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Introduction  

Chronic respiratory diseases (CRDs)—notably asthma and chronic obstructive pulmonary disease 

(COPD)—are among the foremost contributors to global morbidity and mortality, with COPD 

ranked as the fourth leading cause of death worldwide. In Jordan, respiratory diseases accounted 

for 3.9% of all deaths in 2023, reflecting a pressing national health concern. Despite this, morbidity 

data for CRDs remain limited, and gaps in early detection and management persist. The situation 

is compounded by the high prevalence of key risk factors, most notably tobacco use. According to 

the 2025 Jordan Adult Tobacco Survey (JATs), 50.3% of adults in Jordan are current tobacco 

users, with smoking rates nearly 70% among men. This widespread exposure to tobacco and other 

risk factors—such as air pollution and occupational hazards—underscores the urgent need for 

standardized clinical guidance to improve the early identification and management of CRDs within 

the primary healthcare system. 

Methodology  

These clinical protocols were developed by a national multi-sectoral committee comprising 

representatives from the Ministry of Health, Royal Medical Services, University of Jordan, Jordan 

University of Science and Technology, and the WHO Country Office in Jordan. 

The protocols development process adopted an evidence-based and participatory approach. A 

multidisciplinary team—including family physicians, pulmonologists, pharmacists, and public 

health experts—reviewed internationally recognized protocol, Global Initiative for Asthma 

(GINA) and Global Initiative for Chronic Obstructive Lung Disease (GOLD), which were adapted 

using the Primary Care International (PCI) framework with permission. 

Clinical and public health recommendations were formulated and finalized through structured 

consensus meetings. To ensure feasibility and contextual relevance, consultations were conducted 

with key stakeholders involved in primary healthcare (PHC) delivery, and health system managers. 

Drafts were also reviewed by WHO regional and global offices to ensure scientific accuracy. 

Results 

The outcomes of this work are structured into two main categories: clinical recommendations and 

policy-level recommendations. The clinical recommendations provide healthcare providers with 

clear, evidence-based guidance for the diagnosis and management of asthma and COPD at the 

primary care level. Meanwhile, the policy-level recommendations are intended to guide decision-

makers in strengthening the National Chronic Respiratory Disease Prevention Program through 

system-wide actions that improve access to diagnostics and medications, enhance care delivery, 

and support long-term disease prevention strategies. 
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Clinical recommendations  

Available in the attached document. 

Recommendations for Policy-Makers  

Based on deliberations of the national expert committee for the development of clinical protocols 

for asthma and chronic obstructive pulmonary disease (COPD), the following recommendations 

are presented to decision-makers at the Ministry of Health. These aim to enhance the effectiveness 

of Jordan’s national chronic respiratory disease (CRD) prevention and management program and 

to ensure the successful implementation of clinical protocols. 

1. Transition from symptom-based clinical diagnosis to tool-supported diagnosis by 

expanding access to essential diagnostic equipment, such as spirometry, at primary 

healthcare facilities. 

2. Revision of prescribing policies to authorize PHC providers 

Enable family physicians and general practitioners to prescribe essential asthma and 

COPD medications, replacing current restrictions with updated protocols aligned with 

primary care capacity. 

3. Assurance of the availability of appropriate medications in PHC   

It is essential to secure the continuous availability of essential and updated asthma and 

COPD medications across all PHC, considering procurement mechanisms and supply 

chain logistics. 

4. Transition from non-combined inhalers to combined inhalers   

The committee recommends a national policy shift toward the gradual procurement and 

prescription of combined inhalers, which are proven to improve adherence and reduce 

complications, aligned with modern clinical guidance and cost-effectiveness. 

5. Support  of telemedicine use to facilitate guideline implementation   

The committee recommends the adoption of telemedicine solutions to enable remote 

consultations between PHC centers and specialists from different health sectors.  

6. Integration of public awareness campaigns as part of protocol implementation   

The committee emphasizes the importance of synchronized public awareness campaigns 

to address misconceptions about inhalers and encourage adherence to chronic respiratory 

disease treatment. 
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Discussion 

Several contextual issues emerged; however, we present here the main points that affected our 

clinical recommendations. 

First, an important discussion point concerned asthma diagnosis, specifically the limited 

availability of spirometry at many primary health facilities. GINA guideline emphasizes that 

objective lung function testing (spirometry) is critical for confirming asthma, but they 

acknowledge that spirometry may not always be accessible in resource-limited primary care 

settings. To bridge this gap, the committee introduced alternative diagnostic approaches so that the 

asthma protocol remains applicable across all primary healthcare centres. One alternative is peak 

expiratory flow (PEF): patients record ≥ 20% increase in PEF-rate after bronchodilation suggests 

asthma. Another pragmatic approach is a therapeutic trial of inhaled corticosteroids (ICS). If 

spirometry or peak expiratory flow (PEF) measurement is unavailable, initiating a four-week 

therapeutic trial of low-dose ICS and monitoring for clinical improvement may support a 

presumptive diagnosis of asthma. However, patients managed through this approach should 

subsequently be referred to the nearest facility with spirometry availability to confirm the 

diagnosis. 

Second, in the management of stable COPD patients classified as GOLD Group B, the presence 

of multiple comorbidities was a key consideration. GOLD guideline highlights that Group B 

patients are often burdened by comorbid conditions which can exacerbate symptoms and impact 

prognosis. The committee concurred that many of these comorbidities (for example, 

cardiovascular conditions) require investigations beyond what is available at PHC-level. 

Consequently, by consensus the committee recommended that Group B COPD patients be referred 

to a pulmonologist for an initial assessment and management of these comorbid issues. After 

specialist evaluation, such patients can be referred back to primary care for routine follow-up, 

ensuring continuity of care. 

Finally, the management of acute COPD exacerbations at the primary care level was deliberated 

extensively. The committee recognized that while mild exacerbations may be handled in primary 

care (e.g. with bronchodilator therapy and close monitoring), more severe exacerbations require 

capabilities often beyond the scope of primary clinics. Expert consensus indicates that a thorough 

evaluation is necessary in acute COPD exacerbations to rule out serious alternative diagnoses – 

for instance, heart failure, acute coronary syndromes, or pulmonary embolism – which can present 

with similar symptoms or even precipitate the exacerbation. Given that primary health centres in 

our setting do not have ready access to advanced diagnostics (such as cardiac enzyme analysis, or 

D-dimer and CT scans for embolism workup), the committee reached a consensus to limit on-site 

exacerbation management to mild cases only. Moderate or severe cases should prompt immediate 

referral to a hospital. 

 



VI 

 

Members of the national expert committee for CRDs: 

- Anas Nihad Almohtaseb (head of the committee, Director of NCD Directorate, MOH)  

- Abed Alfattah Ramadan Alhadidi (pulmonologist, head pulmonary medicine department, Al-

Basheer Hospital, MOH) 

- Quteiba Saquer Nuseir (head of the internal medicine department, Royal Medical Services) 

- Asma Salameh Albtoosh (pulmonologist, Jordan University Hospital) 

- Shaher Mohammed Samrah (pulmonologist, Jordan University of Science and Technology) 

- Dana Mousa Alhazaimeh (Pharm-D, Clinical Pharmacy Directorate, MOH) 

- Khaled Hamed Abu Rumman (pulmonologist, Jordanian Thoracic Society) 

- Amani Ahmad Alzghoul (CRD prevention program focal point, NCD directorate, MOH) 

- Sanaa Ibrahim AlAkhras (Rapporteur of the Committee, NCD Directorate, MOH) 

- Dana Darwish (NCD officer, WHO -Jordan office) 

Attendees of the stakeholder consultation meeting 15th. Dec. 2024 

Amani Ahmad Alzghoul  Non-communicable Diseases Directorate  

Anas Nihad Almohtaseb Non-communicable Diseases Directorate  

Asma Salameh Albtoosh  Jordan University Hospital 

Dana Darwish   Non-communicable diseases officer ,World Health Organization  

Dana Mousa Alhazaimeh   Pharmacy and Clinical Pharmacy Directorate 

Doaa Radwan Alhyasat Directorate of Nursing 

Khaled Hamed Abu Rumman  Jordanian Thoracic Society 

khaled Husein Okkeh  Chest diseases, Expatriates Health and Occupation Health Directorate  

Maysoon Saleh Nabulsi  Ministry of Health 

Moath Jihad Sinnoqrot Non-communicable Diseases Directorate  

Nada Hussein Alkhatib Non-communicable Diseases Directorate  

Nour Haddad WHO consultant  

Quteiba Saquer Nuseir    Royal Medical Services 

Rabi Nabeel Bani-Hani Ministry of Health/ Prince Hamzah Hospital 

Rami Hayel Qandah  Royal Medical Services 

Rania Ghaleb Nazzal Jordan University Hospital 

Rula Nader Hardan Health Insurance Administration 

Salam Adeeb Ghanem UNRWA -JFO-A/Field Disease Control Officer. 

Sanaa Ibrahim AlAkhras Non-communicable Diseases Directorate  

Sarah Ahmed Alitan  The institute for family health/King Hussain Foundation 

 

 

 

  



VII 

 

References 

For Asthma protocols: 

- Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention 2024.  

- Primary Care International Asthma Guidance 2023. 

- WHO Essential Medicines List 2023. 

- Jordanian MOH Essential Medicines List 2024. 

 

For COPD protocols: 

- Global Initiative for Chronic Obstructive Lung Disease (GOLD). Global Strategy for Diagnosis, 

Management, and Prevention of Chronic Obstructive Pulmonary Disease 2024.  

- WHO Essential Medicines List 2023. 

- Jordanian MOH Essential Medicines List 2024. 



National Clinical Practice Protocol
for Asthma (in Adults)
2025
 

Asthma is diagnosed when there is a long history of:

Asthma is a heterogeneous intermittent disease, usually characterized by chronic airway
inflammation. It is defined by the history of respiratory symptoms, such as wheeze, shortness of
breath (SOB), chest tightness, and cough that vary over time and in intensity, together with variable
expiratory airflow limitation.

Diagnosis

•
•

Breathlessness or wheeze/Chest tightness or cough 
Variable and/or intermittent symptoms suggestive of asthma 
Ask the following questions ("yes" answers make asthma more likely): 

Variable Pattern:
•Are symptoms worse at night and early morning?

Asthma symptoms, unlike most other chest conditions, change over the day (often worse in the early morning 
hours and on waking up, and better in the evening), or symptoms can vary day to day, most of the time as periodic 

Triggers:
Do symptoms come:

With/after exercise?
With allergen exposure (e.g. pets) or cold air?
On/after taking aspirin/Non-Steroidal anti-inflammatory drugs/beta-blocker?
On/after a viral infection?

Atopy:
•Is there a personal or family history of atopy (allergic rhinitis, dermatitis, conjunctivitis)?

Medical History:

•Is there a personal history of childhood asthma?

When patient is well: examination should be normal.
When unwell: widespread expiratory wheeze throughout the chest. In more severe illness, there is an increased respiratory 
rate and tachycardia.
In very severe (life-threatening) asthma the chest may be silent and there may be haemodynamic changes (tachycardia, 
hyper or hypotension). See section on acute severe asthma.

This clinical protocol is developed by the Jordan National Multisectoral Expert Committee for Chronic Respiratory Diseases.
comprising experts from Jordan Ministry of Health (MOH), Royal Medical Services, Jordan University, Jordan University of
Science and Technology, and private sector, in collaboration with the World Health Organization and the WHO Collaborating
Center for Research & Training in Chronic Respiratory Diseases, MOH-Oman. 
Consensus was established among experts on the prevention and control of asthma, guided by
the Global Initiative for Asthma (GINA) guidelines and the list of essential medicines at Jordan
MOH, ensuring a pragmatic approach feasible for primary care setting in Jordan.

Defnition

Examination



A. Symptom control
In the past 4 weeks, has the patient had:

Daytime asthma symptoms more than
twice a week?
Any night waking due to asthma?
SABA reliever* needed more than 
twice/week?
Any activity limitation due to asthma?

None of
these

1-2
of these

3-4 of
these

Level of asthma symptom control
Well- Partially 

Controlledcontrolled Uncontrolled

Think about the following symptoms, which may suggest another disease: 
•
•
•
•
•
•
•
•
•

Dizziness/lightheadedness/peripheral tingling, with normal chest examination (hyperventilation?).
Persistent respiratory symptoms (cough, wheeze, SOB (Chronic Obstructive Pulmonary Disease (COPD)?).
Significant smoking history (an average of 20 cigarettes/day for 10 years)? (COPD? Lung cancer?).
Voice disturbance, e.g. hoarseness, stridor, etc. (Is this laryngeal? Is it gastroesophageal reflux?).
Cardiac disease, ankle swelling or waking at night (heart failure?) (night-time waking does also occur in asthma)
Weight loss (Tuberculosis (TB), lung cancer?).
Haemoptysis (TB, infections, lung cancer, pulmonary embolus, bronchiectasis?).
Occupational risks for other lung diseases (asbestosis, pulmonary fibrosis?).
Obese patients with loud snoring, witnessed apneas during sleep, excessive daytime sleepiness (obstructive sleep 
apnea?)

This is for maintenance NOT management of acute exacerbations of asthma

Step Approach to Management: 

• Use the Step up/down approach to manage asthma. There are 2 step approaches to management shown in Tracks 1
and 2 below.
•Track 1: Preferred approach; starting with a combined inhaled corticosteroid (ICS) and formoterol as required.
•Track 2: If track 1 is unavailable/unaffordable or patient is stable with good adherence and no exacerbation 

history, the patient must take ICS whenever receiving Short-Acting Beta Agonist (SABA) and if patient is on ICS
maintenance therapy then the reliever is SABA.

• At each visit assess asthma control using GINA assessment tool of asthma control.

The presence of clinical features of asthma from a good history can be confirmed by the investigations below (if available).
These assess for reversibility in airflow limitation: 

Forced expiratory volume in 1 second(FEV1)and forced
vital capacity (FVC) are used to diagnose asthma.
Measure before and 15-minutes after 400mcg inhaled
salbutamol. Increase in FEV1 OR FVC by ≥200ml
and≥12% after bronchodilation suggests asthma.
Reduced FEV1/FVC ratio (pre-bronchodilator) of less
than 70% in the appropriate clinical context suggests
asthma.(Any of both criterion is diagnostic). A normal
spirometry does not exclude asthma.(if unavailable use
Peak flow test)

*Only for patients using SABA reliever (not ICS-formoterol reliever). Do not include SABA taken before exercise.

Investigations

Exclude other diseases

Principles of Asthma Management in Adults: Stable Disease

GINA Assessment of Asthma Control

▪

▪
▪

▪

Yes

Yes

Yes

Yes 

N o

N o

Spirometry (best diagnostic test) Peak flow test If no investigation test available
“trial of treatment”

N o

N o

Peak expiratory flow rate
(PEFR) is used to diagnose
asthma. Measure before and
15-minutes after 400mcg
inhaled salbutamol. ≥ 20%
increase in PEFR after
bronchodilation suggests
asthma. No change in PEFR
does not exclude asthma. 

Trial of Inhaled
corticosteroids (ICS):
Improvement of symptoms
after 4 weeks of ICS refer for
higher level of care for
confirmation.
If ICS is unavailable, refer to
higher level of care



STEP 1
 

STEPS 1-2

Combined ICS
and formoterol

Drug group

Short acting beta
agonist (SABA)

Drug

Salbutamol

STEP 2
Low dose
maintenance ICS

STEP3

STEP 3
Low dose
maintenance ICS-
LABA

STEP4

STEP 4

Dose

Inhaled 200-400 mcg as required

*RELIEVER: As-needed short -acting beta 2 agonist

ST EP5  

STEP 5

Preferred option if available and
affordable
Can be used as a reliever and
preventer drug. (see below)

Important notes

All patients must take an ICS at the
same time of taking a SABA (SABA 
should not be taken alone)

*RELIEVER: As-needed low dose ICS-formoterol
TRACK 2: Alternative CONTROLLER and RELIEVER: Before considering a regimen with SABA reliever, check if the patient is likely to
adhere to daily controller treatment 

Symptoms
Exacerbations
Side-effects
Lung function
Comorbidities
Patient satisfaction

Treatment of modifiable risk factors
and comorbidities
Non-pharmacological strategies 
Asthma medications including ICS
Education & skills training action plan

TRACK 1: PREFERRED CONTROLLER and RELIEVER Using ICS-formoterol as the reliever* reduces the risk of exacerbations compared
with using a SABA reliever, and is a simpler regimen

 

Symptoms less than
4-5 days a 

week

Symptoms less than
twice a month

Take ICS whenever
SABA taken*

As-needed-only low
dose ICS-formoterol

Symptoms
≥2/month, but < 4-5

days a week

Budesonide- formoterol
Or Beclomethasone- 
formoterol

Symptoms most days,
or waking with asthma
once a week or more

Low dose
maintenance ICS-
formoterol 

Symptoms most days,
or waking with asthma
once a week or more

Medium dose
maintenance
ICS-formoterol

Daily symptoms, or waking
with asthma once a week

or more, and low lung
function

 
Always check compliance and inhaler technique before increasing dose or adding new drugs.

Inhaled low dose: 100/6mcg (delivered dose
80/4.5mcg) 
Medium/high dose:
200/6 mcg (delivered dose
160/4.5mcg) to be used as
required as a short acting reliever

Medium/high dose
maintenance ICS-
LABA

Daily symptoms or
waking with asthma

≥ 1 times/week,
and low lung

function

Short course OCS may
also be needed for
patients presenting with
severely uncontrolled
asthma

Short course OCS may
also be needed for
patients presenting with
severely uncontrolled
asthma

Add-on LAMA
Refer for assessment of phenotype.
Consider high dose maintenance
ICS-formoterol

Add-on LAMA
Refer for assessment of phenotype.
Consider high dose 
maintenance ICS-LABA

In addition to GINA assessment tool, take a good history to rule out other causes. If no other cause, step up treatment according to the
assessment. 
If the patient is acutely unwell with breathlessness and/or wheeze. Do NOT step up treatment, instead treat as an exacerbation. (See below)
Poor asthma control is also suggested by:
•
•

SABA overuse: defined as ≥3 SABA inhalers in a year
ICS underuse: defined as <3 ICS inhalers in a year

•   A history, since last review, of an exacerbation requiring oral steroids or hospital treatment.
If good asthma control, continue current drugs or consider reducing dose and/or frequency of inhaled steroids (Step down if patient is stable over
thelast threemonths)

GINA 2024 - Adult
& adolescents 12+ years

 Personalized asthma management
Assess, Adjust,Reviewforindividual
patient needs

Confirmation of diagnosis if necessary
Symptom control & modifiable risk
factors 
Comorbidities
Inhaler technique & adherence
Patient preferences & goals

Medications
Short Acting Reliever Drugs



Long -acting
muscarinic
antagonist
(LAMA)

Oral
corticosteroid

Inhaled
corticosteroids
(ICS)

Drug group

Combined ICS
and formoterol

Long -acting
Beta Agonists
(LABA)

ICS-Salmeterol
combination

Formoterol

Inhaled tiotropium

Oral prednisolone

Drug

Budesonide- formoterol 

Fluticasone-salmeterol

Beclomethasone dipropionate
(Dry Powder Inhalers (DPI) or
pMDI, extra- fine particle,
HFA)

 Budesonide
 Fluticasone propionate (pMDI,
standard particle,HFA) 

9-12 mcg twice 

2 puffs (5mcg) daily.

Start at 0.5 mg/kg body weight
(not to exceed 30 mg), preferably
25–30 mg daily for 5–7 days. If
there is no improvement, refer to
the hospital. 

Low adult dose: 100 + 50 mcg
Medium adult dose: 250 +50mcg

High adult dose: 500 + 50mcg

Low adult dose: 100-200 mcg
Medium adult dose: >200-400 mcg

Low adult dose: 200-400 mcg
Medium adult dose: >400-800 mcg

 

Total Daily Dose

Step 1-2: As above.
Step 3: when used as Maintenance 
and Reliever Therapy (MART) take
1 inhalation twice daily as needed

Low adult dose: 200-500mcg twice
Medium adult dose: >500-1000mcg
twice 

Important notes

Check doses of individual preparation but
step up the same as for ICS – e.g.: normal
200-400mcg ICS twice daily, high dose 800
mcg ICS 
twice daily.

All inhaled steroids
equally effective However, 
different ICS are not equivalent in 
potency: e.g. if you switch 
patient’s treatment from one ICS 
‘low dose’ to another ICS ‘low 
dose’ patient asthma may become 
unstable. Patient should be 
monitored to ensure stability

Only for adults with severe asthma
(step 4 or 5). Not to be used
without ICS as increased risk of
severe exacerbations.

Only use for short term (5 days) acute
exacerbations, not recommended for 
long-term use in chronic patients 
(many major side effects e.g. 
osteoporosis, diabetes, weight gain). 

Lifestyle

Stop smoking Advise
on avoiding triggers 
as possible. If 
overweight, weight 
reduction will help 
reduce symptoms. 
Refer patient to 
smoking cessation 
clinic (06-500-4546)

Patient Education
Assess control 

Know signs of poor
control/exacerbation, and 
how to manage; give a 
personalised asthma 
action plan. See ‘Step 
approach to drug therapy’ 
(above).

Review after an exacerbation and every 6 months if stable.

Medication

Ask how often each inhaler is used. Check inhaler technique at
EVERY visit! Make sure patients understand the difference 
between reliever therapy and preventer therapy and what to do 
if their asthma gets worse. A persistent often nocturnal cough is 
a sign of a poorly controlled asthma and indicates a need to 
step up asthma drugs. Avoid the use of antihistamines or 
mucolytic/cough suppressants. If asthma uncontrolled consider 
alternative diagnosis (check for triggers), poor technique, poor 
adherence to treatment, occupational or psychosocial factors, 
seasonal & environmental factors before stepping up treatment.

Other Options

Regular Maintenance Treatment (preventer drugs)

Disease Monitoring

Never use without inhaled steroid:
risk of death!
Use combined inhalers if available. 

Can only be used as a preventer.
Please note, this combination of 
ICS/LABA cannot be used as a 
reliever. MART is not allowed here 

 Beclomethasone dipropi-
onate (pressurized metered-
dose inhaler (pMDI), standard
particle, hydrouoroalkane
(HFA)

Low adult dose: 100-250mcg
Medium adult dose: >250-500 mcg



4.

3.

5.

1 .
2 .

Always assess: ability to speak/pulse/blood
pressure/respiratory rate

Mild/Moderate Exacerbation
can be managed at primary health care level

Speaks whole sentences in 1 breath. Pulse <110
beats/min. Respiratory rate <25 breaths/min. 
Worsening symptoms but not yet criteria for severe/life
threatening asthma.
Peak flow 50-75% of predicted. Start on 1,2,3 below and
monitor for improvement. If no improvement over 6 hours
and/or getting worse then refer for admission.

If symptoms improve after 6 hours and O2
saturation > 95%, can be sent home.
Continue management as: Salbutamol via
spacer: 2-4 puffs every 4-6 hours for 24
hours then reduce to twice daily.

If possible, assess: Peak
flow/Oxygen saturation

Do not delay treatment (e.g. to
get a chest x-ray)

Salbutamol 4-6 puffs via spacer or 10mg via nebuliser every 2-4 hours or
more for 24 hours then re-evaluate.
Nebulized Ipratropium bromide (0.5 mg per dose) combined with
salbutamol leads to faster recovery. No benefit in mild attacks.
After initial management and improvement, refer all cases with severe
or life-threatening exacerbations or those with a history of two or more
moderate asthma attacks to higher level of care.

Prednisolone: 
30-40 mg orally for 5 days then stop (tapering down is not needed in most cases). 
Inhaled corticosteroids: If not already taken regularly, start regular ICS (or ICS-formoterol if available): Beclomethasone
via spacer: 2 puffs of 100 mcg twice daily.
If already taking regular Inhaled steroids: Continue and step-up dose. 
Antibiotics: 
Only give when there is a clear evidence of infection (fever, productive cough, consolidation on Xray). 
Before patient leaves the clinic ensure the following:

Patient knows how to use their inhalers and how to take prednisolone.
Patient knows signs of early deterioration and when to return for follow up
Patient has a personalized asthma action plan and advised to adhere to it.

Supplemental oxygen O2 via face mask
Short acting beta-agonist: SALBUTAMOL
▪Either inhaler with spacer (preferred option): Give 10 puffs salbutamol over 10-15 minutes. Before every single puff  shake
the inhaler well. Always use a spacer. OR: Nebulizer: Salbutamol 10mg nebulized via O2 (if available).
▪Add Ipratropium in severe/life threatening asthma. Do not use ipratropium alone unless salbutamol unavailable.
▪Repeat inhalers/nebulizers as often as needed until clinical improvement (less respiratory distress, respiratory rate decreases, 
improved (BP), can talk in whole sentences without needing to take a breath). Pulse rate may remain high due to salbutamol use.
Systemic steroids:
▪Oral steroids: Start Prednisolone at 0.5 mg/kg body weight (maximum 30 mg), preferably 25–30 mg daily for 5–7 days. 
▪Intravenous (IV) hydrocortisone is an alternative (hydrocortisone 100mg, may repeat every 6 hours until able to take oral
▪steroids).
Do NOT use intramuscular steroids (less effective).
Intravenous drugs: only if life threatening asthma not responding to nebulizers (limited benefit).
▪Magnesium Sulfate (1.2 - 2 g IV over 20 mins) (preferred option). Repeated doses can lead to hypermagnesemia, muscle 
weakness and fatigue.
▪Salbutamol 250 mcg by slow IV injection diluted to at least 50 mcg/ml. 
▪Salbutamol infusion use is limited only to patients who are unable to use inhaled or nebulized therapy.
Antibiotics are not indicated, unless there is clear evidence of infection (fever, productive cough).

FOLLOW UP: after 3-7 days

Severe Exacerbation
Refer to hospital

Talks in short phrases: can’t 
complete sentences in 1 breath. 
Pulse rate ≥ 110 beats/minute.
Respiratory rate ≥ 25
breaths/minute. Peak flow 33-50%
of predicted
Start on 1,2,3 below (consider 4).
Arrange transfer to hospital. 

Acute Exacerbation of Asthma

Management of Acute Exacerbation

Mild/Moderate asthma Severe/ life threatening asthma

Assess Severity

Once Stable

LIFE THREATENING EXACERBATION
Refer to hospital

Can’t talk/hypoventilation.
Cyanosis. Bradycardia. Hypotension.
Exhaustion/confusion/coma.
Peak flow <33% of predicted.
Oxygen saturation <92%
Start on 1,2,3,4 below and arrange
immediate transfer to an emergency
unit. May need intensive care



Diskhaler (DPI)

Accuhaler (DPI)

Turbohaler (DPI)

Pressurised metred dose 
inhaler with spacer

Which inhaler device for which patient?

Adults•Use the device that best suits the patient, most affordable, and easily available.
•Use a spacer with a metered dose inhaler if patient cannot synchronize inhaler with breath 

Types How to use this inhaler: Check inhaler technique as EVERY visit!
Pressurised metred dose •This inhaler works much better if used with a spacer. 

inhaler (pMDI) •Shake the inhaler before every single puff .
•Breathe out.
•Put inhaler into mouth, closing lips/teeth around it.
•As you take a deep slow breath in, give one puff only of the inhaler as you do this, and keep 

breathing in until lungs full.
•Hold your breath and count to 5.
•For a second dose, shake the inhaler again and repeat these steps.

•Shake inhaler before every single puff , then put into spacer/bottle.
•Put spacer into mouth, closing lips/teeth around it.
•Give single puff  of inhaler (no need to coordinate this with breathing).
•Take 4 slow, deep breaths to full inspiration.
•For a second dose, shake the inhaler again and repeat these steps. 

•Turn bottom fully in one direction until it can go no further, then fully back again as far as it
will go in the other direction. You should hear a click.
•Put the mouthpiece between your teeth and close your lips around it. 
•Take a deep breath in.
•For a second dose, repeat the above.

FIRST USE: remove the white part from the coloured body. Load the drug by putting the
medication disk onto the white rotating wheel in the device with the numbers facing up. 
Place back into body. Gently slide the body in and out of the device until the highest number 
on the medication disk is showing in the little window on the body.
•Before each use, lift the ap as far as it will go (this makes a hole in the medication disk) and
then close the flap.
•Breathe out deeply.
•Put your teeth and lips over the mouthpiece and take a deep breath in as fast as you can. Hold
your breath and count to 5.
•For a second dose, repeat the steps above.

•Open the Accuhaler as far as it will go.
•Push down on the lever until it clicks (this loads the drug).
•Breathe out.
•Put your teeth and lips over the mouthpiece and take a deep breath in as fast as                

you can. Hold your breath and count to 5.
•For a second dose, close the device (to reload it) and then repeat the steps above.

Inhalers in Asthma and COPD

Appendix
Expert committee recommends against the following:
•SABA-only treatment.
•Taking two different LABA inhaler (reliever /maintenance) as it may be associated 

Disclaimer
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with increased adverse events.
•LABA in the absence of ICS.
•Anticholinergic to be used only as add on treatment in patient not controlled on 

ICS-LABA
•Use of oral salbutamol for the management of asthma
•Theophylline as it has a higher risk of side effects.
Referral to pulmonologist
•Diffculty confirming the diagnosis of asthma (Atypical presentation, features of 

both asthma and COPD, Diagnosis is unclear even after a trial of therapy with ICS or
systemic steroid).

•Occupational asthma is suspected.
•Patient with life-threatening asthma exacerbation. (ICU admission or mechanical 

ventilation any time in the past) Patients who had exacerbation required
hospitalization or who required two courses of systemic steroid therapy in the last
year (despite good inhaler technique and good adherence) 

•Symptoms remain uncontrolled despite step 4 treatment medium dose ICS-LABA
•Suspected or confirmed food allergy with anaphylaxis
•Suspected exercise induced Asthma.
•There is evidence or high risk of treatment side-effects
•Chronic infection (cough, dyspnoea, haemoptysis, fatigue, fever, weight loss)
Note: Refer to other specialties if symptoms are suggestive of other non-pulmonary
causes e.g cardiac cause (dyspnoea with exertion, ankle oedema)

Abed Alfattah R.Alhadidi,MOH-Jordan
Amani A. Alzghoul, Noncommunicable Diseases Directorate, MOH-Jordan
Anas N. Almohtaseb, Noncommunicable Diseases Directorate, MOH – Jordan
Asma S. Albtoosh, Jordan University Hospital 
Dana A. Darwish, World Health Organization -Jordan Office. 
Dana M. Alhazaimeh, Pharmacy and Clinical Pharmacy Directorate- Jordan
Khaled H. Abu Rumman, Jordanian Thoracic Society 
Quteiba S. Nuseir, Royal Medical Services- Jordan 
Sanaa I. AlAkhras, Noncommunicable Diseases Directorate, MOH- Jordan
Shaher M. Samrah, Jordan University of Science and Technology

Every effort is made to ensure this information is accurate and correct at the date of
publication, nonetheless, it should not replace the practitioner’s good clinical
judgment or to be regarded as a substitute for taking professional advice. In
particular, check drug doses, side effects and interactions with the manufacturer and
with the relevant National Formulary. 



This clinical protocol is developed by Jordan national multisectoral expert committee for chronic 
respiratory diseases, comprising experts from Jordan Ministry of Health (MOH), Royal Medical 
Services, Jordan University, Jordan University of Science and Technology, and private sector, in 
collaboration with the World Health Organization and the WHO Collaborating Center for Research & 
Training in Chronic Respiratory Diseases, MOH-Oman

Consensus was established among experts on the prevention and 
control of COPD, guided by the Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) guidelines and the list of essential medicines at 
Jordan MOH, ensuring a pragmatic approach feasible for primary care 
setting in Jordan.

National Clinical Practice Protocol for
Chronic Obstructive Pulmonary
Disease (COPD) 
2025

This protocol applies to patients presenting for the �rst time at primary healthcare 
facilities, as well as those referred back from a pulmonologist as a Chronic 
Obstructive Pulmonary Disease (COPD) case. 

Scope of this Protocol

COPD is a heterogeneous lung condition characterized by chronic 
respiratory symptoms (dyspnoea, cough, sputum production and/or 
exacerbations) due to abnormalities of the airways (bronchitis, 
bronchiolitis) and/or alveoli (emphysema) that cause persistent, 
often progressive, air�ow obstruction.

De�nition of COPD

Diagnosis
Think ‘Could this be COPD?’ 
If over 35 years old and smoker/ex-smoker or exposed to 
smoky or polluted atmospheres who presents with frequent 
lower respiratory tract infection, breathlessness, wheeze and 
/or productive cough

• Chronic productive cough (with or without sputum?) for at least 3 months for 2 consecutive years.
• Dyspnoea and/or wheeze, activity limitation.
• The above-mentioned symptoms are progressive over time.

Ask about the following symptoms:



Investigations

• Do spirometry, if available, to con�rm diagnosis: Forced Expiratory Volume in 1 second 
(FEV1)/Forced Vital Capacity (FVC) is less than 0.7 on spirometry post bronchodilator and clinical 
features of COPD are present. If unavailable, refer to nearest facility with spirometry to con�rm 
diagnosis.

• Chest X-ray: essential to exclude TB, and can be helpful to look for other causes, if breathlessness is 
new or if ankle swelling, haemoptysis or weight loss.

• Measure Body Mass Index (BMI): if extremes (underweight (less than 18.5) /or morbid obesity (40 or 
more) refer for a higher level of care for investigation e.g. (for obesity: sleep study, arterial blood 
gases, for underweight: chest x-ray, high resolution CT scan).

• Once COPD diagnosis is established: manage as below. 

Asthma is a more likely diagnosis if there is: 
• Long history of having these symptoms 

since childhood or early adulthood.
• Variability: signi�cant variation in symptoms 

within a day or day-to-day (COPD symptoms 
are stable/persistent until an exacerbation 
causes sudden worsening).

• Nocturnal waking with breathlessness or 
wheeze (more common in asthma and heart 
failure, rare in COPD).

Look for any of the following, which may suggest another 
disease:
• Waking at night (asthma, heart failure?).
• Haemoptysis (Tuberculosis (TB), infections, lung cancer, 

pulmonary embolus, bronchiectasis?).
• Ankle swelling (heart failure?).
• Weight loss (TB, lung cancer?).
• Occupational risks for other lung diseases (asbestosis, 

pulmonary �brosis?).
• Frequent lower respiratory tract infections and 

constant productive cough (bronchiectasis?).
Note:
• Chest pain is rare in COPD. Think of other causes: 

cardiac, gastro-oesophageal, musculoskeletal, lung 
cancer, pulmonary embolus.

• Finger clubbing is not found in COPD and may suggest 
other diagnoses (investigate lung cancer).

If the above symptoms are present, it is suggestive of COPD:
provided other medical conditions have been excluded

Exclude Asthma Consider Other Diagnosis:

Severity Assessment Tool for Chronic Stable Patients
For assessment of severity of stable COPD, (not in exacerbation), ask the following questions:

Modi�ed MRC Dyspnea Scale
Please tick in the box that applies to you | one box only | grades 0-4

1. Dyspnoea and other symptoms according to mMRC and CAT tools below.
2. Number of exacerbations over the last year
3. Apply the symptoms and exacerbations/year to the assessment tools below to classify patient into groups (A, B, E) 

Reference: ATS (1982) Am Rev Respir Dis. Nov;126(5):952-6.

mMRC Grade 0

I only get 
breathless with 
strenuous exercise

mMRC Grade 1

I get short of breath 
when hurrying on 
the level or walking 
up a slight hill

I stop for breath after 
walking about 100 
meters or after a few 
minutes on the level

I am too breathless 
to leave the house 
or I am breathless
when dressing or 
undressing

mMRC Grade 3 mMRC Grade 4mMRC Grade 2

I walk slower than 
people of the same 
age on the level 
because of 
breathlessness, or I 
have to stop for breath 
when walking on my 
own pace on the level



CATTM Assessment 
For each item below, place a mark (x) in the box that best describes you currently. Be sure to only select 
one response for each question.

- Horizontal: to decide the patient group wither it is E or (A-B) apply exacerbations history. 
- Vertical: to decide whether the patient is group A or B apply the symptoms from mMRC and CAT assessments. 

In order to detect previous COPD exacerbation episodes during last year: 
• Ask about hospital admissions due to COPD exacerbation, 
• Any change in baseline respiratory symptoms that led to seeking medical advice and subsequently resulted in requiring a course 

of systemic corticosteroids or a change or increase in their baseline treatment (any should be counted as one exacerbation).

I never cough I cough all the time

I have no phlegm (mucus) 
in my chest at all

My chest is completely full 
of phlegm (mucus)

I am not limited doing any 
activities at home

I am very limited doing 
activities at home

I sleep soundly I don't sleep soundly because of 
my lung condition

I am con�dent leaving my home 
despite my lung condition

When I walk up a hill or one �ight of 
stairs I am not breathless

When I walk up a hill or one �ight 
of stairs I am very breathless

My chest does not feel tight at all My chest feels very tight

EXAMPLE: I am very happy 0 1 2 3 4 5

0 1 2 3 4 5

I am very sad Score

Total Score

0 1 2 3 4 5

0 1 2 3 4 5

0 1 2 3 4 5

0 1 2 3 4 5

0 1 2 3 4 5

0 1 2 3 4 5

0 1 2 3 4 5

I have lots of energy I have no energy at all

I am not at all con�dent leaving my 
home because of my lung condition

Reference: Jones et al. ERJ 2009; 34(3); 648-54.

Spirometrically
con�rmed diagnosis

Post-bronchodilator
FEV1/FVC < 0.7

Assessment of
air�ow obstruction

Assessment of
symptoms/risk of

exacerbations

mMRC 0-1
CAT < 10

mMRC ≥ 2
CAT ≥ 10

EXACERBATION 
HISTORY

(PER YEAR)GRADE FEV1

GOLD 1 ≥ 80

(% predicted)

GOLD 2 50-79

GOLD 3 30-49

GOLD 4 < 30

E

A B

SYMPTOMS 

COPD: Management
Stop Smoking and/or reduce exposure to smoke (in the surrounding environment):
This is the most important treatment as it stops the damage! Refer patient to smoking 
cessation clinic (06-500-4546).

Vaccination: 
• All patients with COPD are recommended to receive annual in�uenza vaccine.
• Consider pneumococcal vaccine (if available) as it reduces the risk of community 

acquired pneumonia and COPD exacerbations.

Pharmacological management

0 or 1 moderate 
exacerbations 
(not leading to 
hospitalization

≥ 2 moderate 
exacerbations or 

≥ 1 leading to 
hospitalization

GOLD ABE Assessment Tool



Drugs and Doses

Short acting relievers

mMRC 0-1, CAT < 10 mMRC ≥2, CAT ≥ 10

≥ 2 moderate 
exacerbations or ≥ 

1 leading to
hospitalization

0 or 1 moderate 
exacerbations (not 

leading to 
hospitalization

Group A
◦ All Group A patients should be o�ered bronchodilator treatment based on its e�ect on breathlessness. This can be either 

a short- or a long-acting bronchodilator. A long-acting bronchodilator is the preferred choice, if available and a�ordable, 
except in patients with very occasional breathlessness. (for doses see below)

◦ This should be continued if bene�t is documented.

Group B
◦ Treatment should be initiated with a LABA+LAMA combination after initial assessment at hospital by a Pulmonologist (if 

unavailable an internal medicine specialist can initiate therapy).
◦ Group B patients are likely to have comorbidities that may add to their symptomatology and impact their prognosis. 

These should be investigated and treated accordingly.

Group E 
◦ To be assessed and followed by a pulmonologist.

GROUP E

LABA+LAMA*
consider LABA+LAMA+ICS* if blood eos ≥ 300

Refer to pulmonologist

GROUP A GROUP B

A bronchodilator LABA+LAMA*
F/U after �rst assessment by pulmonologistStart treatment

*Single inhaler therapy may be more convenient and e�ective than multiple inhalers; single inhalers improve adherence to 
treatment
Exacerbations refers to the number of exacerbations per year; eos: blood eosinophil count in cells per microliter; mMRC: 
modi�ed Medical Research Council dyspnea questionnaire; CATTM: COPD Assessment TestTM.

Use inhaled therapy PREFERABLY with a spacer. Spacers improve delivery of the inhaled drugs to the lungs. 
Spacers are only used with pressurized metered dose inhalers (pMDI) devices such as salbutamol but not with Dry powder 
inhaler (DPI) devices.

(Use one of these, not both: no extra bene�t, more side e�ects)

(Improve symptoms, reduce exacerbations but very little impact on mortality)

SABA
(Short acting beta-agonist)

Inhaled: two pu�s of 100mcg 
as needed. (preferred)Salbutamol :

Please note: LABA can be safely used alone in COPD, while it is unsafe to use without 
inhaled corticosteroids (ICS) in asthma, (increased risk of death). 

Do not use with SAMA (ipratropium): more side e�ects and no extra bene�t.

LABA
(Long acting beta-agonist)

SALMETEROL : 

FORMOTEROL :

50-100mcg twice daily.

12-24mcg twice daily. 

LAMA
(Long acting muscarinic antagonist) TIOTROPIUM :

GLYCOPYRRONIUM BROMIDE :

2.5 mcg 2 pu�s once daily.

50mcg 1 pu� once daily. 

LAMA + LABA GLYCOPYRRONIUM + INDACATEROL : 50/110mcg         
one pu� once daily.

INDACATEROL : ultra-long acting 150mcg once daily. 
(capsule for inhalation)

SAMA
(Short acting muscarinic
antagonist)

Inhaled: two pu�s of 20mcg as needed. 
(use with caution in patient with benign 
prostatic hyperplasia (BPH), glaucoma)

Ipratropium :

Long-acting inhalers



Disease Monitoring

Screening of Lung Cancer for Patients at Risk:

Inhalers Practical Points

Review every 3 months if stable

Assessment

Lifestyle and non-pharmacological

▪ Ask about inhaler use: How often are they used? make sure it is not under or over-used. Is the inhalers 
use helping or making a di�erence? 

▪ Check inhaler technique at each visit.
▪ Ask about breathlessness: If uncontrolled refer.
▪ In�uenza and pneumococcal immunisation (if available).

All smokers and patient with chronic respiratory disease should receive pneumococcal vaccine

Medication

Psychological well-being

▪ Refer to smoking cessation clinics (06-500-4546)
▪ Stop the damage: stop smoking is the most important treatment in COPD. Check cooking outside using 

�rewood/using low smoke fuel, if possible, to reduce smoke damage to lungs. 
▪ Encourage activity such as walking. Treat obesity/malnourishment.

▪ Look for and treat anxiety/depression: Breathlessness is frightening; it stops social activities, causing 
isolation.

• It is essential to provide instructions and demonstrate the proper inhalation technique when 
prescribing a device, to ensure that inhaler technique is adequate.

• Recheck at every visit that inhalers are used correctly.
• The choice of inhaler devices has to be individually tailored and takes into consideration their 

accessibility, cost/a�ordability, tolerance and patient’s preference
• Inhaler technique and adherence to therapy should be assessed before deciding that the current 

therapy is ine�cient or inadequate.

Age 50-80 years old.

History of 20-pack year smoking and are either current smokers or former smokers who 
quit within the past 15 years

Stop screening if a patient quits smoking more than 15 years, or of limited life-expectancy.

Consider referral for low dose CT-scan in patients with COPD if:

1

2

3

▪ Review symptoms by mMRC and CAT. 
▪ Ask about number of exacerbations (if 2 in the last 12 month refer):

Ask patients if their baseline symptoms of cough, sputum, dyspnea and wheezes (any or all) have 
worsened and led to seeking medical advice (emergency visits, general practitioner (GP) visits, Pharmacy) 
and have their home inhalers doses increased or they needed hospitalization, or they were given systemic 
steroids (oral, intravenous or intramuscular) (all of the above should be counted as one exacerbation).

Acute Exacerbation of COPD

Features 
suggestive of an 
acute COPD 
exacerbation

Definition:
- Event characterized by increased dyspnea and/or cough and sputum that worsens in < 14 days 

which may be accompanied by tachypnea and/or tachycardia and is often associated with increased 
local and systemic in�ammation caused by infection, pollution, or other insult to the airways 

Ask the following questions about exacerbation:
- Are you experiencing increased shortness of breath compared to your usual baseline?
- Have you noticed a worsening of your cough and sputum production in the last two weeks?
- Do you feel like you are breathing faster than normal?
- Have you noticed an increase in your heart rate recently?
Exclude other causes of their symptoms:
- Such as myocardial infarction, decompensated heart failure, pulmonary embolism and pneumonia.
- If abrupt deterioration of symptoms, consider myocardial infarction, pulmonary embolism, acute 

heart failure (need to be referred immediately).



Features 
suggestive of an 
acute COPD 
exacerbation

Signs:
- Fever increased respiratory rate (normal: 12-20 breath per minute), increased heart rate >90-100, 

signs of respiratory distress (e.g. how much they can talk, use of accessory muscles, cyanosis). 
- New-onset cyanosis or peripheral oedema and acute confusion or drowsiness suggest a severe 

exacerbation. (refer to hospital).
Investigations if available to evaluate severity: pulse oximetry, chest radiography (CXR), 
electrocardiogram (ECG), If confused and/or pulse oximetry less than 92% on ambient air or there is 
more than 3% decline from the patient’s baseline reading if known to be hypoxic at baseline - refer to 
nearest hospital.
Mild exacerbation is characterized by:
- Respiratory rate less than 24 breath/min.
- Heart rate less than 95 bpm.
- Resting oxygen saturation (SpO2 ≥92% on ambient air or less than 3% decline from patient’s baseline 

reading (if known to be hypoxic at baseline).
- C-reactive Protein (CRP) less than 10mg/dl (if obtained).

Instruct patients to take their SABA every 30 minutes – 2 hours until they reach the nearest hospital. 

Management 
at primary care 
level is only for 
mild 
exacerbation

Salbutamol pMDI via spacer: start with 10 pu�s (remember to shake inhaler before each pu�) then 4-6 
pu�s every 2-4 hoursor as needed. 
- Or 2.5-5mg (diluted to a total of 3 mL) nebulised salbutamol, every 2-4 hours). When administering 

nebulized medications keep oxygen saturation between 88-92%.
- Or combined ipratropium/salbutamol 0.5mg/2.5-5mg (diluted to a total of 3 mL), every 2-4 hours. 
- If there is deterioration or no improvement after 4hr (i.e. 2 repetition of management) refer to the 

nearest hospital.
- Oral steroids: 30mg for 5 days. No need for tapering. Or intravenous (iv) steroids (no advantage over 

oral steroids, preserve for patient not tolerating oral intake).
- If recurrent visit within 2 weeks refer to pulmonologist.

If signs of 
infection (fever, 
discoloured 
sputum)

- Do all the above and give antibiotics.
- Amoxicillin/clavunate 625mg 3 times a day.
- Alternative: Azithromycin (drug-drug interaction (prolonged QT-interval) e.g. lipid lowering agent, 

antihistamine, tricyclic antidepressants).

Oxygen (O2) - Supplemental oxygen therapy to maintain target O2 sat between 88-92%.
- BEWARE: High dose O2 can be fatal and causes coma. Venturi mask or nasal cannula 

is recommended to keep target O2 saturation between 88-92%.

Moderate/ 
severe 
exacerbation
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