
Journal of Medicines Optimisation •  Volume 7 •  Issue 1 •  March 2021 19

    
    

Medicines optimisation for Muslim patients during the
month of Ramadhan. A guide for healthcare professionals
Saqlain Shah,  Lead Pharmacist Education & Training / Cardiology, The Rotherham
NHS Foundation Trust   

Correspondence to: saqlain.shah3@nhs.net

What is Ramadhan and why is this
significant for Muslims? 
There are approximately 3.4 million Muslims in the
United Kingdom and a large number will be celebrating
the holy month of Ramadhan. Ramadhan is the ninth
month in the Islamic Calendar and marks a month of
fasting for Muslims. From dawn until dusk, Muslims
observing the fast abstain from food and drink (this
includes water). Apart from the consumption of food
and drink, there are a number of other things that
also invalidate a fast. This includes any significant
bleeding, smoking, sexual intercourse or any form of
nutritional support. 

Fasting was declared mandatory in 624AD. The Qur’an
(the holy Islamic scripture) stipulates that fasting is a
key pillar of the religion. There are multiple verses to
support this, such as, ‘fasting is prescribed to you as
it was prescribed to those before you, that ye may
(learn) self-restraint.’ (Qur’an, 2:183). Furthermore,
Muslims believe that the Qur’an was also revealed in
Ramadhan, heightening the significance of this holy
month even further. For Muslims, fasting is a time of
self-reflection, penitence and self-discipline but also
a time to develop patience, break bad habits and
remember those who are less fortunate.  

In 2021, Muslims will observe the month of Ramadhan
from approximately the middle of April until the
middle of May. This year, in the United Kingdom, each
fast will last approximately between 16-18 hours and
Muslims are required to fast daily for a complete
month. The month of Ramadhan, draws to a
conclusion with a celebration know as Eid-ul-Fitr
(Festival of Breaking the Fast) in which family and
friends spend time together, exchange gifts, and have
a feast.

Do all Muslims have to fast?
There are certain groups who are exempt from
fasting during this month such as women who are
menstruating, pregnant or in the early post-partum
or breastfeeding stage. Pre-pubescent children,
travellers and anyone who would be deemed too ill
or frail are also exempt from fasting. It should be
noted however, that the precise parameters and
definitions of these conditions (such as, ‘how ill must
you be to be exempt?’) are subjective and may
depend on which school of thought or sect of Islam a
Muslim follows. This is important to note as it may
explains why some Muslim patients may choose to
fast when others in similar circumstances may not.
Past experiences of fasting along with each
individual’s physiological reserve will play a part in
deciding whether an individual feels that they are
fit to fast or not. Those who are too ill to fast are
required to pay a charitable form of compensation to
the poor in the form of wheat, rice or food grains or
their equivalent monetary value.

Why may medicines optimisation 
be required for those who fast 
and what approaches should be
considered?
Medicines optimisation is a cyclical process driving
forward the agenda for cost effective and clinically
effective use of medicinal agents. It is a process which
presents healthcare professionals an opportunity to
not only ensure patients get the most out of their
medicines but also to refine treatment aims based on
changes in patient health, lifestyle, beliefs or attitudes.

For many individuals, the decision to fast during the
holy month of Ramadhan is one engrained from an
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early age. This, coupled with the spiritual and health
benefits many experience throughout their lifetime,
provides a default stance for individuals ‘to fast
unless unable to do so.’ It is therefore imperative that
healthcare professionals recognise the position
that many patients will undoubtedly want to fast
(unless explicitly stated otherwise). Accordingly, any
discussions and dialogue should consider this view
prior to making any recommendations. Discussions
should ideally commence around 8-12 weeks leading
up to the month of Ramadhan. This allows ample
time to incorporate a ‘pre,’ ‘peri’ and ‘post’ approach
towards developing a care plan.

Initial dialogue should look to establish the patient’s
intentions and desires around fasting. Where intent to
fast for the upcoming year is confirmed, the next step
should determine how well a condition(s) is controlled.
It is then that the impact that fasting may have in
instances of both optimisation and nil-optimisation,
should be considered. As to how healthcare
professionals gauge the extent to which a condition(s)
is controlled, is no different to the clinical decision-
making process in any other scenario. This may include
looking at the duration of illness, recent deterioration
in health, the severity and prognosis of disease(s) and
of course, the stage and level of treatment. 

Despite the challenging situations and permutations
that may arise, the focus in the first instance and in
most cases should be to optimise medicines rather
than explicitly advising patients not to observe
fasts. This is because the risk to health that we as
health care professionals conclude may not align to
the patient’s perception in terms of what they feel to
be of detriment to their health and wellbeing. The
assumption that patients are entirely satisfied to
act on recommendations made by their doctor or
pharmacist should not be made. This is particularly
the case where matters involving spiritual themes
may have damaging consequences on patient-
healthcare staff relationships. The scenarios
mentioned earlier where individuals may be exempt
from observing obligatory fasts relies on
interpretation of religious directives and law, which
are nonetheless subjective for each patient. The
notion that individuals should not fast where health
is likely to be compromised, is essentially down to the
patient’s own understanding and feelings towards
their condition(s).

The Islamic (Hijri) calendar is governed by monthly
lunar cycles and therefore the number of days that
make up the Islamic annual year is less than the
number of days in the Gregorian calendar. As a result,
the occurrence of the month of Ramadhan occurs
approximately 10-12 days earlier than the preceding
year and takes approximately 33 years for the Hijri
year to cycle through a full Gregorian year. A decision
for an individual with underlying health concerns
may undoubtedly be influenced by when Ramadhan
falls within the Gregorian year. In 2021, Ramadhan
will occur in April and May where the time between
dawn and dusk is still relatively long compared to day
light hours in the month of December. It is worth
noting that a situation may arise where individuals
who did not undertake fasts in recent years where the
holy month overlapped with long summer days may
now feel ready to undertake fasts in April and May
where days are slightly shorter. In addition, those
who choose not to fast this year may actually feel
they are more capable of doing so when Ramadhan
eventually occurs in the winter months, despite being
approximately a decade older with possibly more
underlying health conditions. Likewise, pregnant or
breastfeeding patients may feel it is of more
detriment to their health and that of their baby to fast
during summer months and are likely to avoid
participating in fasts. Nevertheless, as Ramadhan
moves towards winter months, it is likely we will see
a higher prevalence of pregnant and breastfeeding
women who choose to fast. 

Other patients for whom fasting is not recommended
may want to explore an “as many fasts as possible”
approach. They may opt for an alternate regimen to
reduce the cumulative effects of fasting through a
reduction in consecutive days fasting. For example,
choosing to fast on alternate days or fasting on days
when they are not at work may seem like a sensible
and compromising option. However, it is worth
noting that this can be just as risky, if not more
challenging to manage then in patients who choose
explicitly to fast or not fast for the entire month.
Optimising medicines for patients with inconsistent
patterns of fasting will require planning in two sets of
medication regimes so that patients are
therapeutically covered for fasting and non-fasting
days as oppose to one regime. From clinical
experience, patient compliance and adherence to a
single regimen can present challenges. Moreover,
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opting for a two-regimen approach is likely to further
decrease compliance and adherence whilst
increasing the risk of confusion for the patient. From
a pharmacology perspective, two varying regimes
intertwined may also increase the likelihood of
disrupting steady state drug plasma concentrations.
This is particularly significant for drugs, which have a
narrow therapeutic window or those, which require
extensive half-lives to reach steady state.  

Prior to any discussion on how and what modifications
maybe required to medication regimes, an overall risk
assessment should take place for each patient. Each
health organisation should look to develop their own
risk assessment, defining each domain and the criteria
for each risk. As an example, this could include:

Domain 1: Exploring medical history (Very high, high,
moderate or low)

Domain 2: Complexity of treatment regimens including
polypharmacy and frequency of administration (Very
high, high, moderate or low)

Domain 3:  Drug pharmacokinetics and adverse effect
profiles (Very high, high, moderate or low)

Domain 4: Patients’ daily routines (Very high, high,
moderate or low)

The domain with the highest level of risk should take
precedence when determining the overall risk. For
example, if a patient is considered ‘moderate risk’ in
three of the four domains, but is classed as ‘high risk’
for the final domain, then the overall category that
this patient falls under is ‘high risk.’ The purpose for
assessing risk is to guide the urgency and the level of
detail required as part of the medicines optimisation
process. It should serve as a tool to help healthcare
professionals prioritise patients who require
optimising of their medicines accordingly. Conversely,
it is not a decision tool to confirm (or refute) whether
medicines for an individual should be optimised or
not. All patients choosing to fast should have their
regimes reviewed at some point prior to Ramadhan.

Examples of what may classify as very high risk for
domain 1:

• Insulin-dependent diabetes (type 1 and type 2)
• History of diabetic ketoacidosis (DKA) or

hyperosmolar hyperglycaemic state (HHS)

• Epilepsy
• Parkinson’s Disease
• Unresolved diarrhoea or vomiting 
• Dementia
• Cancer / malignancies
• Pregnancy
• Breastfeeding without artificial feeds
• Known history of eating disorders
• Known orthostatic hypotension/arterial hypotension
• Recent acute kidney injury or known CKD stage

4 or 5
• Recent flare up of inflammatory bowel disease
• Recent severe systemic infection
• Recent myocardial infarction (type 1 and 2) or

ongoing unstable angina

Examples of what may classify as very high risk for
domain 2:

• Complex polypharmacy
• Insulins and oral anti-hyperglycaemic agents (in

particular those which are known to induce
hypoglycaemia)

• Medicines requiring frequent day time
administration

• High risk medicines/drugs with a narrow
therapeutic index

• Medicines in the management of epilepsy,
Parkinson disease, hypertension.

• Anticoagulants and diuretics
• Chemotherapy

Examples of what may classify as very high risk for
domain 3:

• Nephrotoxic agents
• Renally excreted medicines
• Hepatotoxic agents
• Drugs extensively metabolised by CYP450 iso-

enzymes
• Water soluble / hydrophilic drugs
• Drugs likely to increase bleeding risk

Examples of what may classify as very high risk for
domain 4:

• Intense manual labour
• Standing up for a prolonged period throughout

the day
• Performing activities or tasks requiring high

levels of concentration
• Routinely participation in sports
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How should medicines be optimised
in patients who choose to fast? 
This information is to aid your thought process and is
by no means the perfect scenario for every patient.

During the hours of fasting, Muslims are prohibited
from consuming any food, drink, smoke, nutritional
support or medicines given through an enteral route.
This includes the natural route via the mouth and the
oesophagus as well as artificial openings into the gut
or intestines or rectal administration. Most Muslims
also agree that deposition of any substances onto the
tongue, directly, or indirectly will invalidate their
fasts. The exception to this is when water is used to
rinse the mouth as part of the ablution (wudhu)
process prior to performing prayers or where
forgetfulness leads to consumption of food or drink.

For patients wishing to fast, there may be a need to
adjust their medicines to allow for observation and
validation of their fasts. There is an obvious concern
in regards to medicines which are given orally but
other routes of administration including ophthalmic,
buccal, sublingual, inhalation, and nasal may also be
compromised as administration into these orifices
may lead to the medicine coming into contact with
the tongue or entering the oesophagus. Conversely, if

administration of eye drops or nasal drops for
example, can be administered without any taste or
sensation on the tongue or in the mouth then the fast
will remain validated. The difficulty in this is that
patients may not want to ‘risk’ tasting the medicine
and thus based on precaution prefer to avoid
administration during hours of fasting (see table 1)

Medicines given via a parenteral route are generally
considered acceptable and do not invalidate a fast as
long as they are not being used for nutritional
support for example, parenteral nutrition or
intramuscular glucagon / intravenous glucose 10%
infusion for the management of hypoglycaemia (see
table 1).

Hundreds of medicines may warrant adjustments in
patients choosing to fast, however, it is impossible to
list and explain each one individually. Table 2
provides an insight in to some commonly prescribed
medicines along with recommendations on how they
could be optimised. Hypoglycaemia and the use of
insulins is specifically discussed outside of the table
in the section below.

Treatments that are generally considered to
invalidate a fast

• Oral/enteral administered medicines

• Medicines which make contact with the tongue,
leading to a sensation of taste (directly or
indirectly)

• Parenteral or enteral nutrition

• Medical gases (except oxygen)

• Rectal suppositories

• Inhalers/nebulisersEngagement Rate

Treatments that are generally considered NOT
to invalidate a fast 

• Parenteral injections (IV, SC, IM, IO)

• Oxygen

• Nasal drops*

• Eye drops*

• Buccal / Sublingual preparations*

• Transdermal patches

• Topical creams, emollients, ointments

• Vaginal pessaries

• Blood taking (including finger prick for blood
glucose monitoring)

Table 1. Treatment that are considered to invalidate a fast and those, which do not.

* If any nasal, ophthalmic, sublingual or buccal preparations come into contact with the tongue or oesophagus this
would invalidate the fast.
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Factors

Hypoglycaemia

Medicines to be
taken with food

Medicines to be
taken on an
empty stomach

Hypovolaemia
and reduced
water intake

Low blood
pressure

Multiple
frequency

Medicines that
cause diarrhoea
or vomiting

Other

Treatment 

Insulin

Sulfonylureas

Insulins

Nitrofurantoin

NSAIDs

Anticoagulants

Bisphosphonates

Proton pump
inhibitors

Flucloxacillin

Bisphosphonates

Doxycyline

SGLT-2 inhibitors

Osmotic and bulk-
forming laxatives

Any anti-
hypertensive

Diuretics

Parkinson’s Disease
medication

Chloramphenicol
eye drops

Laxatives

Noxious agents
(opioids,
chemotherapy) 

Inhalers

Why optimisation may be required? 

See main text

Known to cause hypoglycaemia

See main text
Nitrofurantoin absorption significantly
reduced in the absence of food. Also highly
soluble in water so affected in cases of
hypovolaemia
Risk of NSAID-induced peptic ulcers
increased in the absence of food
Rivaroxaban absorption significantly
reduced in the absence of food. Also
increases the risk of bleeding
Absorption reduced when taken with food

To be 30 minutes before a breakfast or other
meal to provide optimum gastric acidity

Absorption reduced when taken with food
To be taken with a full glass of water to
minimise the risk of osteonecrosis of the
jaw.
To be taken with a full glass of water to
minimise the risk of oesophageal irritation
and ulceration
Dehydration can lead to DKA. Can also cause
low blood pressure.
Work by drawing water into the bowel
(osmotic) and increase size of stool (bulk
forming) which can lead to dehydration.
Work by reducing blood pressure which may
already be lower than usual in patients
fasting

Reduce blood pressure through loss of
water. Blood pressure may already be lower
than usual in patients fasting

Frequent administration throughout the day
required to maintain motor functions. 

Frequent administration throughout the day
required for optimum treatment of bacterial
conjunctivitis

Work by promoting bowel movements,
which in turn can cause dehydration.
Cross the blood brain barrier and stimulate
the vomiting centre and chemoreceptor
trigger zone resulting nausea and vomiting

Use of inhalers is prohibited during hours of
fasting

Alternate Options 

See main text 
Once daily standard release preparations: Reduce dose and
take at Iftaar (evening meal). Twice daily standard release
preparations: Change to once daily modified release
preparation to be taken once daily at Iftaar (evening meal)
See main text
Consider alternative agent. A modified release preparation
is available; however, it is 12 hourly dosing. The interval
between Iftaar and Suhoor may be too short for twice-daily
administration.
Consider reducing frequency to fit in

Take at the time of Iftaar (evening meal). Remind patients
of the importance of taking anticoagulants and that fasting
in itself does not increase the risk of bleeding
Take 1 hour before Suhoor (early morning meal).
Alternatively, consider withholding for the month of
Ramadhan.
Take 30 minutes ideally before Iftaar (evening meal) but if
dose missed take 30 minutes before Suhoor (early morning
meal)
Consider alternate antibiotic
Take 1 hour before Suhoor (early morning meal).
Alternatively, consider withholding for the month of
Ramadhan.
Take at Suhoor (early morning meal)
Alternatively, consider withholding for the month of
Ramadhan.
Take at Iftaar (evening meal). Reminder to drink extra clear
fluids during non-fasting hours
Take at either Iftaar (evening meal) or Suhoor (early
morning meal) or both depending on dosing. Plenty of
water high water intake during non-fasting hours
Consider once daily treatments. To be taken at Iftaar
(evening meal) – unless specific drug states to be taken on
empty stomach – then taken 1 hour before Suhoor (early
morning meal). Dose may be reduced
Once daily: Take usual dose at Iftaar (evening meal). Twice
daily: Take usual morning dose at Iftaar (evening meal) and
reduce usual evening dose by (25-50%) and take at Suhoor
(early morning meal) 

Consider rotigotine patch. Extra caution required in
patients who are elderly dopamine agonists can cause
hallucinations and add to pre-existing confusion.
Determine the dose of the rotigotine patch by considering
all components of therapy. i.e., both the levodopa and oral
dopamine agonist dose.
To trial eye drops at Iftaar (evening meal) – Can continue
into daytime administration as long as drops do not reach
mouth or settle on tongue. Alternatively consider
chloramphenicol eye ointment.
Advise patients to avoid if loose stools.

Consider anti-emetics dosed alongside noxious agents. To
be taken at Suhoor (early morning meal) 

Preference for once daily preventer inhalers.  Take at
Suhoor (Early morning meal)

Table 2. Examples of commonly prescribed medicines along with 
recommendations on how they could be optimised. 

Please note that this is not an exhaustive list. 
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Hypoglycaemia and insulin regimens
There are two terms relating to the closing and opening
of a fast. ‘Suhoor’ is the term used for when the fast
‘closes’, as in early morning; the point after which the
consumption of food and drink is prohibited. ‘Iftaar’ is
the term used for when the fast ‘opens’, as in the
evening when the individual observing the fasting is
allowed to resume eating and drinking.

The risk of hypoglycaemia in fasting patients with
insulin dependent diabetes presents a concern for
both healthcare professionals and patients. All patients
should therefore have individual plans in place,
documenting any dose and preparation modifications. 

The following information has been adapted from
Abolaban, H., & Al-Moujahed, A. (2017). Muslim
patients in Ramadan: A review for primary care
physicians. Avicenna journal of medicine, 7(3),
81–87. https://doi.org/10.4103/ajm.AJM_76_17I. This
information is to aid your thought process and is by
no means the perfect scenario for every patient.

Firstly, where possible patients should be switched
to insulin analogues as they have a more predictable

and uniform release profile and thus a lower risk for
causing hypoglycaemia in comparison to isophane/
NPH insulins. 

• Long acting once daily insulins:  
o Take when opening the fast (Iftaar) in evening.

May require a 15-30% dose reduction.
• Intermediate acting twice daily insulins: 

o Take ‘usual’ morning dose when opening the
fast in the evening (Iftaar). Reduce the ‘usual’
evening dose by 50% and take when closing the
fast in the early hours of morning at Suhoor.

• Rapid or short acting bolus insulins: 
o Take normal dose after Iftaar (evening meal).

Omit lunchtime dose. Reduce Suhoor (early
morning meal) dose by 25-50%.

• Pre-mixed insulins: 
o Once daily – Take normal dose at Iftaar (evening

meal)
o Twice daily – Take usual morning dose at Iftaar

(evening meal). Reduce usual evening dose by
25-50% and take at Suhoor (early morning meal)

o Three times daily – Omit afternoon dose. Adjust
Iftaar (evening meal) and Suhoor (early morning
meal) doses.

Abolaban, H., & Al-Moujahed, A. (2017). Muslim patients in Ramadan: A review for primary care physicians.
Avicenna journal of medicine, 7(3), 81–87. https://doi.org/10.4103/ajm.AJM_76_17

https://doi.org/10.4103/ajm.AJM_76_17
https://doi.org/10.4103/ajm.AJM_76_17
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• Insulin pumps:
o Basal rate – Reduce dose by 20-40% in the last 3-

4hrs of fasting. Increase dose by 0-30% early
after Iftaar (evening meal)

o Bolus rate – Normal carbohydrate counting and
insulin sensitivity principles apply.

What safety netting should be
provided to patients who choose 
to fast?

Arising concerns and changes in health can be
difficult to predict with certain signs and symptoms
of deterioration in health more obvious than others.
It is therefore important that healthcare professionals
provide clear safety netting advice to patients who
choose to fast. This is because the impact of changes
to treatment regimens are not always immediately
apparent and in some cases, disease control may no
longer be stable. A ‘fasting care plan’ must incorporate
any safety nets and these should be clearly
communicated to the patient.

In Islam, the preservation of life along with the
request to refrain from any activity that may lead to
harm are two important principles for Muslims. Any
significant distress or deterioration in health whilst
observing a fast is a valid reason to break a fast. In
fact, it is highly recommended to break the fast, as
the higher obligation is to reduce the risk of further
harm or death. Patients in whom certain medicines
are prescribed as reliever or rescue therapy should be
reminded and encourage to use them should the
need arise whilst they are fasting. This includes (but is
not limited to):

• short-acting beta-2 agonists such as salbutamol
for relieving bronchospasms

• glyceryl trinitrate sublingual preparations for
relieving chest pain, 

• any prescribed ‘pill in the pocket’ approaches to
revert arrhythmias, 

• buccal midazolam for the cessation of seizures
and status epilepticus

• glucose 40% oral gel (GlucoGel®) or other fast-
acting carbohydrates to manage hypoglycaemic
episodes

In addition to emergencies in the community, there is
a consensus amongst Muslim leaders that fasting
patients admitted to acute care settings or those
receiving critical intervention should be receptive of
standard of care and therefore should break their
fast prematurely to allow optimum care to be
administered. Nevertheless, this should be considered
on a case-by-case basis and support should be sought
from the Muslim chaplain/imam at the organisation. 

Where a fast is ended prematurely, the individual will
be required to make up for this by fasting on another
day after the month of Ramadhan has ended.
Alternatively, if fasting continues to be of detriment to
a patients’ health then giving charity to the poor in the
form of wheat, rice or food grains or their equivalent
monetary value is the obligatory alternative.

Is there anything beyond medicines
that healthcare professionals
should consider for their patients
who choose to fast?

Although novel therapies and therapeutic agents
continue to ink their names into the history books, it
is important to remember significant health benefits
can also be derived from non-pharmacological
approaches. Fasting in itself, whether dry (non-
consumption of food or water) as observed by
Muslims, or wet (consumption of water only) has
yielded great interest from the dieting and wellbeing
industry and there is a plethora of evidence to
support the health benefits of fasting.

Along with the mental preparation required to
participate safely in a month of prolonged fasting,
there is also a need for efficient use of energy so that
individuals are physically able to get through the day.
It is likely that levels of physical activity and exercise
will reduce in those observing fasts, and thus
requiring healthcare professionals to consider lower
activity levels when setting targets for exercise.
Lower levels of activity will undoubtedly have a
negative effect on overall fitness levels following a
month of fasting.

There is a general assumption that individuals
undertaking prolonged dry fasts will likely lose
weight by the end of the month, but this is not always
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the case. Although there may be an initial reduction
in weight, many find such an effect plateauing after
the first week as this initial loss is usually the loss of
body water. By the end of the month, it is not
uncommon for individuals to report zero changes in
their dry weight whilst some may even find
themselves having gained an extra kilogram or two.
Although some of this may be down to body’s
incredible ability to adapt metabolically to a change
in conditions and nutritional intake there is also a
need to acknowledge that poor dietary choices at the
time of ‘closing’ and ‘opening’ fasts (before dawn and
at dusk) may contribute to weight gain by the end of
the month.

Any final words?

Fasting in the month of Ramadhan is a time for
Muslims to self-reflect, self-cleanse and spiritually
heal. It is an opportunity to appreciate and be
thankful for the ease of access we have to food, drink
and other commodities that we so often take for
granted. Healthcare professionals should seek to
discuss intentions of fasting with patients at the
earliest opportunity and ideally in advance of the
holy month of Ramadhan. Such fruitful discussions
should help ease any patient concerns whilst
medicines optimisation for those choosing to fast will
be vital in ensuring continuity of safe and effective
patient-centric care. 
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