in potential case of fasting related acute 
kidney injury  
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e.g., Digoxin  

Direct Oral 
Anticoagulants 
(DOAC) e.g., 
Apixaban, 
Rivaroxaban, 
Edoxaban 

Atrial Flutter/ 
Atrial Fibrillation  
Deep Venous 
Thrombosis/ 
Pulmonary 
Embolism  

Twice daily DOACs: The half-life of apixaban is 12 hours - if taken 
early morning e.g., 3am (suhoor) and then again at e.g., 8pm (Iftaar), 
there may be a period in between where the patient is not 
adequately anticoagulated. 
 
Medication non-compliance may result in stroke or death.  

Immunosuppress
ant therapy  
e.g., Tacrolimus 

Heart transplant May compound fasting-associated-dehydration and result in an 
acute kidney injury and/or life-threatening electrolyte abnormalities 
e.g. hyperkalaemia.  
 
Medication non-compliance may result in organ rejection and death.  
Tacrolimus is taken twice a day and therefore care must be taken to 
avoid long periods in between  

Loop diuretics  
e.g., furosemide, 
bumetanide 
Thiazide 
diuretics e.g., 
Bendroflumethia
zide 

Hypertension 
Heart failure (HF) 

May worsen fasting-associated-hypotension, which may result in 
dizziness or loss of consciousness. May worsen fasting-associated-
dehydration resulting in an acute kidney injury and/or life-
threatening electrolyte abnormalities e.g. hyperkalaemia.  
  
Medication non-compliance may result in uncontrolled hypertension, 
decompensated heart failure  
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Mineralocorticoid 
receptor 
antagonists 
(MRAs)  
e.g., 
Spironolactone 
 

Hypertension 
Heart failure  

May worsen fasting-associated-hypotension, which may result in 
dizziness or loss of consciousness. May worsen fasting-associated-
dehydration resulting in an acute kidney injury and/or life-
threatening electrolyte abnormalities e.g. hyperkalaemia.  
 
Medication non-compliance may result in uncontrolled hypertension, 
decompensated heart failure  

Phosphodiestera
se type 5 
inhibitors  
e.g., Sildenafil 

Pulmonary 
Hypertension 

May worsen fasting-associated-hypotension, which may result in 
dizziness or loss of consciousness. May result in diarrhoea, 
worsening fasting-associated-hypotension. 

Prostanoids 
 e.g., 
Epoprostenol  

Idiopathic 
Pulmonary 
Arterial 
Hypertension 

May worsen fasting-associated-hypotension, which may result in 
dizziness or loss of consciousness.  

Statins 
 e.g., 
Atorvastatin 

Coronary artery 
disease / 
Myocardial 
infarction 

Fasting associated dehydration may increase risk of acute kidney 
injury. This may compound a rare side effect of statins – 
rhabdomyolysis.  

Sodium-Glucose 
co-Transporter-2 
(SGLT2) 
inhibitors  
e.g., Dapaglifozin 

Heart failure 
Diabetes Mellitus 

May worsen fasting-associated-hypotension, which may result in 
dizziness or loss of consciousness. May worsen fasting-associated-
dehydration resulting in an acute kidney injury and/or life-
threatening electrolyte abnormalities e.g. hyperkalaemia.  
 
Medication non-compliance may result in decompensated heart 
failure and cause/worsen hyperglycaemia  in patients with diabetes 
mellitus.  
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Soluble 
guanylate 
cyclase inhibitors  
e.g., Vericiguat 

Heart failure  May worsen fasting-associated-hypotension, which may result in 
dizziness or loss of consciousness.  

Vasodilators:  
 
Long-acting 
nitrates  
e.g., Isosorbide 
mononitrate.  
 
Alpha blockers  
e.g., Doxazocin, 
Hydralazine  

Hypertension  
Coronary artery 
disease  
Pulmonary 
hypertension  

May worsen fasting-associated-hypotension, which may result in 
dizziness or loss of consciousness.  

Terms: Suhoor - Pre-dawn meal before Muslims initiate fast; Iftaar - Meal at sunset that breaks fast  

NB: Medication changes may not be possible due to (1) significantly reduced outpatient consultations with specialists and/or GPs due to COVID-

19 (2) a specialist may deem alternate medications to be less beneficial for a patient. Medication changes should be planned well in advance of 

Ramadan and should be discussed in a patient’s next routine appointment with their specialist, GP and or pharmacist or if a patient is ever 

admitted to the hospital under the care of the Cardiology team.
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Figure 1 
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Respiratory Disease: Ramadan Review 

Author: Dr. Fasih Khan, Respiratory Registrar, University Hospitals of Leicester, Clinical 

Research Fellow - University of Nottingham; Dr Arafat Mulla, Respiratory Registrar, East 

Lancashire Hospitals Trust 

Methods 

 

We identified publications in PubMed using the following predefined terms in various 

combinations: “fasting”, “Ramadan”, “Islam”, “asthma”, “COPD”, ”Chronic Obstructive 

Pulmonary Disease”, “ILD”, “Interstitial Lung Disease”, “sarcoidosis”, “CF” and “Cystic 

Fibrosis.” 

 

Current evidence 

 

Asthma 

  

A large prospective population-based cohort-study (Bener et al 2006) in Qatar, of 754 stable 

asthmatic patients found fasting (for 12 hours) did not alter the frequency of hospitalisation 

as a consequence of increased respiratory symptoms. No significant differences were 

observed pre, during or post Ramadan in lung function parameters, including Forced 

Expiratory Volume in 1 second (FEV1) or Forced Vital Capacity (FVC). Siddiqui et al (2005) 

evaluated spirometric measurements, and Akari et al (2016) explored both respiratory 

symptoms and pulmonary function results. Neither found a difference in measured indices 

compared to pre-fasting values.  

 

A behavioural study (Aydin et al 2014) found most of the included 150 participants did not 

find their asthma to be an inhibitory factor for fasting after adjusting use of their preventative 

therapies to suhoor (dawn) and iftar (dusk). In a similar study published by Erkekol et al 

(2006), 87% of fasting asthmatics were able to successfully rearrange their medication 

consumption times.   

  

Chronic Obstructive Pulmonary Disease (COPD) 

  

In the only published study exploring the effects of fasting on patients with stable COPD, 

Zouari et al (2018) explored spirometric values in 16 male patients before, during and after 

Ramadhan, and found fasting did not bring about any significant change.  

 

Aydin et al (2014) found 84% (126/150) stopped using their regular medication in Ramadan 

and only 6% (8/141) reported using reliever therapy when their symptoms worsened. This 

contrasts with asthma patients in whom 81% continued to use regular preventor therapy and 

58% used reliever therapy when required.  

  

Interstitial Lung Disease/Sarcoidosis 
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No studies identified 

 

 

Summary of evidence 

 

The evidence exploring the outcomes of fasting patients with chronic lung disease is scarce. 

Other than a large prospective study in asthma, the remaining studies are small and carry a 

number of methodological limitations. The evidence for asthma suggests fasting is not 

associated with clinical or physiological deterioration, nor is fasting associated with 

increased hospitalisation. The majority of patients are comfortable with slight adjustments to 

their inhaler regimes to enable compliance with therapy whilst fasting. In a small pilot study 

exploring fasting and COPD, fasting was not detrimental to spirometric indices, although a 

further study demonstrated COPD patients are more likely to withhold their regular 

medications and avoid reliever therapies. No studies were identified for fasting and interstitial 

lung diseases. 

 

 

Specific considerations in context of COVID-19 

 

Whilst those with chronic lung disease have an increased risk of poor outcomes in COVID-

19, there is no evidence to suggest management of these patients should be modified. 

Patients should ensure they have appropriate supplies of necessary medications including 

rescue packs of antibiotics and steroids, and should be reminded to not share inhalers, 

spacer devices or nebulisers due to the high risk of infection transmission. 

 

Those taking immunosuppressants should remain particularly cautious of their increased risk 

of infection. Current advice is to continue immunosuppressive therapy, with individual advice 

from their prescribing doctor sought as appropriate.  

 

Patients who are classed as having severe COPD or severe asthma, or who suffer with 

cystic fibrosis, are in the UK Government’s shielding category and are thought to be at 

significant risk from severe illness from COVID-19. 

 

 

Recommendations 

 

Smoking Cessation 

 

As always, the discussion around preparing for Ramadan should be used as an opportunity 

to discuss smoking cessation where appropriate.  

 

Patient Risk Stratification 
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Very high risk: 

  

1.     Those experiencing an acute exacerbation of their chronic lung disease  

2.     Asthmatics/COPD sufferers at high risk of exacerbation and preventative inhaler 

timings cannot be altered to a once daily regime (see below table)  

  

High risk: 

  

1.     Poorly controlled lung disease with a history of frequent exacerbations 

2.     Poorly controlled symptoms requiring frequent rescue inhaler and/or nebuliser use  

3.     Those receiving immunosuppressants for active lung disease 

4.     Those receiving anti-fibrotic therapy 

             

Low/moderate risk: 

  

1. Well controlled asthma/COPD requiring intermittent reliever inhaler use only 

2. Stable disease with infrequent exacerbations 

3. Those receiving immunosuppressants for stable disease (in remission) 

 

 

Clinicians should be aware that individuals may take risks through self-directed medication 

alteration or omission. Patient education of religious and medical issues may help alleviate 

this risk, either through religious authorities bolstering advice to not fast where it is medically 

not advised, or provision of religious mitigation to allow for safer fasting. For example, whilst 

the majority of Islamic scholars, and the authors of this review, consider inhaler therapy to 

invalidate fasts (Rashid 2020); a minority allow inhaler therapy to be used without 

invalidating the fast. (Mohammad 2019) 

 

The below table presents once daily inhaler options that may help guide prescribers who are 

considering altering their patient’s regimens to reduce the risk of poor disease control and 

exacerbations whilst fasting. It would not be unreasonable to advise stable asthmatic 

patients who are otherwise compliant with their ICS to continue with BD dosing at 

iftar/suhoor (dawn/dusk), ideally maintaining a minimum 6-hour gap. Any intention to 

continue with this regime should be guided by the monitoring of peak expiratory flow rate 

(PEFR) and the development of symptoms. If asthma control worsens or there is a need for 

rescue therapy, then a once daily preparation should be considered as an alternative. All 

personalised asthma action plans should be updated. 

 

The table is separated by aerosol and dry powder inhalers enabling patients to continue 

using the device of their preference, where possible. Prescribers should attempt to minimise 

disruption by prescribing another inhaler from the same group (e.g. those using LABA/LAMA 

inhalers should be switched to another LABA/LAMA). Ample time should be allowed to 

enable the patient to become accustomed to the device/agent, with any change preferably 

done in advance of Ramadan.  
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This list is not exhaustive, and prescribers should remember to consult their individual 

formularies to ensure their selected inhaler is permitted by their commissioners.   

 

 

 

 

 

  LABA LAMA LABA/LAMA LABA/ICS ICS LABA/LAMA

/ICS 

Aerosol 

inhalers 

Striverdi  

2.5 mcg 1 puff 

(Olodaterol) 

Spiriva Respimat  

2.5 mcg 2 puffs 

 (Tiotropium) 

Spiolto Respimat  

2.5/2.5 mcg 2 puffs 

(Tiotropium/ 

Olodaterol) 

No once daily 

preparation 

available 

Alvesco  

80 mcg/160 mcg 

1 or 2 puffs 
(Ciclesonide) 

No once daily 

preparation 

available 

Dry 

powder 

inhalers 

Onbrez 

150 mcg 1 

capsule 
(Indacaterol) 

  

  

Spiriva Handihaler  

18 mcg 1 capsule 

(Tiotropium) 

  

Braltus Zonda 

10mcg 1 capsule 
(Tiotropium) 

  

Seebri  

50 mcg 1 capsule 

(Glycopyrronium) 

  

Incruse Ellipta 

55mcg 1 capsule 
(Umeclidinium) 

Ultibro Breezhaler 

85/43 mcg 1 

capsule 

(Glycopyrronium/ 

Indacaterol) 

  

Anoro Ellipta  

55/22 mcg 1 dose 
(Umeclidinium/ 

Vilanterol) 

  

  

  

Relvar Ellipta 

92/22 mcg/ 

184/22 mcg  

1 dose  
(Fluticasone/ 

Vilanterol) 

Asmanex  

200 mcg/ 

400 mcg 

1 dose 

(Mometasone) 

Trelegy Ellipta 

92/55/22 mcg  

1 dose 

(Fluticasone/ 

Umeclidinium/ 

Vilanterol) 

 

Table 1 - Once daily inhaler options for medicines optimisation in Ramadan 

 

Recommendations peer reviewed by: Dr Muhammad Tufail, Consultant Respiratory 

Physician, University Hospitals of Leicester; Dr Sajid Khan, Consultant Respiratory Physician, 

University Hospitals of Leicester; Dr Ahmed Fahim, Consultant Respiratory Physician, The 

Royal Wolverhampton NHS Trust; Dr Seika Kalsoom, Consultant Respiratory Physician, 

Sherwood Forest Hospitals NHS Foundation Trust;  

 

Inhaler table peer reviewed by: Professor Anna Murphy, Consultant Respiratory Pharmacist, 

University Hospitals of Leicester; Ahsan Bhatti, Practice Pharmacist, Woodlands Surgery, 

Banbury.  

 



 

 

BIMA Ramadan Compendium  

V1.2 Feb 2023          6 

 

References 

 

Askari, V.R., Alavinezhad, A. & Boskabady, M.H. 2016. The impact of "Ramadan fasting 

period" on total and differential white blood cells, haematological indices, inflammatory 

biomarker, respiratory symptoms and pulmonary function tests of healthy and asthmatic 

patients. Allergol Immunopathol (Madr), 44, 359-67. 

 

Aydin, O. et al. 2014. How do patients with asthma and COPD behave during fasting? 

Allergol Immunopathol (Madr), 42, 115-9. 

 

Bener, A. et al. 2006. Does hospitalization for asthma and allergic diseases occur more 

frequently in Ramadan fasting: a population based study (2000-2004). Eur Ann Allergy Clin 

Immunol, 38, 109-12. 

 

Erkekol, F.O. et al. 2006. Fasting: an important issue in asthma management compliance. 

Ann Allergy Asthma Immunol, 97, 370-4. 

 

Mohammad Y. How to manage asthma during Ramadan? Tunis Med. 2019 

Oct;97(10):1073-1076. PMID: 31691934. 

 

Rashid R; What invalidates fasting related to body cavities; Al Balagh Academy; 2020 

 

Siddiqui, Q.A., Sabir, S. & Subhan, M.M. 2005. The effect of Ramadan fasting on spirometry 

in healthy subjects. Respirology, 10, 525-8. 

 

Zouari, H. et al 2018. The Effects of Ramadan Intermittent Fasting (RIF) on Spirometric Data 

of Stable COPD Patients: A Pilot Study. Am J Mens Health, 12, 359-369. 

 

 

Search Terms 

 

(Fasting OR Ramadhan OR Islam) AND (Asthma OR Chronic Obstructive Pulmonary 

Disease OR COPD OR Interstitial Lung Disease OR Sarcoidosis OR Cystic Fibrosis) 
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Chronic Kidney Disease: Ramadan Review 

Author: Dr. Shafi Malik, Consultant Transplant Nephrologist, Coventry and Honorary Clinical 

Lecturer, University of Leicester 

There are an estimated 1.8 billion Muslims worldwide (1). These include large minority 

populations in many Western countries - there are approximately 2.7 million Muslims in 

the UK, constituting 4.8% of the British population (1). With increasing prevalence of 

Chronic Kidney Disease (CKD) in UK and Europe (2) combined with globalisation, 

nephrologists are more than likely to come across requests from patients asking for 

clinicians’ opinion on suitability of fasting.  

Given the lack of formal guidance and expert consensus, the aim of this review is to 

provide an up-to-date appraisal of current literature, and to subsequently provide health 

care professionals (HCPs) with an easy decision-making tool that can facilitate and guide 

discussions relating to the risks of fasting with their CKD patients. Though fasting is an 

obligation on Muslims, it remains a personal choice. Many Muslims, especially with chronic 

diseases tend to fast against medical advice (3,4) and these guidelines would aid 

clinicians and patients alike in supporting them in the decision-making process. This 

disease section is a truncated version of an invited published clinical review led by the 

author (5).  

Methods 

We undertook a narrative review of current literature on Ramadan fasting in patients with 

CKD. PubMed and Google Scholar databases were searched for studies using terms 

“Ramadan”, “fasting”, “kidney”, “dialysis" and “chronic kidney disease” in various 

combinations. All retrieved articles were considered for inclusion, existing reviews of 

literature on these topics were also reviewed for references where appropriate. No 

language or study restrictions were applied but for practical considerations only English 

language articles were reviewed. Retrieved articles ranged from systematic reviews, 

observational studies and narrative reviews. Whilst the focus in this review relates to the effect 

of fasting in CKD, fasting during the Covid-19 pandemic is briefly discussed.  

Recommendations on risk stratification and management of patients were made through 

the consensus of authors based on their clinical experience of managing Muslim patients 

fasting in Ramadan. They are meant to be informative and do not form a directive; treating 

physicians need to take into consideration patient’s wishes and individual circumstances.  
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Current evidence 

Chronic Kidney Disease 

  

A systematic review by Bragazzi (6) identified 26 studies, of which five concerned CKD non-

dialysis (CKD-ND) and dialysis (CKD-D) patients. 11/26 were done in ‘cold’ seasons, and only 

3/26 were in ‘hot’ seasons, there were incomplete data for the remainder. These studies 

reported fasting is overall well tolerated in patients with CKD with some caveats. Bragazzi (7) 

also conducted a meta-analysis from six studies with 350 patients with CKD during Ramadan 

and monitored  changes in estimated Glomerular Filtration Rate (eGFR). Of these studies only 

two were done in CKD-D and CKD-ND patients, the rest were in transplant CKD recipients. 

Only one study included patients with CKD- ND stage 5 (total of five patients) (8). Pooled 

results from all six studies did not show significant difference in change in GFR (standardized 

mean difference +/- SD of 0.00±0.098, 95% CI −0.19 to 0.19, P=0.99).  

  

In a prospective cohort study from Saudi Arabia which enrolled CKD-ND  and HD patients,  

metabolic profile and renal function change were studied before, during and three to four 

weeks after Ramadan (9). Of the 39 CKD patients, 10 were CKD-ND stage 5 and 19 CKD-ND 

stage 4. Only stable CKD patients were enrolled, those with unstable renal function, episodes 

of pulmonary oedema, poorly controlled diabetes were excluded. Patients were given low 

potassium diet advice and asked to restrict fluid intake to 1.5-2 L. Antihypertensives and 

diuretics were continued but modified to once daily preparations, those with a tendency for 

developing hyperkalaemia on angiotensin converting enzyme inhibitors (ACE-I) or angiotensin 

receptor blocker (ARB) were switched to alternatives and advised calcium or sodium 

polystyrene sulphonate. No significant change in weight, blood pressure, creatinine clearance, 

MDRD eGFR or electrolyte measurements were seen. None reported symptoms of uraemia, 

eight had lower limb oedema no patients needed hospital admission. There was no 

comparator group. 

  

In a UK observational study by Chowdhury et al. including stable patients with coexisting CKD-

ND stage 3 and type 2 diabetes were enrolled during a 19-hour fast. 68 patients fasted and 

71 did not, they found no significant differences in outcome measures or adverse events (10).  

  

An interesting cohort study in CKD-ND stage 3-5 patients that looked at Major Adverse 

Cardiovascular Events (MACE) outcomes found that fasting patients with history of 

cardiovascular disease had a higher risk of MACE. The hypothesis being that dehydration 

causes hyperviscosity. In a total of 131 patients in two groups (fasting and non-fasting), 

baseline serum creatinine (SCr) in the fasting group was 247 +/- 123.8 umol/L , a SCr rise 

of >30% at Day 7 had a sensitivity of 66.6% and specificity of 89% in predicting cardiovascular 

events. A rise of SCr was noted in 60.4% of patients by Day 7 of fasting and was associated 

with intake of renin angiotensin aldosterone system antagonists [relative risk (RR) 2, P = 

0.002]. Adverse cardiovascular events were observed in six patients in the fasting cohort and 

was associated with a rise of SCr after 1 week of fasting (P = 0.009) and the presence of pre-

existing cardiovascular disease (RR 15, P = 0.001). In comparison, only one event was 
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reported in the non-fasting group. The regression model adjusted for baseline characteristics 

including presence of pre-existing cardiovascular disease but did not adjust for 

antihypertensive medication use which was associated with a rise in SCr (11).  

  

Long-term follow-up data of the effects of fasting during the month of Ramadan on renal 

function in patients with CKD-ND and CKD-D is lacking. However, two studies looked at the 

effects of repeated fasting in kidney transplant recipients (KTR), study by Ghalib et al. studied 

effect of fasting over 3 consecutive years and found no difference in GFR between fasters and 

non-fasters, eGFR before the first Ramadan was compared to eGFR after third Ramadan in 

35 fasters and 33 non-fasters, in fasters eGFR  was 56.4 ml/min versus 55.4 ml/min after 

fasting during Ramadan for three consecutive years (12).  

  

Renal Replacement Therapy   

  

Haemodialysis 

 

A cross-sectional study of 635 Saudi patients on hemodialysis (HD) during the ‘hot’ season 

showed no difference in outcomes. Following parameters were collected in the month prior to 

and during Ramadan (following the longer, 2-day interdialytic periods) - weight gain, pre- and 

post-dialysis blood pressure, serum potassium, phosphorus, albumin, hypotensive episodes, 

and saline volume infused during the dialysis session. No statistically significant difference 

was found in the measured parameters. In the fasting group 22% of patients were working 

compared to 14.6% in the non-fasting group. There were only two dialysis shifts during the 

day and as performing dialysis during fasting in the daytime would invalidate the fast, it’s likely 

that patients observed fasting during non-dialysis days. Fasting patients were younger, 

working, missed dialysis sessions and had higher phosphate levels compared to the non-

fasting group, no serious adverse events were reported in the fasting group (13).  

  

A 12-week multicentre observational study in Malaysia of 87 patients where patients formed 

their own controls, nutritional and functional parameters compared two weeks before and four 

weeks after Ramadan did not show significant changes, interestingly, handgrip strength 

improved post Ramadan along with phosphate control and Interdialytic Weight Gain (IDWG) 

(14). The time point of biochemical parameters measurement in relation to a patient’s weekly 

dialysis schedule is not known, data on whether participants were working or whether they 

observed fasting on dialysis days was not provided. 

  

In a recent study from Palestine conducted during the summer, 269 HD patients were divided 

into 3 groups, those who fasted daily, those who partially fasted (observed fast on non-

dialysis ) and those who did not. Biochemical parameters were measured one month prior, in 

the second week of and two weeks after Ramadan. The mean age was 57.5 years, average 

fasting duration was 16 hours, reference non-fasting group IDWG mean was 3.2 kg whereas 

the fasting groups were noted to have additional IDWG of 0.62 Kg (P = 0.001) and 0.23 (P = 

0.005) kg respectively. Potassium levels in all groups were <6.0 mmol/L (15), although the 

fasting group had higher mean potassium than those who did not fast (P < 0.001). Adverse 
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events or hospitalization were not recorded. There were no significant differences between 

the fasting groups in age (P = 0.064), gender (P = 0.202), dialysis vintage (P = 0.202) or 

hypertension status (P = 0.765), however, the non-fasting group had higher proportion of 

diabetic patients (58.1%) than the fasting (38.7%) and partial fasting groups (31.6%), P 

<0.001. Biochemical parameters were tested before a dialysis session, it isn’t clear if any were 

done after a weekend off period.  

  

With respect to mortality, retrospective data of 1,841 patients from 1989-2012 in a single 

centre in Karachi, Pakistan showed a higher mortality during Ramadan for patients on HD but 

fasting status was not determined and other than a percentage no other statistical analysis 

were performed to justify the observation (16). In contrast, a recent observational study from 

Egypt compared 965 patients who fasted at least partially to 1090 of those who did not, found 

mortality to be higher in the non-fasting group. This could be explained by the fact that patients 

in the fasting group were younger and had less co-morbidities, no regression analysis was 

done to adjust for confounders(17).  

 

Peritoneal Dialysis  

  

Only one study was identified that reported outcomes of fasting in Peritoneal Dialysis (PD) 

patients, stable patients were included, patient with uncontrolled diabetes, hypertension, 

angina, postural hypotension, or a history of noncompliance with therapy were excluded. 

Dialysis prescriptions were modified, Continuous Ambulatory Peritoneal Dialysis patients 

(CAPD) performed three exchanges at night with either a 1.36% or 2.27% strength PD fluid 

(after dusk) and icodextrin daytime fill. Similarly, Continuous Cycling Peritoneal Dialysis 

(CCPD) patients performed a rapid 6-hour cycle starting at 2100 and ending at 0300 with 

icodextrin daytime fill. Of the 31 patients in the study, less than a quarter (22.5%) developed 

complications but did not experience serious morbidity. Two patients developed peritonitis 

which required admission and discontinuation of modified therapy, one developed pleural 

effusion, three experienced hypotension, two in the CAPD group and one in the CCPD group. 

In the CCPD group, one patient developed lower limb oedema which was managed by 

adjusting dialysate concentration and fluid restriction. Urine output, Kt/V urea and creatinine 

clearance were not statistically different when compared pre and post Ramadan according to 

the authors although no p values were reported (18).   

 

 

 

Summary of evidence 

  

All identified studies were observational studies which are prone to selection bias among other 

drawbacks including small sample size. It is likely that patients in the studies are motivated 

and willing to adhere to dietary advice and fluid restriction than others. Other than in one study 

where patients with pre-existing cardiovascular disease were included, all other studies 

excluded unstable patients or patients with significant co-morbidities. Treatment changes had 

to be made to both medications and in some studies to dialysis therapy. It is also important to 
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note that majority of literature in this area are from the Middle East and North Africa where the 

duration of fasting is around 12 to 14 hours with reduced working hours in comparison to 

European countries where fast duration can be as high as 20 hours with normal work hours 

and hence findings are not generalisable.  

  

Chronic Kidney Disease 

  

Majority of the studies included stable CKD-ND stage 3 patients and only a small number of 

CKD-ND stage 4 and an even smaller number of CKD-ND stage 5 patients. In the reported 

literature, despite study design flaws it appears that stable CKD-ND stage 3 patients would be 

able to observe fast without any ill consequences as long as they are closely monitored and 

adhere to medical advice. The same cannot be said about CKD-ND stage 4 and 5 patients 

who are at higher risk of renal function deterioration due to dehydration and life-threatening 

electrolyte abnormalities. The studies that included CKD -ND stage 4-5 patients did not have 

a comparator group therefore it is difficult to make an evidence-based conclusion in this group; 

patients would have to be motivated and compliant with advice in order to fast safely. 

Additionally, patients with CKD and known cardiovascular disease should be discouraged from 

fasting given concerns raised from one study of higher adverse cardiovascular outcomes(11).  

  

Whether repeated fasting in subsequent years has long term effects is also unknown, 

although, studies on transplant recipients showed no long-term consequences. Some CKD 

patients may be prone to stone formation and urinary tract infections, meeting their hydration 

requirement after breaking their fast is key if they were to fast(19, 20). 

  

Hemodialysis 

  

In the reported literature HD patients were younger. In contrast, the mean age of HD patients 

in the UK is 67 (15, 21), with frailty as a common comorbidity (22). Dialysis is a catabolic state 

and dialysis patients normally have to follow a restricted diet of low potassium and phosphate. 

While fasting the difficulty imposed with dietary restrictions in such patients can make it difficult 

to meet their nutritional requirements further increasing their frailty and adding to morbidity. 

Although published studies showed no significant adverse effects, electrolyte imbalances and 

higher IDWG have been observed as has increased mortality during Ramadan in a 

retrospective analysis (9, 15, 16).  

  

Peritoneal Dialysis 

  

In the single reported study of patients on PD, patients had to undergo modification of their 

treatment regime in order to fast, patients were able to carry out PD with modifications (18). 

 

Specific considerations in context of COVID-19 
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Although the world is in a different phase of the pandemic, it is far from over. Therefore, 

patients and clinicians may want to consider local factors when counselling patients about the 

risks and feasibility of fasting during the pandemic.  

  

Chronic Kidney Disease (non-dialysis) 

  

Logistical challenges of having blood tests during the pandemic may mean monitoring is not 

readily available. Patients who in normal circumstances may be able to observe fast must 

consider alternatives to fasting. 

 

Hemodialysis and Peritoneal Dialysis 

  

Some dialysis units in the UK moved to twice weekly sessions during the peak of the 

pandemic. Potassium levels were managed with binders along with dietary restrictions. 

Fasting when dialysis treatments may have to be reduced to twice a week poses very 

significant risk of complications and death. Similarly, PD patients may also not have access to 

monitoring or be able to modify their regime and hence must consider not fasting and explore 

alternatives. 
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Recommendations 
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Table categorizing risk based on IDF-DAR risk categories. 

  
Risk level 

  
Moderate/low risk 

 

  
High risk 
  

  
Very high risk 

Advice Listen to medical 
advice 

Should not fast Must not fast 

CKD stage 1-3 with stable 
kidney function 

1-3 with unstable 
kidney function* 

 4-5 (non-dialysis) ** 
Patients on all forms 
of hemodialysis and 
peritoneal dialysis 
3-5 patients with 
history of pre-
existing 
cardiovascular 
disease 

Other 
groups 

CKD patients prone 
to urinary tract 
infections or stone 
formation 
  
  

CKD patients with 
known electrolyte 
abnormalities 
Patients at risk of 
dehydration due to 
fluid restriction 
requirements or need 
for diuretics 
Patients on ACE-
I/ARB, SGLT2 
inhibitors and 
mineralocorticoid 
receptor antagonists 
  
  

Patients on tolvaptan 
Pregnant CKD 
patients 

  

CKD, Chronic Kidney Disease; ACE-I, Angiotensin Converting Enzyme inhibitor; ARB, 
Angiotensin Receptor Blocker; eGFR, estimated Glomerular Filtration Rate; SGLT2, sodium-
glucose Cotransporter-2 
*unstable patients would include those with rapidly declining GFR, history of fluid overload and 
frailty. 
**although HD and PD patients would be considered very high risk, a select group may be 
able to fast following risk stratification and counselling, factors to consider would include – 
residual renal function, fluid balance, potassium >6.0 mmol/L, motivation, compliance with 
medical advice, consider alternatives to fasting and winter fasting. 
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Gastrointestinal Disease: Ramadan Review 

Author: Dr Aida Jawhari, Consultant Gastroenterologist, Nottingham 

Current evidence  

 

Methodology 

 

A thematic, narrative, non-systematic review of current literature on Ramadan fasting and 

gastrointestinal disease was undertaken, with the aim of summarising available evidence and 

providing guidance for Healthcare professionals, managing these patients. A search of the 

literature was performed using online databases (PubMed, Embase) with the following 

predefined search terms in various combinations: “Intermittent fasting”, “fasting”, “Ramadan”, 

“Restricted feeding”,  “Gastrointestinal disease”, “liver cirrhosis”, “NAFLD”, “Hepatitis”, 

“Inflammatory bowel disease”, “Review”. To broaden the evidence base from which we can 

base our review, we also included studies that examined “intermittent fasting” and not just 

Ramadan fasting. While there are many different ways of undertaking “intermittent fasting”, 

some of the studies examine a form of “intermittent fasting” that is very similar to the Ramadan 

fasting. Where the form of intermittent fasting is dissimilar or unspecified, we believe there is 

still merit in referencing these studies.   

 

Guidelines on the management of Gastrointestinal diseases from major Gastroenterology 

societies including the British Society of Gastroenterology, the United European Society of 

Gastroenterology UEG and the American Gastroenterology Association (AGA) were also 

reviewed to see if any of their guidelines made a direct reference to Ramadan fasting or at 

least provided data that could be extrapolated to Ramadan fasting.  

 

The guidance and advice that is proposed by the authors in this review is for non-pandemic 

circumstances. Where appropriate, any additional or specific guidance, for example pertaining 

to COVID-19, has been clearly outlined.  
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Results 

 

A number of small randomised controlled trials were identified, and the majority of studies 

were observational in nature. The majority of studies were conducted in the Middle East where 

the duration of fasting varies from 12 to 14 hours. Findings are unlikely to be generalisable to 

fasting in summer in temperate climates where fasting duration can be upto 20 hours. A review 

of available literature is presented below.  

The Effect of Ramadan fasting on Metabolic associated  Fatty Liver disease (NAFLD) 

Metabolic associated liver disease, also known as Non-Alcoholic fatty liver disease (NAFLD) 

is one of the leading causes of chronic liver disease and cirrhosis worldwide. Recent data 

suggests that upto  63% of UK adults are now classified as obese or overweight, and it is 

estimated that 1 in 3 has early stage NAFLD24 . In the U.S., about 34% of the adult population 

has metabolic syndrome, a proportion increasing with age, particularly among racial and ethnic 

minorities where a prevalence of upto 39% is recorded25. 

NAFLD is strongly associated with metabolic syndrome, where insulin resistance is thought to 

play a major role in the pathogenesis of what is essentially  a disorder of energy utilisation and 

storage. It consists of  a clustering of at least three of the following five medical conditions: 

central obesity, Hypertension, type 2 Diabetes Mellitus, high serum triglycerides, and low 

levels of high-density lipoprotein (HDL). Whilst chronic liver disease secondary to NAFLD is 

increasingly being recognised as a significant contributor to morbidity and mortality in patients 

with metabolic syndrome, their major cause of death relates to cardiovascular and 

cerebrovascular disease. Intermittent fasting has been explored as a lifestyle modification with 

potential to improve risk factors and ultimately outcomes in these patients.  

A number of observational studies conducted in Muslim patients with NAFLD, fasting in 

Ramadan, have demonstrated improvements in anthropometric measurements, liver 

transaminases and in liver steatosis in the fasting group compared to the non-fasting 

 
24 Lonardo, A., et al., Non-alcoholic fatty liver disease and risk of cardiovascular disease. Metabolism, 2016. 

65(8): p. 1136-1150 
25 Hirode G, Wong RJ. Trends in the prevalence of metabolic syndrome in the United States, 2011-2016. 

JAMA 2020;323(24);2526-2528. 

https://en.wikipedia.org/wiki/Abdominal_obesity
https://en.wikipedia.org/wiki/Hypertension
https://en.wikipedia.org/wiki/Hyperglycemia
https://en.wikipedia.org/wiki/Hypertriglyceridemia
https://en.wikipedia.org/wiki/High-density_lipoprotein
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group262728 . Another study demonstrated   significant reductions in fasting glucose, plasma 

insulin, insulin resistance and inflammatory cytokines in patients fasting Ramadan, compared 

to matched controls who were not fasting 29.  

These findings are supported by studies conducted in patients with NAFLD undergoing 

lifestyle modification of diet using a pattern of alternate day fasting30. In this randomised 

controlled trial, patients randomised to alternate day fasting for 12 weeks,  demonstrated a 

significant reduction in body weight, fat mass, as well as total cholesterol, and  serum 

triglycerides compared to the control group. There was no statistically significant difference in 

fat free mass, HDL, LDL, fasting insulin, glucose, liver stiffness or systolic blood pressure.   

Numerous studies in the Cardiovascular literature31 3233 have investigated the impact of 

intermittent fasting on cardiovascular risk factors in patients with metabolic syndrome but 

without looking specifically at MAFLD. These studies have consistently demonstrated  

improvements in body mass index, lipid profile, and in some cases systolic and diastolic blood 

pressure. Meta-analysis of available studies confirmed the benefits of fasting on 

cardiovascular risk factors common in Metabolic syndrome34 .  

 

 

 
26 Ebrahimi, S., et al., Ramadan fasting improves liver function and total cholesterol in patients with 

nonalcoholic fatty liver disease. International Journal for Vitamin and Nutrition Research, 2019 
27 Arabi, S.M., et al., The effect of Ramadan fasting on non-alcoholic fatty liver disease (NAFLD) Patients. 

Journal of Fasting and Health, 2015. 3(2): p. 74-80. 
28 Rahimi, H., et al., Effect of Ramadan Fasting on Alanine Aminotransferase (ALT) in Non-Alcoholic Fatty 

Liver Disease (NAFLD). Journal of Fasting & Health, 2017. 5(3) 
29 Aliasghari, F., et al., The effects of Ramadan fasting on body composition, blood pressure, glucose 

metabolism, and markers of inflammation in NAFLD patients: an observational trial. Journal of the 

American College of Nutrition, 2017. 36(8): p. 640-645. 
30 Cai, H., et al., Effects of alternate-day fasting on body weight and dyslipidaemia in patients with non-

alcoholic fatty liver disease: a randomised controlled trial. BMC gastroenterology, 2019. 19(1): p. 219 
31 Nematy M et al (2012). Effects of Ramadan Fasting on Cardiovascular Risk Factors: A Prospective 

Observational Study. Nutr J 2012 Sep 10:11;69 
32 Santos, H. and Macedo, R. Impact of intermittent fasting on the lipid profile: Assessment associated with 

diet and weight loss. Clin Nutr ESPEN 2018 24;14-21 
33 Malinowski B. (2019). Intermittent fasting in Cardiovascular disorders - An overview. Nutrients, 11(3): 

p673 
34 Kul S, Savas E, Ozturk Z and Karadag G (2014). Does Ramadan fasting alter body weight and blood lipids 

and fasting blood glucose in a healthy population in a healthy population? A meta-analysis. Journal of 

religion and health, 53(3): pp. 929-942 
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Effect of Fasting on Chronic Liver disease 

Reliable research publications on the effect of Ramadan fasting in the context of chronic liver 

disease are limited, with a number of small published observational studies, some with 

methodological limitations limiting their value in terms of generalisability.  

There is data however to show that protein energy malnutrition can predict complications in 

liver cirrhosis35.  Protein energy malnutrition is a significant negative  prognostic feature of liver 

cirrhosis, which can be exacerbated by periods of time restricted feeding, or fasting. Plank et 

al demonstrated that avoidance of night time fasting by providing a late evening feed in the 

form of a calorie rich protein supplement before bedtime, provided a positive effect on lean 

body mass 36. A diet high in energy and protein, consumed frequently and late in the evening 

to ameliorate the impact of night time fasting, has been shown to be effective in improving 

nutritional status of these patients and has been associated with improved hospitalisation and 

reduced mortality37.  We can extrapolate this to say that fasting for any length of time is 

deleterious to patients with cirrhosis as it potentially exacerbates protein energy malnutrition. 

Available published studies conducted to investigate the impact of Ramadan fasting in patients 

with chronic liver disease demonstrate an increased risk of decompensation and complications 

in patients with Childs B or C cirrhosis, including hospital admission, variceal bleeding and 

ascites, 383940. A review of the literature conducted by Hepatologists in Egypt where fasting 

amongst patients with liver disease is a common issue, concluded that patients with Childs B 

or C cirrhosis are at significant risk from fasting and should be advised against fasting41. 

Patients with Child A cirrhosis and those with non cirrhotic liver disease have not be shown to 

 
35 Huisman EJ et al. Protein energy malnutrition predicts complications in liver cirrhosis. Eur J 

Gastroenterol Hepatol. 2011;23(11)982-9 
36 Plank LD et al. Nocturnal Nutritional Supplementation improves total body protein status of patients 

with liver cirrhosis: a randomised 12-month trial. Hepatology 2008;48:557-566 
37 Yao CK et al. Dietary Interventions in Liver cirrhosis. J Clin Gastroenterol. 2018;52(8):663-673 
38 Elnadry, M., et al., Effect of Ramadan fasting on Muslim patients with chronic liver diseases. Journal of 

the Egyptian Society of Parasitology, 2011. 41(2): p. 337-346. 
39 Mohamed, S.Y., et al., Changes in portal blood flow and liver functions in cirrhotics during Ramadan 

fasting in the summer; a pilot study. Gastroenterology and Hepatology from Bed to Bench, 2016. 9(3): p. 180 
40 Elfert, A.A., et al., A multicenter pilot study of the effects of Ramadan fasting on patients with liver 

cirrhosis. Tanta Med Sci J, 2011. 6(3): p. 25-33 
41 Emara MH et al. Ramadan Fasting and liver diseases: A review with practice advice and 

recommendations. Liver international 2021;00:1-13 
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be at increased risk from fasting but should consult with their medical practitioner before 

fasting.  

Liver transplantation is becoming increasingly common and stable transplant recipients will 

often feel well enough and wish to fast.  Derbala et al conducted a retrospective observational 

cohort study on 96 liver transplant recipients who fasted in Ramadan. They detected no 

significant difference in any of the biochemical, and hematological indices or Tacrolimus levels 

between patients who fasted and patients who did not fast42. In another retrospective study 

however, Montasser et al reported on  45 liver transplant recipients who fasted in Ramadan43. 

In this study, 11% of patients had to interrupt their fasting due to an unacceptable rise in renal 

function. This may be an important issue particularly when dehydration is more likely due to 

prolonged duration of fasting in temperate countries, or in very hot climates. Stable liver 

transplant recipients may therefore be safe to fast, although prior review of 

immunosuppressive regime to ensure adherence, and monitoring of immunosuppression 

levels and renal function is advisable. 

The EASL clinical practice guidelines on nutrition in chronic liver disease44 state that 

“strategies to shorten nocturnal fasting with a late evening snack have been explored, 

achieving an improvement in metabolic profile and quality of life…The adoption of a breakfast 

containing some proteins and a late evening snack to shorten the period of fasting are 

therefore recommended in cirrhotic patients” and “Patients with HE need to avoid long periods 

of fasting, and should be encouraged to split their caloric and protein intake into small, frequent 

meals”. Dietary Advice for Specific Liver Conditions from the British Liver Trust website states 

“Periods of fasting, for instance for religious reasons, are not recommended if you have 

chronic liver disease”45.  

 

Luminal gastrointestinal disease  

 
42 Derbala M et al. Safety and deleterious effect of fasting Ramadan in liver transplant recipients. J 

Gastroenterol Metabol 2018;1:203 
43 Montasser IF et al. Effect of Ramadan fasting on Muslim recipients after living donor liver 

transplantation: a single center study. Arab J gastroenterol. 2020:21:76-79 
44 European Association for the study of the liver. EASL Clinical Practice Guidelines on Nutrition in 

chronic liver disease. Journal of Hepatology 2018 
45 The British Liver Trust. Dietary advice for specific liver conditions. 

https://britishlivertrust.org.uk/information-and-support/living-with-a-liver-condition/diet-and-liver-

disease/dietary-advice-for-specific-liver-conditions/ accessed on 6/3/2021 

https://britishlivertrust.org.uk/information-and-support/living-with-a-liver-condition/diet-and-liver-disease/dietary-advice-for-specific-liver-conditions/
https://britishlivertrust.org.uk/information-and-support/living-with-a-liver-condition/diet-and-liver-disease/dietary-advice-for-specific-liver-conditions/
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There is no contraindication to fasting in patients with benign chronic gastrointestinal disease 

including GORD, Peptic ulcer disease or irritable bowel syndrome. Patients with gastro-

oesophageal reflux disease may experience an increase in symptoms particularly if adherence 

to taking PPIs is reduced. The tendency of many to eat a large meal on breaking fast may also 

contribute to an increase in symptoms. By contrast there is evidence to suggest that IBS 

symptoms may actually improve with fasting46.  

Although early publications suggested an increase in patients presenting with peptic ulcer 

perforation in Fasting patients in Ramadan, more recent studies suggest that patients with 

adequately treated peptic ulcer disease are safe to fast with no evidence of an increase in 

complications474849.  

 

Inflammatory bowel disease 

There is some evidence that fasting may have benefits in the context of bowel inflammation. 

Rangan et al found that a diet mimicking fasting was associated with increased intestinal 

regeneration, reduced inflammation, and increases in protective gut microbial populations in 

a mouse model of Inflammatory Bowel Disease50.  This concept is undergoing further study  

(see trials.gov NCT03615690). 

 

Further studies by Ozkul et al (2019 and 2020) on the impact of fasting on intestinal microbiota 

have demonstrated positive changes including an increase in overall microbial diversity, with 

increasing abundance in Akkermansia muciniphila and Bacteroides fragilis group which were 

 
46 Sadeghpour, S., Keshteli, A.H., Daneshpajouhnejad, P., Jahangiri, P. and Adibi, P. (2012). 
â€˜Ramadan fasting and digestive disorders: SEPAHAN systematic review No. 7â€™. J Res Med Sci, 
17(7) pp.150-8. 
47 Bener A et al. Frequeny of peptic ulcer disease during and after Ramadan in a United Arab Emirates 

hospital. East Mediterr Health J 2006;12:105-11 
48 Chong VH. Impact of Ramadan on upper gastointestinal endoscopy referrals in Brunei Darussalam. 

Singapore Med J 2009;50(6);619-23 
49 Mehdi A et al. Effect of the observance of diurnal fast of Ramadan on duodenal ulcer healing with 

Lansoprazole. Results of a prospective controlled study. Gastroenterol Clin Biol 1997;21:820-2 
50 Rangan, P., Choi, I., Wei, M., Navarrete, G., Guen, E., Brandhorst, S., Enyati, N., Pasia, G., 
Maesincee, D., Ocon, V. and Abdulridha, M. (2019). â€˜Fasting-mimicking diet modulates microbiota 
and promotes intestinal regeneration to reduce inflammatory bowel disease pathologyâ€™. Cell 
reportsÂ  26(10), pp.2704-2719 
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considered as healthy gut microbiota members5152. Patients with symptoms of active 

inflammatory bowel disease, chronic diarrhoea or high output stoma  are at increased risk of 

dehydration and are recommended not to fast.  

 

There are few studies on Ramadan fasting in inflammatory bowel disease. Tavakkoli et al 

conducted a prospective observational study of 60 patients with chronic inflammatory bowel 

disease in remission53. They demonstrated no change in disease activity, symptoms, or quality 

of life with fasting, suggesting that fasting is safe in patients with quiescent inflammatory bowel 

disease. One retrospective case series reported by Park et al (2020) failed to demonstrate 

any benefit  from fasting on disease activity in patients with active inflammatory bowel 

disease54. 

 

Recommendations 

Patients who are unsure of the severity of their liver disease should consult their physicians to 

ensure that it is safe for them to fast. Patients on critical medication such as steroids or 

immunosuppression will need to maintain compliance with their medication, and timing of 

medication may need to be adjusted. 

 

Very high risk 

Patients with established cirrhosis especially Child-Pugh B and C 

Patients who are < 6months post Liver transplant 

Patients with symptomatic active inflammatory bowel disease  

Patients with significant acute or chronic diarrhoea 

Patients with high output ileostomy 

 

High risk 

 
51 Ozkul C, Yalinay M, Karakan T. (2019) Islamic fasting leads to an increased abundance of Akkermansia 

muciniphila and Bacteroides fragilis group: A preliminary study on intermittent fasting. Turk J 

Gastroenterol. 30(12)1030-1035 
52 Ozkul C, Yalinay M, Karakan T (2020). Structural changes in gut microbiome after Ramadan fasting: a 

pilot study. Benef Microbes 19:1-8 
53 Tavakkoli H et al. Ramadan Fasting and Inflammatory Bowel disease. Indian J Gastroenterol. Nov-Dec 

2008;27(6);239-41. 
54 Park YE et al. Is fasting beneficial for hospitalized patients with inflammatory bowel diseases? Intest Res 

2020;18(1);85-95 
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Liver transplant patients taking Tacrolimus are at high risk of renal toxicity if they become 

dehydrated. They are also at risk of rejection if adherence to immunosuppression medication 

is not maintained due to fasting. 

Patients on prednisolone at doses > 20mg per day 

 

Low/Moderate risk  

Patients with Child A cirrhosis 

Patients with stable chronic liver disease without cirrhosis 

Patients with stable chronic inflammatory bowel disease in remission, including those on 

immunosuppressants 

Patients with peptic ulcer disease, reflux oesophagitis and  irritable bowel syndrome 
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Diabetes Mellitus: Ramadan Review 

Authors: Dr Syed H. Ahmed, Consultant Endocrinologist & Diabetologist/Honorary Senior 

Clinical Lecturer, Countess of Chester Hospital & University of Liverpool; Dr Nazim Ghouri, 

Consultant Physician & Diabetologist & Endocrinologist / Honorary Clinical Associate 

Professor, Queen Elizabeth University Hospital & University of Glasgow 

Introduction 

The estimated global prevalence of diabetes as of 2019 is approximately 463 million adults, 

which is expected to rise to 700 million by 2045 (1). India, Egypt, Indonesia and Bangladesh 

are among the top ten countries with the highest prevalence of adults with diabetes—each 

with Muslim populations in excess of 100 million (1,2). Rapid urbanization (3), calorie-dense 

nutrition (4) and sedentary lifestyles contribute to excess weight, which in turn has increased 

the risk of diabetes (5). In the UK, it is estimated that there are about 3,372,966 Muslims 

comprising 5.1% of the population (6). Type 2 diabetes is more than six times more common 

in people of South Asian descent and up to three times more common among people of 

African and African-Caribbean origin. There are 4.8 million people living with diabetes in the 

UK (7). A significant number of Muslims who have diabetes fast during this month despite 

being advised in their best interests to abstain (8). This section updates the British Islamic 

Medical Association (BIMA, 2020) guidance on the management of patients with diabetes 

mellitus (DM) who wish to observe Ramadan and derives much of its material from the 

current and previous DAR guidelines as well as a very recent detailed narrative review by 

Ahmed et al and linked commentary by the same group of authors (8–12). 

Methods 

A literature search of various databases was performed, including PubMed, Google Scholar 

and CiNAHL, amongst others using the search terms “diabetes”, “type 2 diabetes”, 

“Ramadan”, “COVID-19” and “fasting” in various combinations from 1 May 2020 to 28 

February 2021. A number of publications were retrieved, covering a spectrum from 

observational studies, randomized controlled trials (RCT), systematic, non-systematic and 

thematic reviews to practice and management guidelines. Relevant papers were used to 

supplement the publications listed earlier. The content that follows is not intended to replace 

the aforementioned guidance and review documents, but serve as a summary and 

signposting to references for further reading. 

Current Evidence 

Research in the area of DM and Ramadan has gradually increased since the publication of 

the landmark Epidemiology of Diabetes and Ramadan (EPIDIAR) study (13) . Further 

landmark studies after EPIDIAR (2001), CREED (2010) (14) and DAR-MENA (2016) (15) 

gave an understanding of the characteristics of a fasting adult with DM over time. The 

frequency of severe hyperglycaemic episodes (0.03 episodes/month/person) and the highest 

incidence of hypoglycaemia in persons on oral agents +/- insulin during Ramadan was 

similar between 2001 and 2016 studies (16). This evidence emphasises the fact that despite 

advancements in therapeutics, there is still a need for strong support from healthcare 
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professionals (HCPs) to assist the individual fast with minimal risk of complications. 

Evidence accrued from these and other short term therapeutic intervention studies have 

been the key to the materialisation of, guidance and recommendations for management of 

diabetes in Ramadan like the papers referenced earlier. 

The original data papers and contemporary opinion pieces focus on the risks relating to 

fasting and how to mitigate risk as well as how to manage patients safely and effectively. 

Specific management aspects and acute risks include glycaemic control, hypoglycaemia, 

hyperglycaemia, diabetic ketoacidosis, role of technology and methods of insulin delivery, 

dehydration, thrombosis, macrovascular risk and blood pressure control. 

Glycaemic Control 

In a meta-analysis carried out by Aydin et al., Ramadan fasting was not associated with any 

significant negative effects on postprandial (plasma) glucose or fructosamine levels. 

However, body mass index (BMI), glycated haemoglobin (HbA1c) and fasting plasma glucose 

were significantly decreased (17). 

Alabbood and colleagues performed a literature review of 16 studies that looked at the 

effects of Ramadan fasting on glycaemic control in Type 1 DM and Type 2 DM patients (18). 

Three studies in mixed T1 DM/T2 DM cohorts found significant improvements in two 

glycaemic parameters: fructosamine and HbA1c. Three other studies in T1 DM/T2 DM 

patients recorded complications, such as severe hyperglycaemia, severe hypoglycaemia 

(which required help from others) and diabetes ketoacidosis (DKA) in insulin-dependent 

patients. One study found that short-acting analogues may be advantageous pre-meal, as 

insulin lispro was found to be associated with lower glucose excursions 2 h post Iftaar. A 

randomized, open-label, crossover study also found that pre-mixed preparations containing 

insulin lispro were superior to those containing human insulins. The authors of this review 

suggested that Ramadan fasting can be feasible for Type 1 DM and Type 2 DM patients on 

insulin. CGM-enhanced insulin pump therapy and rapid-acting insulin like lispro or pre-mixed 

insulins containing lispro may be advantageous when compared to human-soluble or pre-

mixed human insulin, respectively. 

 

Hypoglycaemia 

In the EPIDIAR study patient cohort, severe hypoglycaemia requiring hospitalization 

increased during Ramadan by 4.7-fold in patients with Type 1 DM (3–14 events/100 

people/month) and by 7.5-fold in those with Type 2 DM (0.4–3 events/100 people/month) 

(13). With the advent of newer antihyperglycaemic agents, such as second-generation 

sulfonylureas (SUs), glucagon-like peptide-1 (GLP-1) analogues, insulin analogues and 

sodium-glucose transporter-2 (SGLT-2) inhibitors, the rates of severe and non-severe 

hypoglycaemia are fewer (8). Aldawi et al. found significant increases in the mean amplitude 

of glycaemic excursions during early Ramadan between patients on two or more antidiabetic 

medicines and those on SUs (19). Earlier research also supports the greater risk of 

hypoglycaemia with SUs compared to metformin monotherapy (20). A number of studies 

have also shown the lower risk of hypoglycaemia with newer Type 2 DM therapies compared 

to SUs and their safety in Ramadan fasting (8). 
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Hyperglycaemia and Ketoacidosis 

Earlier publications, not supported by evidence, suggested an increased risk of DKA during 

Ramadan (21,22). However, a number of more recent studies examining the risk of DKA in 

Type 1 DM patients have found no increased risk (8,23). An observational study by Al-Agha 

et al. suggests that flash glucose monitoring enabled children who wished to fast to be able 

to do so without experiencing severe hypoglycaemia or DKA (24). A prospective study in 

Type 1 and Type 2 diabetes patients showed that active glucose monitoring, adjustment of 

medications, dietary counselling and patient education significantly reduced the risk of acute 

diabetic complications in fasting patients (25). 

In patients with Type 2 DM, the risk of ketoacidosis is minimal during fasting, as 

demonstrated by a retrospective analysis of records of T1/T2 diabetes patients (26,27) and 

prospective observational studies undertaken in patients with Type 2 DM (28,29).  

Importantly, a review by Beshyah and colleagues, by means of a review of literature found 

the risk of DKA was not increased during fasting, de-emphasizing the earlier proposed risk of 

DKA during Ramadan (23) . 

Role of pre-Ramadan patient education and advances in technology and insulin 

delivery 

The CREED study showed that patients with Type 2 DM considered to be high risk or very 

high risk for fasting managed to fast successfully after having received structured education 

pre-Ramadan (30). The Ramadan Education and Awareness in Diabetes (READ) study 

showed that pre-Ramadan education in patients with Type 2 DM was associated with 

greater weight loss and significant reduction in hypoglycaemic events (31). Another study in 

Type 1 DM patients showed that adjustment of drug dosage, dietary advice, patient 

education and self-monitoring of blood glucose (SMBG) enabled patients to fast without 

major complications (25). 

Current advancements in insulin delivery and glucose monitoring technologies are useful 

adjuncts to strategies for supporting Type 1 DM patients (32,33) considered to be high risk 

as well as ‘high-risk’ Type 2 DM patients (34) manage their diabetes during Ramadan. 

Although there is a lack of formal trial data, there is sufficient evidence across the different 

classes of therapeutic hypoglycaemic agents in terms of safety and efficacy to enable 

informed decision-making and provide a breadth of therapeutic options for the patient and 

the healthcare professional, even if the professional advice is to abstain. Thus, Ramadan 

provides an excellent opportunity for patient engagement to discuss important aspects of 

management, to improve control in the short-term during Ramadan and to help the 

observant understand that the metabolic gains achieved during Ramadan are also 

sustainable in the other months of the year by maintaining a dietary and behavioural 

discipline. The application of this understanding can potentially prevent or reduce long-term 

complications of DM. 

Dehydration, Thrombosis and Macrovascular Risk 

Fasting in countries with hot climates and prolonged periods of fasting (≥ 18 h in countries in 

the temperate regions during summer) can put patients at risk of dehydration, which can be 

exacerbated by uncontrolled hyperglycaemia leading to osmotic diuresis. In patients with 
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Type 2 DM, dehydration can present as low blood pressure, lethargy, syncope, 

haemoconcentration and hypercoagulability predisposing to thrombosis (35) and stroke (36). 

Although fasting can reduce platelet sensitivity to clopidogrel in Type 2 DM, this may be 

related to an increase in glycaemia during Ramadan (37). However, it has been reported 

that the incidence of acute cardiac illness in patients with Type 2 DM is not different during 

Ramadan than at other times (38). 

A prospective study was conducted into the safety of Ramadan fasting in Type 2 DM 

patients with cardiovascular heart disease (CHD) (34). Continuous glucose monitoring 

(CGM) was carried out using FreeStyle Libre® monitoring devices. During fasting a 

significant improvement was seen in HbA1c, but a higher incidence and prolonged duration of 

hypoglycaemia was seen compared to non-fasting. Lipid profile, BMI, renal function, systolic 

and diastolic blood pressure were not significantly altered. The authors concluded that in 

patients with stable CHD who were receiving optimal diabetes care, no adverse 

cardiovascular effects were associated with Ramadan fasting. 

A systematic review on the effect of Ramadan fasting on cardiovascular events and risk 

factors in patients with Type 2 DM found insufficient evidence to link Ramadan fasting with 

increased or reduced incidence of cardiovascular events in people with diabetes, although 

there was some indication that stroke risk may be increased (39).  

 

Blood Pressure Control 

Samad et al. found a significant drop in both systolic blood pressure (SBP) and diastolic 

blood pressure (DBP) in normotensive males before and during Ramadan fasting (40), while 

Norouzy et al. found no significant difference in the trend of 24-h blood pressure monitoring 

before, during and after Ramadan in normotensive and hypertensive volunteers (41). A 

significant reduction in both SBP and DBP was shown by Salahuddin et al. in an 

observational trial involving hypertensive patients on antihypertensive therapy (42). Previous 

findings were discussed by Mazidi et al. in a systematic review (43), while Hassanein et al. 

found improvement in blood pressure (statistically significant for SBP and non-statistically 

significant for DBP) in a large international, multicentre, prospective, observational trial (15). 

Summary of evidence 

The evidence discussed above clearly indicates that fasting in Ramadan can be a safe 

experience if adequate pre-Ramadan preparation including risk-stratification is done in 

collaboration with the HCP. The framework from IDF-DAR in both the 2016 and the 2021 

iterations guides HCPs in making valuable clinical decisions for the benefit of the fasting 

individual. Ultimately the decision to fast rests with the patient. As covered at the start of this 

compendium, the Shari’ah permits people with ailments to not fast or terminate a fast upon 

decompensation of a chronic stable ailment and make up for the days lost by fasting when 

healthier or by fasting in climates when days may be short such as winter (44). When a 

perpetual circumstance prevents a person from fasting during Ramadan or making up 

missed fasts, the payment of Fidyah can be considered (45). 
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Recommendations 

It is well known that despite the advice ‘not-to-fast’, a significant number of patients do fast. 

We recognize that fasting is a personal choice and if a person chooses to fast despite advice 

to the contrary, he/she should be adequately supported and monitored closely during 

Ramadan and for a brief period thereafter. Pre-Ramadan assessment is crucial to ensure a 

safe Ramadan experience. Diabetes patients can be risk-stratified from low, medium to high 

or very high risk during the pre-Ramadan assessment and counselled accordingly. Those 

who are assessed to be at high to very high risk are advised not to fast.  

The recently published IDF-DAR practical guidelines (2021) provides real-world 

recommendations to healthcare professionals and people with diabetes who choose to fast 

(12) and is an update of the 2016 guidance (11). The 2016 iteration utilised the established 

three categories of risk stratifications depending on the presence of one or more risk factors 

in each category for fulfilment of the risk. The 2021 guidance presents a numerical risk 

scoring system, where the risk factors are graded into elements as per gradient of safety. 

Although we appreciate the deliberation behind this scoring system and welcome such an 

initiative, the consensual viewpoint of the authors and reviewers of this section is that whilst 

one can adopt this scoring system, we do not recommend its usage this early on primarily 

due to lack of evidence to indicate it is better than the existing scoring system, which is 

familiar and widely used (45). There are also limitations to the new system including the 

absence of quantification of hypoglycaemic unawareness/awareness and diabetes distress 

with the help of GOLD score and PAID scale respectively. The duration of the fast has not 

been given adequate recognition as well. The role of insulin delivering and glucose 

monitoring technology in mitigating the risk has not been considered (e.g. negative scoring). 

For example a patient with Type 1 DM of >10 years duration and good control on sensor 

augmented-insulin pump therapy engaging in moderately intense labour would score >6 

which would put him in the high risk category as per the new scoring system. If his risk was 

re-assessed after a two-week trial of fasting, then his risk could be downgraded if his health 

and diabetes control are stable during the trial. The trial should ideally be pre-Ramadan or 

can be done during Ramadan. This process of dynamic risk assessment (DRA) should be 

considered for patients who have a baseline high risk. Thus the new guidance does not 

explicitly consider the role of trial fasting, starting the fast and breaking it (other than for 

specific glucose targets being breached), or fasting in the winter (8,46). Furthermore, 

Hussain et al, recently proposed criteria and guidance which could lower risk for Type 1 DM 

patients and facilitate safer fasting and consideration given to their application for Type 1 DM 

patients keen on fasting (47). All these intermediary stages are important and have 

usefulness not only from a clinical perspective, but equally are essential for arriving at the 

correct decision from a Shari’ah perspective (46). 

Whatever the score at baseline or reassessment, it is ultimately the choice of the patient 

whether fasting is undertaken or not, ideally with the opinion of the HCP taken into 

consideration.  

We follow a risk-stratification matrix adapted from IDF-DAR 2016 iteration by the South East 

London Area Prescribing Committee as shown in the table below (Table 1). This matrix also 
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includes coronavirus disease 2019 (COVID-19) as a risk factor in the context of the current 

pandemic. 

Diabetes patients wishing to observe the fast are advised to attend a pre-Ramadan 

assessment with their HCP at least 6–12 weeks before the start of Ramadan. Factors to be 

taken into consideration during the assessment for the purpose of risk stratification are type 

of diabetes, ongoing diabetes treatment, degree of diabetes control, individual propensity for 

hypoglycaemia, competence at self-management, previous Ramadan experience, presence 

of diabetes complications and co-morbidities, ongoing or recent intercurrent illness, degree 

of frailty, level of cognition, polypharmacy burden, occupation and social circumstances. 

After risk stratification, when the patient makes an informed decision to fast, an 

individualized management plan should be developed. The decision may contradict medical 

advice, but patient choice should be respected, and patients should be supported by HCPs 

on the management of their diabetes. Adjustments to non-insulin medications (Table 2) or 

insulin therapy (Table 3) should be made. Whatever discussions and decisions that are 

made should be clearly documented and wherever possible a timely post-Ramadan review 

arranged to reflect and evaluate decisions that were made (8).  

Specific considerations for COVID-19 

Most of the global population has experienced the adverse effects of at least two waves of 

the COVID-19 pandemic that emerged last year; at the time of this writing, there are 2.8 

million recorded deaths around the world (28). New-onset diabetes, severe metabolic 

complications in pre-existing diabetes, including diabetic ketoacidosis and hyperosmolarity 

have been seen in COVID-19 infections (29). The severity of COVID-19 infection is higher in 

patients with diabetes (30). Male gender, hypertension, and cardiovascular comorbidities are 

associated with increased risk of severity and are closely linked to diabetes status (31).  

Higher BMI and Type 1 DM are associated with higher mortality in patients with COVID-19 

(32). One study showed HbA1c >7.5% (58 mmol/mol) had a higher chance of in-hospital 

death than those with HbA1c <7.5% (33), pointing to the importance of pre-infection 

glycaemic control on COVID-19 outcomes (48). 

The DAR Global survey of Ramadan-fasting during COVID-19 pandemic showed universally 

high rates of fasting regardless of the risk (34). Fasting was not associated with a greater 

incidence of COVID-19, findings from a survey in East London (35). In the current COVID-19 

pandemic those in the high-risk category are upgraded to very high risk; hence a significant 

number of diabetes patients may fall under the penumbra of the ‘not to fast’ advisory (1, 36). 

We advise all patients with symptoms of COVID-19 to abstain from fasting or have a low 

threshold to break the fast (37). Sick day rules should be followed.  

Metformin and SGLT-2 inhibitors should be stopped during acute illness. DPP4 inhibitors, 

GLP-1 receptor agonists and insulin can be continued or considered instead of metformin +/- 

SGLT-2 inhibitors. Likewise, ACE-inhibitors and angiotensin receptor blockers can be 

discontinued if illness increases the risk or causes dehydration with sick day rule advice 

given.   

Fasting can be resumed when symptoms have resolved. 
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Table 1: Adapted IDF-DAR risk stratification table 

Risk Category and Religious 
Opinion of Fasting a 

Patient Characteristics Comments 

 

 

 

 

Category 1: very high risk   

Advise MUST NOT fast 

          One or more of the following: 
● Severe hypoglycaemia within the 3 

months prior to Ramadan b 
● DKA within the 3 months prior to 

Ramadan 
● Hyperosmolar hyperglycaemic coma 

within the 3 months prior to Ramadan 
● History of recurrent hypoglycaemia  
● History of hypoglycaemia unawareness 
● Poorly controlled T1DM 
● Acute illness 
● Pregnancy in pre-existing diabetes or 

GDM treated with insulin  
● Chronic dialysis or CKD stage 4 & 5 
● Advanced macrovascular complications  
● Old age with ill health 
● Type 2 diabetes requiring insulin (MDI or 

mixed insulin) with no prior experience of 
safe fasting 

 
 
 
 
 
 
 
 
 
 
 
 
If patients wish to fast, they should be 
supported and should: 

● Receive structured education  
● Be followed by a qualified 

diabetes team 
● Check their blood glucose 

regularly (SMBG) 
● Adjust medication dose as per 

recommendations 
● Be prepared to break the fast in 

case of hypo-or hyperglycaemia  
● Be prepared to stop the fast in 

case of frequent hypo-or 
hyperglycaemia or worsening of 
other related medical conditions 

 

 

Category 2: high risk  

Advise should NOT fast  

          One or more of the following: 
● T2DM with sustained poor glycaemic 

control c 
● Well-controlled T1DM 
● Well-controlled T2DM on MDI or mixed 

insulin 
● Pregnant T2DM or GDM controlled by 

diet only or metformin  
● CKD stage 3 
● Stable macrovascular complications 
● Patients with comorbid conditions that 

present additional risk factors  
● People with diabetes performing intense 

physical labour  
● Treatment with drugs that may affect 

cognitive function 
● Type 2 diabetes on SGLT-2 inhibitors* 

(consider alternatives/stopping) 

 

Category 3: moderate/low risk  

Decision to not fast based on 

discretion of medical opinion and 

ability of the individual to tolerate 

fast 

Well-controlled T2DM treated with one or 
more of the following: 
● Lifestyle therapy 
● Metformin 
● Acarbose 
● Thiazolidinediones 
● Second-generation SUs (moderate risk, 

regular SMBG advised) 
● Incretin-based therapy (DPP-4 inhibitors 

or GLP-1 RAs) 
● SGLT-2 inhibitors  
● Basal Insulin (moderate risk, regular 

SMBG advised) 

 
 
Patients who fast should: 

● Receive structured education  
● Check their blood glucose 

regularly (SMBG) 
● Adjust medication dose as per 

recommendations  
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Abbreviations: CKD – chronic kidney disease; DKA – diabetic ketoacidosis; DPP-4  – dipeptidyl peptidase-4-; GDM – gestational 

diabetes mellitus; GLP-1 RA – glucagon-like peptide-1 receptor agonist; MDI – multiple dose insulin; SGLT-2 – sodium-glucose co-

transporter 2; SMBG – self-monitoring of blood glucose; SU – sulfonylurea; T1DM – Type 1 DM; T2DM – Type 2 DM. 

Notes: 
a In all categories, people with diabetes should be advised to follow medical opinion due to probability of harm. The decision to fast is a 
personal decision for the person with diabetes, who should be supported by the healthcare professional (HCP) to achieve best possible 
outcomes. 
b Hypoglycaemia that is not due to accidental error in insulin dose. 
c Agreed upon between doctor and patient according to a multitude of factors. Consider HbA1c >75mmol/mol for over 12 months 
* risk upgraded in light of covid-19 pandemic 
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Table 2: A guide to dose adjustments of non-insulin therapy
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Table 3: A guide to dose adjustments of insulin therapy 

Insulin 
Therapy  

Dosing Advice 

Basal therapy ● Once daily dosing - To be administered in the evening (at Iftaar). Reduce dose by 
15-30%. 

● Twice daily dosing - Lower dose to be taken in the morning (at Suhoor). Reduce 
dose by 25-50%. Higher dose to be taken in the evening (at Iftaar). No change to 
this dose. 

● Basal Bolus dosing/ Basal Plus- Reduce basal dose by 15- 30%. Bolus as per 
usual strategy with meals e.g. not to be taken if the patient is not eating. Adjust 
bolus to intake. 

Rapid – or 
short-acting 
prandial /bolus 
insulin 

● Take normal dose in the evening (at Iftaar). Omit lunchtime dose. Reduce the 
morning dose (at Suhoor) by 25-50%. 

 

Biphasic insulin 
e.g. 30/70, 25/75, 
50/50 (high risk 
group) 

● Once daily dosing – Take normal dose in the evening (at Iftaar). 
● Twice daily dosing (if equivalent doses in morning and evening) – Reduce morning 

dose by 50% and take in the morning (at Suhoor). Evening dose remains 
unchanged, take in the evening (at Iftaar). (Consider further reduction of morning 
dose if time between evening (Iftaar) and morning (Suhoor) meals is less than 5 
hours). 
 

● Twice daily dosing (if higher dose in morning) - Switch the morning and evening 
dose. Consider reducing the switched dose in the morning (at Suhoor) by 50% if 
necessary. (Consider further reduction of morning dose if time between evening 
(Iftaar) and morning (Suhoor) meals is less than 5 hours). 
 

● Twice daily dosing (if lower dose in morning) - Consider reducing morning dose by 
50% if required and take in the morning (at Suhoor).  Evening dose remains 
unchanged. Take at Iftaar. (Consider further reduction of morning dose if time 
between evening (Iftaar) and morning (Suhoor) meals is less than 5 hours). 

● Three times daily dosing – Omit lunch-time dose. Adjust morning dose and evening 
dose as for twice daily dosing above. 
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Adrenal Disease: Ramadan Review 

Adrenal insufficiency 

Authors: Dr Shazia Hussain, Specialist Registrar. Barts Health NHS Trust; Dr Nazim Ghouri, Consultant 

Physician & Diabetologist & Endocrinologist / Honorary Clinical Associate Professor, Queen Elizabeth 

University Hospital & University of Glasgow 

 

Introduction 

Patients with adrenal insufficiency (primary or secondary) require life-long steroid replacement 

without which there can be fatal consequences from an adrenal crisis including death (Simpson et al, 

2020).  

This section updates the British Islamic Medical Association (BIMA, 2020) guidance on the 

management of patients with adrenal insufficiency (AI) who wish to observe Ramadan and puts 

particular emphasis on the most recent UK guidance published by Hussain et al (2020).  

 

Methodology 

A PUBMED search was conducted using the keywords ‘Ramadan’ AND ‘adrenal insufficiency’. All 

literature published in the last twelve months was reviewed and included in this report. Publications 

beyond twelve months were included if they were not referenced in last year’s BIMA (2020) adrenal 

guidance section. Additionally, the references of the included articles were reviewed to identify 

further literature which may help inform this report.  

Specific advice for the management of AI during the current global Covid-19 pandemic was obtained 

from the Society for Endocrinology (SfE) website (Society for Endocrinology, 2020) and the European 

Journal of Endocrinology clinical practice guidance written by Arlt et al (2020).  

 

Current evidence  

There remains a paucity of published work focussing on the assessment and management of Muslim 

patients with AI who wish to partake in religious fasting during the holy month of Ramadan.  Although 

these patients are at risk of deterioration during prolonged fasting, this risk can be mitigated in those 

who do not fall within the ‘high’ or ‘very high’ risk category providing a careful evaluation is performed 

beforehand. This assessment should ideally be conducted some months prior to the commencement 

of Ramadan by an endocrinologist. The consultation should detail the potential consequences of 

fasting, steroid replacement options and, where appropriate, offer alternatives to those in whom 

fasting poses a significant health hazard. Additionally, education on recognition of symptoms of 

hypoadrenalism followed by prompt termination of the fast and emergency management of steroid 

deficiency is paramount to maximise patient safety. 
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Summary of evidence 

Though limited by a small cohort of 25 patients, Chihaoui et al (2020) found in their prospective case-

crossover study carried out in Ramadan 2015, that patients with treated secondary AI were not at 

increased risk of hypotension on fasting days when compared to non-fasting days. This was despite 

patients being managed with either once or twice daily hydrocortisone and the mean duration of the 

fast being 16.5 hours. That said, the authors did note reduced blood pressure (BP) variation, lower BP 

readings between 10am – 4pm and significantly lower BP readings at 2pm on fasting days. It is also 

worth highlighting that the study excluded patients with pre-existing hypertension, diabetes, other 

chronic illnesses and those with primary adrenal failure who are more likely to display BP variations 

owing to aldosterone deficiency.  

The same group (Chihaoui etal 2020b) undertook a randomised double blind study in Ramadan 2018 

comparing once daily prednisolone 5mg and placebo, with twice daily hydrocortisone and found no 

difference, suggesting that once daily treatment was safe and convenient at suhoor. 

Beshyah, Ali and Saadi (2020) demonstrated, using a web-based questionnaire study, significant 

differences in the perceptions of AI management during Ramadan amongst physicians (n=145). 

Although limited largely to clinicians working in the Middle East and Africa, 76.4% of participants 

provided patients with Ramadan specific advice for the management of AI. That said, a significant 

proportion (37.1%) of physicians acknowledged the potential impact of fasting on steroid replacement 

but did not believe this warranted concern. Furthermore, more than 15% of respondents did not think 

fasting impacted steroid hormone replacement or were unsure. Of those that did make specific 

recommendations, the majority (57.8%) suggested delaying the first dose of hydrocortisone to the 

pre-dawn meal (suhoor), whilst around one quarter of doctors (28.5%) switched their patients to 

prednisolone/prednisone. However, only approximately 50% of clinicians gave patients advice on 

seeking help in the event of symptoms of an adrenal crisis and when to discontinue the fast (Beshyah, 

Ali and Saadi, 2020).  

A recent case report published by Calcaterra et al (2020) also emphasised the higher risk of an adrenal 

crisis in patients with congenital adrenal hyperplasia who observe Ramadan and the need for close 

monitoring and a personalised management plan.  

Hussain et al (2020) published advice for healthcare professionals (HCPs) on the management of 

patients with AI during Ramadan. The review was supported with clinical scenarios not uncommon to 

the endocrine clinic, presenting clinicians the opportunity to select an option most suitable for their 

patient.  
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Recommendations 

Since the BIMA Ramadan rapid review and recommendations (2020), Hussain et al (2020) have 

published their work which was previously included in draft form. The following recommendations are 

based on this publication (Hussain et al, 2020). This is a commissioned review that is now considered 

a Society for Endocrinology Clinical Guideline. 

Patients on once daily hydrocortisone on waking are advised to continue the same dose but should 

take this dose at dawn (suhoor). If the patient wishes to partake in optional late evening prayers 

(Tarawih) following breaking of their fast, the addition of an extra dose of hydrocortisone should be 

considered on a case-by-case basis.  For those on twice daily hydrocortisone (morning and late 

afternoon), one option would be to continue this regimen providing the patient takes the first dose at 

dawn and the second dose at sunset. During the British long summer fasts, however, this may not 

provide sufficient day time steroid cover, in which case the fast must be terminated if the patient 

becomes unwell or develop symptoms of steroid deficiency. A second option would be to switch 

hydrocortisone to once daily prednisolone 5mg at suhoor for the duration of Ramadan. This would 

also be a suitable option for patients on thrice daily hydrocortisone replacement. (Chihaoui 2020b). 

Patients on fludrocortisone are advised to continue their usual dose which should be administered 

once daily at suhoor. Those on additional pituitary hormone replacement should consult their 

endocrinologist about whether treatment changes are required or if fasting is indeed an option. 

To help HCPs risk stratify patients with AI the following guidance was provided (Hussain et al 2020, p 

90): 

Low / moderate risk (Decision to not fast based on discretion of medical opinion and ability of the 

individual to tolerate fast): 

Stable and well-controlled AI 

No significant co-morbidities 

Treated mineralocorticoid deficiency (moderate risk) 

High risk (Advice should NOT fast): 

 Recent diagnosis of steroid dependence within last 3 months 

 Pregnancy 

Very high risk (Advice MUST NOT fast): 

 Multi-morbidity 

 Diabetes mellitus requiring insulin therapy 

 Co-existent pituitary (diabetes) insipidus 

 Adrenal crisis in last 12 months 

 Untreated mineralocorticoid deficiency 

https://www.endocrinology.org/clinical-practice/clinical-guidance/society-for-endocrinology-guidance/#collapse78de8a23-f3e4-43bf-bc87-f05ce18987d2
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 Untreated TSH deficiency 

 

Whilst those in the ‘low-moderate’ risk category could be supported through fasting, providing their 

clinician thinks it is safe for them to do so, those in the ‘high’ and ‘very high’ risk groups are advised 

not to fast.  

It is important to note that the above stratification is a guide for HCPs and decisions to support fasting 

should take into account the patient’s other medical history, medications, frailty and the clinician’s 

overall judgement. Furthermore, the authors advise upgrading the patients risk stratification to the 

next category during the Covid-19 pandemic (i.e., moderate risk is escalated to high risk). 

Patients who risk a deterioration in their health through fasting should be provided with alternatives. 

Options under these circumstances include, non-consecutive day fasting, compensation of the fasts 

at another time of the year (for example when the days are shorter or when the acute illness has 

resolved) or feeding the poor (fidyah) if the aforementioned alternatives are never going to be 

possible.  

Furthermore, as per usual steroid replacement guidelines, the authors advise: 

- reiteration of sick day rules (verbal and written),  

- provision of a valid intramuscular (IM) hydrocortisone injection pack (with teaching on 

how to use it) and steroid warning card (with details of endocrine unit)  

- education on the symptoms consistent with an adrenal crisis which necessitates 

immediate termination of the fast and administration of steroids. 

Additionally, avoidance of prolonged sun exposure in those on fludrocortisone and the importance of 

adequate hydration during non-fasting hours is emphasised (Hussain et al, 2020).  

 

Specific considerations for Covid-19 

Arlt et al (2020) published urgent clinical guidance for the management of AI during the Covid-19 

pandemic in which they emphasised the need for patients to be educated on sick day rules, be 

compliant with social distancing, have a sufficient supply of hydrocortisone for emergency use (oral 

and IM) and carry a steroid warning card.  

In addition to adequate hydration and regular paracetamol, they recommend oral hydrocortisone 

replacement be increased to 20mg 6-hourly (as opposed to doubling the usual dose) in the event of 

symptoms consistent with Covid-19. Patients on modified release hydrocortisone are advised to 

switch to the immediate release formulation whilst those on prednisolone are advised to adopt a 

higher dose twice daily regimen (i.e., 10mg 12hourly in patients normally on 5 – 15mg). No change to 

fludrocortisone dosing was recommended (Arlt et al, 2020). As per standard sick day rules, 100mg IM 

hydrocortisone is advised in the event of a clinical deterioration, followed by a prompt assessment in 

hospital. Pending hospital assessment patients are instructed to increase their oral hydrocortisone to 

50mg 6-hourly.  Upon resolution of fever, they are advised to taper the high dose oral replacement to 
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twice their usual dose before reducing further to their maintenance prescription upon full recovery 

(Arlt et al, 2020). 

The above guidance published by Arlt et al (2020) was supported by the SfE in their Covid-19 patient 

advice statement (Society for Endocrinology, 2020) 

Peer reviewed by: Dr Sufyan Hussain, Consultant Physician in Diabetes & Endocrinology & Honorary 

Senior Clinical Lecturer, Guy’s & St Thomas’ NHS Foundation Trust & King’s College London; Prof Karim 

Meeran Consultant Endocrinologist, Imperial College London NHS Trust 
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Obesity - Ramadan Review  

                                                                                                                                                                         

Author: Dr Ahmed Helmy, Consultant in Diabetes, Endocrinology & Clinical Lead in Weight 

Management, Birmingham Heartlands Hospital - University Hospitals Birmingham NHS 

Foundation Trust, Honorary Senior Clinical Lecturer – University of Birmingham 

                                                                                                                                                                                 

Introduction:     

Since the BIMA Rapid Ramadan review in April 2020, it has been a year of cumulative 

experience regarding the COVID-19 pandemic and multiple health conditions including 

obesity. However, it has been just a few months since the start of the rapid roll out of COVID 

vaccination worldwide. Research is still needed to explore the correlation of COVID 

vaccination and obesity and its potential impact on risk stratification of obesity and related 

comorbidities and Ramadan fasting. 

Summary of BIMA Rapid Ramadan Obesity Review 2020: 

Fernando et al (2019) conducted a systematic review and meta-analysis of 70 publications 

looking at 2,947 participants on the effect of Ramadan fasting on body weight. They found a 

positive correlation between starting BMI and weight loss during fasting.                               

Overweight and obese participants reported a 3.53kg weight loss (95% CI 5.47 to 1.60, p30 

or >27.3 kg/m2, and did not collate any adverse events in their study.                                        

Other systematic reviews have suggested Ramadan fasting can reduce low-density 

lipoprotein cholesterol, blood pressure and glucose, with more marked reduction in males 

with metabolic syndrome (Kul, Ozturk and Karadag, 2014). Sadiya et al (2011) performed an 

observational study in Ajman, UAE with 19 participants with metabolic syndrome and a pre-

Ramadan average BMI of 40 kg/m2 during the ‘hot’ season with 14-hour fasts. They 

reported no significant metabolic adverse events. Body weight decreased by an average of 

1.08kg (p=0.001) however HbA1c concentrations increased by 0.2% (p=0.003).       

In another small study of 20 patients, Unalacak et al (2011) looked at inflammatory markers 

in obese participants (BMI>27.3kg/m2) with metabolic syndrome, excluding type 2 diabetes 

and hypertension in Turkey. This cross-sectional study had a mean pre-Ramadan BMI of 

28.1kg/m2 and demonstrated a reduction in body weight, IL-8, TNF-a glucose and glucose 

Summary of evidence Data is sparse and limited in quality. However, it appears that 

Ramadan fasting can promote weight loss. No significant harms are reported for overweight 

and obese participants. Obesity now affects millions of people and places them at risk of 

developing metabolic syndrome, non-alcoholic fatty liver disease (NAFLD), and even 

hepatocellular carcinoma. This rapidly emerging epidemic has led to a search for cost-

effective methods to prevent the metabolic syndrome and NAFLD as well as the progression 

of NAFLD to cirrhosis and hepatocellular carcinoma. 
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In murine models, time-restricted feeding resets the hepatic circadian clock and enhances 

transcription of key metabolic regulators of glucose and lipid homeostasis. Studies of the 

effect of dawn-to-sunset Ramadan fasting, which is akin to time-restricted feeding model, 

have also identified significant improvement in body mass index, serum lipid profiles, and 

oxidative stress parameters.   

Based on the findings of studies conducted on human subjects, dawn-to-sunset fasting has 

the potential to be a cost-effective intervention for obesity, metabolic syndrome, and NAFLD 

(Mindikoglu et al, 2017). Specific considerations in context of COVID-19 Obesity poses a risk 

on the pathogenicity of COVID-19 and the course of the disease, with some commentary to 

suggest that increased adiposity may undermine the pulmonary microenvironment (Carter, 

Barnauskas and Fly, 2020).                                                                              Kassir (2020) 

also noted thrombotic events were an aggravating cause of death. Thromboembolic risk is 

known to be higher in patients with obesity than in the general population. It logically follows 

that obesity can be an aggravating risk factor for death from COVID-19 infection. The 

American Centres for Disease Control (CDC) state that severe obesity also increases the 

risk of acute respiratory distress syndrome (ARDS), which is a major complication of COVID-

19 and can cause difficulties to provide respiratory support for seriously ill patients. 

Patients with a BMI > 40 kg/m2 are advised to undertake social distancing in light of the 

COVID-19 risk, as recommended by the UK Government.                                                                                                                                                      

Obesity & COVID: 

Since obesity has been shown to increase vulnerability to infections, it may be a risk factor 

for COVID-19-related mortality (Misumi at al 2019). BMI was significantly higher in patients 

with a severe form of COVID-19 infection (27.0 ± 2.5 [critical group] versus 22.0 ± 1.3 

[general group]; P < 0.001) (Liu M, He P, Liu HG, et al 2020).                                                                                                   

Peng et al. published a retrospective analysis on 112 patients with COVID-19 infection 

admitted to the western district of Union Hospital in Wuhan from 20 January 2020 to 15 

February 2020. In this study, the BMI of the critical group (25.5 [23.0, 27.5] kg/m2) was 

significantly higher (P = 0.003) than that of the general group (22.0 [20.0, 24.0] kg/m2. 

Adipose tissue can serve as a reservoir for human adenovirus Ad-36, influenza A virus, HIV, 

cytomegalovirus, Trypanosoma gondii, and Mycobacterium tuberculosis. (Bourgeois C, 

Gorwood J, Barrail-Tran A, et al.2019) 

By analogy, Kassir in obesity reviews 2020 highlights that COVID-19 might also infect 

adipose tissue and then spread to other organs thus recommending extra attention and 

precautions for patients. 

  

Simonnet A et al. 2020, reported a high prevalence of obesity in severe acute respiratory 

syndrome coronavirus-2 patients (SARS-CoV-2) requiring invasive mechanical ventilation 

(IMV). 
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A meta-analysis by Hussain A recorded a total of 14 studies reported on mortality with 

COVID-19 in patients with and without obesity. BMI: there have been 531 deaths among 

2451 patients with BMI of >25 kg/m2, while 1701 deaths among 24,056 patients with BMI < 

25 

The data shows Body Mass Index (BMI) to be significantly associated with the mortality (P-

value 0.005, OR 3.68, CI 95% Heterogeneity: Tau2 = 0.87; Chi2 = 104.32, df = 5 (P < 

0.00001); I2 =95%. Test for overall effect: Z = 2.92 (P = 0.003). 

  

Candida J. Rebello and colleagues propose that leptin may be the link between obesity and 

its high prevalence as a comorbidity of the SARS-CoV-2 infection. In their article they 

present a synthesis of the mechanisms underpinning susceptibility to respiratory viral 

infections and the contribution of the immunomodulatory effects of obesity to the outcome.

                                                                                                                                                         

David A Kass and colleagues studied a dataset of 265 patients (58% male patients), found a 

significant inverse correlation between age and BMI, in which younger individuals admitted 

to hospital were more likely to be obese . There was no difference by sex (p=0·9). The 

median BMI was 29·3 kg/m², with only25% of individuals having a BMI of less than 26 kg/m², 

and 25% exceeding a BMI of 34·7 kg/m². 

  

Obesity and COVID vaccination 

Adults aged 18 to 65 years with BMI = or > 40 are among the NHS high risk groups eligible 

for Covid vaccination. 

Heidi Ledford reports preliminary evidence suggesting that SARS-CoV-2 infections linger for 

about five days longer in people who are obese than in those who are lean and that obesity 

is also linked to less-diverse populations of microbes in the gut, nose and lung, with altered 

compositions and metabolic functions compared with those in lean individuals. Gut microbes 

can influence the immune responses to pathogens and to vaccines. 

The longer-term effectiveness of COVID-19 vaccines in general—and specifically in those 

with obesity—remains uncertain. 

Matthew J. Townsend, Theodore K. Kyle, and Fatima Cody Stanford describe that obesity 

has been correlated with impaired immunogenicity following hepatitis B, tetanus, rabies, and 

influenza A vaccination, as measured by suboptimal antibody titres over time. The first 

several months of trial data suggest comparably strong short-term vaccine efficacy with 

higher and lower BMI. Therefore, it is not yet known how persistent the protection will be for 

either group nor whether long-term protection will wane more for one group than the other. 

Also, it is not yet understood whether antibody titres accurately predict waning immunity or 

increased susceptibility to severe disease. These are a few of many uncertainties that 

support the need for thoughtful research questions and ongoing placebo-controlled vaccine 

trials, which include strata for each class of obesity. The results have implications for post-

vaccine risk stratification and public health strategy. 
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Recommendations: 

  

Based on BIMA Obesity Rapid Ramadan review 2020 and the current updated data, we still 

stress on the importance of same risk stratification with Ramadan approaching. 

  

We also recommend COVID-19 vaccination for people with obesity especially those with 

BMI = or > 40 

 

Patients with a BMI > 40kg/m2 can be classified with the following risk stratification:  

  

Very high-risk patients  

● Established end-organ cardiovascular disease (e.g. previous myocardial injury, 

cardiac failure, previous CVA/TIA)                                                                                                                                 

● Advanced CKD (stage 4-5)                                                                                                                                 

● Advanced chronic pulmonary diseases                                                                                                         

● Severe obstructive sleep apnoea 

  

High risk patients                                         

● BMI>40kg/m2 with complicated metabolic syndrome and related complications e.g., 

those associated with high-risk conditions (diabetes, hypertension, dyslipidaemia, 

PCOS, hypothyroidism) 

  

Low/Moderate risk                                                                                                                                                               

● BMI>40kg/m2 with stable non-metabolic comorbidities (e.g. osteoarthritis, 

fibromyalgia)  

● Simple obesity without any comorbidities 
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Neurological Disease: Ramadan Review 

Author: Dr. Ammad Mahmood, Neurology Registrar, Queen Elizabeth University Hospital, 

Glasgow; Clinical Research Fellow, University of Glasgow 

Methodology 

 

This review followed the rapid review methodology referenced in the introductory chapter. 

The search terms are provided at the end of the review.  

 

Current evidence 

 

Stroke 

Studies have mostly found no significant difference in incidence of stroke during or outside 

Ramadan Muslim populations (Akhan 2000, Bener 2006, Chitsaz 2009). One study 

demonstrated an increased incidence of ischaemic stroke in people with diabetes (Omoululu 

2003) whilst another found no difference (Assy 2019). One study found a change in timing of 

onset of stroke from predominantly morning to mostly in the afternoon during Ramadan 

possibly due to change in Circadian rhythm (El Mittwali 2010). Intermittent fasting may have a 

protective effect in cerebrovascular disorders (Fann 2017). An increased risk of cerebral 

venous sinus thrombosis was attributed to dehydration during Ramadan in one study 

(Javanmardi 2018)  

 

Multiple Sclerosis 

A comparison of fasting and non-fasting patients with MS found no increase in incidence of 

relapse, enhancing lesions or deterioration in clinical severity scores one year after Ramadan 

in the fasting group (Abd El Dayem 2012). There is evolving evidence that ketogenic diet and 

fasting diets have the potential for a safe and inexpensive complementary treatment option in 

MS (Bahr 2020). Intermittent fasting may protect against CNS autoimmunity by altering gut 

flora (Cignarella 2005). Another study found no change in fatigue but improved quality of life 

in fasting Muslims with MS after Ramadan (Etemadifar 2016). A symposium on MS and 

Islamic fasting concluded that fasting is likely safe for patients with mild MS who may seem 

some transient worsening of symptoms during fasting, but fasting is not recommended for 

patients with more severe disability (Jahromi 2014).  

 

Epilepsy 

A recent review (Mahmood 2020) proposes a stratification of patients along a spectrum of risk 

based on the tendency to suffer severe or prolonged seizures and provide fasting advice 

accordingly. Medication regimes and modification of these to allow adequate dosing during 

Ramadan are discussed. Two separate studies have found an increase in seizure risk during 

Ramadan (Gomceli 2008, Abdou 2015) especially if medication was changed without 

physician input. Conversely a recent observational study (Magdy 2020) has found 

improvement in seizure frequency in focal, myoclonic and absence seizures during Ramadan.  
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Parkinson’s Disease 

A review recommended on the basis of expert opinion that patients with milder disease on 

lower dose dopamine therapy may be suitable for switching to once daily doses or transdermal 

patches but many patients will be unable to fast due to regular levo-dopa dosing (Damier 

2017).  

 

Myasthenia Gravis 

A prospective cohort study (Ismail 2020) found the proportion of myasthenia gravis patients 

with deterioration of symptoms during Ramadan was similar to expected deterioration 

amongst patients on adequate therapy (10-15%). Patients with ocular myasthenia were at 

lowest risk. A risk assessment model is proposed taking into account medication and disease 

severity. 

 

Summary of evidence 

 

There are a small number of studies in stroke and multiple sclerosis examining the incidence 

of events during Ramadan most of which have found no increased risk. Small studies of 

epilepsy have found increased seizure incidence in Ramadan; a recent review provides 

guidance for risk stratifying patients to aid decisions regarding fasting. One study in 

Parkinson’s disease suggests those with early mild disease may be able to fast but expert 

opinion suggests those with higher requirement for dopamine therapy do not fast.  

 

Specific considerations in context of COVID-19 

  

The Association of British Neurologists (ABN) has released a comprehensive document to risk 

stratify patients with neurological illnesses and the associated risk from COVID-19 

(https://www.theabn.org/page/COVID-19). At risk groups are generally those on 

immunosuppression and those at risk of respiratory complications such as those with 

moderate to severe disability due to stroke or MS; those with neuromuscular weakness; and 

those with bulbar issues leading to swallowing difficulty. Neurological conditions have been 

subdivided into low, medium and high risk categories.  

 

Another issue highlighted is the possible interaction of treatments which may be used in the 

treatment of COVID-19 infection such as antivirals, and medications commonly prescribed to 

patients with neurological diagnoses such as antiepileptics or immunosuppressants. 

  

Recommendations 

 

The risk of fasting in the context of the COVID-19 pandemic to patients with neurological 

disease will usually come down to one of the following factors: 

 

1. Level of disability - patients with physical disability due to neurological disease may be 

at a higher risk of morbidity from COVID-19. Fasting during Ramadan may not be 

suitable for those with moderate to severe disability though this advice is likely to be 

https://www.theabn.org/page/COVID-19
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unchanged outside of the current pandemic. The ABN document can be used to guide 

stratification of those in the moderate and high risk groups. Patients with 

neuromuscular weakness should be especially cautious although whether fasting in 

and of itself confers a risk of infection is unclear (see related section). 

 

2. Medication regime - Fasts in the UK in 2020 will be around 16-19 hours long and thus 

may not be compatible with medication regimes involving more than once daily dosing. 

Medication changes should be led by a healthcare professional and access to this may 

be complicated during the current pandemic.  

 

3. Immunosuppression - patients on immunosuppressive treatment may be at higher risk 

of viral infection and thus should be more cautious during the COVID pandemic. As 

mentioned although the role of fasting itself conferring an altered risk of infection is 

uncertain, patients on immunosuppression should be vigilant for potential COVID 

symptoms and consider not fasting even with very mild symptoms. 

 

Stroke 

From a practical perspective for most patients who have a diagnosis of cerebrovascular 

disease it should be safe to fast Ramadan provided the effects of dehydration combined with 

antihypertensive agents which are commonly taken in patients with cerebrovascular disease 

do not lead to problems with hypotension. 

 

MS 

As the medicines used for multiple sclerosis typically are taken once or twice a day it should 

be possible for patients to continue to take their medicines when fasting.  As patients can 

commonly have problems with bladder instability and secondary small bladder capacity 

drinking enough water to maintain adequate hydration can be a challenge and may lead to 

problems of urgency and frequency. Anticholinergic agents e.g tolterodine, trospium etc could 

be used provided post micturition bladder capacity <100mls. 

 

Epilepsy 

Managing epilepsy during Ramadan associated with long fasting periods can be challenging 

as the pharmacokinetics of many of the anti-epileptic drugs require relatively strict BD dosing. 

A few exceptions include Epilim, Lamotrigine and Phenytoin, where the administration could 

be converted to a single dose. This is best commenced a few weeks before the beginning of 

fasting. Patients need to be warned of the risk of re-emergence of seizures, which may have 

implications for driving. Patients need to be counselled re the risk of worsening of seizures 

with sleep deprivation or interruption of usual sleeping habit and if praying additional night 

prayers must be counselled to sleep in as much as possible after the morning prayers. 

 

 

 

Parkinson’s Disease 
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Levodopa is normally administered three or more times a day and given the current long 

fasting times normal dosing of medicines is impossible. As patients with milder disease 

(<500mg of levodopa per day) may be able to store more levodopa in presynaptic terminals 

they may be able to tolerate BD dosing, but it is important to counsel patients that any 

significant change to the administration of levodopa will likely worsen their PD symptoms. In 

younger individuals (<65yrs) a small dose of long-acting dopamine agonist may be considered 

in addition. 

Patients taking >500mg of levodopa per day or where there is evidence of cognitive 

disturbance e.g. dementia or visual hallucinations should be advised not to fast. 

 

Myasthenia Gravis 

In general patients with generalised disease in all but the mildest cases are advised not to 

fast. In mild cases where pyridostigmine is taken three times a day or less fasting could be 

attempted. 

  

Migraine 

Any disorder of homeostasis including dehydration, relative hypoglycaemia, and change in 

sleeping patterns as well as reduced caffeine intake all can exacerbate migraine in individuals 

who fast, although in our experience the vast majority of individuals with migraine the condition 

does not typically worsen during the fasting period. 

It is recommended that if patients regularly consume caffeine that it should be reduced to one 

cup of coffee or equivalent a month before fasting begins. In addition, it is important that 

migraineurs avoid sleep deprivation. 

If continual headache is a problem the migraineur providing there are no contraindications can 

be prescribed Naproxyn 250mg to be taken at the breaking of fast followed by another 250mg 

that can be taken before fasting begins. This can be safely prescribed for a period of up to two 

weeks. 

 

Based on the Diabetes and Ramadan Alliance classification of risk the following levels of risk 

would be attributed to neurological disorders: 

 

Very high risk - Must not fast 

● Any condition predisposing to respiratory complications eg bulbar weakness, 

neuromuscular disorders (elevated risk during the COVID-19 pandemic) 

● Myasthenia Gravis on regular pyridostigmine more than 3 times per day 

● MND 

● Poorly controlled epilepsy, on multiple antiepileptic medications, history of status 

epilepticus 

● Parkinson’s disease requiring regular levo-dopa  

● Neurodegenerative disorders with cognitive impairment 

 

High risk - Should not fast 

● Epilepsy requiring a medication regime incompatible with fasting which cannot be 

modified safely in time for Ramadan 
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● Myasthenia gravis on pyridostigmine 3 times daily or less 

● Parkinson’s disease with low requirement for levo-dopa in younger patients 

 

Low/moderate risk - Able to fast with necessary precautions 

● History of cerebrovascular disease, dependent on level of disability 

● History of MS, dependent on level of disability. See ABN guidance for management of 

immunosuppression during the COVID-19 pandemic 

● Well controlled epilepsy with medication regime compatible with length of fast 

● Myasthenia gravis not requiring pyridostigmine or purely ocular 

● Migraine  

 

Peer reviewed by: Dr Farhat Mirza, Consultant Neurologist, Salford Royal Hospital; Dr David 

Gosal, Consultant Neurologist, Salford Royal Hospital. Minor updates for 2021 reviewed by Dr 

Hina Abbasi, Consultant Neurologist, Al Ain Hospital, UAE. 
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Pregnancy: Ramadan Review 

This section remains unchanged from the Ramadan Rapid Review published by BIMA in 2020 

Author: Dr. Saad Amer, Consultant Gynaecologist & Associate Professor, University of Nottingham 

Current evidence 

 

There is a consensus amongst Islamic scholars that it is permissible for pregnant women not 

to fast in Ramadan, especially when fasting poses a real health risk, or if it is too difficult to 

fast. Women can later make up for the missed days or, according to another scholarly opinion, 

they could feed one poor person for each missed day. Many Muslim women, however, are 

very keen to observe fasting during Ramadan for spiritual, cultural and/or social reasons.    

 

Although fasting has been found to promote general health, there have been concerns on the 

potential adverse effects of food and water deprivation on pregnancy. This short literature 

review will look at the current limited data on the health effects of fasting on pregnancy. The 

review will also consider these effects in the light of the current COVID-19 global pandemic.  

 

Finally, the review will provide recommendations on fasting during pregnancy in different 

situations based on best available evidence and expert opinion. 

 

When assessing the effects of fasting on pregnancy, three main areas should be considered 

including embryogenesis in early pregnancy, pregnancy in healthy women and pregnancy in 

women with underlying health conditions. 

 

Fasting and embryogenesis in the first trimester 

 

Embryogenesis, which occurs in the first eight weeks after fertilisation, refers to the 

development and formation of the embryo with establishment of all systems and organs. This 

phase of the pregnancy is very critical and is particularly vulnerable to environmental factors. 

In theory, exposure to nutritional deficiencies or hypoglycaemia due to Ramadan fasting during 

the first trimester could have a detrimental effect on the developing embryo. This hypothesis 

is supported by evidence from animal studies reporting harmful effects of fasting during 

embryogenesis such as increased risk of miscarriage, reduced fetal weight, and alterations in 

ossification (Cappon et al 2005, Fleeman et al 2005; Ikemii et al 1993; Kawaguchi et al 1994).  

It was reported that maternal hypoglycaemia in early pregnancy in rats influences 

embryogenesis (Kawaguchi et al, 1994). There is only one small clinical study from Iran 

reporting an increased risk of low birth weight (RR 1.5 (95% CI 0.23‐1.44) in mothers fasting 

during the first trimester when compared to non-fasting mothers suggesting fetal growth 

restriction (Ziaee et al 2010). However, two other clinical studies from the Netherlands and 

Indonesia reported no effect of first trimester fasting on the birth weight (Savitri et al 2015, 

2018). In the absence of robust clinical data from human studies, no firm conclusion could be 

made and the evidence should be interpreted with caution.  
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Healthy pregnant women in Ramadan 

 

Most clinical studies found no detrimental effects of fasting on the wellbeing of healthy mothers 

or their babies. In a recent large systematic review which reviewed 22 studies and included 

31,374 pregnancies, of which 18,920 pregnancies were exposed to Ramadan fasting (Glazier 

et al 2018). They concluded that Ramadan fasting does not adversely affect the birth weight 

of the newborn. However, there was insufficient evidence regarding effects on other perinatal 

outcomes. More recently, the effects of Ramadan fasting in the second trimester in 155 healthy 

women compared to 146 non-fasting pregnant women was investigated prospectively (Safari 

et al 2019). They reported that fasting did not have any detrimental effect on birth weight, 

Apgar score, height, weight, or head circumference of the newborn. Interestingly, they 

reported that fasting had a beneficial effect by reducing the risk of gestational diabetes and 

excessive weight gain.   

 

In another prospective cohort study from Indonesia, 1351 pregnant women observing 

Ramadan fasting were investigated (Savitri et al 2018). They reported that birth weight of 

newborns were not affected by fasting, regardless of the trimester. They also explored the 

effect of fasting intensity on newborn birth weight and found no difference between women 

who fasted for 1-8 days (n=33), 10-23 days (n=40) and 24-30 days (n=35). Unsurprisingly, 

they found that fasting was associated with reduced total intake of energy, macronutrient and 

water. 

 

Summary of evidence   

 

In the absence of robust clinical data from human studies examining the correlation between 

fasting and embryogenesis in the first trimester, no firm conclusion could be made. Hence, the 

evidence should be interpreted with caution. A recent review concluded that the birth weight 

of the newborn was not influenced by Ramadan fasting, however there was inadequate 

evidence to suggest any impact to other perinatal outcomes. One study found some positive 

outcomes in maternal health with fasting in the second trimester. In addition, no detrimental 

effects to the newborn were reported. One study concluded that there was no correlation 

between fasting and birth weight of newborn in any trimester. The study also deduced that 

newborn birth weight is not linked with fasting intensity.  

 

 

 

 

 

 

Specific considerations in context of COVID-19 

 

Pregnant women are considered to be high risk and listed under those who should practise 

social distancing by the UK Government. Women with significant heart disease are felt to be 
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at higher risk and listed under the COVID-19 shielding category. Women above 28 weeks 

gestation are recommended to be particularly attentive to social distancing and minimising 

contact with others.55  

 

Recommendations 

 

Embryogenesis 

 

The level of risk to the early developing embryo is uncertain, but in view of the theoretical harm 

to the developing embryo, we advise that these women are at high risk. However, if they are 

very keen, they are advised to fast intermittently in the first trimester of the pregnancy. 

 

Healthy pregnancy 

 

Fasting in the second and third trimester of pregnancy seems to be relatively safe in healthy 

women. Whilst they are in the low/moderate risk category, they should consider intermittent 

fasting e.g. alternate days. They should also be encouraged not to fast if they find it unduly 

difficult and exhausting. This is especially the case when Ramadan falls in the summer with 

very long hours of fasting in the hot weather. 

  

With the current COVID-19 outbreak, healthy pregnant women may be more vulnerable to 

adverse effects of COVID-19 due to exhaustion and dehydration. They may therefore be either 

discouraged from fasting or be advised to take extra precautions and fast intermittently. 

 

Pregnancy with underlying health conditions 

 

Women with underlying health conditions should be fully assessed before Ramadan by a 

qualified healthcare professional to evaluate and categorise their level of risk as very high, 

high or moderate/low. The very high-risk group must not fast and the high-risk group should 

be discouraged from fasting. The moderate/low group could be assessed further for their 

ability to observe fasting safely. 

 

With the ongoing COVID-19 pandemic, we recommend that all risk categories should be 

upgraded to the higher level e.g. “high risk” to “very high risk” and recommendations should 

be changed accordingly. This is in line with the UK Government’s decision to place pregnant 

women in the vulnerable group in terms of the risk of COVID-19 infection. Although there is 

no scientific evidence to support this decision, it is considered a wise precautionary measure 

based on our knowledge that pregnancy can alter the body’s reaction to viral infections. 

 

 
55

 Coronavirus (COVID-19) Infection in Pregnancy. Guidance for healthcare professionals on coronavirus (COVID-19) infection 

in pregnancy, published by the RCOG, Royal College of Midwives, Royal College of Paediatrics and Child Health, Public Health 

England and Public Health Scotland. London: RCOG; 2020, Available at: 

https://www.rcog.org.uk/globalassets/documents/guidelines/2020-04-17-coronavirus-covid-19-infection-in-pregnancy.pdf 

(Accessed Friday 17 April 2020) 

https://www.rcog.org.uk/globalassets/documents/guidelines/2020-04-17-coronavirus-covid-19-infection-in-pregnancy.pdf
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Women with underlying health conditions or complicated pregnancy need to be assessed by 

the appropriate healthcare professionals in order to categorise and assess their risk from 

fasting. 

 

Very high risk 

 

Pregnancy with severe underlying maternal health conditions 

Complicated pregnancy 

 

High risk 

 

Uncomplicated pregnancy in an otherwise healthy woman in first trimester 

Pregnancy with moderately severe underlying maternal health conditions 

 

Low/moderate risk 

 

Uncomplicated pregnancy in an otherwise healthy woman beyond first trimester 

Pregnancy with mild/well controlled underlying maternal health conditions 

  

Peer reviewed by: Dr Mostafa Metwally, Consultant Gynaecology and Reproductive Medicine, 

Sheffield; Dr Ayman Eweis, Consultant Gynaecologist, Birmingham; Dr Tamer Nafee, 

Consultant Reproductive Medicine, Manchester; Professor Diaa A Elmoghazy, Consultant and 

Professor of Obstetrics and Gynecology, Mynia University, Egypt; Professor Neveen MN 

Abdelbaky, Consultant and Professor of Obstetrics and Gynecology, Mynia University, Egypt; 

Dr Sharifah Jalil, Consultant Obstetrics and Gynecology, Bangor 

 

Contributions by: Dr Syafira Shaman, Obstetrics and Gynaecology Specialty Trainee, South 

Yorkshire 

Edited and reviewed by: Dr Salman Waqar, Academic General Practitioner, Oxford; Dr Nazim 

Ghouri, Consultant Physician & Endocrinologist / Honorary Clinical Associate Professor, 

Glasgow 
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Benign Haematological Disorders: Ramadan Rapid 

Review 

This section remains unchanged from the Ramadan Rapid Review published by BIMA in 2020 

Author: Dr. Maqsood Punekar, Consultant Haematologist & Haem-Oncologist, Blackburn 

Current evidence 

 

Sickle Cell Disease 

Twenty young Senegallese men in their 20’s who were carriers of sickle cell disease took part 

in a study by Diaw et al (2013) looking at the effects of Ramadan fasting during the ‘hot’ season 

on those with the condition. They observed a significant evening increase in blood viscosity in 

sickle cell carriers compared to the control group, but no adverse events were recorded or 

reported. An abstract of a study of 40 participants cited by Beshyay et al (2010) followed up 

patients over 3 years and showed a significant increase in the number of crises (Johani and 

Qureshi, 2004). Unfortunately the original paper was not accessible for analysis. 

 

Splenectomy 

No papers were found for patients who had undergone splenectomy and fasted Ramadan. 

Siadat et al (2014) performed a 2 year follow up study on 38 healthy patients who fasted 

Ramadan in a ‘cold’ season and found there was no change in the lymphocyte count, 

percentage ratio or main lymphocyte subpopulations. 

 

Thalassemia 

Beshyay et al (2010) also make mention of thalassemia as unreported observations, but cite 

no studies.  

 

Antiphospholipid Syndrome 

No studies identified. 

 

Summary of evidence  

  

Evidence is largely non-existent and of poor quality. Increased blood viscosity could place 

patients at an increased risk of microcirculatory impairments and adequate  hydration  should  

be  intensively  promoted  in sickle cell carriers during the permitted hours to limit the risks for 

blood hyperviscosity (Diaw et al, 2013). No change has been observed in the lymphocytes in 

healthy study participants who have fasted Ramadan (Siadat et al, 2014). Beshyay et al (2012) 

comments on thalassemia state, “maintenance during Ramadan is based on maintaining 

acceptable haemoglobin level during the fasting month. Most patients would only need one 

day for transfusion during Ramadan. Some patients might choose to have their blood 

transfusion after Iftar as inpatient. Others prefer to re-fast this day after Ramadan. Patients 

have to adhere with iron chelator regimen”. 
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Specific considerations in context of COVID-19 

 

Patients with HbSS, HbS Beta thalassaemia, HbSC, HbSD, HbSO, are listed in the shielding 

category by the UK Government, whilst sickle cell trait is in the high risk category. 

 

Recommendations 

 

Due to the lack of quality studies on haematological diseases and Ramadan fasting, the 

majority of these recommendations are based on our clinical experience as specialists in the 

field of haematology 

 

Very high risk  

 

● Sickle cell disease including HbSS, HbSC, HbS/Beta-Thal, HbSO, HbSD and those 

prone to sickle cell crisis.  

● Cold Haemagglutinin Disease with ongoing haemolysis  

● Amyloidosis with renal impairment  

● Antiphospholipid Syndrome with history of blood clots  

● Paroxysmal Nocturnal Haemoglobinuria with active haemolysis or history of recurrent 

thrombosis 

● Thrombophilias with history of recurrent thrombosis despite being on anticoagulation   

 

High risk 

 

● Warm Auto-Immune Haemolytic Anaemia with active haemolysis  

● Other Haemolytic Anaemias with active haemolysis 

● Clotting disorders like the thrombophilias with history of thrombosis 

● Aplastic anaemia on immunosuppression 

● Thrombophilia with a history of thrombosis within the last three months and are on 

anticoagulation. 

 

Low/moderate risk 

 

● Thalassaemia carriers and sickle cell carriers who are not prone to crises 

● Aplastic Anaemia not on active treatment  

● White cell disorders with low count  

● Inherited Bleeding disorders 

● Immune Thrombocytopenias in remission  

● Thrombophilia with history of thrombosis on Anticoagulation  

 

 

Peer reviewed by: Dr Binyam Usman, Consultant in Haematology and Bone Marrow 

Transplantation, King Faisal Specialist Hospital and Research Center, Jeddah; Dr Hashim 
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Iqbal, Consultant Haematologist, Swindon; Dr Saiyed Anwar, Consultant Haematologist, 

Swindon 

Edited and reviewed by: Dr Salman Waqar, Academic General Practitioner, Oxford; Dr Nazim 

Ghouri, Consultant Physician & Endocrinologist / Honorary Clinical Associate Professor, 

Glasgow 
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Organ Transplants: Ramadan Review 

Author: Dr. Shafi Malik, Consultant Transplant Nephrologist, Coventry and Honorary Clinical 

Lecturer, University of Leicester 

Introduction 

Transplantation offers better survival and quality of life (QOL) for those suitable to 

undergo the procedure. Patients expect an improvement in their quality of life following 

transplantation (1). One aspect of QOL for Muslim patients may be their ability to fulfil 

their religious obligations. Indeed, many transplant recipients ask their clinicians for 

permission to fast (2). 

  

A major concern with fasting, especially in hot weather, is the potential for dehydration 

and the attendant risk of acute kidney injury resulting in potentially irreversible loss of 

renal function (2). Furthermore, prolonged periods of fasting during the summer 

months would prevent patients from taking medication at prescribed intervals, 

especially if these had to be taken 12 hours apart. Immunosuppression taken at 

inconsistent intervals can lead to variable drug levels and consequent risk of graft loss, 

hence it is vital for immunosuppressive medications to be taken at prescribed 

intervals(3). Studies have shown that a significant proportion of patients who fast do 

not adhere to their medication as prescribed, increasing risk of rejection (4, 5). 

Whether or not these theoretical risks are borne out in reality have been the subject of 

several single-centre trials and a recent meta-analysis (6). 

  

Between April 2019 and March 2020, 23.7% of kidney transplant recipients in the UK 

identified as Asian and 13.4% were from the Black community (7). Although data on 

their religious belief is not available, UK demographic data would suggest that 43.4% 

of British Asians and a proportion of Black British people are Muslims(8). 

  

Given the lack of formal guidance and expert consensus, the aim of this review is to 

provide an up-to-date appraisal of current literature and provide health care 

professional’s (HCPs) with an easy decision-making tool that can educate patients and 
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guide discussions relating to the risks of fasting in patients with Solid Organ 

Transplants (SOT). 

  

Methods 

  

We undertook a narrative review of current literature on Ramadan fasting in patients 

with SOT. PubMed and Google Scholar databases were searched for studies using 

terms “Ramadan”, “fasting”, “kidney”, “liver", “heart”, pancreas”, small bowel”, “multi 

organ” and “transplant” in various combinations. All retrieved articles were considered 

for inclusion. Existing reviews of literature on these topics were also reviewed for 

references where appropriate. No language or study restrictions were applied but for 

practical considerations only English language articles were reviewed. Retrieved 

articles ranged from systematic reviews, observational studies and narrative reviews. 

Whilst the focus in this review relates to effect of fasting in SOT recipients, fasting 

during the Covid-19 pandemic is also briefly discussed. 

  

The recommendations are meant to be informative and do not form a directive. 

Treating physicians need to take into consideration patient’s wishes and individual 

circumstances. Ultimately, the decision to fast or otherwise rests with the patient with 

the guidance and recommendations to facilitate the process and to make fasting as 

safe as possible if undertaken. 

 

Results 

  

Current evidence 

  

The effect of fasting on SOT is limited to a few studies in kidney transplant recipients 

(KTR) and two studies in liver transplant recipients (LTR). 

  

Kidney transplant 
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A recent meta-analysis that included eight studies with a total of 549 patients showed 

no statistically significant difference in either Glomerular Filtration Rate (GFR) (70.1 ± 

9.1 vs 68.5 ± 7.5 mL/min, p=0.6) or serum creatinine (SCr) (105.3 ± 8.8 and 106.1 ± 

6.0 μmol/L, p=0.47) measured before the period of fasting and at different time points 

after Ramadan. No significant differences in systolic and diastolic blood pressures 

were found. However, in three studies where there was a comparator group of non-

fasting individuals a difference in eGFR (-0.13 ± 1.2 mL/min in those who fasted versus 

4.2 ± 4.6 mL/min in those who did not; p=0.039) was found. A funnel plot demonstrated 

publication bias due to the limited number of studies and systematic heterogeneity. All 

studies included in this meta-analysis were from five countries in the Middle East and 

North Africa where the fasting time varied between 12 and 14 hours (6). 

  

A single centre observational cohort study comparing fasting and non-fasting KTR’s 

showed no difference in GFR between groups or within the fasting group before and 

six months after Ramadan [before fasting 75.6 ± 29.2 and 65.9 ± 25.9 mL/min (p=0.1), 

six months after fasting 77.2 ± 29.7 and 64.1 ± 29 mL/min (p=.21)] (9). 

  

Another cohort study from Saudi Arabia of 35 patients looked at effects of repeated 

fasting after three periods of Ramadan and did not find any difference in graft function, 

mean arterial pressure or albuminuria in fasters compared to non-fasters in linear 

regression models adjusting for confounders. However, not all relevant confounders 

such as immunological risk, immunosuppression and rejection episodes were adjusted 

for. In the fasting group no change in ciclosporin (CyA) or tacrolimus level was noted 

before and after fasting [304.5 ng/ml and 200 ng/ml (p=0.153) and 7.3 ng/ml and 6.4 

ng/ml (p=0.327), respectively] (10). No rejection episodes occurred in the fasting 

group; majority of the patients were more than one-year post transplant, and five were 

within one-year post transplant. (11, 12). 

  

In a recent paper from our group we have developed a decision making tool for CKD 

patients intending to fast; some of this guidance would also be applicable for KTR’s 

with CKD(13). 
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Liver transplant 

  

Two studies have reported on the effects of fasting in LTR. A prospective study of 45 

patients in Egypt from 2018 included low-risk, motivated patients, at least a year post 

-transplant with normal liver and renal function, no rejection episodes in the preceding 

six months and normal cardiac function. Those within a year post transplant, requiring 

anti-coagulation for Budd Chiari syndrome or hepatic artery, portal vein stent and 

those with creatinine clearance <60ml/min at enrolment were excluded from the study.  

Immunosuppression regime was modified such that recipients  on twice daily 

tacrolimus either converted to once-a-day formulation or advised to take 2/3rd of the 

dose at dawn and 1/3rd at sunset. Similarly, those on CyA were also asked to split the 

dose. Mycophenolate mofetil was continued and taken at fixed time points when 

patients were able to eat and drink. Participants were followed up weekly. There was 

a significant rise in SCr post Ramadan compared to pre-Ramadan (1.1 ± 0.2;1.25 ± 

0.27mg/dl; p0.004). Five patients were advised to stop fasting due to a rise in SCr 

during follow up.  Their renal function returned to baseline with increased fluid intake. 

No change in liver function, potassium levels or CyA/tacrolimus trough levels were 

seen(14). 

A retrospective observational cohort study from Qatar reported on safety of fasting in 

LTR during Ramadan in 2017. 96 patients were included, biochemical and biopsy 

results were collected four weeks pre and post Ramadan and every two weeks during 

Ramadan. All patients had normal synthetic liver function with no features of 

decompensation or cirrhosis on liver biopsy. Fasting patients were compared to a non-

fasting control group. No change in Model for End-Stage Liver Disease (MELD) score 

was seen; there was also no significant change in liver function in the fasting group. It 

is not clear whether immunosuppression was modified, no difference in tacrolimus 

trough level was seen between groups (p0.9). However, in the fasting group mean 

tacrolimus levels during fasting were slightly lower compared to levels pre and post 

Ramadan (4.8ng/ml pre, 3.5ng/ml during and 4.9ng/ml post; p0.01), these are within 
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therapeutic target levels of 3-8ng/ml(15). Rejection episodes or hospitalization rates 

were not reported(16). 

  

No studies were found in other solid organ transplant recipients. 

  

Discussion on existing data 

All studies except two examining the association of the effect of fasting on graft 

function were done in KTR. Moreover, these studies were all undertaken at centres in 

the Middle East or North Africa where the time of fast varies between 12 to 14 hours. 

All studies were observational in nature with small sample sizes. The majority of 

recipients included in these studies had good reported baseline graft function 

of >60ml/min. The effect of fasting in transplant recipients with poorer graft function is 

unknown. 

In the study by Hejaili et al. looking at the effect of repeated fasting reported a drop in 

eGFR at 18 month follow up in those with baseline eGFR >75ml/min in the fasting and 

non-fasting groups. Interestingly, such a change was not noted in the eGFR <45ml/min 

or 45-75ml/min groups.(17).  Other studies with a comparator group did not show a 

difference in GFR. Any difference in graft function in fasting and non-fasting 

individuals, therefore, is not a universal or consistent finding. A Study by Said et.al 

reported two cases of acute rejection(18); none of the other studies reported any cases 

of acute rejection. 

  

In the study from Egypt on LTR, fasting patients had a significant rise in SCr requiring 

patients to stop fasting after which renal function returned to baseline. One study 

explored the effect of annual repeated fasting with no demonstrable deterioration in 

graft function over time. Of the studies that reported immunosuppression levels in 

KTR’s, no difference in immunosuppression drug levels was seen. In LTR the study 

by Montasser et.al showed no between-group difference in trough tacrolimus levels. 

However, within the fasting group there was a small but statistically significant rise in 

creatinine during Ramadan(14). 
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The clinical risks of fasting in SOT recipients can include dehydration leading to graft 

dysfunction, rejection due to variable immunosuppression drug levels, hospitalization, 

changes in blood pressure, and fluid overload. Although studies have only focused on 

kidney and liver transplant recipients, the importance of compliance with 

immunosuppression to maintain graft function and relevance of hydration and fluid 

management is common to all SOT recipients(19, 20). Given the observational nature 

of the studies there exists a risk of selection bias and residual 

confounding. In addition, the heterogeneous nature of the studies with different 

endpoints and reporting of outcomes mean direct comparisons cannot be made. 

  

  

Religious considerations on fasting and recommendations pertaining to Solid 

Organ Transplant Recipients 

  

Trial fasting: 

Following any necessary medication changes, patients could consider a trial of fasting 

for a few days prior to start of Ramadan (we suggest within the month prior) with close 

monitoring of immunosuppression drug levels and graft function to establish safety 

and tolerability. 

  

Winter fasting: 

In temperate regions, time period between dawn and dusk can be as short as 8-10 

hours in the winter and for many patients this may be tolerable and safely achievable 

without changes in medication (21). 

  

It is also important to reinforce sick day rules on which medications to stop during an 

acute illness, examples include ACE-I, ARB and diuretics. 

 

Medication switch: 



 

 

BIMA Ramadan Compendium  

V1.2 Feb 2023          72 

 

Immunosuppression usually consists of a calcineurin inhibitor (CNI), anti-proliferative 

agent such as mycophenolate mofetil (MMF) and prednisolone. Some SOT recipients 

may also be on a once daily mammalian target of rapamycin inhibitor (mTORi) such 

as sirolimus. Once daily formulations of CNI (22) are widely used with a good evidence 

base for non-inferiority(23). Similarly, azathioprine is a once daily anti-proliferative and 

may be an acceptable alternative in low immunological risk patients in place of 

MMF(24, 25). Clinicians should consider switching patients wishing to fast to these 

alternative treatment regimens in order to avoid drug level variability. Medication 

switching should be done sequentially and at least three to six months before the onset 

of Ramadan in order to achieve therapeutic target drug levels and assess for graft 

rejection or unacceptable side effects. Patients should be provided with appropriate 

education and support, including counselling regarding sick day rules and risks, prior 

to and during any process of making changes to medication. 

  

Specific considerations in the context of COVID-19 

  

Organ transplant recipients are at high risk of SARS-COV2 infection causing COVID-

19 given their immunosuppressed state(26); and should follow local Government 

guidance on shielding, the effect of one dose of COVID-19 vaccination has been 

suboptimal and whether the second dose provides improved protection remains to be 

seen(27). Whether fasting would further increase the baseline risk of organ transplant 

recipients to COVID-19 is unknown. 

  

Conclusion 

  

Data around the safety and feasibility of SOT recipients observing the Ramadan fast 

is scarce but stable kidney transplant recipients may be able to fast with close 

monitoring. Similarly, select liver and other solid organ transplant recipients intending 

to fast may be able to do so and would have to be counselled to the risk of variable 

immunosuppression drug levels, rejection, graft dysfunction and dehydration. Well-

designed observational studies with large sample sizes or Randomized Controlled 
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Trials in SOT recipients specifically heart, liver and pancreas recipients are urgently 

needed to address the gap in knowledge. 

 

 

 

 

 

FIGURE 1: Decision-making pathway when a patient wishes to fast during Ramadan. 

 

Recommendations 

 

Very high risk 

  

1.  SOT recipients who underwent a transplant in the last 12 months 

2.  Patients on twice daily formulations of immunosuppression 
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3.  Pregnant transplant patients 

 

4.  Transplant patients diagnosed with Post Transplant Diabetes Mellitus 

requiring twice daily oral hypoglycaemics or insulin treatment 

5. Kidney transplant recipients with reduced kidney function (eGFR<30 

ml/min) 

6.  Patients with unstable graft function, recent rejection episodes and 

opportunistic Infections 

7.  Liver transplant recipients with unstable graft function, decompensated 

liver disease or evidence of cirrhosis on biopsy 

 

High risk 

 

1. Kidney transplant recipients with reduced graft function (eGFR 30-

60ml/min) 

2. Heart, lung, liver, small bowel, pancreas and multi-organ transplant 

recipients with reduced graft function 

3. Patients at risk of dehydration due to fluid restriction requirements, need 

for diuretics or if they would be unable to meet their daily fluid intake 

requirement set by their transplant team 

 

Moderate/low risk 

  

1.  Transplant patients not in the above categories. We would advise 

patients to discuss the suitability of fasting and monitoring necessary 

with their relevant transplant teams 
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Current evidence 

 

Background 

 

Rheumatic diseases include a wide range of diseases causing a variety of problems . The 

causes and problems resulting from the rheumatic diseases are not alike . Thus, offering any 

comments on this issue, even in a single patient, should be based on the clinical and laboratory 

status of the patient. Patients with rheumatic diseases are treated with various medications , 

which might influence a physician's decision on fasting. 

 

Smedslund et al(2010) conducted a systematic review assessing the effectiveness and safety 

of dietary interventions for rheumatoid arthritis. Randomized controlled trials comparing any 

dietary manipulation with an ordinary diet were included. Eight randomized controlled trials 

with a total of 366 patients were included. One trial found that fasting, followed by 13 months 

on a vegetarian eating plan, might reduce pain (mean difference on a zero to 10 scale -1.89, 

95% confidence interval [CI] -3.62 to -0.16). Another single trial found that a 12-week Cretan 

Mediterranean eating plan might reduce pain (mean difference on a 0 to 100 scale -14.00, 

95% CI -23.6 to -4.37). Due to inadequate data reporting, the effects of vegan eating plans 

and elimination diets are uncertain. When comparing any dietary manipulation with an ordinary 

diet we found a higher total drop-out of 8% (risk difference 0.08, 95% CI -0.01 to 0.17), higher 

treatment-related drop-out of 5% (risk difference 0.05, 95% CI -0.03 to 0.14) and a significantly 

higher weight loss (weighted mean difference -3.24, 95% CI -4.81 to -1.67 kg) in the diet 

groups compared to the control groups. The effects of dietary manipulation, including 

vegetarian, Mediterranean, and elemental eating plans, and elimination diets on rheumatoid 

arthritis are still uncertain due to the included studies being small, single trials with moderate 

to high risk of bias. We conclude that higher dropout rates and weight loss in the groups with 

dietary manipulation indicate that potential adverse effects should not be ignored. 

 

In 2004 a  study of Vietnam combat veterans with current post-traumatic stress disorder (n = 

2,490) found that they were at increased risk for autoimmune diseases (16.7%, 95% 

confidence interval = 7.9 to 29.3%) compared with those without post-traumatic stress disorder 

(6.1%, P < 0.05). In that study, the combination of several stress-related conditions seemed 

to further increase this risk, with 8.1% of these male veterans with both post traumatic stress 

disorder and comorbid depression, anxiety or other significant psychopathology reporting a 

diagnosis of RA  

 

Hassett et al (2010) conducted a systematic review of the effects of stress in RA and SLE 

suggesting that the findings in these disorders are congruent with a broader literature including 

both animal models and clinical studies of other rheumatic disorders. A number of different 

types of stress have been shown to induce arthritis in animal models ; however, such a 

relationship in humans is more tenuous. 

 

Nessib et al (2020) conducted a prospective monocentric study including patients with RA or 

SpA who fasted during Ramadan of 2019. The disease activity and the management of chronic 
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medications were assessed and compared between two visits: the first one 6 months before 

starting Ramadan fasting and the second after fasting at least 7 days. In the RA group, the 

Disease Activity Scores (DAS) 28 ESR, and DAS 28 CRP decreased after fasting respectively 

from 4.3 ± 1.3 to 3.5 ± 1.4 (p < 0.001) and from 3.4 ± 1.2 to 2.9 ± 1.3 (p = 0.001). In the SpA 

group, Ankylosing Spondylitis Disease Activity Scores (ASDAS) ESR and ASDAS CRP 

decreased respectively from 2.3 ± 0.5 to 1.9 ± 0.7 (p = 0.039) and from 1.9 ± 0.5 to 1.8 ± 0.8 

(p = 0.388). Fasting did not affect significantly either compliance with chronic medications or 

tolerance. 

 

Goharifar et al (2015) conducted this case control study as a pilot study in 40 quiescent SLE 

patients, 21 cases who decided to fast and 19 controls who decided not to have Ramadan 

fasting between August and November 2009 . They were assessed for SLE Disease Activity 

Index, lipid profile and quality of life with Short-Form 36 (SF-36) Health Survey, 1 day before 

Ramadan, the day after and 3 months after Ramadan fasting. After 24.1 ± 5.4 (mean ± SD) 

days of fasting, anti-ds DNA increased for 0.34 ± 0.41 mmol/dL in cases versus 0.07 ± 0.31 in 

controls (P = 0.026). Likewise C3 increased more dramatically in cases (16.8 ± 17.5 vs. 2.3 ± 

13.2 mg/dL, P = 0.006). Three months after fasting, anti-ds DNA was still increased 0.28 ± 

0.46 mmol/dL in cases while a 0.02 ± 0.43 mmol/dL drop in controls was detected (P = 0.04). 

On the contrary, C3 returned to baseline. These changes were not accompanied with 

significant changes in disease activity and health quality of life.  

 

Adawi et al (2019) enrolled 37 patients (23 females and 14 males) with a mean age 43.32 ± 

7.81 and they fasted for 17 h for one month in 2016. The baseline PsA characteristics were 

collected and 12 (32.4%) patients had peripheral arthritis, 13 (35.1%) had axial involvement, 

24 (64.9%) had enthesitis, and 13 (35.1%) had dactylitis. Three patients (8.1%) were treated 

with methotrexate, 28 (75.7%) with TNF-α blockers, and 6 (16.2%) with IL-17 blockers. After 

a month of intermittent fasting, C-reactive protein (CRP) levels decreased from 14.08 ± 4.65 

to 12.16 ± 4.46 (p < 0.0001), Bath Ankylosing Spondylitis Disease Activity Index (BASDAI) 

decreased from 2.83 ± 1.03 to 2.08 ± 0.67 (p = 0.0078), Psoriasis Area Severity Index (PASI) 

decreased from 7.46 ± 2.43 to 5.86 ± 2.37 (p < 0.0001), and Disease Activity index for 

PSoriatic Arthritis (DAPSA) decreased from 28.11 ± 4.51 to 25.76 ± 4.48 (p < 0.0001). 

Similarly, enthesitis improved after fasting, with Leeds Enthesitis Index (LEI) decreasing from 

2.25 ± 1.11 to 1.71 ± 0.86 (p < 0.0001) and dactylitis severity score (DSS) decreasing from 

9.92 ± 2.93 to 8.54 ± 2.79 (p = 0.0001). Fasting was found to be a predictor of a decrease in 

PsA disease activity scores (DAPSA, BASDAI, LEI, DSS) even after adjustment for weight 

loss. IL-17 therapy was found to be an independent predictor of decreases in LEI after fasting. 

intermittent fasting was shown to have beneficial effects on PsA disease activity, including 

PsA-related disorders such as enthesitis and dactylitis, regardless of the implicated drug 

therapy. These findings may be translated into new management strategies of PsA patients. 

 

 

Summary of evidence 

 

Osteoarthritis (OA) 
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Patients with osteoarthritis do not have contraindications to fasting. Fasting entails decreased 

intake of calories, which can be beneficial for overweight patients. 

 

Rheumatoid Arthritis (RA) and spondyloarthropathies 

 

Fasting in itself does not exacerbate symptoms; however, the following conditions must be 

taken into account:  

 

● Considering that the dosing interval might get longer while fasting, it may aggravate 

pain, especially in the patients taking anti-inflammatory medications (steroidal and 

non-steroidal).  

● If fasting entails low consumption of calorie and saturated fat, it may alleviate pain. 

 

Systemic Lupus Erythematosus, vasculitis, Behcet's disease and polymyositis-dermato- 

myositis 

 

Given the fact that these diseases have a wide variety of clinical manifestations, a general 

verdict cannot be given to all patients; however, considering the following  recommendations 

by Jokar (2015) might be helpful: 

● If the disease is severe and the patient is treated with high doses of various medicines, 

fasting might lead to disease worsening. 

● Provided that low fluid intake exacerbates renal problems , fasting is harmful for these 

patients, especially in summer. 

● As long as the patients do not suffer from stress, they can fast on the condition that 

the disease remains inactive using mild medications (e.g. hydroxychloroquine and low-

dose prednisone). 

 

However, there are specific recommendations for particular rheumatoid diseases as follows: 

● Gout: Given the fact that low fluids consumption exacerbates the attacks, fasting is not 

recommended to these patients, especially in summer.Those with well controlled gout 

who have stable (target) uric acid level should continue to fast, as long as they take 

their urate lowering drugs and follow the dietary precautions and adequate rehydration. 

● Osteoporosis: There is no fasting prohibition for these patients. 

● Sjogren's syndrome: Low fluid intake deteriorates mucosal dryness causing 

problems for the patients. Therefore, a proper decision must be based on the intensity 

and severity of the disease and the lacrimal and salivary gland dysfunction. 

● Scleroderma: Considering the fact that in this disease, the clinical symptoms are 

diverse and the intensity is variable, we cannot provide a general recommendation for 

all the patients and advise should be taken from clinicians, 

 

Specific considerations in context of COVID-19 
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Patients on immunosuppressive treatment or corticosteroid therapy, as per the British Society 

of Rheumatology (2020) guidance, should follow those recommendations regarding shielding 

or enhanced social distancing. Whether fasting exacerbates the risk is unknown currently. 

 

Recommendations 

 

Moreover, offering an opinion on fasting for rheumatoid arthritis patients must be in 

accordance with the following: disease type, severity of the disease, the involved joints, test 

results, medications and timing of doses, the patient's psychological state and patients’ beliefs. 

Patients on high dose steroids should take their steroid dose during Suhoor time and not in 

the evening. 

 

Severe mental and physical stress eventually leads to disease deterioration in most rheumatic 

patients. In this regard, we can divide the patients into two groups: those for whom the stress 

for fasting can lead to disease exacerbation, and those who become stressed due to feeling 

guilty of not fasting in Ramadan. 

 

Very High 

 

Active SLE with renal involvement 

Active vasculitis with renal involvement 

Low eGFR secondary to connective tissue diseases/vasculitis 

Scleroderma leading to pulmonary hypertension 

 

High Risk 

 

Uncontrolled Gout 

Higher dose of steroids >20mg/day (*) 

 

Moderate/Low Risk 

 

Rheumatological conditions in remission e.g. rheumatoid arthritis, polymyalgia rheumatica, 

connective tissue diseases and vasculitis. 

Osteoarthritis 

Osteoporosis 

Sjogren's syndrome 

Well controlled gout 

 

(*) upgraded risk due to COVID-19 

 

Peer reviewed by: Dr Shama Khan, Consultant Rheumatologist, Blackburn; Dr Ajmal Khan, 

Consultant Rheumatologist 
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Oncology - Solid Tumours: Ramadan Review 
 

1. Current evidence 
 

Fasting has long been explored as an adjunct to cancer therapies.  Extensive experimental 
and animal data exists to suggest that fasting may enhance treatment effects in cancer cells, 
whilst having a protective effect over non-cancer cells, thereby reducing treatment related 
toxicities (Nencioni et al, 2018).  Clinical data is still lacking in this area.  The majority of 
studies to date are small in scale and variable in quality. (Safdie et al, 2009; De Groot et al, 
2015 and 2018; Dorff et al, 2016; Bauersfeld et al, 2018). 

 
Preclinical data to support the hypothesis that fasting diets may improve radiotherapy 
outcomes; both in terms of improving tumour control and reducing toxic effects on normal 
tissues (Klement 2019).  There is very limited clinical data relating to this.  There is minimal 
experimental data and no clinical evidence for use of fasting diets alongside targeted 
therapies (such as tyrosine kinase inhibitors eg imatinib, PARP inhibitors eg olaparib, or 
targeted antibodies eg cetuximab) and immunotherapies (eg nivolumab) (Turbitt et al, 
2019).  Clinicaltrial.gov details many registered trials planning to assess fasting alongside 
chemotherapy, radiotherapy, targeted therapies and immunotherapies (Levesque et al, 
2019). Although some trials appear to have been completed, there is a distinct lack of 
outcome data available for these trials, making it hard to draw sound conclusions regarding 
the role of fasting in cancer therapeutics. 

 
There are important distinctions between experimental fasting regimes, and the nature of 
fasting during Ramadan.  The fasting protocols are calorie restricted for the prescribed 
duration of fasting, with no restriction on water intake. In contrast, fasting in Ramadan is total 
abstention from all oral intake during daylight hours.  Lack of fluid intake (and the resultant 
dehydration) could have serious implications for cancer patients receiving chemotherapy, 
particularly in malignancies in which the risk of tumour lysis is high.  Drugs can be 
nephrotoxic and require good fluid intake to reduce the risk of renal injury.  Patients may also 
experience disease or treatment related side effects such as vomiting and diarrhea, both of 
which can be detrimental to fluid and electrolyte balance. 

 
A separate consideration regarding Ramadan fasting in cancer patients is their heightened 
(disease related) metabolic state.  Malnutrition, anorexia, cachexia and sarcopenia are well 
recognized features of patients with malignancies, and patients often require additional 
nutritional support to maintain or gain weight.  Any calorie restriction in these patients would 
require close monitoring to ensure it was not exacerbating pre-existing weight related 
issues.    

 
Few studies have been performed in Muslim cancer patients regarding fasting in 
Ramadan.  Zeeneldin et al (2012) reported a cross sectional study of 102 Egyptian patients, 
diagnosed with solid and haematological malignancies, and undergoing a range of therapies 
(including chemotherapy, radiotherapy and hormonal therapies).  60% of the patients 
reviewed fasted, either partially (36%) or fully (24%). Only 46% of patients sought advice 
from their treating oncologist regarding fasting.  Factors identified on univariate analysis to 
predict fasting status were female gender, solid tumours, non-metastatic disease, and non-
intravenous chemotherapy.  The same group also reported (2012) that in 139 breast cancer 
patients receiving oral endocrine therapy, 93% of patients reported fasting for 80% or more 
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of Ramadan.  Adherence to therapy (defined as receiving >80% of doses) was reported as 
95.7% before Ramadan, and 94.2% during Ramadan; a negligible drop. 

 
An observational study conducted by Tas et al (2014) of 703 Turkish Muslims with solid 
tumours, reported that prior to diagnosis 93.1% of patients reported fasting; either fully (all 
days (78.3%)) or partially (at least one day (14.8%)).  After diagnosis, this dropped to only 
15% fasting.  Characteristics associated with ongoing fasting were female gender, younger 
age, non-metastatic disease, good performance status and few comorbidities.  

 
Patients being treated with radiotherapy or surgery were more likely to be fasting than those 
receiving chemotherapy.  Of those receiving chemotherapy, those receiving oral therapy 
were more likely to be fasting than those receiving intravenous treatments.  Of significance, 
only 20.8% of patients consulted their Oncologist for advice regarding fasting.    

 
Rasheed et al (2017) conducted a cross sectional study of 265 cancer patients in 
Karachi.  Only 27% patients were found to be fasting in this study; 54.3% of these patients 
had sought advice regarding fasting.  As with previous studies, female gender, early stage 
disease and good performance status resulted in higher rates of fasting.  A study of 70 
colorectal cancer patients in Saudi Arabia (Al Ahwal et al, 2016) reported that 71.4% patients 
fasted throughout Ramadan.      

 
 

2. Summary of evidence 
Extensive preclinical data exists for fasting as an adjunct to chemotherapy or 
radiotherapy.  Good quality clinical trial data to confirm this finding is limited, but suggests 
that fasting alongside chemotherapy is tolerable and may reduce side effects.  Insufficient 
data exists relating to other treatment modalities such as targeted, biological or 
immunotherapies. 

 
There is a serious paucity of data relating specifically to Muslim cancer patients fasting in 
Ramadan.  Patient characteristics (in the available data) associated with successful fasting, 
were female gender, good performance status, non-metastatic disease and non-intravenous 
chemotherapy.  Compliance with endocrine therapy was maintained in fasting breast cancer 
patients. 

 
The proportion of patients seeking advice regarding fasting from their doctor was low (14-
46%). 
 

3. Specific considerations in context of COVID-19 
Data from China early in the pandemic (Yu et al, JAMA 2020; Zheng et al, Ann Oncol 2020; 
Liang et al, Lancet Oncol 2020) gave rise to concerns that patients with malignancies 
(particularly those having had recent chemotherapy or surgery) (Liang 2020, Zhang 2020), 
were more likely to develop COVID-19, have a higher incidence of severe events (i.e. ICU 
admissions or ventilation) and a fatality rate of 28.6% (Zheng, 2020).  Subsequent data from 
the UK has downplayed this increased risk (Lee et al, Lancet 2020) attributing the increased 
risk to other factors such as age, gender and comorbidities rather than recent cancer 
therapy. 
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Although the volume of data relating to COVID-19 in cancer patients has increased 
significantly, the inconsistencies in the findings remain.  The over-arching message remains 
that any infection can result in life-threatening consequences for individuals receiving cancer 
therapy.  Patients are strongly advised to seek medical attention if unwell (particularly for 
signs of sepsis such as a fever) and they must continue to adhere to these emergency 
guidelines in this COVID-19 era.  Drug toxicities (eg paclitaxel pneumonitis, immune 
checkpoint inhibitor pneumonitis (Bersanelli et al, 2020)) can mimic clinical and radiological 
features of COVID-19 and should be considered carefully as part of the differential 
diagnosis.   

 

4. Recommendations 
 

Religious practices can become very important to patients with a potentially life limiting 
diagnosis, such as cancer.  A cancer diagnosis and its treatment would exempt an individual 
from the religious obligation to fast in Ramadan.  However, there is huge variation in the 
level of spirituality of patients, and their subsequent choices and behaviours relating to 
fasting.  Some patients will still want to fast, even though they may be considered exempt. 

 
There can be significant variations in the symptoms experienced with different solid tumour 
types. Treatment toxicities also vary greatly, not just between tumour types, but also 
between individuals with the same cancer. Therefore, it is imperative that each patient is 
reviewed as an individual in this regard.  

 
Patients may not themselves approach their treating physician about their suitability for 
fasting in Ramadan. Oncologists should therefore be proactive in engaging with Muslim 
patients about their fasting intentions, and aim to have open discussions regarding the 
potential risks.  Efforts should be made to facilitate an expressed intention to fast, when this 
is deemed medically safe.  A crucial consideration however, is that cancer treatment 
toxicities can be cumulative. Hence, even if deemed fit at the start of Ramadan, a patient’s 
fitness should be kept under close review; with agreement to discontinue fasting if the 
clinical status changes significantly.  

 

Using a common sense approach, based on the limited available evidence regarding cancer 

patients fasting in Ramadan, the following recommendations are made: 

 
Very high risk (must not fast) 

● Patients on clinical trials: drug trials often have specific requirements for 
patients to be fed or fasted when taking the experimental drug. These 
instructions must be fully adhered to, making fasting unsafe in this context. 

● Patients requiring inpatient treatment for their cancer (or complications of it) 
cannot fast safely, and should be advised not to do so. 

● Patients undergoing radical radiotherapy (especially for head and neck and 
upper GI malignancies) can experience serious side effects that severely limit 
oral intake with high risk of malnutrition; fasting would be unsafe. 

● Patients receiving immunotherapy: immune mediated toxicities of treatment 
(including endocrine dysfunction) can be unpredictable and sudden in onset, 
making fasting potentially dangerous. 
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High risk (should not fast) 
● Patients receiving intravenous chemotherapy who have newly commenced 

their treatment regime, or are experiencing significant side effects 
● Patients receiving oral chemotherapy or targeted therapy that require twice 

daily dosing or must be taken with food, or are experiencing significant side 
effects 

● Patients receiving a course of radiotherapy (with or without chemotherapy) 
● Patients immediately following cancer surgery 

 
Low/moderate risk (discretion of individual and medical opinion) 

● Patients receiving oral chemotherapy or targeted therapy may be able to fast if: 
○ They are on a once daily dosing regime 
○ The drug pharmacokinetics allow it to be taken whilst fasted 
○ They are well established on treatment  
○ They are not experiencing any side effects 

● Patients receiving intravenous chemotherapy may be able to fast (except on drug 
administration days) if: 

○ They are well established on their treatment regime 
○ They have no/few manageable side effects 

● Patients on intravenous biological therapies (eg trastuzumab, bevacizumab) who are 
not experiencing significant side effects may be able to fast on non-treatment days 

● Patients on endocrine therapy or androgen deprivation therapies who are not 
experiencing significant side effects, may be able to fast 

● Patients receiving palliative (single fraction) radiotherapy may be able to fast if their 
general fitness allows it 

● Patients under cancer surveillance, who are more than 3 months beyond completion 
of cancer therapies (including surgery) and have recovered sufficiently, may be able 
to fast 
 

Peer reviewed by: Dr Susana Banerjee, Consultant Medical Oncologist, London; Dr Angela 
Pathmanathan, Consultant Clinical Oncologist, London; Dr Rajiv Kumar, Consultant Medical 
Oncologist, Christchurch. 
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Haematological Malignancies: Ramadan Rapid 

Review 

This section remains unchanged from the Ramadan Rapid Review published by BIMA in 2020 

Author: Dr.Maqsood Punekar, Consultant Haematologist & Haemato-Oncologist, Blackburn;  Dr. 

Zohra Ali, Clinical Research Fellow, London 

Current evidence 

Extensive research exists that investigates glycaemic (and related growth factor) changes 

relating to haematological malignancies and their treatments.  Unfortunately, there is a distinct 

lack of data relating to fasting in patients with leukaemias, lymphomas and myeloma, 

especially fasting specifically relating to Ramadan.  

In a cross-sectional study of 102 Muslim cancer patients in Egypt (Zeeneldin et al, 2012), 24% 

had acute leukaemia, 5% had lymphoma and 3% had chronic leukaemia; the authors 

acknowledged that leukaemia was over-represented in their sample population.  62% of 

patients with a haematological malignancy did not fast, with 18% reporting partial fasting, and 

20% reporting complete fasting.  On univariate analysis, patients with haematological 

malignancies were 4 times less likely to be fasting that patients with solid tumours.  Only 46% 

of all patients surveyed sought advice from their treating physician prior to deciding whether 

or not to fast Ramadan. 

In a sample of 701 Turkish cancer patients (Tas et al, 2014), 3% were reported to have 

lymphoma.  47% of these patients were found to be fasting, a highly significant proportion on 

univariate analysis (p<0.001).  The authors explained that these patients were young, of good 

performance status and were under follow-up following treatment.   

Rasheed et al (2017) reported a cross-sectional study conducted in a tertiary cancer centre in 

Pakistan.  Of their 265 patients, 14.7% had a diagnosis of lymphoma; approximately 2/3 of 

these patients did not fast during Ramadan. 

Beshyah et al (2010) stated that in chronic myeloproliferative disorders such as polycythaemia 

vera, the impact of fasting on risk of complications (such as thrombosis) is not well defined, 

although a mild increase in haematocrit is possible.  They explained that phlebotomy in stable 

patients is hardly needed during Ramadan and that hydroxyurea treatment is well tolerated in 

general.  A Malaysian study assessing tyrosine kinase inhibitor (TKI) use in Chronic Myeloid 

Leukaemia patients (Lim et al, 2017) reported that Muslim patients receiving TKI therapy 

‘frequently skipped or changed doses of nilotinib, which needed to be taken twice daily, in 

order to fulfill their religious obligations during Ramadan’.  The potential effect of this poor 

compliance on treatment success is concerning.  In this study, patients also reported going 

against the advice of doctors when advised not to fast. 
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As with any potentially life limiting diagnosis, a diagnosis of a haematological malignancy can 

result in significant psychological distress for patients (Islam, 2018).  They often turn to their 

religious faith for comfort and support.  In a descriptive study of Arab Muslim stem cell 

transplant survivors (Alaloul et al, 2016), patients reported a strengthening of faith in God, and 

a greater reliance on religious or spiritual activities, as a consequence of having their 

transplant.   

 

 

Summary of evidence   

There is a distinct paucity of scientific and clinical data investigating the effect of fasting in 

haematological malignancies.  From the limited data available, Muslim patients with 

haematological malignancies are less likely to fast than those with solid tumours; nevertheless, 

the data also clearly demonstrates that a proportion of these patients (including those 

undergoing active treatment) will attempt to fast during Ramadan.  There is some suggestion 

that the intention to fast in Ramadan could be to the detriment of compliance with oral TKI 

therapies, and that some patients are willing to fast even when medically advised not to.  The 

data suggests that the majority of patients will not seek medical advice prior to making their 

own decision regarding Ramadan fasting. This may be due to an enhanced spiritual need in 

these patients, that makes it harder for them to reconcile with missing out on fasting Ramadan. 

Due to the qualitative nature of these studies, sound conclusions regarding the feasibility or 

safety of Ramadan fasting for patients diagnosed with (and being treated for) haematological 

malignancies, cannot be derived.  This is clearly an area that requires significantly more 

research and attention to help guide physicians and patients. 

 

 

Specific considerations in context of COVID-19 

 

Wang and Zhang (2020) write in a letter that cancer patients in China reported worse 

outcomes during the COVID-19 outbreak, in part due due to “the inability to receive necessary 

medical services (both in terms of getting to hospital and provision of normal medical care 

once there)“. 

 

Many haematology patients who have blood cancers suffer from a suppressed immune 

system. Patients with blood cancer are more likely to be immunosuppressed than in other 

kinds of cancer. Blood Cancer UK advise that the following patients are at increased risk of 

complications from COVID-19:56 

 

● People having chemotherapy, or who’ve had chemotherapy in the last 3 months; 

● People having immunotherapy or other antibody treatments for cancer; 

● People having targeted cancer treatments that can affect the immune system, such as 

protein kinase inhibitors; 

 
56 https://bloodcancer.org.uk/blog/coronavirus-and-blood-cancer 

https://bloodcancer.org.uk/blog/coronavirus-and-blood-cancer
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● People who’ve had a bone marrow or stem cell transplant in the last 6 months, or who 

are still taking immunosuppressive drugs; and 

● People with some types of blood cancer which affect the immune system, such as 

chronic leukaemia, lymphoma or myeloma, even if no treatment is being given. 

 

 

Recommendations 

 

Due to the lack of quality studies on haematological diseases and Ramadan fasting, the 

majority of these recommendations are based on our clinical experience as specialists in the 

field of haematology, and managing patients who fast in Ramadan. 

 

Very high risk 

  

● Patients requiring inpatient treatment for cancer or complications of cancer e.g. acute 

leukemias, high grade lymphomas, aggressive/refractory myeloma 

● Patients requiring inpatient treatment undergoing autologous or allogeneic stem cell 

transplantation or its complications 

● Patients requiring inpatient treatment for complications of cancer treatment e.g. 

neutropenic sepsis, severe vomiting, diarrhoea, pain and other symptoms 

● Newly diagnosed myeloma patients who are at risk of kidney injury 

  

High risk 

 

● Patients taking tacrolimus or ciclosporin where risk of kidney injury is increased by 

dehydration  

● Patients newly commenced on induction chemotherapy for hematological 

malignancies such as myeloma, lymphoma, chronic leukemias or experiencing 

significant side effects  

● Patients receiving oral chemotherapy or targeted therapy, that: 

○ require twice daily dosing 

○ must be taken with food 

○ are experiencing significant side effects 

● Patients receiving a course of radiotherapy 

● Patients who have undergone autologous or allogeneic transplantation within the last 

6 months  

● Patients receiving treatment for post transplant complications such as GVHD. 

 

Moderate/low risk 

  

● Patients receiving oral chemotherapy or targeted therapy, if: 

○ on a once daily dosing regime 

○ drug pharmacokinetics allow fasting 

○ well established (>3 cycles) on treatment  
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○ not experiencing significant side effects 

● Patients receiving outpatient parenteral chemotherapy beyond induction phase 

(except on drug administration days) if: 

○ well established on treatment 

○ no/few manageable side effects 

● Patients on parenteral maintenance Immunotherapies with no/few manageable side 

effects e.g. Rituximab, Obinutuzumab 

● Outpatients with haematological cancers who are not receiving any active treatment 

and are on active surveillance only e.g. MGUS, chronic leukemias, low grade 

lymphomas,  

● Patients with previously treated cancers who are currently in remission and on active 

surveillance 

 

 

Peer reviewed by: Dr Binyam Usman, Consultant in Haematology and Bone Marrow 

Transplantation, Jeddah; Dr Hashim Iqbal, Consultant Haematologist, Swindon; Dr Saiyed 

Anwar, Consultant Haematologist, Swindon 

Edited and reviewed by: Dr Salman Waqar, Academic General Practitioner, Oxford; Dr Nazim 

Ghouri, Consultant Physician & Endocrinologist / Honorary Clinical Associate Professor, 

Glasgow 
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Mental Health: Ramadan Rapid Review 

This section remains unchanged from the Ramadan Rapid Review published by BIMA in 2020 

Author: Dr. Shakeel Ahmed, Consultant Child and Adolescent Psychiatrist, County Durham. 

Background 

Understanding the relationship between diet and mental health is a fertile area of medical 

research (Fond et al., 2020). For the purposes of this rapid review, a summary of the evidence 

is considered for the effects of Ramadan fasting, that is not eating or drinking anything, nor 

engaging in sexual activity between sunrise and sunset, and mental health. From the outset, 

one must recognise that Ramadan fasting is not limited to the suppression of food and drink 

alone, but for many Muslims also consists of a spectrum of attempts to change one’s 

behaviours, thoughts and devotional practice.  

 

Furthermore, the effects of fasting on mental health is considered variably in the literature; 

largely split between understanding the impact on patients with specific pre-diagnosed 

classifiable mental illnesses, and those individuals without any pre-existing diagnoses. This 

review largely focuses on those patients with pre-existing diagnoses to then be able to produce 

guidance for clinicians in their management of these cohorts of patients based on the available 

literature.  

 

Current Evidence 

 

There have been two major reviews looking at the relationship between Ramadan fasting and 

mental health in the literature: a systematic review from the University of Bonn, Germany 

(Heun, 2018) as well as a comment review piece from a cross atlantic mental health research 

group (Furqan et al., 2019). The following rapid review summarises and evaluates the findings 

from these papers as well as drawing specific findings from any other relevant research 

studies from other than those sources.  

 

Depression and anxiety  

 

There weren’t any identifiable studies looking at the effects of Ramadan fasting on patients 

with pre-existing diagnoses of depression or anxiety.  

 

There is some research with mixed results looking at how fasting affects subjective reports on 

mood on healthy volunteers and some with chronic physical illness.  For instance, depression 

and stress levels were significantly reduced (p<0.05) in Iranian nurses after Ramadan in 

comparison to pre-month self rated scores; there was no significant difference to their anxiety 

levels (Koushali et al. 2013).  Moreover, patients with Multiple Sclerosis reported improved 

Quality of life questionnaire scores (MSQOL-57) after the month of fasting (Etemafidar et al. 

2017).  However, other studies report dips in afternoon “positivity” (Harder-Lauridsen et al. 
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2016) and increased irritability and symptoms of anxiety toward the end of the month 

particularly in smokers in a Moroccan study (Kadri et al. 2000).  

 

As aforementioned, none of these studies examine the effects on patients with established 

diagnoses of depression and anxiety. Moreover, none of these studies offer control groups as 

they are self selected volunteer studies with small numbers and thus offer limited generalisable 

value.   

 

Self harm and suicide 

 

There are some studies from Muslim-majority countries illustrating a decrease in suicide and 

parasuicide incidence during Ramadan compared with other months, suggesting a potentially 

protective effect of Ramadan fasting in those countries (Daradkeh, 1992; Taktak et al., 2015). 

It is suggested that this may be because the “increased density of social networks during 

religiously significant periods might provide greater levels of social integration, social control, 

and social support” (Ajdacic-Gross et al., 2008). 

 

Bipolar disorder 

 

There are reported increased relapse rates in Ramadan of both mania and depression in 

previously stable patients in two Morroccan studies (Kadri-Mouchtaq et al., 2000; Eddahby et 

al., 2014). Conversely, a Pakistani study shows improvement in mania and depression scores 

both during and after Ramadan (Farooq et al., 2010).  

 

In the studies described above, serum lithium levels were stable during a fast lasting from 10 

to 12 hours.  However, as fasts in the UK can last 18 hours and beyond in the Summer months 

it is unclear how lithium levels might be affected. 

 

Furqan et al. 2019 point to the possible effects of sleep and circadian rhythm disruption in 

Ramadan as a possible reason for onset and relapse of affective disorders. 

 

 

Schizophrenia  

 

A single study has been conducted looking at schizophrenia and fasting (Fawzi et al. 2015). 

This suggests positive and negative symptoms of schizophrenia deteriorated in those with a 

metabolic syndrome. The study only looked at male patients and suggests psycho-education 

and nutritional advice for those patients looking to observe ramadan. 
 

Eating disorders 

 

There are some small scale case series which suggest that eating disorders may be triggered 

in Ramadan in subjects with a pre-existing enhanced vulnerability to eating disorders.  For 

instance Akgul et al. (2014) observed an increase in hospital admissions during and shortly 
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after Ramadan in vulnerable adolescents.  However, Ramadan fasting did not affect attitudes 

towards eating in young volunteers (Erol et al. 2012) and obese women (Savas et al. 2014). 

This suggests clinicians might need to closely monitor those at risk of disordered eating 

particularly in Ramadan.  

 

Dementia and cognitive impairment 

 

No studies found. 

 

Substance Use 

 

There is a lack of good quality studies in this group to make generalised recommendations 

however from clinical experience patients with substance use need to be treated with caution 

as during fasting patients are unable to take these which can result in significant threat to 

physical and mental health from withdrawal effects.  It is therefore highly advised in this patient 

group to discuss this with a clinician before making a decision about fasting.  

 

Summary of evidence  

 

Overall, there is little evidence to suggest definitive positive or negative outcomes for patients 

with mental health diagnosis who fast in Ramadan. It is of note that there are few if any studies 

looking at the effects of more common mental disorders, especially depression and anxiety.  

 

Moreover, much of the published research is on Muslim majority communities, meaning 

findings may not be directly applicable due to distinct societal and cultural variables.  

 

Nonetheless, it is aptly summated by Furqan et al. (2019), that: “although high-quality 

evidence in this area is scarce, clinicians can use the preliminary data from these studies to 

guide their discussion with patients with mental illness who are considering fasting.”  

 

 

Specific considerations in context of COVID-19 

  

Patients with mental health conditions often have worse physical health outcomes than peers 

and their mortality is at least twice as much as people without mental disorders (Walker et al, 

2015).  Their life expectancy is also found to be a few years shorter on average, therefore it is 

extremely important for patients with mental disorders and treating teams to take these into 

consideration when making decisions related to fasting.  Furthermore, some mental disorders 

can impair a patient's capacity to understand, weigh the appropriate information and make 

balanced decisions related to their health which also needs to be taken into account in this 

patient group.    
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Patients with underlying mental health issues can have negative impact during COVID-19 

pandemic given the worries and concerns this may understandably cause. It is important to 

understand the potential instability and stress this may have on an individual's mental health. 

 

As a general rule, patients with mental disorders should give careful thought over their decision 

to observe fast during Ramadan 2020, given the COVID-19 pandemic situation. The unusual 

circumstances may negatively impact on an individual's mental and physical health.  It is 

important not to make an emotional decision and take advantage of the allowance provided in 

sharia for people with mental/chronic illness conditions.   

 

Additionally, given the restrictions relating to social distancing measures, and the difficulty in 

accessing primary and routine secondary mental health services, it may be more difficult for 

mental health patients to receive regular monitoring and support that they may require.  As 

such, more caution is required in determining whether or not fasting should be performed in 

certain conditions, because of the requirement of monitoring to ensure safety.  This is specific 

to the COVID-19 pandemic period, and would need to be reviewed once social distancing 

measures and NHS services have resumed normal levels of operation. It may also be possible 

to provide additional monitoring through video/audio conferencing or other technology - 

however this will be entirely dependent on the Mental Health trust or team treating the patients.  

 

If the individual patient retains good insight, maintains clinical wellness and is able to make an 

informed choice around Ramadan fasting, their individual choice needs to be respected and 

they should be encouraged to discuss with their GP's and relevant community mental health 

teams.  Given the current pandemic situation there is likely to be a delay in receiving the 

appointments from GP's and specialist clinics. 

 

 

Recommendations 

 

Patients with mental health conditions often have worse physical health outcomes and life 

expectancy therefore it is extremely important for patients with severe and enduring mental 

disorders and treating teams to take these into consideration when making decisions related 

to fasting.  Furthermore, some mental disorders can impair a patient's capacity to understand, 

weigh the appropriate information so that they can make balanced decisions related to their 

health.  This can further complicate the decision making process related to fasting as this issue 

relates to issues of health as well as Islamic jurisprudence.  Further considerations include 

counselling Autism Spectrum patients with concrete thinking to ensure they understand when 

breaking the fast is acceptable and Learning Disability patients who are deemed to lack 

capacity are not required to fast.  

 

Due to the limited qualitative evidence of Ramadan fasting on mental illness, most of the 

recommendations are based on specialist clinical (mental health) experience.  Every patient 

suffering with mental disorder is affected differently with their condition, especially with regard 

to their functional impairment.  Their level of suffering, severity of symptoms, level of risk and 
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impairment on individual, family, social and occupational function need to be taken into 

account in addition to risk of relapse and withdrawal effects of psychiatric medication in order 

to arrive at reasonable decisions related to long fasting hours in 2020.  Capacity, engagement 

with services, medication compliance, past relapse and insight are also important determining 

factors with regards to such a decision.  Blanket advice cannot therefore be given and every 

patient is advised to seek advice from their treating team and trusted islamic scholars.  This 

document should provide a framework to patients, clinicians and scholars to reach well 

considered decisions.   

 

Issues relating to capacity are discussed in the General Principles section of this review  

 

Very high risk 

 

● Anorexia/bulimia nervosa with purging by vomiting; severe laxative abuse 

● Severe substance dependence disorder where stopping regime may cause harm 

● Medication dosing interval shorter than fasting hours, and necessary to prevent 

relapse/harm 

● Poorly controlled SMI disorders (including clozapine use) 

● Risk of electrolyte imbalance (e.g. lithium or metformin) or medication out of range  

 

 

High risk  

 

● Stable bipolar/psychosis with medication regime compatible with fasting hours, >6m 

since relapse. Monitor during Ramadan 

 

Low/moderate risk 

 

● Mild mental health illness not affecting functioning 

● Well controlled mental illness (no relapses in previous 12m) with previous history of 

safe fasting 

 

 

Peer reviewed by: Dr Omer Sharif, Consultant Neuropsychiatrist, Townsville, Australia; Dr 

Omer S Moghraby, Consultant Child and Adolescent Psychiatrist, London; Dr Asim Yusuf, 

Consultant Psychiatrist, Wolverhampton; Dr Imran Ali, Consultant Psychiatrist, Manchester; 

Dr Aman Durrani, Consultant Psychiatrist, Glasgow; Dr Naila Saleem, Psychiatry Specialist 

Trainee ST4, London 

Contributions by: Dr. Safian Younas, GP Registrar, Buckinghamshire 

Edited and reviewed by: Dr Salman Waqar, Academic General Practitioner, Oxford; Dr Nazim 

Ghouri, Consultant Physician & Endocrinologist / Honorary Clinical Associate Professor, 

Glasgow 
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Occupational Health: Ramadan Review 

This section is an abridged version of ‘Fasting during Ramadan and the COVID-19 pandemic’ by 

Mothadeeth et al (1). 

In the context of the COVID-19 pandemic we discuss how employers and employees may manage 

workplace issues whilst fasting during Ramadan, especially in relation to personal protective 

equipment (PPE). The Equality Act 2010 prescribes religion as a protected characteristic and the 

Muslim worker’s desire to fast whilst at work is likely to fall under the provisions of the act [2]. 

Multiple factors need to be considered when assessing the impact of fasting on work. These 

include the health of the individual and the hazards they are exposed to, including timing and 

duration of shifts. The core issues to be considered are the impact of fasting on the individual’s 

ability to work safely and the impact of the job on the individual’s ability to fast. 

Workplace hazards that could increase the risk of ill-health during fasting would include physical 

hazards such as extremes of temperature (heat and cold), mechanical hazards including strenuous 

moving and handling tasks and ergonomic factors including shift work. 

The Islamic faith places strong emphasis on ensuring that an individual does not place others at 

risk of serious harm as a result of their actions, ‘If anyone saved a life, it would be as if he saved 

the life of the whole humanity’ (Quran 5:32). Islamic law is clear in stating that those who have 

significant underlying health issues are exempt from fasting if they are likely to place their health 

at increased risk by observing the fast [1]. 

Workers with long-term health conditions intending to fast must therefore consider the potential 

impact of fasting, in conjunction with other workplace hazards, on their underlying health 

conditions. It is strongly advised that these individuals speak to their general practitioner (GP) or 

specialist before they decide on fasting. If they have access to occupational health services, then 

they may wish to discuss with their line manager and consider seeking advice from them as well. 

Clinicians may wish to use a risk stratification matrix to help them with shared decision-making 

about the safety of fasting in clients with health conditions [3]. 

The risks of dehydration and cardiovascular strain due to fasting whilst working in physically 

demanding roles have been demonstrated [4,5]. However, in addition to COVID-19, workers are 

also likely to be exposed to additional risks depending on the exact nature of the work they do, 

such as higher levels of thermal strain and increased breathing effort from using half- or full-face 

respirators, in addition to the recognized physical, cognitive and emotional demands of the 

pandemic. Whilst working in full PPE [6], workers must recognize the risks of dehydration from 

fasting due to more intense work patterns and environments. This may prove to be a major 

challenge. 

However, the average ambient temperature and relative humidity will vary in different workplaces 

which will contribute to the effect of thermal strain in PPE. Working in environments which are hot 

and humid is likely to increase the risk of dehydration and thermal strain if wearing PPE for long 

periods. Studies have shown that wearing PPE for long periods, when ambient temperatures are 
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higher, can impact on work capability and most workers can only cope with wearing full PPE for 

shorter periods, depending on the type of work and the environment [7–9]. 

Studies have also reinforced the benefits of wearing cooling vests under PPE, regular rest and 

hydration breaks, and shaded shelters to rest. Restriction of work especially around noon is a 

recognized solution in the construction industry to help manage heat strain [10]. For those workers 

exposed to aerosol-generating procedures, FFP2/FFP3 mask use for prolonged periods may lead 

to increased respiratory effort and tiredness but should not be to the point of physical exhaustion. 

An alternative is to use purified air-powered respirators. 

Many of these solutions may not be possible. Employers may consider the following strategies: 

assigning workers to alternative duties where PPE is not required, task rotation, rostering shifts so 

they fall outside fasting hours (e.g. evening/night shifts) or limiting PPE use to a shorter duration. 

If the worker is in a role where the use of PPE is likely to be compromised due to fasting (e.g. in 

job roles where frequent removal and changing of PPE is not possible), then the worker should be 

advised to consider abstaining from fasting. 

In addition, those working shifts also need to ensure that they are able to get good-quality sleep; 

there is evidence to suggest circadian rhythm disruption from lifestyle changes associated with 

Ramadan and this could have a cumulative effect on shift workers, especially on sleep patterns 

[11]. Therefore, it may be the lifestyle disruption and impact on the sleep–wake cycle that could 

lead to impaired fitness for work rather than fasting. 

This is an unprecedented situation and very little information is available about whether fasting is 

compatible with continuous and prolonged PPE use. Fasting remains an individual choice for 

employees based on a variety of factors, including their ability to tolerate the fast. Employers should 

seek to identify and support employees who wish to fast, and where practicable and feasible, look 

to support them in observing their religious practice. Many employees in full PPE have successfully 

managed to tolerate workplace demands and keep the fast. 

Furthermore, currently there is no evidence that people who are healthy and were previously able 

to observe the fast without coming to harm, are at any additional risk from fasting in the context of 

COVID-19, which is affirmed by the World Health Organization interim guidance on Ramadan [12]. 

Those individuals who would struggle to tolerate fasting at work should ascertain if it is possible 

for the employer to assign alternative duties or task rotation. Should this not be possible, these 

workers should consider abstaining from fasting in circumstances where worker and patient safety 

is paramount. 

Discussions between employers and employees should take place well in advance. If this is not 

possible and ability to work is compromised by fasting, or the health and safety of others is put at 

risk, then the fast should be terminated and made up at a later date [1]. If terminating the fast 

becomes a recurring theme, workers should consider abstaining from subsequent fasts if the 

pattern of work remains unchanged, taking advice from a trusted religious authority [13]. 

We also recommend that workers with underlying health issues carefully consider the impact of 

fasting and assess how this may affect their fitness for work and the health and safety of others. 
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Both employers and employees have a duty to maintain a safe system of work in UK law [14] and 

ensure that appropriate and timely steps are taken, in the unlikely event of fasting compromising 

work ability and safety. 

However, for workers in roles that are not physically or ergonomically demanding which do not 

require use of full PPE, fasting during the month of Ramadan is unlikely to impair their work 

performance. They are likely to be able to fast safely. For most workers, Ramadan remains a 

month of spiritual benefits and has been associated with positive effects on mental well-being [15]. 

It would be premature to predict the effect of Ramadan during the COVID-19 pandemic, but some 

workers may still draw comfort from observing it. 
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Immunity and Infection Risk: Ramadan Rapid 

Review 

This section remains unchanged from the Ramadan Rapid Review published by BIMA in 2020 

Author: Dr. Imran Qureshi, Consultant in Infection and Microbiology, London 

Background  

 

As Ramadan approaches, it is clear that there will be little evidence to accurately assess how 

fasting will affect the immune response to, and the susceptibility of contracting COVID-19. 

However there is a growing corpus of literature looking at the biochemical and clinical effects 

of fasting on the immune system which informs the following discussion. It must be noted here 

that the literature explores various definitions of fasting; this review focuses on studies looking 

at Ramadan fasting and generally excludes others unless directly relevant.  

 

Current Evidence 

 

Fasting and the Immune System 

 

Wang et al (2016) demonstrated that oral administration of glucose increased mortality in mice 

systemically infected with Listeria, whereas the administration of 2-deoxy-D-glucose, which 

competes with glucose utilisation, promoted survival of the mice. By contrast, the authors 

found that glucose availability and utilisation are critical for surviving influenza infection. They 

explained this by demonstrating that in bacterial infection, glucose utilisation inhibited 

ketogenesis, leading to impaired tolerance of reactive oxygen species mediated brain damage 

and death. On the other hand, glucose availability and utilisation in viral inflammation 

promoted cellular adaptation to stress caused by the unfolded protein response.  

 

Latifynia et al (2007) investigated the influence of Ramadan fasting on the innate immune 

system (part of the body’s defence against pathogens) - specifically examining neutrophil 

respiratory burst and circulating immune complexes. They did not identify any statistically 

significant changes on neutrophil activity in patients undertaking Ramadan fasting. The same 

authors (2008) studied the effect of Ramadan fasting on C3 and C4 levels (another part of the 

body’s defence against pathogens) and likewise found no significant alterations in their levels 

as a result of Ramadan fasting. These findings were echoed by Lahdimawan et al (2014), who 

also demonstrated Ramadan fasting decreases oxidative stress on macrophages. This is in 

conflict with Bahammam et al (2016), Delpazir et al (2015)  and Asgary et al (2000) who 

demonstrate a lack of significant change in oxidative stress after Ramadan fasting.  

 

Faris et al (2012) demonstrated that the pro-inflammatory cytokines Il-1B, IL-6 and TNF-alpha 

showed a significant decrease during Ramadan fasting. Mohammed et al (2010) and 

Chennaoui et al (2009) (25) demonstrated similar results, although not reaching significance. 

On the other hand,  Lahdimawan et al (2013) found significantly increased levels of TNF-alpha 
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levels during fasting and Feizollahzadeh et al (2014) demonstrated that TNF-alpha levels 

remained unchanged.  

 

Develioglu et al (2013) demonstrated that serum IgG and serum IgA concentrations decreased 

significantly during Ramadan fasting, but still remained within normal limits. Serum IgM levels 

remained stable however. These findings were echoed by Bahijri et al (2015).  

 

Collins et al (2019) discovered enhanced T cell protection against infections and tumors when 

an animal’s caloric intake was reduced by 50 percent. 

 

Nagai et al (2019) demonstrated that while short-term fasting (less than 24 hours) did not 

compromise an animal’s ability to heal a wound or fight off infection, longer fasts did indeed 

begin to cause problems. When starved for 48 hours before skin injury or infection, significant 

immune response impairments were noticed. 

 

In a systematic review on the immunomodulatory effects of Ramadan fasting, Adawi et al 

(2017) state that Ramadan fasting has been shown to “only mildly influence the immune 

system and the alterations induced are transient, returning to basal pre-Ramadan status 

shortly afterward.” The evidence upon which this is based consists of observational studies 

with small sample sizes however based on the available evidence, this conclusion appears 

appropriate. There is some evidence to suggest the fasting may be detrimental in viral 

infections and beneficial in bacterial infections, but the evidence upon which this is based 

largely consists of animal studies.  

 

Fasting and Infection Risk 

 

Brazzagi et al (2015) performed a narrative review on 51 articles that covered a variety of 

infections, in particular HIV, where they conclude from 3 studies that fasting “might not be 

detrimental for those suffering from stable HIV”. They also quote the following works: 

 

Leung et al (2014), whose retrospective analysis of 3,485 Bangladeshi patients with diarrheal 

illness in a single centre from 1996-2012, found no statistical difference in illness and diarrheal 

pathogens between Ramadan and the control period of 30 days prior to Ramadan. There was 

a higher incidence of severe thirst and longer duration of hospitalization for those who 

presented in Ramadan than the control period, but rates of other variables including duration 

of diarrhea, drowsiness, severe dehydration, and use of intravenous rehydration were not 

significantly different. 

 

Davoudabadi, Akbari and Rasoulnezhad (2005) performed a retrospective study of 

histologically diagnosed acute appendicitis in a single centre in Iran between 2000-2002 in the 

months before, during and after Ramadan. They identified 1,773 patients and found the 

incidence of acute appendicitis to be significantly lower in Ramadan. They postulated this 

could be due to bowel-rest that occurs in Ramadan. Sulu et al (2010) carried out a 

retrospective study in 2 centres in Turkey on acute appendicitis, again diagnosed by histology. 
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They found no significant difference in outcomes or patient characteristics as a result of 

Ramadan. 

 

Salahuddin (2015) writes in an opinion piece that dehydration during Ramadan fasting may 

impair the flushing effect that normally clears the bladder of debris, preventing stagnation and 

bacterial colonization.  

 

In an observational study Sari, Varasteh and Sajedi (2010) compared the tear protein content 

of 60 healthy volunteers before and during Ramadan. They found the activity of lysozyme, 

lactoferrin and alpha amylase enzymes decreased in fasting samples. 

 

Sacko et al (1999) performed a randomized, single-blind, placebo-controlled trial to investigate 

Ramadan fasting and the efficacy of single-dose anti-helminth medication. They reported no 

significant difference with the efficacy of pyrantel, mebendazole and albendazole in treating 

Necator americanus hookworm infections 10 days post treatment during Ramadan. 

 

Halasa (2014) writes in another opinion piece on the effect of Ramadan fasting on emergency 

clinic attendances in Jordan, comparing data of 7,770 attendances in Ramadan (September) 

2010  with a sample of 10,000 attendances in May 2010. She found that the reasons for 

attendance were similar - young patients with upper respiratory tract infection and acute simple 

gastroenteritis - but patients modified the timing of their presentation towards the later half of 

the day.  

 

These are similar to the findings of Pekdemir et al (2008), who looked at 2079 patients in 

Turkey and found no significant difference in the clinical or demographic features of patients 

admitted to the emergency department in Ramadan, compared with the 30-days immediately 

after as a control. Elbarsha et al (2018) looked at 186 diabetic patients who were admitted at 

a single centre during Ramadan in Libya, and were compared with 216 diabetic admissions 2 

months later as a control group. This analysis showed no difference in infectious disease being 

the reason for admission. 

Summary of evidence 

 

Most studies on the effect of fasting and immunity are on animal models and are inconclusive. 

The mainstay of studies looking at infection in Ramadan are retrospective analyses which are 

difficult to generalise, though one RCT showed no difference in anti-helminth drug activity 

during Ramadan. Overall, existing evidence is poor and of limited use in basing 

recommendations. 

 

Recommendations 

 

Data regarding COVID-19 is emerging and the role of dehydration and caloric restriction in 

disease progression are uncertain. From clinical experience, immunocompetent individuals 

without comorbidities who are adequately hydrated, nourished and rested, are capable of 

fasting the month of Ramdan without increased risks of infection. Patients with comorbidities 
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and/or immune suppression are strongly advised to seek timely medical advice before fasting. 

Unwell patients must give strong consideration to breaking their fast, especially if they display 

COVID-19 symptoms. Patients who are prone to urinary tract infections are advised to 

intensely hydrate during non-fasting hours.  

 

Peer reviewed by: Dr Umar Ebrahimsa, Infectious Diseases / General Internal Medicine ST7 

Registrar, London; Dr Shahzaad Ahmed, Consultant in Virology and Infectious Diseases, 

Manchester 

Edited and reviewed by: Dr Salman Waqar, Academic General Practitioner, Oxford; Dr Nazim 

Ghouri, Consultant Physician & Endocrinologist / Honorary Clinical Associate Professor, 

Glasgow 
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Introduction 

A local anaesthetic (LA) is a reversible agent, injected percutaneously or applied topically, that 

provides a temporary cessation in nerve conduction and thus pain sensation, and therefore 

allows a procedure to be performed(1, 2). LA can be used for a range of common procedures 

ranging from repair of smaller traumatic lacerations, skin lesion surgery, percutaneous 

procedures (e.g. coronary angioplasty), and dental procedures. Risks associated with LA are 

reduced versus general anaesthesia (GA), or sedation. It does not require patients to fast prior 

to the anaesthetic. Muslim patients undergoing LA procedures may wish to observe their fast 

during Ramadan, a one month period which involves abstaining from food or drink from 

sunrise to sunset. This section complements the British Islamic Medical Association (BIMA) 

guidance on the management of patients with various medical conditions who wish to observe 

Ramadan (3). It provides a summary of current available evidence surrounding the safety of 

fasting during LA procedures, and provides practical recommendations to aid clinicians in 

facilitating patients’ wishes to fast. It also provides links for further reading around this topic. 

Discussion around GA procedures and sedation are not included here. LA agents and their 

effect on blood glucose in diabetics was not included in this review, though this is generally 

thought to be safe, and is used extremely commonly in parallel to GA procedures, when 

patients are fasting. 
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Methods 

The PubMed database was searched from inception to 23 March 2021 using the key words 

“surgery”, “procedure”, and “Ramadan” for non-Dental procedures. An emphasis was placed 

on papers relating to the safety of LA during fasting, those which had relevance to ‘real-world’ 

practice, and those in humans. Articles were limited to those published in English.Articles 

selected mainly included retrospective case series. These were reviewed and used to provide 

the summary of evidence and recommendations below. 

Relevant religious rulings around LA whilst fasting 

Clinicians must be aware that a variation in beliefs amongst patients as what is acceptable 

and not –acceptable during fasting exists, and that where possible, patients should be given 

the opportunity to consult family and local religious leaders. As always, shared decisions 

should be made with patients. Patients who are ill are exempt from fasting in Islam (4). A 

religious ruling on injection for medical purposes states that injected medicines that do not 

provide nutrition are permissible whilst fasting (5).Those through the mucosal routes (oral, 

nasal, rectal), are generally though to void the fast (6). There is difference in opinion amongst 

those undergoing intravenous treatments whilst fasting (6). Topical medications may too be 

rejected by some patients (7). 

Specific considerations for LA 

Local anaesthetic type 

The decision to undertake a procedure under LA versus GA usually depends on the volume 

of LA required (e.g., a large versus small skin lesion), the presence of infection, and duration 

and type of procedure. Other factors such as surgeon and patient preferences play a role. 

LA agents with prolonged duration of action (e.g. levobupivicaine) can be beneficial due to the 

reduction in need for oral analgesics later on, which a fasting patient may decline (2). Addition 

of adrenaline provides a good haemostatic effect and allows use of higher doses of LA. 

Timing of Surgery  

It would be unsafe to defer certain procedures such as skin cancer procedures, or traumatic 

lacerations. This is because risks such as infection, invasion, or metastasis may rise 

considerably. Clinicians should exercise a common-sense approach to this, for example, an 

elderly patient insistent on fasting with a relatively long LA procedure may find this extremely 

challenging, and should be dissuaded from fasting if the procedure is urgent. Patients may 

also refrain from tablets and drinking small amounts of water with this, and thus analgesia and 

antibiotic regimes may not be complied with. Where acceptable, procedures can be postponed 

to after sunset. 

Medical Emergencies during LA procedures 
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Medical emergencies that may occur during LA procedures include anaphylaxis, cardiac 

emergencies, epileptic seizures, hypoglycemia, and syncope. Almost without exception, these 

conditions will necessitate administration of medication immediately (e.g. glucose gel for 

hypoglycaemia, or adrenaline for anaphylaxis)(8). This should be discussed with patients prior 

to the procedure. Islamic rules governing fasting are very clear; one of the acceptable reasons 

for breaking the fast is if life is threatened. Patients should not continue their fast that day at 

lease. 

Dental considerations 

Substances entering the mouth is likely to make fasting patients believe this will void their fast, 

as it is the route by which food and fluid enters the body. Furthermore, as mentioned above, 

medications through the mucosal route may not be acceptable whilst fasting to patients (6). 

Due to this fear, patients may only present in emergency scenarios due to inability to tolerate 

the pain. Patients may fear that inadvertent swallowing of spray from procedures such as 

scaling or accidental swallowing of the saliva or blood during a routine examination or 

restoration placement will break their fast. 

Current evidence 

Specific evidence for fasting during LA procedures was overall limited. Key areas relating to 

the practicality of LA procedures in different medical and surgical fields was examined. 

LA procedure safety during fasting 

Although no formal data on the safety of LA procedures during fasting was found, this is 

generally thought to be safe. It is also discussed in a number of dental surgery publications. 

Studies found were mainly based outside the United Kingdom (UK). For patients with chronic 

conditions that may influence safety, a very useful summary traffic light table can be found 

through the British Islamic Medical Association (BIMA) Rapid Ramadan Review (3). Where 

possible, advice should be undertaken through discussion with respective sub-specialities. 

Fasting and wound healing 

At present, it remains unclear if fasting during Ramadan may influence wound healing (9). 

There may be indirect advantages for wound healing during Ramadan from patients smoking 

less during this period (10). Immune advantages to fasting could too have implications for 

wound healing (11). Enhanced Recovery After Surgery (ERAS) protocols, including 

protocolised peri-operative nutrition is usually reserved for more major procedures (12). Care 

must be taken in years where Ramadan falls in the Summer months, where patients may be 

fasting greater than sixteen hours for part of the month. During this time, there may a risk of 

under-nutrition, rather than simple circadian-related fasting. 

 Patients taking anticoagulants 
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For patients taking anticoagulation, evidence for INR change is mixed between within the 

therapeutic range, below this, or raised (13-16). In the study of 32 patients where INR was 

found overall to be raised, no bleeding or thrombotic events were reported (14). Thus, INR 

should be checked prior to LA surgical procedures. Fasting may reduce the efficacy of 

clopidogrel in diabetic patients (17).  

‘High-stake’ LA procedures 

For ‘high-stake’ LA procedures, e.g. percutaneous coronary intervention (PCI), our strong 

recommendation is to avoid fasting. This is because the potential for complications to have 

significant effects is greater. One study investigating the safety of fasting during the first three 

months following PCI found this to be unsafe (18). Other procedures e.g. angioplasty or 

pacemaker insertion are routinely undertaken under LA. This typically involves the radial or 

femoral arteries for access. Given the significance of the undertaken, i.e. a functional cardiac 

procedure, we would not advocate that patients fast during such procedures. 

Traumatic Lacerations 

Patients should be counselled that the LA, irrigation, and sutures do not constitute 

nourishment, and are necessary steps to ensure treatment of the condition. It would be 

impractical to delay closure of such lacerations to after Ramadan, unless in the final day or 

two of the month. Delays raise the risk of infection, desiccation of the underlying tissues, and 

ultimately wound problems. Typically, traumatic hand lacerations should be operated on within 

four days, e.g. flexor tendon repair (19). For clean small lacerations, thorough irrigation and 

topical agents e.g. chloramphenicol ointment may replace the need for oral antibiotics, if this 

is acceptable to the patient. In hand surgery, for simple wounds that have been thoroughly 

cleaned during a minor procedure, routine use of prophylactic antibiotics can be avoided(20). 

With regards to post-operative analgesia, fasting has been associated with perforated peptic 

ulcers (21, 22), and thus non-steroidal anti-inflammatory drugs (NSAIDS) should be avoided 

during this time.One study observed that only 42% of Muslim patients followed their regular 

drug regimen during Ramadan (23).  Note that alterations in intake may increase the risk of 

drug toxicity, and this effect is more pronounced in the elderly. 

In hand and upper limb surgery, procedures may be undertaken under regional (e.g axillary 

block, digital ring block) or local field block. A consideration with regional anaesthetic is that 

patients usually are required to fast, as if this is unsuccessful or the procedure is prolonged, 

then this may need to be converted to a GA. Wide Local Anaesthetic with No Tourniquet 

(WLANT) is a technique that involves flooding the local field with adrenaline containing local 

anaesthetic, and may eliminate the need for GA or regional anaesthetic(24). 

  

Elective Procedures 
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In elective scenarios, more time may be available to have more detailed discussions with 

patients, and allow them to consult family or local religious leaders. The vast majority may be 

safely delayed until after Ramadan. For skin or subcutaneous lesions, criteria warranting 

urgent operations includes incision and drainage of small abscesses (e.g. infected sebaceous 

cyst), symptomatic lesions (where malignancy is a differential), or those causing nerve 

compression. For less aggressive lesions, e.g. superficial BCC, clinicians may wish to explore 

alternate treatment modalities e.g. cryotherapy or topical agents. Deferring malignant skin 

lesions (e.g. SCC, melanoma) may result in local tissue destruction through invasion, and 

metastasis, and should not be delayed. 

Ocular procedures 

LA for Ophthalmic operations, e.g. laser eye surgery (vision correction), may be rejected by 

some patients (25). Given that medicines via the mucosal route may not be accepted by 

patients, the connection of the eye to the nasal mucosa via the naso-lacrimal duct may mean 

that topical ocular LA agents are rejected. 

Dental procedures 

Significant variation will exist in views towards Dental treatments during Ramadan. Some 

dental treatments such as simple restorations, scaling and polishing, cosmetic treatments, and 

any non-emergency treatments, can be deferred until after Ramadan with a shared agreement 

between the patient and dentist. Teeth with small cavities can be temporised with temporary 

dressings, as long as it proves asymptomatic, and the definitive treatment can be delayed 

safely. The patient must be made fully aware if a definitive treatment is needed as soon as 

practical. 

Alongside the new recommendations for infection control and reducing the transmission of 

COVID-19, it is always recommended to use a dental rubber dam during any dental procedure 

wherever possible (26). This will also reduce the chances of the patient accidentally 

swallowing any substances. Chlorhexidine mouth wash that is commonly prescribed may not 

be adhered to as fear it of swallowing it or absorption through the mucosa. Patients should be 

advised that again this does not provide a form of nourishment, and has the intention of aiding 

in treatment or preventing a disease.  If not accepted during fasting hours, patients can use 

mouthwashes before starting and after breaking the fast (27). Similarly, they may be advised 

to brush teeth outside of fasting hours. 

Benzyl isothiocyanate is the active antimicrobial agent in Salvadora persica (siwak) widely 

used in Islamic countries for oral hygiene and is permitted during fasting. The original Siwak 

chewing stick has antimicrobial effects similar to toothbrushing with general toothpaste and 

Salvadora persica toothpaste by reducing the numbers of Strepococci mutans and Lactobacilli 

Colonies, which is considered the main bacteria responsible for tooth decay (28). 
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Pulpal extirpation can be carried out as an alternative to tooth extraction. If pulpal extirpation 

is performed, high-volume suction, rubber dam, and an upright position should be used to 

prevent swallowing (29). Extractions can be followed by placement of sutures. Sutures will 

minimise the risk of blood/saliva swallowing and hence lower the risks of invalidating the fast.  

When no topical mucosal anaesthetic is used, or where patients find this acceptable whilst 

fasting, patients can be informed that treatments procedures such as scaling, restorations, 

and extractions have a minimal risk of swallowing substances (30). Other treatment 

procedures, such as application of varnishes for caries control, are better avoided in 

apprehensive patients, where alternative treatment options should be selected. The option for 

transdermal post-operative analgesics in patients who find these acceptable should be 

discussed with patients, as these may avoid the need for an oral route of drug administration 

(31). This however usually includes diclofenac, which can lead to gastric problems such as 

peptic ulceration. 

Localised dental abscesses can be enclosed by the gums around the root of the infected tooth. 

The management of such cases is to provide an immediate drainage pass to the pus by an 

intraorally performed incision under LA. Some facial dentally-related swellings must be 

managed urgently as these can be life-threatening, e.g. dental abscesses affecting the airway. 

An incision and drainage under GA and intravenous antibiotics may be required. Thus, 

breaking the fast in these cases is recommended as it’s considered life-threatening. (32-35). 

Summary of evidence 

LA is given commonly during LA and GA procedures. Safety of such agents is well established. 

No significant safety concerns were identified with regards to wound healing. Evidence on 

infection rates and critical incidents is heavily limited. Patients undergoing significant 

procedures such as cardiac PCI should not fast. Clinicians should be aware that anticoagulant 

efficacy may be changed. Compliance with post-operative regimes of oral or topical 

medications may differ, and this should be discussed in advance with patients. 

Recommendations 

Respect must be maintained for a patient’s autonomy. Patients should be counselled as to the 

expected operative and post-operative course, and offered the opportunity to speak to 

relatives, local imams, and do their own research. A shared decision should be made. 
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Patients with chronic or complex medical problems should be discussed with the relevant sub-

specialities. LA procedures that should not fast include those undergoing significant 

procedures such as cardiac PCI, regional anaesthetic e.g. axillary block for upper limb 

procedures, and procedures on infected wounds with significant potential to deteriorate, 

especially those requiring intravenous or oral antibiotics. Where possible, procedures should 

be deferred to after Ramadan if patients feel strongly about keeping their fast and they risk 

breaking the past, e.g. longer than one hour, or with need for peri-operative antibiotics. Risks 

of delaying a procedure should be discussed with the patient.There should be a low threshold 

for checking the patient’s blood sugar where any symptoms of hypoglycaemia occur, 

especially in diabetics. Patients taking warfarin should have their INR checked prior to any 

significant surgical procedures. In the Dental setting, some clinics may open beyond fasting 

hours to facilitate patient treatments.Hospital surgical procedures should usually not be 

undertaken out of daylight hours based on patient preference,as it encroaches on the 

emergency night ‘oncall’ teams’ time, and expertise may be less readily available should there 

be complications. 

Mixed short and long-acting LA agents (e.g. lidocaine and levobupivicaine 50:50) should be 

used to provide rapid onset and an extended duration of action, minimising the potential need 

for oral analgesics later on.  Use antibiotics (prophylactic or therapeutic) with less frequent 

dose regimes, to improve the chances of patient compliance (e.g, twice daily versus three or 

four times daily). For post-operative analgesia, we would recommend avoidance of NSAIDS. 

Oral paracetamol and weak/moderate opioids (e.g. codeine) should be used. Any suspicious 

lesions i.e. SCC, Melanoma should still be treated urgently, and the urgency should be 

stressed to patients who do not find LA procedures acceptable during Ramadan. 

Encourage fasting patients to visit their dentists well before Ramadan to anticipate early any 

dental work needed. Some dental treatments such as simple restorations, scaling and 

polishing, cosmetic treatments, and any non-emergency treatments, can be deferred until after 

Ramadan with a shared agreement between the patient and dentist. Teeth with small cavities 

can be temporised with temporary dressings, as long as it proves asymptomatic, and the 

definitive treatment can be delayed safely. The patient must be made fully aware if a definitive 

treatment is needed as soon as practical. 

Key recommendations 

·       Most minor local anaesthetic procedures are generally regarded as safe in fasting 

patients. 

·       Consider delaying any non-urgent treatments until after Ramadan. 

·       Come to a shared decision with patients, and discuss the potential to delay treatments. 

·       Use of longer acting local anaesthetics can reduce the need for post-operative oral 

analgesia. 
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