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Abstract

Background There are approximately 2.7 million Muslims in the

UK, constituting 4.8% of the population. It is estimated that

325 000 UK Muslims have diabetes. Whilst dietary practices of

Muslims with diabetes have been explored, little work has

described the beliefs and decisions to fast during Ramadan,

whereby Muslims with diabetes refrain from eating, drinking and

taking medication between sunrise and sunset.

Objective To explore beliefs and experiences of fasting during

Ramadan of Muslim respondents with diabetes and their percep-

tions of the role played by their general practitioner (GP) and/or

practice nurse (PN) in supporting them.

Design Qualitative study.

Setting General practices and community groups located in

Greater Manchester.

Participants 23 South Asian Muslims.

Methods Semi-structured interviews were conducted as part of

the Collaboration of Applied Health Research and Care (CLA-

HRC) programme, Greater Manchester. Respondents were

recruited using random and purposive sampling techniques. Inter-

views were analysed thematically using a constant comparison

approach.

Results Thirteen respondents reported they fasted and altered dia-

betes medication and diet during Ramadan. The decision to fast

was influenced by pressures from the family and the collective

social aspect of fasting, and respondents made limited contact with

primary care during fasting.

Conclusion Tensions exist between the respondent’s personal desire

to fast or not fast and their family’s opinion on the matter, with a

strong reluctance to disclose fasting to GP and/or PN. Future
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research needs to explore whether GPs or PNs feel competent

enough to support patients who wish to fast.

Introduction

Diabetes affects 2.9 million people in the UK

and is six times more common in the South

Asian population and four times more com-

mon in the Bangladeshi and Pakistani groups

than the general UK population. Recent data

suggests that there are approximately 2.7 mil-

lion Muslims in the UK, constituting 4.8% of

the population, and 325 000 Muslims have dia-

betes in the UK.1,2 Whilst the everyday dietary

practices of South Asian people with type 2

diabetes (T2DM) have been investigated,3 the

regularly made decision to fast and the implica-

tions for relationships with primary care pro-

fessionals has not been a topic of research.

Ramadan is important for practicing Muslims,

as it is one of the five pillars of Islam and the

month in which the holy Quran was revealed.4

During Ramadan, Muslim people only eat two

meals per day, once before sunrise (sehar) and

one after sunset (iftar). Ramadan is a time to

celebrate with family, friends and the wider

community, and for reflecting on their relation-

ship with Allah and fellow people.4 Conse-

quently a tension exists for many Muslims with

diabetes who wish to observe this important

religious ritual in accordance with their faith

and the competing need to manage their

health. Although the Islamic law states that the

‘sick’ can be exempt from fasting for one or all

30 days5, the majority of Muslim respondents

with diabetes do not perceive themselves as

‘sick’ and choose to fast.6,7

When Ramadan falls in the summer and

spring (as it does for the 8 years between August

2009 and May 2017) daylight lasts between 17

and 19 h, thus increasing the number of fasting

hours. This poses difficulties for Muslims with

diabetes that need to eat and take medication

regularly to maintain glycaemic control. Short-

term risks of fasting include poor diabetes con-

trol with ketoacidosis and dehydration5,8, and

longer-term increases in mortality, morbidity

and reduced quality of life.9 Apart from abstain-

ing from food, changes to diabetes regimes dur-

ing Ramadan include altering medication

regimes10,11, and some patients also make a per-

sonal choice to refrain from accessing health ser-

vices due to their perceptions that health-care

professionals (HCPs) have negative views of

fasting.11 More recently, risk stratification has

been developed by diabetes clinicians as a strat-

egy to identify patients at high, moderate and

low risk with recommendations for intensive

structured education programmes for all Mus-

lim patients with diabetes wishing to fast, in

order to reduce the risk of dehydration, hyper-

glycaemic and hypoglycaemic events during

Ramadan.12 Diabetes UK has produced infor-

mation for patients on managing diabetes safely

whilst fasting, together with the implications of

fasting for people with diabetes and recom-

mends that patients discuss fasting with their

GP (general practitioner) and/or religious tea-

cher(s) (Imams), as Imams often provide sup-

port and guidance on fasting in accordance with

the Quran.13,14 In supporting patients to manage

diabetes and fast safely, GPs and PNs (practice

nurses) need to understand the effect of fasting

on the pathology of diabetes5, as well as the

wider impact of religious beliefs relevant to

long-term condition management.15,16 To date,

there are no UK national health guidelines, or

formal training for GPs and PNs on this topic

and the extent to which Muslim patients with

diabetes seek medical advice about fasting from

their GP or PN is unknown.17 Although previ-

ous research has investigated beliefs about diet

and medication in South Asian people with dia-

betes,3 fasting during Ramadan and implica-

tions for relationships with primary care

professionals has not been a topic of research.

Research aims:

1. To explore the beliefs which influence the

experience and practices of diabetes man-

agement in Muslim people with diabetes

during Ramadan.
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2. To explore perspectives of Muslim people

with diabetes about the role of their GP

and/or PN in supporting them to fast dur-

ing Ramadan.

Methods

This study was conducted as part of The

National Institute for Health Research (NIHR)

Collaboration of Applied Leadership in Health

and Care (CLAHRC) Long-Term Conditions

(LTC) programme18 and ethical approval was

granted through this programme of research

(Ref: 10/H1008/1 09130). South Asian adults

with type 1 (T1DM) or T2DM, living in

Greater Manchester were recruited with the

assumption that they had beliefs and experi-

ences related to the study aims. Two methods

of sampling were used: random sampling of 22

GP registers and purposive sampling to obtain

a broader and varied sample of Muslim

respondents from community groups (Mos-

ques, Islamic classes and Muslim day centres).

Semi-structured face-to-face interviews were

conducted with (n = 23) respondents between

March 2010 and July 2011. The interviews

lasted between 30 and 90 min and were audio

recorded with consent. A topic guide was

developed to explore a range of beliefs about

diabetes management including fasting, diet,

self-management resources, medication and

social networks. Data collection and analysis

was an iterative process with modification of

the topic guide as analysis progressed.

A professional interpreter, unattached to the

project, provided language support for Urdu-

speaking respondents whose first language was

not English. One interview was conducted in

Hindi by the first author (NP). On occasions

where this was requested, members of

patient’s families sometimes helped with inter-

pretation. In two cases, a diabetes Asian Link

Worker was present to provide language

support. All respondents were reimbursed for

their time.

Principles of grounded theory were used to

analyse the data, but, as this study had a priori

ideas, we did not use a full-grounded theory

approach. Initially, open coding was used to

analyse the transcripts and, through compari-

son of these codes, categories and themes were

identified.19 Thereafter, data were analysed the-

matically using a constant comparison

approach.20 Themes were developed indepen-

dently by all authors and then agreed through

discussion. Field notes and written memos were

used to help develop interpretations during

analysis. Data collection was continued until

category saturation was achieved in that inter-

views continued until no new themes emerged

from the data.21 Atlas.ti6 software was used to

store and manage the data.22

Results

Twenty-three Muslims with diabetes were

recruited into the study, 11 were selected from

the CLAHRC study sample and a further 12

were purposively sampled from community

groups (Table 1). Two respondents who fasted

had T1DM and were on insulin. Of the 21

respondents with T2DM, five were on insulin

and did not fast. Thirteen who were on oral

medication fasted; the remaining three did not

fast, suggesting this was due to problems with

managing their diabetes. The majority of the

sample were migrants from either Pakistan or

Bangladesh, whose first language was Urdu.

Data is presented in four main themes: nor-

malising diabetes, the significance of fasting,

pressure to fast and not to fast; and to disclose

or not to disclose. Analysis of the data is pre-

sented thematically and respondents are identi-

fied by their age and gender with an asterisk to

indicate a respondent has been quoted more

than once.

Normalizing diabetes

The majority of respondents knew diabetes was

more prevalent in the South Asian population.

This was either due to living with family mem-

bers with the condition or being aware of

extended family members and people in the

community living with the condition.

ª 2014 John Wiley & Sons Ltd

Health Expectations, 18, pp.1698–1708

Having diabetes and having to fast, N R Patel et al.1700



We just put it down to being in the family

because my Dad had it [53 year old female,

T2DM]

Some respondents minimized the seriousness

of the condition and the importance of self-

management, with a strong belief that diabetes

was an expected and ‘normal’ part of life for

South Asian people.

It’s okay because these days everyone has diabetes

[laugh]…If it was like I’d never heard of it, I’d

think, oh what’s happening, am I going to die…
because my immediate family had it, it wasn’t that

much of a surprise [42 year old male, T1DM]

Respondents also described how they had

anticipated and/or expected the diagnosis

of diabetes and did not take action to prevent

or delay the onset of diabetes. Having family

members with diabetes and witnessing

them managing their diabetes also seemed to

reduce the emotional distress of their own

diagnosis.

Diabetes is in the family, my sister had it, my

parents didn’t have it but other people in the

extended family had it and I knew somewhere

along the line it’s going to happen. [46 year old

female, T2DM]

The significance of fasting

Fasting during Ramadan was reported in terms

of people viewing this as a religious duty which

should be fulfilled by all Muslims in spite of

living with diabetes.

For Muslim people, it is vital to fast. Yes I am ill

but my faith keeps me strong and if I am going to

get worse health-wise I am going to get worse no

matter what. [43 year old female, T2DM]

Respondents who fasted stated that they felt

more energetic and happier during Ramadan,

despite abstaining from food and medication

for a long period of time.

At the beginning, I feel weak but then I am

okay. It makes me feel mentally and physically

strong, very, very strong more lighter [38 year

old male, T2DM *]

Some respondents claimed to have better con-

trol of their diabetes during the fasting; some

relating it back to the strength ‘Allah’ gives them

during Ramadan. The willpower to abstain from

food and drink seemed to result in a sense of

both positive mental and physical well-being.

Allah made it for us like that and he helps us,

Allah helps us loads, it doesn’t make any differ-

ence. You feel very fresh, very happy, and very

calm [69 year old female, T2DM *]

Respondents often reported how they

responded to fasting by altering their medication

regime to avoid hypoglycaemia, and typically

expressed confidence in their ability to do so.

This often involved missing or taking a

lower dose of their diabetes medication.

Normally, I have to take my tablets once in the

morning and once in the evening…if feel my

sugar is high or very low then I take one in the

morning before breakfast otherwise I just take it

at night (43 year old, male, T2DM)

Their confidence in altering their diabetes

medication stemmed from their prior experi-

ences of fasting and managing their diabetes.

Table 1 Characteristics of respondents recruited into the

study

Muslim respondents (n)

Total 23

Gender

Male 10

Female 13

Age (mean = 52, SD = 12)

38–40 5

41–60 13

61–80 5

Recruitment strategy

GP practices 11

Community groups 12

Diabetes

Type 1 2

Type 2 21

Respondents reported to fast 13

Type 1 2

Type 2 11

Medication

Oral 16

Insulin injections 7
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Very few consulted their GP and/or PN for

advice on how to alter their medication.

R I didn’t take advice from anyone…
I made the decision whether it was

okay for me to take the

medication…and it worked fine.

I Have you ever talked about fasting

with your GP?

R No, there’s no need because, as I

said, that I have the sense for that

so there is no need at present.

(43 year old, male, T2DM)

Two male respondents with T1DM on insu-

lin reported that they fasted and had good con-

trol of their diabetes whilst fasting.

I have better control during Ramadan…I know I

can manage. I know how to adjust my insulin

and how much to eat morning and night I eat

once in the morning and then I don’t eat any-

thing throughout the day and when it’s time to

eat my sugar level is usually between 3.6 and

4.2 mmol [38 year old, male, T1DM]

Five respondents with T2DM who had pro-

gressed from oral medication to insulin did not

fast and perceived fasting as a threat to their

diabetes.

I haven’t since I started the insulin but when I

was on the metformin I was fine. As soon as I

started the insulin, I used to get hypos very

quick. That’s why I can’t really because when

you start a fast you’re not supposed to break it

until sunset. So I just stopped because I knew, I

would be not able to last and also they are very

long at the moment as well. [43 year old female,

T2DM *]

In addition to the religious significance of

fasting, some participants described some of

the social activities which were a significant

part of the fasting ritual.

We meet each other, we support each other, and

you find plates of food are being exchanged in

the streets [laugh] from Muslim to non-Muslim…
we all eat at the same time…. We all walk to the

mosque and open fast there, my husband he likes

that. We have lots of visitors I love Ramadan!
[45 year old female, T2DM *]

The pressure to fast and not to fast

Respondents, who chose not to fast because of

their diabetes, described the tensions between

their personal decision not to fast and the pres-

sure they received from their family to fast. As

well as reports of guilt and embarrassment for

not fasting; respondents described eating their

daytime meals in secret or when the family is

not in the house.

Usually when they are playing on their games or

something, I will get myself a little snack or

sandwich or something and go upstairs and eat.

I try and make sure they are not in front of me

[laugh] but yeah I would feel guilty. I do feel

guilty about it, especially at the beginning I did

really sort of….I used to fast from the age of 5

and I have been fasting until I started on

the insulin. I just feel like you can’t do what

you’re supposed to do as part of your religion,

and I definitely feel guilty. [43 year old female,

T2DM *]

There were differences in descriptions of

support received from the spouse. For exam-

ple, a spouse, who was aware of other family

members or friends in the wider community

who fast and have diabetes, encouraged fast-

ing, despite the respondent’s decision not to

fast.

Wife: Yeah but he [husband] doesn’t fast now.

Our Ramadan is coming up and he can still fast

but he for that past 2 years has not been fasting

and I don’t think it’s an option, he should do

fasting. He thinks that if he fasts that his sugar

will go low but he doesn’t want to so…I know

they are going back and fasting times are longer

but still if a kid can manage he can manage. I

mean my dad can manage it, he is diabetic, all

the old diabetic people can manage it. [Wife of a

47 year old male, T2DM]

Whereas other spouses were described as dis-

couraging fasting due to concerns about the

negative effect of fasting for the respondent

and the diabetes. Some respondents felt guilty

for not fasting because they had been fasting

since childhood in their native countries, yet

the support they received from the family

seemed to inhibit the feelings of guilt.
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I feel guilty. It’s still the inner feeling, like I feel

like I’m not doing the right thing by my religion

and my beliefs. In our religion, it says that if some-

body is on medication, and you’re ill, you’re not

compelled to do it. And my husband convinced

me of that and said, ‘you’re not to blame. And

you do need your medication and you do need to

eat small amounts [54 year old female, T2DM*]

However, others chose to fast despite being

told not to by their family, as respondents did

not perceive their diabetes to be at a serious

stage.

My in-laws tell me not to fast, but I don’t listen.

They think I am diabetic I shouldn’t fast but I

don’t follow that rule because …you know I am

not in a high stage and I don’t know about this

year because it’s going to be really long

[Annoyed voice] [45 year old female*, T2DM]

To disclose or not to disclose

Respondents described how they were not will-

ing to disclose fasting to their GP and/or PN,

mainly because of the fear of being told not to

fast. Some respondents described how they

refrained from accessing health services or

going to see their GP during Ramadan.

In that month I never go to the doctor – that

one month I feel fine [laugh]. If I am not well, I

still don’t go because they will tell me not to fast.

[69 year old female, T2DM *]

For those who did inform their GP, reported

that they were advised not to fast. They

described how they still continued to fast,

either because they felt they were able to con-

trol their diabetes or that their GP did not

understand the significance of fasting during

Ramadan.

GPs have always said ‘don’t fast’. I suppose if

they are not from that cultural background they

won’t understand it anyhow. To them it’s what

you’ve got to do for your health, but with me

when I was on the tablets I felt okay fasting and

they were shorter around that time. [43 year old

female, T2DM*]

The doctor used to say not to fast but I never

really took that advice, I sort of follow my own

pattern…Like I said I do have a lot of control

over my…my first consultant knew I fasted…He

would talk to me about it and then he got the

understanding of it – he was very supportive….I

don’t think there was enough information avail-

able for the professionals to…., so I think I

trained him [laugh] [47 year old female, T2DM*]

The reluctance to disclose fasting was not

influenced by the ethnicity of the GP. Regard-

less of whether the GP was Pakistani Muslim

or White British, some respondents still per-

ceived their GP to have a lack of expertise to

support them effectively during fasting.

I’ve not openly told her that I fast, but she knows

I am Muslim she should tell me. I can’t remember

if she has told me anything but maybe she is

thinking it’s not something that is good for health

but as a doctor…She knows but she doesn’t say

anything [45 year old female, T2DM *]

I don’t bother tell my GP. My doctor never

advices anything for Ramadan, even though my

doctor is a Muslim doctor himself. I am really

surprised about this. I am not very happy about

my GP [38 year old male, T2DM *]

Some respondents reported having discus-

sions with the GP and/or PN about fasting in

an attempt to seek advice on whether or not

they should fast. Most described consultations

with their GP and PN as unsatisfactory with

no help being offered.

I’ve discussed it with my nurse and she said, ‘the

choice is yours, but you’ve got your medication.

She pointed out that I will have long gaps. I

never really know how it’s going to affect me…
even though I’ve asked them they say it’s my

choice [54 year old female, T2DM *]

In these circumstances, it was common for

some respondents to make changes to their

medication regime without further consulting

their GP and/or PN. Respondents seemed to

be aware of the potential risks of fasting to

their diabetes and described frequently moni-

toring their blood sugar levels to prevent the

onset of hypoglycaemia.

I manage very well – I lower my dose of insulin

and bring my sugars high and drink orange juice.

You’ve got to have it high to last the whole day,
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and if I started with low sugars I would not sur-

vive the day. I would have a hypo. I am very,

very careful and I do monitor my sugar very

carefully [47 year old female, T2DM*]

Respondents suggested that they would like

support and advice, especially from their GP

on fasting safely, providing their GP was

trained, empathic and understood the signifi-

cance of Ramadan for Muslims with diabetes.

Maybe if she said eat this and don’t eat this I

would find it helpful but I haven’t asked and

maybe if they had training about Ramadan or if

it was a Muslim doctor I would ask. [43 year old

female, T2DM*]

Discussion

Summary of main findings

This is the first study in the UK to explore

the beliefs and experiences of managing diabe-

tes during fasting in Muslim people with dia-

betes, and disclosure about fasting to the GP

and/or PN. Respondents’ decisions to fast

encompassed personal, religious and social fac-

tors, with a strong reluctance to disclose fast-

ing to the GP due to the fears of being told

not to fast, and believing that the GP lacked

understanding of the importance of fasting in

the Muslim faith. The study findings also

inform on how patients who fast alter their

diabetes medication independently, and are

specifically relevant to HCPs working in pri-

mary care and looking after Muslim patients

with diabetes.

Comparison with existing literature

The current literature mainly reports on the

biomedical implications and risks of fasting,

with recommendations for HCPs to be trained

to support Muslim people with diabetes wishing

to fast,7,12,23,24 and ensuring that all patients

receive a pre-Ramadan medical assessment and

structured education before Ramadan.16 Reli-

gious beliefs have been suggested to influence

medical decisions and conflict with medical

care25; however, research on the effects of reli-

gious beliefs and behaviours is sparse.26

Our study presents the importance of consid-

ering patient experiences, especially when form-

ing guidelines on this topic, as some patients do

not feel comfortable disclosing fasting to their

GP and/or PN. Living with diabetes did not

inhibit respondents from fasting, especially

those with T2DM on oral medication. Rather

respondents believed that god was giving them

the strength to fast and manage their diabetes.

Two respondents with T1DM fasted, and five

with T2DM who were on insulin did not fast

due to the difficulty of managing their diabetes.

Although small in number, our findings lend

some support to the large retrospective epidemi-

ological study of Muslims with diabetes (EPI-

DAR study) which also found fewer patients on

insulin fasted during Ramadan, in comparison

with patients on oral medication.27 Most

respondents normalized diabetes as part of life

and appreciated the perceived beneficial effect

fasting had on their mental and physical well-

being. Although Ramadan marks a significant

ritual in the Islam religion, it was also a joyful

occasion and a time when family and friends

came together and engaged in religious and

social activities. Being part of a religious group

with the support of others has been known to

provide people with a sense of identity and

achievement.25 Thus, the psychosocial effects of

fasting may reinforce fasting behaviours in this

population, especially if there is a lack of infor-

mation and support available on the risks of

fasting to diabetes, as was the case in our study

sample. However, respondents who did not fast

during Ramadan reported feelings of guilt and

shame, resonating with previous research which

suggests that non-compliance with group rituals

can generate negative emotions for the individ-

ual in the group.28 There are links also to Camp-

bell et al.’s notion of ‘strategic non-

compliance’29, in that respondents who fasted

also reported altering their diabetes regimen

independently and often without the consent of

their GP and/or PN. Similar to Lawton et al.’s

study3 on food practices in South Asian people
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with diabetes, our findings suggest that compli-

ance with dietary regimen is not only related to

social and cultural factors but religious factors

too. Preserving well-being and maintaining a

sense of belonging within the family and com-

munity appeared to be pertinent during Rama-

dan.

The finding that respondents, who did not

fast, despite family and peer-pressure, suggest

that health concerns clearly outweighed the

desire to follow social and religious conven-

tions. This resonates with Rotter’s (1966) the-

ory of locus of control (LOC), which states

that people with an internal LOC believe that

the events in their life derive from their own

actions, and these people will engage in activi-

ties that will improve their situation. People

with an external LOC will believe that their life

is controlled by external factors (e.g. others,

fate)30. In our study, those who believed that

fasting was a threat to their diabetes did not

fast, thus demonstrating a possible internal

LOC and greater levels of self-efficacy. In rela-

tion to external LOC, those who believed that

fasting was not a threat to their health, and/or

felt pressured to conform to the family/social

group tended to fast. People estimate their

chances of success and failures on the basis of

their prior experiences of the same event30,31;

thus, respondents who have fasted for a num-

ber of years are likely to fast if they have not

encountered any problems or believe they can

control their diabetes.

Our findings also imply that people in gen-

eral are balancing the health risks against the

negative emotions associated with not fasting

and depending upon their condition and cir-

cumstances are coming to different decisions

about fasting. Yet, the disappointment amongst

some respondents regarding the lack of support

from the health services for fasting suggests

that respondents may welcome support and

information from their GP and/or PN pre-

Ramadan. However, disclosing fasting to the

GP and/or PN needs to be addressed, in that,

patients need to know they can discuss fasting

openly in consultations. The negative emotions

attributed to those not being able to fast during

Ramadan also needs to be addressed so that

patients do not feel guilty for not being able to

fast.

Strengths and limitations of the study

Recruitment took place in several areas of

Greater Manchester to target an adult popula-

tion from various traditions, backgrounds and

age groups to increase sample variety. Most

respondents were from deprived communities,

whose first language was not English, and some

were illiterate in their native language. Despite

using a combination of recruitment methods, it

can be argued that this sample may not suffi-

ciently reflect patients with T1DM, and the

more-educated sections of the South Asian com-

munity. However, T2DM remains a significant

problem in South Asian people from lower

socioeconomic backgrounds, as well as the Mus-

lim populations32 and warrants research. A pro-

fessional interpreter, a diabetes Asian Link

Worker from the Muslim community, and the

respondents’ family members facilitated some of

the interviews. This may have influenced the

data in that the interviewees’ responses may not

have been captured accurately, as the interpret-

ers may have found it easier to summarise the

respondents’ answers to the questions asked,

rather than interpret each answer in verbatim.33

The analysis was undertaken in a multidisci-

plinary team (Trainee Health Psychologist,

Health Service researchers and a Primary Care

Clinician), which increases trustworthiness of

the analysis.34 The interview guide contained a

range of topics related to diabetes management,

and fasting was one of a number of topics

explored.

Implications for clinical practice and
future research

The impact of religious beliefs on the manage-

ment of diabetes is complex. The reality is that

many Muslim patients with diabetes will fast,

despite experiencing difficulties of abstaining

from food and medication. The lack of discus-

sion with GP and/or PN means that patients
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are doing this unsupported. There may be an

opportunity for GPs and/or PNs to harness

and work with these patients, by asking them

if they intend to fast, and if they need informa-

tion (e.g. on diet and medication) to ensure

that they fast safely.

Despite recommendations for GPs to pro-

vide Ramadan-focused patient educa-

tion4,16,27,35, it is unclear if this is happening in

practice4,27 and whether the ‘sporadic’ written

information on fasting and diabetes for both

patients and GPs36,37 has been fully integrated

into primary care. Notwithstanding recommen-

dations for undergraduate medical curricula to

include training and education for HCPs on

religion, spirituality, medicine and health38, few

higher education providers have responded to

this gap in education.39,40 Research into the

effects of religion and managing long-term con-

ditions is also sparse.41

It is important that GPs and PNs are aware

of patients who fast during Ramadan, as non-

adherence to the daily diabetes regime may

result in more Muslim patients suffering the

risks and complications associated with diabe-

tes16, leading to poor quality of life and

increased use of NHS health services.42

The current delivery of diabetes care in pri-

mary care has a biomedical focus with the

Quality and Outcomes Framework (QOF)

being at the forefront.43 Recent concerns about

how well self-management support for long-

term conditions (e.g. diabetes) is actually

embedded and integrated into primary care44–47

also raises concerns for the potential barrier

QOF may present to the embedding of cultur-

ally sensitive care into primary care. To sustain

change and improve clinical communication,

HCPs need to feel confident to consult on fast-

ing and be equipped with skills to initiate dis-

cussion and support patients from multicultural

communities.48 However, in the current design

of services, this may add a layer of complexity

to the routine diabetes care already in place,

especially since pre-Ramadan medical assess-

ments and structured education is not part of

QOF. Furthermore, if patients remain reluctant

to disclose fasting in consultation, the challenge

for health-care professionals to support Muslim

patients wishing to fast, despite receiving train-

ing will also remain. Forming collaborations

and seeking advice from religious teachers (Im-

ams) on improving communication for fasting

and diabetes management in primary care could

be another way forward but this also needs fur-

ther research.

Conclusion

Fasting during Ramadan is an important ritual

in the Islam religion, with a highly important

social significance as well. In addition to the

biomedical literature on this topic, patients’

experiences need to be taken into consideration

when forming guidelines due to the wider

issues related to diabetes management and fast-

ing. Tensions often exist between the patient

and their family on the decision to fast. The

reluctance to disclose fasting to GPs or PNs

has potentially serious consequences for diabe-

tes control and future health. GPs and PNs

need to ask patients if they intend to fast, and

if they need information about how to fast

safely. Although GPs and PNs may benefit

from training and skills providing culturally

sensitive care, patients also need to feel that

they can discuss fasting openly in consultation.

Future research into experiences of GPs and

PNs in supporting Muslim patients with diabe-

tes during fasting is required to identify gaps in

service provision, and to ensure patients from

multicultural communities receive the care they

need to manage their long-term condition(s).

Acknowledgements

Special thanks go to CLAHRC Long-Term

Conditions team, the patients, general practice,

community leaders and respondents from the

community and lastly the interpreters for their

time and expertise.

Conflict of interests

Yes – Professor Carolyn Chew-Graham is an

Associate Editor for Health Expectations.

ª 2014 John Wiley & Sons Ltd

Health Expectations, 18, pp.1698–1708

Having diabetes and having to fast, N R Patel et al.1706



Funding and disclaimer

This article presents independent research

funded by the National Institute for Health

Research (NIHR). The views expressed are

those of the author(s) and not necessarily those

of the NHS, the NIHR or the Department of

Health.

Ethics approval

National Research Ethics Service Ref: 10/

H1008/1

Greater Manchester Research Ethics com-

mittee 09130

References

1 Office for National Statistics. Religion in England

and Wales 2011. Available at: http://www.ons.gov.

uk/ons/rel/census/2011-census/key-statistics-for-lo

cal-authorities-in-england-and-wales/rpt-religion.

html, accessed 2 March 2013.

2 Mughal S. Preparing Muslims with diabetes for

Ramadan. Journal of Diabetes Nursing, 2011; 15:

245–246.
3 Lawton J, Ahmad N, Hanna L, Douglas M, Bains

H, Hallowell N. We should change ourselves, but

we can’t: accounts of food and eating practices

amongst British Pakistanis and Indians with

type 2 diabetes. Ethnicity and Health, 2008; 13:

305–319.
4 Kridli SA. Health Beliefs and Practices of Muslim

Women During Ramadan. The American Journal of

Maternal/Child Nursing, 2012; 36: 216–221.
5 Pinar R. Management of people with diabetes

during Ramadan. British Journal of Midwifery,

2002; 11: 1300–1303.
6 Hui E, Devendra D. Diabetes and fasting during

Ramadan. Diabetes-Metabolism Research and

Reviews, 2010; 26: 606–610.
7 Karamat MA, Syed A, Hanif W. Review of diabetes

management and guidelines during Ramadan.

Journal of Royal Society of Medicine, 2010; 103:

139–147.
8 Salti I, Diabetes Ramadan Study Group. Efficacy

and safety of insulin glargine and glimepiride in

subjects with Type 2 diabetes before, during and

after the period of fasting in Ramadan. Diabetic

Medicine, 2009; 26: 1255–1261.
9 Amiel SA, Dixon T, Mann R, Jameson K.

Hypoglycaemia in Type 2 diabetes. Diabetic

Medicine, 2008; 25: 245–254.

10 Aslam M, Healy MA. Compliance and drug

therapy in fasting moslem patients. Journal of

Clinical Pharmacy and Therapeutics, 1986; 11: 321–
325.

11 Barber SG, Fairweather S, Wright AD, FitzGerald

MG, Malins JM. Muslims, ramadan, and diabetes

mellitus. British Medical Journal, 1979; 2: 46.

12 Hui E, Bravis V, Hassanein M et al. Management

of people with diabetes wanting to fast during

Ramadan. British Medical Journal, 2010; 340.

13 Grace C, Begum R, Subhani S, Kopelman P,

Greenhalgh T. Prevention of type 2 diabetes in

British Bangladeshis: qualitative study of

community, religious, and professional perspectives.

British Medical Journal, 2008; 337: 1–7.
14 Naeem AG. The role of culture and religion in the

management of diabetes: a study of Kashmiri men

in Leeds. The Journal of the Royal Society for the

Promotion of Health, 2003; 123: 110–116.
15 Mir G, Sheikh A. Fasting and prayer don’t concern

the doctors, they don’t even know what it is’:

communication, decision-making and perceived social

relations of Pakistani Muslim patients with long-term

illnesses. Ethnicity and Health, 2010; 15: 327–342.
16 Al-Arouj M, Assaad-Khalil S, Buse J et al.

Recommendations for management of diabetes

during ramadan: update 2010. Diabetes Care, 2010;

33: 1895–1902.
17 Gaborit B, Dutour O, Ronsin O et al. Ramadan

fasting with diabetes: an interview study of inpatients’

and general practitioners’ attitudes in the South of

France. Diabetes Metabolism, 2011; 37: 395–402.
18 The NIHR Collaboration for Leadership in Applied

Health Research. People with long term conditions.

Available at: http://clahrc-gm.nihr.ac.uk/, accessed 4

January 2011.

19 Coffey A, Atkinson P. Concepts and Coding.

Making Sense of Qualitative Data: Complimentary

Research Strategy. California: Sage Publications,

1996.

20 Miles M, Huberman A. Qualitative Data Analysis:

An Expanded Sourcebook. London: Sage

Publications, 1994.

21 Morse JM. The significance of saturation.

Qualitative Health Research, 1995; 5: 147–149.
22 Atlas.ti 6. Qualitative data analysis, 2012. Available

at: http://www.atlasti.com/index.html, accessed 4

May 2011.

23 Alsafadi H, Wilson J, Patel V. Managing diabetes in

people fasting during Ramadan. Diabetes and

Primary Care, 2011; 13: 152–159.
24 Khatib FA, Shafagoj YA. Metabolic alterations as

a result of Ramadan fasting in non-insulin-

dependent diabetes mellitus patients in relation to

food intake. Saudi Medical Journal, 2004; 1858–
1863.

ª 2014 John Wiley & Sons Ltd

Health Expectations, 18, pp.1698–1708

Having diabetes and having to fast, N R Patel et al. 1707



25 Hye-cheon K, Koenig HG. Religion and health. In:

Ayers S (ed.) Cambridge Handbook of Psychology,

2nd edn. New York: Cambridge University Press,

2007.

26 Aydin €O, C�elik GE, €Onen ZP et al. How do

patients with asthma and COPD behave during

fasting? Allergologia et Immunopathologia, 2012;

doi.10.1016/j.aller.2012.07.010.

27 Salti I, Bernard E, Detournay B et al. A

population-based study of diabetes and its

characteristics during the fasting month of ramadan

in 13 countries. Diabetes Care, 2004; 27: 2306–2311.
28 Lowenthal K. Anxiety. Religion, Culture and Mental

Health. New York: Cambridge University Press,

2009.

29 Campbell R, Pound P, Pope C et al. Evaluating

meta-ethnography: a synthesis of qualitative

research on lay experiences of diabetes and diabetes

care. Social Science and Medicine, 2003; 56: 671–684.
30 Rotter JB. Internal versus external control of

reinforcement: a case history of a variable. American

Psychologist, 1990; 45: 489–493.
31 Rotter JB. Generalized expectancies for internal

versus external control of reinforcement.

Psychological Monographs: General and Applied,

1966; 80: 1–28.
32 Diabetes UK. Key statistics on diabetes, 2012.

Available at: http://www.diabetes.org.uk/About_us/

What-we-say/Statistics/Diabetes-in-the-UK-2012/,

accessed 9 May 2012.

33 Vara R, Patel N. Working with interpreters in

qualitative psychological research: methodological

and ethical issues. Qualitative Research in

Psychology, 2011; 9: 75–87.
34 Henwood KL, Pidgeon NF. Qualitative research

and psychological theorizing. British Journal of

Psychology, 1992; 83: 97–111.
35 Bravis V, Hui E, Salih S, Mehar S. Ramadan

Education and Awareness in Diabetes (READ)

programme for Muslims with Type 2 diabetes who

fast during Ramadan. Diabetic Medicine, 2010; 27:

327–331.
36 Diabetes UK. Fasting and diabetes, 2012. Available

at: http://www.diabetes.org.uk/Guide-to-diabetes/

Food_and_recipes/Fasting_and_diabetes, accessed

10 June 2012.

37 NHS Berkshire. Diabetes and fasting in ramadan.

Available at: http://www berkshirewest nhs uk/

news_item asp?fldID=359, accessed 1 December 2012.

38 Koenig HG. Religion, spirituality, and medicine:

research findings and implications for clinical practice.

SouthernMedical Journal, 2004; 97: 1194–1200.
39 Cooper KL, Chang E, Sheehan A, Johnson A.

The impact of spiritual care education upon

preparing undergraduate nursing students to

provide spiritual care. Nurse Education Today,

2012. doi: http://dx.doi.org/10.1016/j.nedt.2012.04.

005.

40 Von Fragstein M, Silverman J, Cushing A,

Quilligan S, Salisbury H, Connie W. UK consensus

statement on the content of communication

curricula in undergraduate medical education.

Medical Education, 2008; 42: 1100–1107.
41 Thun�e-Boyle ICV, Stygall J, Keshtgar MRS,

Davidson TI, Newman SP. Religious coping

strategies in patients diagnosed with breast cancer in

the UK. Psycho-Oncology, 2011; 20: 771–782.
42 Vervloet M, van Dijk LV, Santen-Reestman J, van

Vlijmen B, Bouvy ML, de Bakker DH. Improving

medication adherence in diabetes type 2 patients

through Real Time Medication Monitoring: a

Randomised Controlled Trial to evaluate the effect

of monitoring patients’ medication use combined

with short message service (SMS) reminders. BMC

Health Services Research, 2011; 11: 1–8.
43 The Information Centre for health and social care.

Quality and outcomes framework, 2012. Avaiable

at: http://www.qof.ic.nhs.uk/, accessed 1 August

2012.

44 Blakeman T, Macdonald W, Bower P, Chew-

Graham C. A qualitative study of GPs’ attitudes to

self-management of chronic disease. British Journal

of General Practice, 2006; 56: 407–414.
45 Blakeman T, Bower P, Reeves D, Chew-Graham C.

Bringing self-management into clinical view: a

qualitative study of long-term condition

management in primary care consultations. Chronic

Illness, 2010; 6: 136–150.
46 Chew-Graham CA, Hunter C, Langer S, Stenhoff A

et al. How QOF is shaping primary care review

consultations: a longitudinal qualitative study. BMC

Family Practice, 2013; 14: 103. doi:10.1186/1471-

2296-14-103.

47 Kennedy A, Bower P, Reeves D et al.

Implementation of self-management supoprt for

long term conditions in routine primary care

settings: cluster randomised controlled trial. British

Medical Journal, 2013; 346. doi: http://dx.doi.org/

10.1136/bmj.f2882.

48 Pathy R, Mills KE, Gazeley S, Ridgley A, Kiran T.

Health is a spiritual thing: perspectives of health

care professionals and female Somali and

Bangladeshi women on the health impacts of fasting

during Ramadan. Ethnicity and Health, 2010; 16:

43–56.

ª 2014 John Wiley & Sons Ltd

Health Expectations, 18, pp.1698–1708

Having diabetes and having to fast, N R Patel et al.1708


