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Introduction

 

amadan, the holy month of Muslims, is 

the ninth month of the Islamic 

calendar. During the month of 

Ramadan, Muslims should abstain from 

eating, drinking and smoking from pre-dawn 

to sunset. Fasting of Ramadan is one of five 

pillars of Muslim faith. Depending on 

geographical region and season, fasting period 

varies from 10 to more than 16 hours. More 

than 1.5 billion Muslims live all over the 

world (1) and about 43% and 79% of 

respectively type 1 and type 2 diabetic 

Muslims fast during Ramadan (2). According 

to Islamic rules, fasting is not mandatory for 

these groups: 1) children younger than puberty 

age 2) mental or physical disabled people 3) 

the old and frail persons 4) patients with 

chronic or severe diseases. However, many 

diabetic Muslims insist on fasting during 

Ramadan. Based on medical evidence the 

following patients are exempted from fasting: 

1) Type 1 diabetes 2) Type 2 diabetes with 

stable disease 3) Diabetes with complications 

4) Pregnant women with diabetes 5) Elderly 

patients with diabetes (3). 

Complications of fasting 
During fasting, plasma glucose levels and 

circulating insulin decrease gradually and 
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Abstract 
Ramadan, the holy month of Muslims, is the ninth month of the 

Islamic calendar. During fasting, plasma glucose levels and 

circulating insulin decrease gradually and counter regulatory 

hormones such as glucagon and catecholamines tend to rise. 

Diabetic Muslims who insist on fasting should be aware of 

potential complications and techniques of decreasing the risks. 

Muslims should be evaluated 2-4 weeks before Ramadan and 

high risk patients should not fast. Low risk patients should 

receive adequate education and appropriate medication change to 

cope with fasting. During Ramadan frequent blood glucose 

monitoring is an effective method for preventing hypoglycemia. 

Nutritional change is an essential component for safe fasting. In 

this article we was review studies that evaluate changes that 

would affect diabetic patients in Ramadan.  
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counterregulatory hormones such as glucagon 

and catecholamines tend to rise. In prolonged 

fasting, liver glycogen stores decrease and 

lipid breakdown from adipocytes starts. These 

lead to ketone body formation. Ketone bodies 

are utilized by skeletal and cardiac muscles, 

but they can produce poor metabolic 

consequences and ketoacidosis (4). For 

diabetic patients, prolonged fasting can 

produce paradoxical changes in plasma 

glucose levels. Some of them develop 

hyperglycemia secondary to decreased food 

intake or diabetic drugs, especially 

sulfonylureas or in insulins, and other patients 

develop hyperglycemia secondary to 

decreased drug dosage, increased 

gluconeogenesis or using high calorie meals 

(5). Overall, glycemic control among diabetic 

patients who fast during Ramadan, maybe 

improve or deteriorated (6-10) and the 

complications occurrence may have no 

significant change (11-15) although EPIDIAR 

study group (A population-based study in 13 

countries) revealed an increased rate of acute 

complications during Ramadan fasting (2). 

Other rarely reported complications of fasting 

include dehydration and thrombosis (8).  

Risk assessment 
Diabetic Muslims who insist on fasting should 

be aware of potential complications and 

techniques of decreasing therisks (16). Risk of 

fasting complications is different between 

patients depending on age, medications, 

glycemic control, blood pressure, lipid status 

and diabetic complications. So, it is 

recommended that all diabetic Muslims who 

have a desire for fasting during Ramadan, 

should be evaluated 1-2 months before 

Ramadan. Assessment should focus on the 

level of glycemic control, blood pressure, lipid 

profile, diabetic complications and frequency 

of hypoglycemic attacks. Patients should 

receive structured education about nutrition, 

exercise, medication and potential 

complications of fasting. Based on these 

factors, patients can be categorized as, very 

high risk, high risk, moderate risk and low 

risk. Low risk patients can fast during 

Ramadan after receiving appropriate advice. 

Moderate risk patients should have close 

supervision if wish to fast and high or very 

high risk patients should not fast (17,18).  

Nutrition  
Diet of fasting patients should contain low fat 

and sugar. Appropriate diet for Ramadan 

includes eating complex carbohydrate meals at 

dawn and simple carbohydrate at sunset (18). 

Dietitians suggest slow energy release foods 

like grains, wheat and rice before fasting and 

dividing the meal after breaking the fast to two 

low calorie meals (19). Patients should be 

advised to drink water before and after fasting 

to prevent dehydration during the fasting 

period.  

Exercise 
Normal level of physical activity is safe during 

fasting but excessive exercise may lead to 

hypoglycemia and dehydration and should be 

avoided (18, 20).  

Breaking the fast 
Pre–Ramadan educations should include 

appropriate advice about breaking the fast in 

critical situation. Fast should be ended 

immediately if blood glucose drops to <60 

mg/dL or reaches <70 mg/dL in the first few 

hours of fasting. Also the fast should be ended 

if blood glucose exceeds 300 mg/dL (21). 

Diabetes management during Ramadan  
Type 1 diabetes 

According to EPIDIAR study about 43% of 

type 1 diabetic patients fast during Ramadan 

(2). The preferred treatment method for 

diabetic patients is Basal-BolusAnalogue 

insulins. Studies showed that Glargine leads 

less hypoglycemia (22,23) and two bolus of 

Lispro insulin before morning and sunset 

meals lead more favorable glucose control and 

less hypoglycemia compared to regular insulin 

(24).  

Type 2 diabetic patients  
� Diet–controlled patients 
This group of patients is low risk and are able 

to fast during Ramadan without problems. For 

preventing postprandial hyperglycemia, 

patients should distribute their calorie to 
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smaller meals rather than eating two major 

meals (18).  
� Patients treated with oral antidiabetic 

agents (OADs) 

Metformin: Metformin is safe in fasting 

because of the low risk of hypoglycemia. 

Patients should receive one third of metformin 

dose at dawn and two–thirds at sunset (25). 

Thiazolidinediones (TZDs): Considering its 

blood glucose decreasing mechanism and low 

risk of hypoglycemia, TZD sare also safe in 

fasting without the need for changing the dose. 

Sulfonylureas (SUs): SUs with increasing 

insulin secretion from pancreatic beta cells are 

associated with higher risk of hypoglycemia. 

Older generations such as Chlorpropamide are 

relatively contraindicated during fasting of 

Ramadan (26,27). Newer medicationsare 

tolerated in prolonged fasting (Glipizide, 

Glimepiride and Gliclazide) and risk of 

hypoglycemia is lower than Glyburide 

(Glibenclamide) (28,29). Some experts 

suggest that one fourth of SUs dose should be 

decreased during fasting, for example, 

morning dose be halved and total evening dose 

be continued (3). Prandial regulators: This 

group of antidiabetic agents (Repaglinide and 

Nateglinide) leads to increase insulin 

secretion, however, because of the short 

duration of action are used for postprandial 

controlling. Repaglinide during the fasting of 

Ramadan has been studied and showed less 

hypoglycemia compared with Glibenclamide 

(30). So, this group could be used twice a day 

before the sunset and pre-dawn meals. 

Dipeptidyl peptidase-4 inhibitors (DPP-4 

inhibitors): This group of agents is not 

independently associated with hypoglycemia, 

but can increase hypoglycemic effects of other 

drugs (e.g. SUs). In a study, switching SU to 

Sitagliptin (a DPP-4 inhibitor) Caused less 

hypoglycemia during fasting compared with 

remaining on SUs (31). In another Study, 

Vildagliptin (a DPP-4 inhibitor) was 

associated with less hypoglycemia compared 

to Glimepiride (32). So, it seems that this 

group may be used in fasting of Ramadan with 

no change in dose. Glucagon–like peptide-1 

receptor agonists (GLP-1 RAs) are similar to 

DPP-4 inhibitors. This group also has low 

hypoglycemia risk. GLP-1 RAs cause glucose-

dependent insulin secretion and control 

postprandial glycemia but has a substantial 

effect on fasting glucose. A meta-analysis of 

Exenatide (a GLP-1 RA) showed that severe 

hypoglycemia is rare (28). These agents 

maybe safe during fasting but we need more 

studies for firm conclusion. One of limiting 

factors for this group is nausea that can 

complicate fasting of Ramadan. α-Glucosidase 

inhibitors: These agents slow down 

carbohydrate absorption in gut and control 

postprandial glycemia. They do not have a 

significant effect on fasting glucose. 

Hypoglycemia risk in this group is low and 

these agents are useful for patients who fast in 

Ramadan (33). Insulin; the preferred method 

of insulin injection is basal–bolus and the 

preferred insulins areanalogue insulins. 

Management of diabetic patients should be 

individualized during Ramadan. Nowadays 

there are different methods and different 

insulins and each patient use one of these 

methods. Unfortunately, there isn't enough 

evidence for managing insulin treated patients 

during Ramadan and some of the suggestions 

are expert opinions for patients on basal 

insulin once daily, it is recommended that they 

decrease 20% of the dose and inject with Iftar. 

Patients with basal-bolus human insulin should 

inject one half of the usual NPH dose at Sehri 

and all of usual dose at Iftar. They should 

inject a full dose of morning Regular insulin at 

Iftar and transfer one half of evening regular 

insulin at Sehri (29). If a patient is on Premix 

insulin, it is suggested that transfer one half of 

usual evening insulin to dawn and all of the 

usual morning dose to sunset (3).  

 

Conclusion 
Blood Glucose monitoring during Ramadan 

patients should check their blood glucose 

during fasting frequently. The preferred points 

are 2 hours after Sehri, 30 minutes before Iftar 

and 2 hours after Iftar. Patients should consult 

with their physician at three-day intervals for 
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adjusting insulin dose conclusion. Fasting of 

Ramadan for diabetic patients can have 

deleterious effects. Hence, Muslims should be 

evaluated 2-4 weeks before Ramadan and high 

risk patients should not fast. Low risk patients 

should receive adequate education and 

appropriate medication change to cope with 

fasting. During Ramadan frequent blood 

glucose monitoring is an effective method for 

preventing hypoglycemia. Nutritional change 

is an essential componentfor safe fasting. 

 

Acknowledgment 

We thank Samane Mohammadi from Yazd 

Diabetes Research Centerto contribute in 

compiling this guideline. 
 

References
 

1. Miller, T. Mapping the global Muslim population: A 

report on the size and distribution of the world’s 

Muslim population. Pew Research Center 

2009.Retrieved March 10, 2013, from 

http://www.pewforum.org/Muslim/Mapping-the-

Global-Muslim Population.aspx. 

2. Salti I, Benard E, Detournay B, Bianchi-Biscay M, 

Le Brigand C, Voinet C, et al. A Population-Based 

Study of Diabetes and Its Characteristics During the 

Fasting Month of Ramadan in 13 Countries Results 

of the Epidemiology of Diabetes and Ramadan 

1422/2001 (EPIDIAR) study. Diabetes care 

2004;27(10):2306-11. 

3. Karamat MA, Syed A, Hanif W.Review of diabetes 

management and guidelines during Ramadan.J R 

Soc Med 2010;103(4):139-47.    

4. Cryer PE, Davis SN, Shamoon H. Hypoglycemia in 

diabetes (Review). Diabetes Care 2003;26:1902-12.   

5. The effect of intensive treatment of diabetes on the 

development and progression of long-term 

complications in insulin-dependent diabetes 

mellitus. The diabetes control and complications 

trial research group. N Engl J Med 1993; 329:977-

86.    

6. Miller CD, Phillips LS, Ziemer DC, Gallina DL, 

Cook CB, El-Kebbi IM. Hypoglycemia in patients 

with type 2 diabetes mellitus. Archives of internal 

medicine 2001;161(13):1653-9. 

7. UK Prospective Diabetes Study (UKPDS) Group. 

Intensive blood-glucose control with 

sulphonylureas or insulin compared with 

conventional treatment and risk of complications in 

patients with type 2 diabetes (UKPDS 33). The 

Lancet 1998;352(9131):837-53. 

8. Beckman JA, Creager MA, Libby P. Diabetes and 

atherosclerosis: epidemiology, pathophysiology, 

and management. JAMA 2002; 287:2570-81.    

9. Akhan G, Kutluhan S, Koyuncuoglu HR. Is there any 

change in stroke incidence during Ramadan? 

ActaNeurolScandin 2000; 101:259-61. 

10. Alghadyan AA. Retinal vein occlusion in Saudi 

Arabia: possible role of dehydration. Ann 

Ophthalmol 1993; 25:394-8. 

11. Uysal AR, Erdogan MF, Sahin G, Kamel N, 

Erdogan G. Clinical and metabolic effects of 

fasting in 41 type 2 diabetic patients during 

Ramadan. Diabetes care 1998;21(11):2033. 

12. Laajam MA. Ramadan fasting and noninsulin-

dependent diabetes: effect on metabolic control. 

East Afr Med J 1990;67:732-6.   

13. Mafauzy M, Mohammed WB, Anum MY, Zulkifli 

A, Ruhani AH. A study of the fasting diabetic 

patients during the month of Ramadan. Med J 

Malaysia 1990;45(1):14-7. 

14. Belkhadir J, El Ghomari H, Klocker N, Mikou A, 

Nasciri M, Sabri M. Muslims with non-insulin 

dependent diabetes fasting during Ramadan: 

treatment with glibenclamide. BMJ 

1993;307(6899):292-5. 

15. Katibi IA, Akande AA, Bojuwoye BJ, Okesina AB. 

Blood sugar control among fasting Muslims with 

type 2 diabetes mellitus in Ilorin. Niger J Med 

2001;10:132-4.    

16. Hassan A, Meo SA, Usmani AM, Shaikh TJ. 

Diabetes during Ramadan–PRE-approach model: 

Presentation, Risk stratification, Education. Eur 

Rev Med PharmacolSci 2014;18:1798-805. 

17. Raza SA, Hassan M. Diabetic Patients and 

Ramadan. JAFES 2013;28. 

18. Al-Arouj M, Bouguerra R, Buse J, Hafez S, 

Hassanein M, Ibrahim MA, et al. 

Recommendations for management of diabetes 

during Ramadan. Diabetes care 2005;28(9):2305-

11. 

19. Asghar O, Greenstein A, Malik RA. Glycaemic 

control in south Asian patients during feasting and 

fasting. Br J Hosp Med. 2006;67:523-26.  

20. Ahmad J, Pathan MF, Jaleel MA, Fathima FN, Raza 

SA, Khan AA, et al. Diabetic emergencies 

including hypoglycemia during Ramadan. Indian 

journal of endocrinology and metabolism 

2012;16(4):512. 

21. Chamsi-Pasha H, Aljabri KS. The diabetic patient in 

Ramadan.Avicenna J Med2014;4(2):29-33. 

22. Mucha GT, Merkel S, Thomas W, Bantle JP.Fasting 

and insulin glargine in individuals with type 1 

diabetes. Diabetes Care 2004;27(5):1209-10.  

23. Kassem HS, Zantout MS, Azar ST. Insulin therapy 

during Ramadan fast for Type 1 diabetes patients. J 

Endocrinol Invest 2005;28:802-5.  

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

do
.s

su
.a

c.
ir

 o
n 

20
25

-0
7-

06
 ]

 

                               4 / 5

https://ijdo.ssu.ac.ir/article-1-215-en.html


M. Rahmanian et al. 

 

IRANIAN JOURNAL OF DIABETES AND OBESITY, VOLUME 6, NUMBER 4, WINTER 2014 201 

 

 

24. Kadiri A, Al-Nakhi A, El-Ghazali S, Jabbar A, Al 

Arouj M, Akram J, et al. Treatment of type 1 

diabetes with insulin lispro during Ramadan. 2008. 

25. Chowdhury TA, Lasker SS. Controlling the Asian 

diabetic. Care of the Elderly Fasting and Feasting 

2006. 

26. Schernthaner G, Grimaldi A, Di Mario U, 

Drzewoski J, Kempler P, Kvapil M, et al. GUIDE 

study: double-blind comparison of once-daily 

gliclazide MR and glimepiride in type 2 diabetic 

patients. European journal of clinical investigation 

2004;34(8):535-42. 

27. Rendell M. The role of sulphonylureas in the 

management of type 2 diabetes mellitus. Drugs 

2004;64:1339-58. 

28. Chia CW, Egan JM. Incretin-based therapies in type 

2 diabetes mellitus.JClinEndocrinolMetab 

2008;93(10):3703-16. 

29. Pathan MF, Sahay RK, Zargar AH, Raza SA, Khan 

AA, Ganie MA, et al. South Asian consensus 

guideline: Use of insulin in diabetes during 

Ramadan. Indian journal of endocrinology and 

metabolism 2012;16(4):499. 

30. Mafauzy M.Repaglinide versus glibenclamide 

treatment of Type 2 diabetes during Ramadan 

fasting. Diabetes Res ClinPract 2002;58(1):45-53. 

31. Al Sifri S, Basiounny A, Echtay A, Al Omari M, 

Harman-Boehm I, Kaddaha G, et al. The incidence 

of hypoglycaemia in Muslim patients with type 2 

diabetes treated with sitagliptin or a sulphonylurea 

during Ramadan: a randomised trial. International 

journal of clinical practice 2011;65(11):1132-40. 

32. Ferrannini E, Fonseca V, Zinman B, Matthews D, 

Ahron B, Byiers S, et al. Fifty-two-week efficacy 

and safety of vildagliptin vs. glimepiride in patients 

with type 2 diabetes mellitus inadequately 

controlled on metformin monotherapy. Diabetes, 

Obesity and Metabolism 2009;11(2):157-66. 

33. Van de Laar FA, Lucassen PL, Akkermans RP, Van 

de Lisdonk EH, Rutten GE, Van Weel C. Alpha-

glucosidase inhibitors for type 2 diabetes 

mellitus.The Cochrane Library 2005. 

 

 

 

 

 

 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

do
.s

su
.a

c.
ir

 o
n 

20
25

-0
7-

06
 ]

 

Powered by TCPDF (www.tcpdf.org)

                               5 / 5

https://ijdo.ssu.ac.ir/article-1-215-en.html
http://www.tcpdf.org

