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is the increased risk of bleeding, ranging from 
trivial to potentially life‑threatening. Assessing 
the balance between the reduction of MACE and 
the increase in bleeding is then crucial to estab‑
lish whether aspirin should be prescribed for pri‑
mary and secondary cardiovascular prevention.

It is reasonable to assume that the higher 
the likelihood of cardiovascular events, the great‑
er the expected absolute benefit from aspirin. We 
may also speculate that the benefit of aspirin ther‑
apy would have been more evident in the past de‑
cades when the risk for MACE was higher than 
now due to a much less intensive control of cardio‑
vascular risk factors and less effective antithrom‑
botic strategies. Yet, it is worth remembering that 

Introduction  Cardiovascular disease is the lead‑
ing cause of morbidity and mortality worldwide. 
This justifies the continuing search for optimal 
strategies in primary and secondary cardiovas‑
cular prevention. Primary cardiovascular preven‑
tion is the combined set of actions aimed at reduc‑
ing the likelihood of symptomatic atherosclerot‑
ic disease or major adverse cardiovascular events 
(MACEs), while secondary prevention consists 
in limiting the probability of new events in pa‑
tients with symptoms or prior MACE. Aspirin in‑
hibits platelet activation elicited by acute plaque 
complications, thus blocking the very first step 
of the thrombogenic cascade. The drawback of 
aspirin therapy, as for any antithrombotic drug, 
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Abstract

Primary cardiovascular prevention is the combined set of actions aimed at  reducing the  likelihood of 
symptomatic atherosclerotic disease or major adverse cardiovascular events (MACEs) in currently 
asymptomatic individuals. Older studies on aspirin for primary prevention were positive or neutral as 
to the primary ischemic endpoint (often represented by MACE), but the reduction in nonfatal ischemic 
events seemed largely counterbalanced by an increase in bleeding events. The 3 latest large randomized 
controlled trials on aspirin in primary prevention, all published in 2018, reached basically similar conclu‑
sions, leading to an intense debate on whether aspirin therapy is warranted in asymptomatic patients 
and whether there are subgroups that may benefit. In the present review, we provide an overview of 
the available evidence on aspirin for primary cardiovascular prevention, focusing on the results of meta
‑analyses and on strengths and pitfalls of meta‑analytic assessments. Based on a meta‑regression of 
the benefits and harm of aspirin therapy in primary prevention as a function of the 10‑year risk of MACE, 
which is an alternative type of pooled analysis of available evidence, we propose a treatment algorithm 
acknowledging differences among patients and emphasizing the need for an individualized assessment 
of benefits and risks. Following general preventive measures (physical exercise, smoking cessation, 
treatment of hypertension and hypercholesterolemia, etc), a  tailored approach to aspirin prescription 
is warranted. When patients are younger than 70 years of age, clinicians should assess the 10‑year 
cardiovascular risk: when such risk is high and bleeding risk is low, aspirin treatment should still be 
considered, also taking patients’ preferences into account.



POLISH ARCHIVES OF INTERNAL MEDICINE  2020; 130 (2)122

to a 20% relative reduction in the risk of nonfatal 
MI (0.18% vs 0.23% per year; P <0.001). Men and 
women seemed to achieve similar benefit. Aspirin 
did not reduce the incidence of ischemic stroke 
(0.16% vs 0.18% per year; P = 0.08) or cardiovas‑
cular mortality (0.19% vs 0.19% per year; P = 0.7). 
Allocation to aspirin was associated with slight‑
ly higher rates of hemorrhagic stroke (0.04% vs 
0.03%; P = 0.05), and definitely higher rates of 
major extracranial bleeds (0.10% vs 0.07% per 
year; P <0.001).

While this meta‑analysis is certainly to be 
praised for its attempt to assess efficacy and safe‑
ty of aspirin with a patient‑level approach, sever‑
al methodological issues should be pointed out in 
drawing firm conclusions. First, the primary pre‑
vention setting was defined as the absence of “any 
history of occlusive disease,”9 instead of the ab‑
sence of symptoms of atherosclerotic disease or 
prior cardiovascular events. Second, the studies 
included (British Doctors’ Study,15 United States 
Physicians’ Health Study,16 Thrombosis Preven‑
tion Trial,17 Hypertension Optimal Treatment 
Trial,18 Women’s Health Study)19 differed widely 
with respect to the number of participants, tar‑
get populations, aspirin regimens, the presence 
of a placebo arm, follow‑up durations, and dates 
of recruitment and follow‑up, which ranged from 
1978 to 2005.9 This reflects the extreme degree 
of heterogeneity of the primary prevention set‑
ting, which is matched by an equally large vari‑
ability of cardiovascular risk, in turn possibly af‑
fecting the possibility of demonstrating benefit 
from aspirin therapy. Third, the Antithrombotic 
Trialists’ Collaboration selected studies with “at 
least 1000 nondiabetic participants with at least 
2 years of scheduled treatment.”9 Although this 
was probably due to the fact that individual par‑
ticipants’ data were available only from the trials 
there included, it differs from the exclusion cri‑
teria of other meta‑analyses,20,21 which reflects 
the different perception of what primary preven‑
tion really is or attempts at limiting the hetero‑
geneity among studies. Nonetheless, such exclu‑
sions limited the total population size, possibly 
reducing the likelihood that a small prognostic 
benefit from aspirin attained a statistical signifi‑
cance. Similarly, assessment of benefits and risks 
in subgroups (men vs women, diabetic vs nondi‑
abetic patients, different aspirin doses, etc) may 
have been affected by even smaller sample sizes.

Influence of weight on aspirin benefit: the minefield 
of subgroup analyses  Just before the publication 
of the 3 latest megatrials on aspirin for primary 
prevention in 2018,10-14 a new meta‑analysis of 
data so far available in primary cardiovascular pre‑
vention sparked additional interest in this issue. 
Rothwell et al22 used individual patient data from 
10 trials (including 117 279 participants) to assess 
the effects of low‑dose aspirin (75–100 mg daily or 
100 g on alternate days) and higher dose aspirin 
(300–325 mg or ≥500 mg daily) across categories 
of body weight and height, after stratification by 

6 trials on aspirin for secondary prevention car‑
ried out back in the 1970s provided at that time 
limited and conflicting information on benefit 
from aspirin when taken individually.1-6 The bene‑
fit from aspirin therapy indeed became clear only 
when these trials were pooled together in the first 
meta‑analysis in the cardiovascular field. In detail, 
among over 10 000 patients with previous myo‑
cardial infarction (MI), those randomized to as‑
pirin had a lower risk of all‑cause and cardiovas‑
cular death, less frequent stroke, and a 21% lower 
risk of reinfarction compared with placebo. Aspi‑
rin also increased the risk of bleeding, although 
very high doses (up to 1000 mg/d), increasing 
the risk of gastrointestinal (GI) bleeding more 
than lower doses, were frequently used in older 
trials.7,8 In a more recent meta‑analysis includ‑
ing 16 trials and 17 000 patients, aspirin alloca‑
tion was associated with a reduction of about one
‑fifth in the total number of strokes (P = 0.002) 
and coronary events (P <0.001), and a nonsignif‑
icant increase in hemorrhagic stroke, with simi‑
lar effects in men and women.9

In the setting of primary prevention, however, 
the balance between benefit and risk is expect‑
ed to be less favorable because the background 
risk of events, and hence the absolute benefit ex‑
pected from aspirin, is generally 1 order of mag‑
nitude lower than in secondary prevention.9 In‑
deed, the studies carried out since the early 1990s 
yielded either positive or neutral results as to isch‑
emic end points, but this seemed largely coun‑
terbalanced by an increase in bleeds. The 3 lat‑
est trials on aspirin for primary prevention pub‑
lished in 2018 reached basically similar conclu‑
sions,10-14 leading to a widespread broad negation 
of the role of aspirin in asymptomatic patients, 
and also shedding doubts as to whether some pa‑
tient subgroups may benefit from its use.

In the present review, we provide an overview 
of the available evidence on aspirin in primary car‑
diovascular prevention, focusing on the results 
from meta‑analyses and on their strengths and 
potential pitfalls. We will then propose an algo‑
rithm for clinical decision making based on a dif‑
ferent type of pooled analysis of the available 
evidence. We will then explain the rationale for 
the assessment based on the “weighed net clini‑
cal benefit.” Such approaches should prove more 
useful than the classic meta‑analytic evaluations 
performed so far and help in clinical decisions in 
individual patients.

The Antithrombotic Trialists’ Collaboration  In 2009, 
the results of a meta‑analysis of individual par‑
ticipant data from 6 large trials of aspirin in pri‑
mary prevention (together with the already men‑
tioned 16 available trials in secondary preven‑
tion) were published.9 Trials in primary preven‑
tion included a total of 95 000 patients, 3554 
MACEs, and over 660 000 person‑years expo‑
sure to the drug. Allocation to aspirin yielded 
a 12% relative reduction in MACE (0.51% aspirin 
vs 0.57% control per year; P <0.001), mainly due 
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on hard clinical endpoint is unlikely to emerge in 
an era when the approach to primary cardiovascu‑
lar prevention is increasingly aggressive. A subse‑
quent meta‑analysis yet evaluated 11 trials with 
157 248 individuals, excluding studies that en‑
rolled subjects with evidence of subclinical vas‑
cular disease, such as a reduced ankle brachial 
index.20 At a mean follow‑up of 6.6 years, aspi‑
rin was indeed not associated with a lower inci‑
dence of all‑cause death (relative risk [RR], 0.98; 
95% CI, 0.93–1.02; P = 0.30), but was associated 
with a higher incidence of major bleeding (RR, 
1.47; 95% CI, 1.31–1.65; P <0.001) and intracra‑
nial hemorrhage (RR, 1.33; 95% CI, 1.13–1.58; 
P = 0.001). A similar effect on all‑cause mortal‑
ity and major bleeding was demonstrated in pa‑
tients with diabetes and those deemed at high 
cardiovascular risk (here defined as those with 
a 10‑year risk >7.5%). Aspirin was associated, 
however, with a lower incidence of MI (RR, 0.82; 
95% CI, 0.71–0.94; P = 0.006), although this ef‑
fect had not been found to a significant extent in 
the most recent trials.20

A broader definition of primary prevention 
(“participants without known preexisting car‑
diovascular disease”) was used in another meta
‑analysis,27 which led to the inclusion of trials 
with asymptomatic peripheral or aortic athero‑
sclerotic disease, such as the POPADAD (Preven‑
tion of Progression of Arterial Disease and Diabe‑
tes)28 and AAA (Aspirin for Asymptomatic Ath‑
erosclerosis) trials.29 A total of 13 trials random‑
izing 164 225 participants with a median baseline 
10‑year risk of the primary cardiovascular out‑
come of 9.2% (range, 2.6%–15.9%) were includ‑
ed. Aspirin use was associated with significant re‑
ductions in the primary cardiovascular outcome 
(a composite of cardiovascular death, nonfatal 
MI, and nonfatal stroke) compared with no aspi‑
rin (hazard ratio [HR], 0.89; 95% CI, 0.84–0.95), 
with a number needed to treat of 265. The use of 
aspirin was not associated with a lower all‑cause 
mortality rate (HR, 0.94; 95% CI, 0.88–1.01) or 
cardiovascular mortality rate (HR, 0.94; 95% CI, 
0.83–1.05) compared with no aspirin. Further‑
more, the use of aspirin was associated with re‑
duction in MI (HR, 0.85; 95% CI, 0.73–0.99) and 
ischemic stroke (HR, 0.81; 95% CI, 0.76–0.87). 
Aspirin use was, however, also associated with 
an increased risk of major bleeding (HR, 1.43; 
95% CI, 1.30–1.56), with a number needed to 
harm of 210.27

The efficacy and safety of aspirin in patients 
with diabetes were evaluated in a dedicated meta
‑analysis, considering data from 10 trials and 
33 679 patients.30 Aspirin did not significant‑
ly reduce the risk of MACEs (RR, 0.93; 95% CI, 
0.87–1.00; P = 0.06), cardiovascular death (RR, 
0.95; 95% CI, 0.83–1.09; P = 0.49), MI (RR, 0.91; 
95% CI, 0.75–1.11; P = 0.36), or stroke (RR, 0.91; 
95% CI, 0.76–1.10; P = 0.33), and there was a small 
but significant increase in the risk of all bleeding 
events (RR, 1.29; 95% CI, 1.07–1.55; P = 0.01).30 
Given the P value of 0.06 for MACE prevention 

age, sex, and cardiovascular risk factors. The au‑
thors found that low‑dose aspirin reduced cardio‑
vascular events in patients weighing 50 to 69 kg 
(hazard ratio [HR], 0.75; 95% CI, 0.65–0.85), but 
not in those weighing 70 kg or more (HR, 0.95; 
95% CI, 0.86–1.04). Low‑dose aspirin apparently 
also reduced all‑cause death and the composite of 
all‑cause death or cardiovascular events in the 50 
to 69 kg category, but not in patients weighing 
more. By contrast, daily aspirin doses of 300 mg 
or more reduced cardiovascular events only in pa‑
tients weighing more than 90 kg. Based on these 
findings alone, one may postulate that no bene‑
fit from aspirin therapy had emerged so far be‑
cause of aspirin underdosing in most cases. This 
conclusion is at odds with the prevailing notion 
that higher aspirin doses do not achieve great‑
er antiplatelet inhibition than lower doses, but 
simply increase the risk of adverse effects, such 
as GI bleeding. Additionally, the risk of bleeding 
on low‑dose aspirin in patients weighing 70 kg or 
more tended to be higher than in those weighing 
70 to 79 kg and 80 to 89 kg, which is unexpect‑
ed if aspirin was underdosed in heavier patients. 
For patients on high‑dose aspirin, those weigh‑
ing less should be expected to have higher rates of 
bleeding, and vice versa; on the contrary, patients 
weighing 90 to 99 kg had the highest bleeding risk 
and those weighing 60 to 69 kg had a risk similar 
to placebo. For this analysis, studies on primary 
prevention were pooled together with those on 
secondary prevention of stroke, and the primary 
prevention setting was not considered separate‑
ly. Additionally, while epidemiologic evidence in‑
dicates that regular and long‑term use of aspirin 
is associated with a lower incidence of colorectal 
cancer,23 in this meta‑analysis, an increase in can‑
cer risk emerged in some patient subgroups, most 
notably those aged 70 years or older and weigh‑
ing less than 70 kg. The risk of cancer was appar‑
ently particularly high in diabetic women younger 
than 50 years at baseline, partially due to an in‑
creased incidence of breast cancer.22

The influence of weight on aspirin efficacy, 
the increased risk of cancer, and other unexpected 
findings all derive from subgroup analyses. One 
should exert great caution when interpreting such 
results, which have the limits of meta‑analyses 
involving disparate patient subgroups, increas‑
ing the likelihood of chance findings.

Older trials pooled with the ARRIVE, ASCEND, and 
ASPREE studies  The ARRIVE (Aspirin to Re‑
duce Risk of Initial Vascular Events),10 ASCEND 
(A Study of Cardiovascular Events in Diabe‑
tes),11 and ASPREE (Aspirin in Reducing Events 
in the Elderly)12-14 trials have been discussed in 
detail in recent authoritative reviews, to which 
the reader is referred.24,25 The results of these 
studies, summarized in Table 1, have been pooled 
together with previous studies. In commenting 
the overall evidence in primary cardiovascular 
prevention, Ridker26 observed that no trial has 
ever shown a mortality benefit, and a net benefit 
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The authors proposed a pooled analysis of pri‑
or trials, which differed from the standard meta
‑analytic approach because it evaluated the reduc‑
tion in thromboembolic events and the increased 
bleeding as a function of cardiovascular risk in the 
control group. Here, we plotted the relative bene‑
fit or harm from aspirin versus placebo as a func‑
tion of the 10‑year risk of MACEs in the control 
group. The analysis suggested that the relative 
benefit from aspirin (in terms of reduced isch‑
emic events) increases progressively in parallel 
with the 10‑year risk of MACEs, whereas the rel‑
ative risk of major bleeding is much less affect‑
ed by the level of cardiovascular risk. A substan‑
tial proportion of major bleeds occurred in the GI 
tract, which is worth noting as such risk can be 
substantially reduced with proton pump inhibi‑
tors (PPIs).33 We concluded that the reduction in 
the number of thromboembolic events was bal‑
anced by an increased risk of bleeding in patients 
at low risk of MACEs, while patients at higher 
risk seemed to derive a net benefit from aspirin. 
The 10% and 20% values of 10‑year risk of MAC‑
Es were selected as cutoff points useful for clin‑
ical decisions.34 In this proposal, aspirin for pri‑
mary cardiovascular prevention was not to be pre‑
scribed when the estimated 10‑year risk of MAC‑
Es was less than 10%, might be considered when 
the risk was 10% to 20%, and was largely advised 
when the 10‑year risk was greater than 20%.32

We have now updated the same analysis fol‑
lowing the publication of the latest trials on 

by aspirin, this meta‑analysis basically confirms 
a substantial equivalence between the prevention 
of ischemic events and the increase in bleeding 
events, as reported in the ASCEND trial.11

A further meta‑analysis, with a particular fo‑
cus on subgroups, has been published very recent‑
ly, and has evaluated whether sex, concomitant 
statin treatment, diabetes, and smoking affect‑
ed the benefit from aspirin.31 The risk of MACEs 
seemed to be significantly reduced in men (RR, 
0.89; 95% CI, 0.83–0.95), but not in women, pos‑
sibly because of the greater cardiovascular risk 
among men. Nonetheless, aspirin was report‑
ed to reduce the risk of MACEs in patients treat‑
ed with statins (RR, 0.88; 95% CI, 0.80–0.96) 
or nonsmokers (RR, 0.90; 95% CI, 0.82–0.99), 
while it was not associated with significant ben‑
efit in patients not receiving statins or smokers.31 
Therefore, aspirin apparently conferred a great‑
er benefit in patients at a lower cardiovascular 
risk, which is counterintuitive and has no plau‑
sible background. These results cast many shad‑
ows over the feasibility of subgroup analyses in 
this field. Reappraising all available data from an‑
other perspective, such as the baseline cardiovas‑
cular risk, might prove a more fruitful approach.

Meta‑regression: another approach to assess aspi-
rin benefit  In 2014, an international panel of 
experts published a consensus document ad‑
vocating a tailored strategy to aspirin prescrip‑
tion in primary cardiovascular prevention.32 

TABLE 1  The 3 latest trials on aspirin for primary cardiovascular prevention

Study Study design Patient population No. of patients; 
follow‑up

Results: efficacy Results: safety

ARRIVE10 Randomized, double
‑blind, placebo
‑controlled, 
multicenter study 
(Germany, Italy, 
Ireland, Poland, 
Spain, United 
Kingdom, United 
States)

Patients ≥55 years (M) or 
≥60 years (W), estimated 
moderate cardiovascular 
risk

12 546; 5 y No significant differences in:
•	composite of time to first MI, 
stroke, cardiovascular death, 
unstable angina, or transient 
ischemic attack (HR, 0.96; 95% CI, 
0.81–1.13; P = 0.604)
•	fatal or nonfatal MI (HR, 0.85; 
95% CI, 0.64–1.11; P = 0.233)

GI bleeding (usually 
mild) more frequent in 
the aspirin group (HR, 
2.11, 95% CI 1.36–
3.28; P <0.001); 
similar incidence of 
serious adverse events 
in both arms

ASCEND11 Randomized, double
‑blind, placebo
‑controlled, 
multicenter study 
(United Kingdom)

Patients ≥40 years 
diagnosed with diabetes 
mellitus (any type), no 
known cardiovascular 
disease, no clear 
indication for antiplatelet 
therapy

15 480; 7.4 y Serious vascular events less 
frequent in the aspirin group than 
in the placebo group (RR, 0.88; 
95% CI, 0.79–0.97; P = 0.01). 
Similar incidence of GI cancer (RR, 
0.99; 95% CI, 0.80–1.24) or any 
cancer (RR, 1.01; 95% CI, 0.92–
1.11)

Major bleeding more 
frequent in the aspirin 
group (RR, 1.29; 
95% CI, 1.09–1.52; 
P = 0.003), more GI 
and other extracranial 
bleedings

Randomized, double
‑blind, placebo- 
controlled, 
multicenter study 
(Australia, United 
States)

Subjects aged ≥70 years 
(or ≥65 years if blacks or 
Hispanics in the United 
States), no cardiovascular 
disease, dementia, or 
physical disability

19 114; 4.7 y No significant differences in:
•	composite of death, dementia, or 
persistent physical disability 
(HR, 1.01; 95% CI, 0.92–1.11; 
P = 0.79)
•	cardiovascular disease (HR, 0.95; 
95% CI, 0.83–1.08)
Higher risk of death from any 
cause (but formal comparison not 
possible)

Higher rate of major 
hemorrhage in 
the aspirin group 
(HR, 1.38; 95% CI, 
1.18–1.62; P <0.001)

Abbreviations: ARRIVE, Aspirin to Reduce Risk of Initial Vascular Events; ASCEND, A Study of Cardiovascular Events in Diabetes; ASPREE, Aspirin in 
Reducing Events in the Elderly; GI, gastrointestinal; HR, hazard ratio; RR, relative risk
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to corroborate the conclusions of the 2014 con‑
sensus document.

A practical algorithm to guide decision regarding aspi-
rin therapy for primary prevention  A revised version 
of the decisional algorithm is reported in Figure 2. 
Patients in primary cardiovascular prevention 
should achieve optimal control of cardiovascu‑
lar risk factors, primarily targeting recommended 
levels of low‑density lipoprotein cholesterol (with 
extensive use of statins) and blood pressure.36-38 
Afterwards, provided that they are younger than 
70 years of age and free from physical disability 
or dementia, they should undergo an evaluation 
of their cardiovascular risk, with attention to ev‑
idence of subclinical atherosclerotic disease or di‑
abetes. When the 10‑year risk of MACE is great‑
er than 20% or with evidence of subclinical ath‑
erosclerosis (carotid, coronary, or peripheral ar‑
tery disease), there is still currently a reasonably 
strong rationale for starting a therapy with aspi‑
rin, particularly if there are no conditions of in‑
creased bleeding risk and in any case following 
discussion with the patient about the potential 
risks and benefit. Aspirin should be most often 
prescribed together with a PPI to reduce the risk 
of GI bleeding. Aspirin therapy should be more 

aspirin for primary prevention10-14,34 (Figure 1). 
The correlation between the 10‑year risk of MAC‑
Es and the relative reduction in ischemic events 
is weaker than in the 2014 diagram (r = 0.691 
vs r = 0.729, P <0.001 vs P = 0.006, respective‑
ly). Furthermore, the slope of the line depicting 
the relative reduction in ischemic events appears 
largely driven by the ETDRS (Early Treatment 
Diabetic Retinopathy Study),35 an old trial that 
included patients either in primary or second‑
ary prevention, and statistical significance is lost 
when this trial is excluded (P = 0.085).34 We also 
note, however, that only 2 trials—ETDRS35 and 
POPADAD28—included patients beyond the 20% 
risk threshold, and that the reduction in isch‑
emic events appears much more prominent in 
the former35 than in the latter,28 with basically 
no bleeding events reported in ETDRS.35 Other 
possible limitations of this analysis are the high 
degree of heterogeneity of trials on aspirin for 
primary prevention, including the much more 
intensive control of cardiovascular risk factors in 
most recent trials, and the assessment of MACE 
instead of the harder endpoint of total or cardio‑
vascular death. Despite these cautions, the di‑
verging slopes of the lines representing the rel‑
ative benefit and risk of aspirin therapy seem 

Figure 1�  The magnitude of antithrombotic benefit and bleeding risk as a function of the cardiovascular risk in trials of aspirin for primary prevention. 
Modified from De Caterina et al34 
This univariate linear regression reports the aspirin effect as a function of the baseline cardiovascular risk. The regression lines correspond to major 
cardiovascular events (vascular death, nonfatal myocardial infarction, nonfatal stroke, excluding transient ischemic attacks or need for 
revascularization), major bleeding, and major gastrointestinal (GI) bleeding. The independent variable is the risk of major cardiovascular events per 
10 patient‑years in the control group of each trial. On the y‑axis, the percent absolute risk change is provided; for major cardiovascular events, this is 
calculated as risk / follow‑up years in the control group minus risk / years in the aspirin group, while for major bleeding and major GI bleeding, 
it is calculated as risk / follow‑up years in the aspirin group minus the risk / years in the control group. Study weight is proportional to study size (number 
of patients recruited). Each study is represented by 3 circles, 1 for each endpoint, the size of which is proportional to patient number. Only 1 circle is 
reported for the ETDRS35 and 2 for the United States PHS,16 since the data reported do not allow a complete evaluation of the bleeding risk. 
Abbreviations: AAA, Aspirin for Asymptomatic Atherosclerosis;29 BDT, British Doctors Trial;15 HOT, Hypertension Optimal Treatment;18 JPAD, Japanese 
Primary Prevention of Atherosclerosis With Aspirin for Diabetes;46 JPPP, Japanese Primary Prevention Project;47 MACE, major adverse cardiovascular 
event; PHS, Physician Health Study;16 POPADAD, Prevention of Progression of Arterial Disease and Diabetes;28 PPP, Primary Prevention Project;48 TPT, 
Thrombosis Prevention Trial;17 WHS, Women’s Health Study;19 others, see Table 1
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cancer,23 a family history of these types of can‑
cer should be regarded as a further encourage‑
ment to start aspirin.

A similar stepwise approach based on risk 
stratification has been recently proposed by 
Chiang et al.39 The decision to start, continue, 
or stop aspirin in primary prevention must be 

carefully evaluated when the 10‑year risk is be‑
tween 10% and 20%, and should not be prescribed 
when the 10‑year risk is less than 10%. Impor‑
tantly, all patients must be thoroughly informed 
about the risks and potential benefits from this 
therapy.34 Based on population studies point‑
ing to a reduction in GI, particularly colorectal, 

Figure 2�  Proposed stepwise approach to aspirin prescription for primary cardiovascular prevention. Modified from 
De Caterina et al34  
Patients in primary cardiovascular prevention should achieve optimal control of cardiovascular risk factors. Afterwards, 
when they are aged <70 years and free from physical disability or dementia, they should undergo a stratification of 
their cardiovascular risk, with attention to evidence of subclinical atherosclerosis or diabetes. When the 10‑year risk of 
major adverse cardiovascular evets (MACEs) is >20% or there is already evidence of subclinical atherosclerosis, there 
is a rationale for starting a therapy with aspirin, particularly if there are no conditions of increased bleeding risk and 
following discussion with the patient about potential risks and benefit. Aspirin should be prescribed together with 
a proton pump inhibitor (PPI) to reduce the risk of gastrointestinal bleeding. Starting of aspirin therapy should be 
carefully evaluated when the 10‑year risk is between 10% and 20%; and aspirin should not be prescribed when 
the 10‑year risk is <10%.
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Cardiology / American Heart Association Guide‑
lines recommend that “[l]ow‑dose aspirin (75–
100 mg orally daily) […] be considered for the pri‑
mary prevention of atherosclerotic cardiovascu‑
lar disease (ASCVD) among select adults 40 to 
70 years of age who are at higher cardiovascu‑
lar risk but not at increased bleeding risk” (class 
IIb, LOE A), whereas “…it should not be admin‑
istered on a routine basis in individuals aged >70 
years” (class III, LOE B), and “…should be avoid‑
ed in individuals of any age at increased risk of 
bleeding” (class III, LOE C).41

Possible developments: quantifying the net clini-
cal benefit and weighting the ischemic and bleeding 
risks  In the diagram reported in Figure 1, the rel‑
ative decrease of MACEs is compared with the rel‑
ative increase in major bleeding as a function of 
the 10‑year risk of MACEs, and equal weights are 
attributed to MACEs and major bleeding events. 
This is clearly an over‑simplification, because all 
MACEs are irreversible, and usually more severe 
than mostly reversible bleeding events. Several 
possible developments of this type of analysis can 
be envisaged. First, the qualitative assessment of 
the risks of MACEs and bleeding events could be 
replaced by a more appropriate quantification of 
the different risks. Here, analyses of the “net clini‑
cal benefit” are now regarded with interest as tools 
to better quantify the risk‑to‑benefit ratio from 
antithrombotic therapies in different settings,42-44 
and have also been attempted in the setting of as‑
pirin therapy for primary prevention, although 
as a cumulative evaluation over the entire pop‑
ulation.31 Calculations of the net clinical benefit 
from aspirin across the spectrum of MACE risk, 
possibly in the setting of an individual patient
‑level analysis, would be probably more informa‑
tive. Second, a more sophisticated approach to 
the assessment of the net clinical benefit would 
attribute different weights to the single ischemic 
and bleeding endpoints according to their impact 
on morbidity and mortality. This approach may be 
considered for studies on contemporary cohorts 
of subjects, managed with a state‑of‑the‑art con‑
trol of risk factors and with a larger use of PPIs 
to reduce the risk of GI bleeding.

Conclusions  A great research effort spanning sev‑
eral decades has attempted to define whether as‑
pirin should be prescribed or not for the prima‑
ry prevention of cardiovascular events. The most 
clear‑cut conclusion that can be derived is that 
aspirin is not beneficial for all patients without 
symptoms or prior cardiovascular events and may 
be actually harmful. It is still reasonable, however, 
to assume that a subgroup of patients may ben‑
efit from aspirin. Subgroup analyses have given 
limited and often counterintuitive results and, 
moreover, had a large number of limitations. In 
the absence of clear conclusive evidence, the latest 
guideline recommendations rely mostly on com‑
mon sense, suggesting to consider aspirin ther‑
apy when the individual risk of thromboembolic 

preceded by a discussion with the patient, in 
which the clinician is asked first to assess the pa‑
tient’s understanding and eagerness to engage 
in discussion regarding aspirin therapy (step 1), 
review potential benefits and harms from aspi‑
rin (step 2), ascertain patient’s preferences with 
questions exploring familiarity with issues on 
conditions prevented by aspirin and about its ad‑
verse effects, and patient’s willingness to take this 
medication long‑term (step 3). When these steps 
are taken, aspirin should be started or continued 
when there is a combination of high cardiovas‑
cular risk, a low bleeding risk, and patient’s pref‑
erence to avoid cardiovascular events. As gener‑
al indications, the authors here suggest consid‑
ering therapy initiation when the 10‑year risk 
of MACEs is greater than 15%; and therapy con‑
tinuation when the risk is greater than 10% and 
the patient has been on aspirin from more than 
10 years. Risk thresholds for treatment could be 
lower when the bleeding risk is low and there is 
a strong patient preference for reducing the risk of 
cardiovascular events. The relative benefit and risk 
of aspirin therapy should be carefully weighted in 
oldest patients (for example, those >75 years). Fi‑
nally, aspirin should not be prescribed or should 
be actually discontinued when the 10‑year risk is 
less than 5%, there is a high risk of bleeding, or 
the patient expresses a clear preference to avoid 
bleeding. Also these authors recommend optimal 
control of cardiovascular risk factors as a neces‑
sary prerequisite to risk estimation and decision 
about aspirin therapy.39 Such recommendations, 
apart from different decision level thresholds, are 
substantially similar to ours.

Guideline recommendations  The notion that aspi‑
rin therapy should be decided based on an indi‑
vidualized assessment of ischemic and bleeding 
risks is corroborated by the most recent guide‑
lines published in 2019. While the 2016 Europe‑
an Society of Cardiology guideline on cardiovas‑
cular disease prevention had adopted the extreme 
position of tout‑court advising against aspirin 
therapy in every patient (“[a]ntiplatelet therapy 
is not recommended in individuals without car‑
diovascular disease due to the increased risk of 
major bleeding” [class III, level of evidence (LOE) 
B] and “[a]ntiplatelet therapy [e.g. with aspirin] is 
not recommended for people with diabetes mel‑
litus who do not have cardiovascular disease” 
[class III, LOE A])38, the 2019 European Society 
of Cardiology Guidelines on diabetes now recom‑
mend that “[i]n patients with DM at high/very 
high risk, aspirin (75-100 mg/day) may be con‑
sidered in primary prevention in the absence of 
clear contraindications” (class IIb, LOE A), where‑
as “[i]n patients with diabetes at moderate car‑
diovascular risk, aspirin for primary prevention 
is not recommended” (class III, LOE B). It is also 
specified that “[w]hen low‑dose aspirin is used, 
PPI should be considered to prevent GI bleeding” 
(class IIa, LOE A).40 In the broader setting of pri‑
mary prevention, the 2019 American College of 



POLISH ARCHIVES OF INTERNAL MEDICINE  2020; 130 (2)128

of individual participant data from randomised trials. Lancet. 2009; 373: 
1849-1860. 

10  Gaziano JM, Brotons C, Coppolecchia R, et al. Use of aspirin to reduce 
risk of initial vascular events in patients at moderate risk of cardiovascular 
disease (ARRIVE): a randomised, double‑blind, placebo‑controlled trial. Lan‑
cet. 2018; 392: 1036-1046. 

11  Bowman L, Mafham M, Wallendszus K, et al. Effects of aspirin for pri‑
mary prevention in persons with diabetes mellitus. N Engl J Med. 2018; 
379: 1529-1539. 

12  McNeil JJ, Nelson MR, Woods RL, et al. Effect of aspirin on all‑cause 
mortality in the healthy elderly. N Engl J Med. 2018; 379: 1519-1528. 

13  McNeil JJ, Wolfe R, Woods RL, et al. Effect of aspirin on cardiovas‑
cular events and bleeding in the healthy elderly. N Engl J Med. 2018; 379: 
1509-1518.

14  McNeil JJ, Woods RL, Nelson MR, et al. Effect of aspirin on disability
‑free survival in the healthy elderly. N Engl J Med. 2018; 379: 1499-1508. 

15  Peto R, Gray R, Collins R, et al. Randomised trial of prophylactic 
daily aspirin in British male doctors. Br Med J (Clin Res Ed). 1988; 296: 
313-316. 

16  Steering Committee of the Physicians’ Health Study Research Group. 
Final report on the aspirin component of the ongoing Physicians’ Health 
Study. N Engl J Med. 1989; 321: 129-135. 

17  Thrombosis prevention trial: randomised trial of low‑intensity oral antico‑
agulation with warfarin and low‑dose aspirin in the primary prevention of isch‑
aemic heart disease in men at increased risk. The Medical Research Coun‑
cil’s General Practice Research Framework. Lancet. 1998; 351: 233-241. 

18  Hansson L, Zanchetti A, Carruthers SG, et al. Effects of intensive blood
‑pressure lowering and low‑dose aspirin in patients with hypertension: prin‑
cipal results of the Hypertension Optimal Treatment (HOT) randomised trial. 
HOT Study Group. Lancet. 1998; 351: 1755-1762. 

19  Ridker PM, Cook NR, Lee IM, et al. A randomized trial of low‑dose as‑
pirin in the primary prevention of cardiovascular disease in women. N Engl 
J Med. 2005; 352: 1293-1304. 

20  Mahmoud AN, Gad MM, Elgendy AY, et al. Efficacy and safety of as‑
pirin for primary prevention of cardiovascular events: a meta‑analysis and 
trial sequential analysis of randomized controlled trials. Eur Heart J. 2019; 
40: 607-617. 

21  Aimo A, De Caterina R. Aspirin for primary cardiovascular prevention: 
is there a need for risk stratification? Eur Heart J. 2019; 40: 2922-2923. 

22  Rothwell PM, Fowkes FG, Belch JF, et al. Effect of daily aspirin on long
‑term risk of death due to cancer: analysis of individual patient data from 
randomised trials. Lancet. 2011; 377: 31-41. 

23  Patrignani P, Patrono C. Aspirin and Cancer. J Am Coll Cardiol. 2016; 
68: 967-976. 

24  Marquis‑Gravel G, Roe MT, Harrington RA, et al. Revisiting the  role 
of aspirin for the primary prevention of cardiovascular disease. Circulation. 
2019; 140: 1115-1124. 

25  Patrono C, Baigent C. Role of aspirin in primary prevention of cardio‑
vascular disease. Nat Rev Cardiol. 2019; 16: 675-686. 

26  Ridker PM. Should aspirin be used for primary prevention in the post
‑statin era? N Engl J Med. 2018; 379: 1572-1574. 

27  Zheng SL, Roddick AJ. Association of aspirin use for primary preven‑
tion with cardiovascular events and bleeding events: a systematic review 
and meta‑analysis. JAMA. 2019; 321: 277-287. 

28  Belch J, MacCuish A, Campbell I, et al. The prevention of progression 
of arterial disease and diabetes (POPADAD) trial: factorial randomised pla‑
cebo controlled trial of aspirin and antioxidants in patients with diabetes 
and asymptomatic peripheral arterial disease. BMJ. 2008; 337: a1840. 

29  Fowkes FG, Price JF, Stewart MC, et al. Aspirin for prevention of car‑
diovascular events in a general population screened for a low ankle brachial 
index: a randomized controlled trial. JAMA. 2010; 303: 841-848. 

30  Khan SU, Ul Abideen Asad Z, Khan MU, et al. Aspirin for primary pre‑
vention of cardiovascular outcomes in diabetes mellitus: an updated sys‑
tematic review and meta‑analysis. Eur J Prev Cardiol. 2019 Jan 30. [Epub 
ahead of print]. 

31  Gelbenegger G, Postula M, Pecen L, et al. Aspirin for primary preven‑
tion of cardiovascular disease: a meta‑analysis with a particular focus on 
subgroups. BMC Med. 2019; 17: 198. 

32  Halvorsen S, Andreotti F, ten Berg JM, et al. Aspirin therapy in prima‑
ry cardiovascular disease prevention: a position paper of the European So‑
ciety of Cardiology working group on thrombosis. J Am Coll Cardiol. 2014; 
64: 319-327. 

33  Li L, Geraghty OC, Mehta Z, Rothwell PM. Age‑specific risks, sever‑
ity, time course, and outcome of bleeding on long‑term antiplatelet treat‑
ment after vascular events: a population‑based cohort study. Lancet. 2017; 
390: 490-499. 

34  De Caterina R, Aimo A, Ridker PM. Aspirin therapy for primary preven‑
tion: the case for continuing prescribing to patients at high cardiovascular 
risk – a review. Thromb Haemost. 2020; 120: 199-206. 

35  Kassoff A, Buzney SM, McMeel JW, et al. Aspirin effects on mortali‑
ty and morbidity in patients with diabetes mellitus. Early Treatment Diabetic 
Retinopathy Study report 14. JAMA. 1992; 268: 1292-1300. 

events is higher than the bleeding risk. This has 
been interpreted as “the triumph of clinical judg‑
ment over complex equations,”45 but the proposed 
dichotomy between decisional algorithms and 
clinical reasoning is likely an over‑simplification 
of the problem. Although a reasoned approach to 
each individual case is mandatory, clinicians can 
greatly benefit from a general theoretical frame‑
work, such as the one here proposed, including 
the need for a combined assessment of throm‑
boembolic and bleeding risk; the identification 
of some decisional nodes, for example, an eval‑
uation of patient’s age and general health sta‑
tus; and the use of risk scores with reasonable 
cutoff points.

Following a critical appraise of the available ev‑
idence, and the consideration that the net bene‑
fit from aspirin tends to increase in parallel with 
the risk of MACEs, we propose a rather “sim‑
ple equation,” meant to help clinicians and not 
to belittle their clinical skills. Following gener‑
al preventive measures (physical exercise, smok‑
ing cessation, treatment of hypertension and hy‑
percholesterolemia, etc)—the benefits of which 
are undisputed and which entail remarkably low 
risk—a tailored approach to aspirin prescription 
in primary cardiovascular prevention is now war‑
ranted. When patients are less than 70 years of 
age, clinicians should assess the 10‑year cardiovas‑
cular risk. When that risk is very high and bleed‑
ing risk is low, aspirin treatment should still be 
strongly considered, also taking into account pa‑
tient preferences.

Article information

Conflict of interest  AA has no conflicts to disclose. RDC declares 
having received fees and honoraria from Bayer related to the topic.

Open access  This is an Open Access article distributed under the terms 
of the Creative Commons AttributionNonCommercialShareAlike 4.0 Interna‑
tional License (CC BY‑NC‑SA 4.0), allowing third parties to copy and redis‑
tribute the material in any medium or format and to remix, transform, and 
build upon the material, provided the original work is properly cited, distrib‑
uted under the same license, and used for noncommercial purposes only. For 
commercial use, please contact the journal office at pamw@mp.pl.

How to cite  Aimo A, De Caterina R. Aspirin for primary cardiovascular 
prevention: why the wonder drug should not be precipitously dismissed. Pol 
Arch Intern Med. 2020; 130: 121-129. doi:10.20452/pamw.15215

References

1  Elwood PC, Cochrane AL, Burr ML, et al. A randomized controlled trial of 
acetyl salicylic acid in the secondary prevention of mortality from myocardi‑
al infarction. Br Med J. 1974; 1: 436-440. 

2  Aspirin in coronary heart disease. The Coronary Drug Project Research 
Group. J Chronic Dis. 1976; 29: 625-642. 

3  Breddin K, Loew D, Lechner K, et al. Secondary prevention of myocardi‑
al infarction: a comparison of acetylsalicylic acid, placebo and phenprocou‑
mon. Haemostasis. 1980; 9: 325-344. 

4  Elwood PC, Sweetnam PM. Aspirin and secondary mortality after myo‑
cardial infarction. Lancet. 1979; 2: 1313-1315. 

5  The Persantine‑aspirin reinfarction study. The Persantine‑aspirin Rein‑
farction Study (PARIS) research group. Circulation. 1980; 62: V85‑V88. 

6  Aspirin Myocardial Infarction Study Research Group. A  randomized, 
controlled trial of aspirin in persons recovered from myocardial infarction. 
JAMA. 1980; 243: 661-669. 

7  Aspirin after myocardial infarction. Lancet. 1980; 1: 1172-1173. 

8  Montinari MR, Minelli S, De Caterina R. The first 3500 years of aspi‑
rin history from its roots – a concise summary. Vascul Pharmacol. 2019; 
113: 1-8. 

9  Baigent C, Blackwell L, Collins R, et al. Aspirin in the  primary and 
secondary prevention of vascular disease: collaborative meta‑analysis 

https://doi.org/10.1016/S0140-6736(09)60503-1
https://doi.org/10.1016/S0140-6736(09)60503-1
https://doi.org/10.1016/S0140-6736(18)31924-X
https://doi.org/10.1016/S0140-6736(18)31924-X
https://doi.org/10.1016/S0140-6736(18)31924-X
https://doi.org/10.1016/S0140-6736(18)31924-X
https://doi.org/10.1056/NEJMoa1804988
https://doi.org/10.1056/NEJMoa1804988
https://doi.org/10.1056/NEJMoa1804988
https://doi.org/10.1056/NEJMoa1803955
https://doi.org/10.1056/NEJMoa1803955
https://doi.org/10.1056/NEJMoa1800722
https://doi.org/10.1056/NEJMoa1800722
https://doi.org/10.1136/bmj.296.6618.313
https://doi.org/10.1136/bmj.296.6618.313
https://doi.org/10.1136/bmj.296.6618.313
https://doi.org/10.1056/NEJM198907203210301
https://doi.org/10.1056/NEJM198907203210301
https://doi.org/10.1056/NEJM198907203210301
https://doi.org/10.1016/S0140-6736(97)11475-1
https://doi.org/10.1016/S0140-6736(97)11475-1
https://doi.org/10.1016/S0140-6736(97)11475-1
https://doi.org/10.1016/S0140-6736(97)11475-1
https://doi.org/10.1016/S0140-6736(98)04311-6
https://doi.org/10.1016/S0140-6736(98)04311-6
https://doi.org/10.1016/S0140-6736(98)04311-6
https://doi.org/10.1016/S0140-6736(98)04311-6
https://doi.org/10.1056/NEJMoa050613
https://doi.org/10.1056/NEJMoa050613
https://doi.org/10.1056/NEJMoa050613
https://doi.org/10.1093/eurheartj/ehy813
https://doi.org/10.1093/eurheartj/ehy813
https://doi.org/10.1093/eurheartj/ehy813
https://doi.org/10.1093/eurheartj/ehy813
https://doi.org/10.1093/eurheartj/ehz223
https://doi.org/10.1093/eurheartj/ehz223
https://doi.org/10.1016/S0140-6736(10)62110-1
https://doi.org/10.1016/S0140-6736(10)62110-1
https://doi.org/10.1016/S0140-6736(10)62110-1
https://doi.org/10.1016/j.jacc.2016.05.083
https://doi.org/10.1016/j.jacc.2016.05.083
https://doi.org/10.1161/CIRCULATIONAHA.119.040205
https://doi.org/10.1161/CIRCULATIONAHA.119.040205
https://doi.org/10.1161/CIRCULATIONAHA.119.040205
https://doi.org/10.1038/s41569-019-0225-y
https://doi.org/10.1038/s41569-019-0225-y
https://doi.org/10.1056/NEJMe1812000
https://doi.org/10.1056/NEJMe1812000
https://doi.org/10.1001/jama.2018.20578
https://doi.org/10.1001/jama.2018.20578
https://doi.org/10.1001/jama.2018.20578
https://doi.org/10.1136/bmj.a1840
https://doi.org/10.1136/bmj.a1840
https://doi.org/10.1136/bmj.a1840
https://doi.org/10.1136/bmj.a1840
https://doi.org/10.1001/jama.2010.221
https://doi.org/10.1001/jama.2010.221
https://doi.org/10.1001/jama.2010.221
https://doi.org/10.1177/2047487319825510
https://doi.org/10.1177/2047487319825510
https://doi.org/10.1177/2047487319825510
https://doi.org/10.1177/2047487319825510
https://doi.org/10.1186/s12916-019-1428-0
https://doi.org/10.1186/s12916-019-1428-0
https://doi.org/10.1186/s12916-019-1428-0
https://doi.org/10.1016/j.jacc.2014.03.049
https://doi.org/10.1016/j.jacc.2014.03.049
https://doi.org/10.1016/j.jacc.2014.03.049
https://doi.org/10.1016/j.jacc.2014.03.049
https://doi.org/10.1016/S0140-6736(17)30770-5
https://doi.org/10.1016/S0140-6736(17)30770-5
https://doi.org/10.1016/S0140-6736(17)30770-5
https://doi.org/10.1016/S0140-6736(17)30770-5
https://doi.org/10.1055/s-0039-3400294
https://doi.org/10.1055/s-0039-3400294
https://doi.org/10.1055/s-0039-3400294
https://doi.org/10.1001/jama.268.10.1292
https://doi.org/10.1001/jama.268.10.1292
https://doi.org/10.1001/jama.268.10.1292
http://creativecommons.org/licenses/by-nc-sa/4.0
https://doi.org/10.1136/bmj.1.5905.436
https://doi.org/10.1136/bmj.1.5905.436
https://doi.org/10.1136/bmj.1.5905.436
https://doi.org/10.1016/0021-9681(76)90020-5
https://doi.org/10.1016/0021-9681(76)90020-5
https://doi.org/10.1159/000214375
https://doi.org/10.1159/000214375
https://doi.org/10.1159/000214375
https://doi.org/10.1016/S0140-6736(79)92808-3
https://doi.org/10.1016/S0140-6736(79)92808-3
https://doi.org/10.1161/01.CIR.62.3.449
https://doi.org/10.1161/01.CIR.62.3.449
https://doi.org/10.1001/jama.243.7.661
https://doi.org/10.1001/jama.243.7.661
https://doi.org/10.1001/jama.243.7.661
https://doi.org/10.1016/S0140-6736(80)91626-8
https://doi.org/10.1016/j.vph.2018.10.008
https://doi.org/10.1016/j.vph.2018.10.008
https://doi.org/10.1016/j.vph.2018.10.008
https://doi.org/10.1016/S0140-6736(09)60503-1
https://doi.org/10.1016/S0140-6736(09)60503-1


REVIEW ARTICLE  Aspirin for primary cardiovascular prevention 129

36  Mach F, Baigent C, Catapano AL, et al. 2019 ESC/EAS Guidelines for 
the management of dyslipidaemias: lipid modification to reduce cardiovas‑
cular risk. Eur Heart J. 2020; 41: 111-188.

37  Williams B, Mancia G, Spiering W, et al. 2018 ESC/ESH Guidelines 
for the management of arterial hypertension: The Task Force for the man‑
agement of arterial hypertension of the European Society of Cardiology and 
the European Society of Hypertension. J Hypertens. 2018; 36: 1953-2041.

38  Piepoli MF, Hoes AW, Agewall S, et al. 2016 European Guidelines on 
cardiovascular disease prevention in clinical practice: the Sixth Joint Task 
Force of the European Society of Cardiology and Other Societies on Cardio‑
vascular Disease Prevention in Clinical Practice (constituted by representa‑
tives of 10 societies and by invited experts): developed with the special con‑
tribution of the European Association for Cardiovascular Prevention & Reha‑
bilitation (EACPR). Eur J Prev Cardiol. 2016; 23: np1‑np96. 

39  Chiang KF, Shah SJ, Stafford RS. A practical approach to low‑dose as‑
pirin for primary prevention. JAMA. 2019. [Epub ahead of print]. 

40  Cosentino F, Grant PJ, Aboyans V, et al. 2019 ESC Guidelines on dia‑
betes, pre‑diabetes, and cardiovascular diseases developed in collaboration 
with the EASD. Eur Heart J. 2020; 41: 255-323.

41  Arnett DK, Blumenthal RS, Albert MA, et al. 2019 ACC/AHA Guide‑
line on the primary prevention of cardiovascular disease: executive sum‑
mary: a report of the american college of cardiology/american heart asso‑
ciation task force on clinical practice guidelines. J Am Coll Cardiol. 2019; 
74: 1376-1414.

42  Dogliotti A, Giugliano RP. A  novel approach indirectly comparing 
benefit‑risk balance across anti‑thrombotic therapies in patients with atrial 
fibrillation. Eur Heart J Cardiovasc Pharmacother. 2015; 1: 15-28. 

43  Connolly SJ, Eikelboom JW, Ng J, et al. Net clinical benefit of adding 
clopidogrel to aspirin therapy in patients with atrial fibrillation for whom vi‑
tamin K antagonists are unsuitable. Ann Intern Med. 2011; 155: 579-586. 

44  Renda G, di Nicola M, De Caterina R. Net clinical benefit of non‑vitamin 
K antagonist oral anticoagulants versus warfarin in phase III atrial fibrillation 
trials. Am J Med. 2015; 128: 1007-1014.e2. 

45  Santilli F, Simeone P. Aspirin in primary prevention: the  triumph of 
clinical judgement over complex equations. Intern Emerg Med. 2019; 14: 
1217-1231. 

46  Ogawa H, Nakayama M, Morimoto T, et al. Low‑dose aspirin for pri‑
mary prevention of atherosclerotic events in patients with type 2 diabetes: 
a randomized controlled trial. JAMA. 2008; 300: 2134-2141. 

47  Ikeda Y, Shimada K, Teramoto T, et al. Low‑dose aspirin for primary 
prevention of cardiovascular events in Japanese patients 60 years or old‑
er with atherosclerotic risk factors: a randomized clinical trial. JAMA. 2014; 
312: 2510-2520. 

48  de Gaetano G; Collaborative Group of the  Primary Prevention Proj‑
ect. Low‑dose aspirin and vitamin E in people at cardiovascular risk: a ran‑
domised trial in general practice. Lancet. 2001; 357: 89-95. 

https://doi.org/Failed to parse XML, line 1 column 893
https://doi.org/Failed to parse XML, line 1 column 893
https://doi.org/Failed to parse XML, line 1 column 893
https://doi.org/Failed to parse XML, line 1 column 893
https://doi.org/Failed to parse XML, line 1 column 893
https://doi.org/Failed to parse XML, line 1 column 893
https://doi.org/Failed to parse XML, line 1 column 893
https://doi.org/10.1001/jama.2019.8388
https://doi.org/10.1001/jama.2019.8388
https://doi.org/10.1093/ehjcvp/pvu007
https://doi.org/10.1093/ehjcvp/pvu007
https://doi.org/10.1093/ehjcvp/pvu007
https://doi.org/10.7326/0003-4819-155-9-201111010-00004
https://doi.org/10.7326/0003-4819-155-9-201111010-00004
https://doi.org/10.7326/0003-4819-155-9-201111010-00004
https://doi.org/10.1016/j.amjmed.2015.03.034
https://doi.org/10.1016/j.amjmed.2015.03.034
https://doi.org/10.1016/j.amjmed.2015.03.034
https://doi.org/10.1007/s11739-019-02191-4
https://doi.org/10.1007/s11739-019-02191-4
https://doi.org/10.1007/s11739-019-02191-4
https://doi.org/10.1001/jama.2008.623
https://doi.org/10.1001/jama.2008.623
https://doi.org/10.1001/jama.2008.623
https://doi.org/10.1001/jama.2014.15690
https://doi.org/10.1001/jama.2014.15690
https://doi.org/10.1001/jama.2014.15690
https://doi.org/10.1001/jama.2014.15690
https://doi.org/10.1016/S0140-6736(00)03539-X
https://doi.org/10.1016/S0140-6736(00)03539-X
https://doi.org/10.1016/S0140-6736(00)03539-X

