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Figure 2. Estimated MIs prevented and estimated harms of
using aspirin for 10 years in a hypothetical cohort of 1000

As Indicated, the estimated number of Mis prevented vares with 10-year
CHD risk. The estimated harms of using aspirin vary with age. Therefore,
both 10-year CHD nsk and age must be considered when determining
whether the potentlal harms of aspirin use cutwelgh the potential benefit in
terms of Mis prevented. The shaded areas Indicate the combinations of
10-year CHD risk and age for which the number of harms (Gl bleeding and
hemorrhagic stroke) are greater than or approximately equal to the number

of Mls prevented.”

Varable Estimated MIs Prevented (per 1000 Men), n
Age 45-59 | Apge 6059 Age 70-79
Years Years Years

10-year CHD risk
1% 332 332 32
2% 6.4 6.4 6.4
3% 9.6 9.6 9.6
4% 12.8 12.8 12.8
5% 16 16 16
6% 19.2 192 192
7% 224 224 224
2% 256 %6 256
9% 288 288 288
10% 32 32 32
11% 352 35.2 352
12% 354 354 384
13% 41.6 1.6 41.6
14% 448 448 44 8
15% 45 48 48
16% 51.2 51.2 512
17% 544 544 544
18% 76 76 YR
19% 60.8 &0.8 608
20% 54 a4 (=

Estimated Harms, m

Type of event
Gl bleeding B 24 L
Hemaorrhagic stroke 1 1 1
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Aspirin for the Primary
Prevention of
Cardiovascular Events:
An Update of the
Evidence for the U.S.
Preventive Services Task
Force

Annals of Internal
Medicine

March 17, 2009 vol.
150 no. 6 405-410

Encourage men age 45 to 79 years to use aspirin when the potential
benefit of a reduction in myocardial infarctions outweighs the potential harm
of an increase in gastrointestinal hemorrhage. (A recommendation)

Encourage women age 55 to 79 years to use aspirin when the potential
benefit of a reduction in ischemic strokes outweighs the potential harm of an
increase in gastrointestinal hemorrhage. (A recommendation)

Evidence is insufficient to assess the balance of benefits and harms of
aspirin for cardiovascular disease prevention in men and women 80
years or older. (I statement)

Do not encourage aspirin use for cardiovascular disease prevention in
women younger than 55 years and in men younger than 45 years. (D
recommendation

ACCF/ACG/AHA 2008
Expert Consensus
Document on Reducing
the Gastrointestinal
Risks of Antiplatelet
Therapy and NSAID Use

Circulation.
2008;118:1894-1909

For patients at risk of adverse events, gastroprotection should be
prescribed. The risk of upper gastrointestinal event, increases with ASA dose
escalation; thus, for the chronic phase of therapy, doses greater than 81 mg
should not be routinely prescribed

The Primary and
Secondary Prevention of
Coronary Artery Disease:
American College of
Chest Physicians
Evidence-Based Clinical

CHEST June 2008
vol. 133 no. 6 suppl

For patients with at least moderate risk for a coronary event (based on
age and cardiac risk factor profile with a 10-year risk of a cardiac event of >
10%), we recommend 75-100 mg/d of aspirin over either no
antithrombotic therapy or VKA (Grade 2A).

For women < 65 years of age who are at risk for an ischemic stroke, and in
whom the concomitant risk of major bleeding is low, we suggest aspirin at a
dose of 75-100 mg/d over no aspirin therapy (Grade 2A).

| ASed 7765-814S

Practice Guidelines (8th

Edition) For women > 65 years of age at risk for ischemic stroke or MI, and in whom
the concomitant risk of major bleeding is low, we suggest asprin at a dose of
75-100 mg/d over no aspirin therapy (Grade 2B).
Low-dose (75-162 mg/d) aspirin use for prevention is reasonable for adults
with diabetes and no previous history of vascular disease who are at increased
CVD risk (10 year risk of CVD events over 10%) and who are not at increased
risk for bleeding. (ACCF/AHA Class lla, Level of Evidence: B) (ADA Level of
Evidence: C)

ADA/AHA/ACCEF Scientific|Statement

Aspirin for Pri Aspirin should not be recommended for CVD prevention for adults with diabetes

spirin forrrimary . . at low CVD risk (men under age 50 years and women under 60 years with no
Prevention of Circulation.

Cardiovascular Events in
People With Diabetes

2010;121:2694-2701

major additional CVD risk factors; 10-year CVD risk under 5%) (ACCF/AHA
Class I, Level of Evidence: C) (ADA Level of Evidence: C)

Low-dose (75-162 mg/d) aspirin use for prevention might be considered for
those with diabetes at intermediate CVD risk (younger patients with 1 or more
risk factors, or older patients with no risk factors, or patients with 10-year CVD
risk of 5-10%). (ACCF/AHA Class lIb, Level of Evidence: C) (ADA Level of
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