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Abstract
Aspirin is a recognized and affordable antiplatelet medicine. Low amounts of aspirin have been used to
prevent cardiovascular events, and it is still widely used for primary and secondary stroke prevention. The
purpose of this review article is to evaluate the effects of using low doses of aspirin among elderly people.
Although taking large dosages of aspirin (500 mg daily) reduces the long-term risk of colorectal cancer, its
effectiveness for long-term prevention may be limited by adverse effects. Studies have assessed the
relationship between aspirin dosage, incidence, and death in patients with colorectal cancer. Research has
indicated that those with diabetes mellitus have an increased risk of cardiovascular events. Low amounts of
aspirin have been used to prevent cardiovascular events. However, there is uncertainty regarding the
potential benefits and risks associated with preventing the development of cardiovascular problems
in individuals with diabetes. The use of aspirin lowers the risk of occlusive vascular events but raises the
possibility of bleeding. More attention should be paid to reducing inappropriate aspirin usage in light of its
prevalence, particularly among older persons, as the substantial continuous usage of this drug increases the
chances of bleeding.
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Introduction And Background
Low amounts of aspirin, as an antiplatelet medication, have been used to prevent cardiovascular events at
doses of 75-100 mg/d. Aspirin is one of the earliest and most widely used drugs in the world, and it has long
been known that aspirin helps those with a history of cardiovascular disease (CVD) to avoid cardiovascular
events [1-3]. However, the overall advantage of aspirin use for CVD primary prevention in individuals with
and without diabetes remains controversial. Although people with diabetes have a two to four times higher
risk of developing CVD than those without the disease, the effectiveness of aspirin in primary prevention for
both groups is less evident. Aspirin is still widely used for primary and secondary stroke prevention despite
some recent unfavorable findings. Because CVD is more common in older people, aspirin may have more
potential advantages in this age group than it does in younger ones. Nonetheless, older age groups are also
known to have an increased risk of bleeding [4,5].

Many countries have experienced a dramatic demographic shift towards an aging society as a result of
the significant rise in life expectancy. Therefore, maintaining excellent health in elderly people is a public
health goal that is becoming increasingly crucial. As CVDs are one of the leading causes of disability and
mortality in the elderly, it is essential that such conditions must be prevented. Although aspirin was
originally commercialized in 1899, it is a vital part of antiplatelet therapy for patients with acute coronary
syndromes [6-9]. However, the role of low-dose aspirin in primary prevention is still debatable [10], with
organizations in Europe [11] as well as North America [12] giving conflicting treatment recommendations. In
a more recent statement, the United States Preventive Services Task Force (USPSTF) recommended starting
low-dose aspirin use in adults aged 50 to 59 years who have a 10-year CVD risk of ≥10%, are not at increased
risk for bleeding, have a life expectancy of at least 10 years, and are prepared to take low-dose aspirin daily
for at least 10 years [13]. This guideline is based on growing research showing that low-dose aspirin can
prevent colorectal cancer, as well as other types of cancer [9,14].

The therapeutic value of aspirin in lowering cardiovascular ischemic events in atherosclerosis patients is
supported by the essential function of platelets in the onset of atherothrombosis [15]. However, studies on
specific patients have demonstrated that the antiplatelet efficacy of aspirin varies [16-18]. Patients with
insufficient aspirin platelet inhibition are more likely to experience reclusion after peripheral angioplasty or
increased myonecrosis after elective percutaneous coronary intervention (PCI) among stable cardiovascular
patients, as well as more myocardial infarction, stroke, and cardiovascular deaths [17,19]. It was
recommended that the best course of action to enhance the efficiency and reduce the toxic effect of aspirin
is to utilize a dose of 50-100 mg on a daily basis [15,20].

Around the world, aspirin is often taken at low doses (referred to as <325 mg/d), especially to avoid CVD [21].
Some societies only advise the use of low-dose aspirin for secondary CVD prevention in people with a 10-
year probability of a heart attack or stroke of >10% and who are not at increased chance of bleeding. USPSTF
advises that aspirin be taken for primary CVD prevention [22,23]. Although more than 30% of the population
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of the United States (US) takes aspirin to prevent CVD, recently, its use has most likely declined recently
[24]. Aspirin inhibits cyclooxygenase in an irreversible manner, which blocks platelet thromboxane A2 as
well as arterial thrombus formation [25]. Low-dose aspirin use has been associated with a lower risk of
cancer-related death, as well as other long-term chronic diseases [24].

Although aspirin is currently not recommended for cancer prevention in European or American guidelines
[24], the issue remains subject to controversy [26,27]. Aspirin is a recognized and reasonably priced
medication for people with CVDs [1]. Despite evidence that the majority of patients benefit significantly
from therapy, prescribing in general practice has been regularly acknowledged to be inadequate [28].
Although guidelines have been provided to support healthcare professionals, many individuals who could
benefit from aspirin do not receive treatment. Therefore, it is crucial to increase aspirin treatment [29].

Increased vulnerability to hemorrhage, as a clinical trait of older people, may be related to a weakening of
the blood vessels [30,31]. The necessity of evaluating preventative measures in adults with a mean age of <70
years is highlighted by the fact that the chance of stroke increases in populations of older people worldwide
[32,33]. Meta-analyses and the findings of recent large studies, the majority of which were carried out in
populations where the average age is <70 years, provide information about the effectiveness of low-dose
aspirin in the primary prevention of stroke [34-36]. Despite some disparities, these results indicate a
tendency towards a decline in ischemic stroke, which is being somewhat prevented by an increase in
intracerebral and other intracranial hemorrhage. Overall, the incidence of stroke is not significantly affected
by low-dose aspirin use [36].

The largest low-dose aspirin randomized controlled study, known with name of Aspirin in Reducing Events
in the Elderly (ASPREE) experiment, was designed to examine the relative risks and benefits of this
treatment in older age groups [37]. The ASPREE study design included independent adjudication of stroke
and hemorrhagic episodes by independent expert panels [38]. Therefore, the study was well suited to assess
the relative risks and advantages of low-dose aspirin in a primary prevention setting. 

Review
The ASPREE experiment began as a primary preventative trial to determine whether taking 100 mg of
enteric-coated aspirin regularly would help older persons live longer, healthier lives [39]. Reasonably healthy
older individuals from local communities were recruited for the trial, which was carried out in the US and
Australia. The main goal was to achieve disability-free life expectancy, which was outlined as living without
dementia or permanent disabilities. The occurrence of initial deaths, dementia, and persistent physical
impairment led to the establishment of the main composite endpoint. After a median of 4.7 years of follow-
up, the use of low-dose aspirin had no discernible effect on the major endpoint compared to the placebo [39].

Effect of aspirin in the elderly and individuals with diabetes mellitus for
primary prevention of CVD
In both women and men, CVD is the most common cause of death. The Centers for Disease Control and
Prevention (CDC) estimates that approximately 859,000 Americans die from heart disease each year. CVD
risk factors include smoking, inactivity, diet, age, overweight, high blood pressure, and diabetes [40].
Average life expectancy has been growing along with a rise in the number of incidents of diabetes in the US,
as more people are being diagnosed with the disease and receiving better medical care. Both of these
elements have spurred the study of methods to extend disease-free survival, particularly with reference to
mortality from CVD. Because of its benefits for the cardiovascular system, one of the more frequently used
drugs is aspirin [40]. Low doses of aspirin permanently block the cyclooxygenase-1 (COX-1) enzyme,
blocking the synthesis of thromboxane A2 and platelet aggregation [41]. With low-dose aspirin use, the
possibility of ischemia in the cardiovascular system, nervous system, and other systems is decreased because
it minimizes platelet aggregation and thrombotic blockage. Aspirin's long-lasting inhibition of platelets is
most likely what prevents higher doses of the drug from causing higher reductions in thrombotic events [42].
Aspirin is normally taken in modest amounts, and after a few days, the full effect becomes apparent.
However, cerebral bleeding (hemorrhagic stroke) and extracranial bleeding (gastrointestinal bleeding) are
two of aspirin's most serious side effects [43].

Aspirin in Diabetes Mellitus

Individuals with type 2 diabetes mellitus experience two to three times greater risk of having CVD compared
to those without the disease. Sixty-eight percent of people with diabetes over the age of 65 and 16% of those
with strokes die from CVD [44]. Such people are more likely to have comorbidities such as diabetes,
hypertension, dyslipidemia, obesity, smoking, and a sedentary lifestyle. Either of these situations, when
combined with diabetes, increases the patient's risk of developing coronary artery disease or ischemic
stroke. Aspirin has been used as primary prevention in a number of tests to assess its hazards and benefits in
people with diabetic mellitus [45]. The Prevention of Progression of Arterial Disease and Diabetes trial
concluded that there was not enough data to support the use of aspirin as the main way of preventing CVD
and mortality in individuals with diabetes. According to the named trial, the primary method of reducing
mortality from cardiovascular disease in patients with inadequate consumption of aspirin was not supported
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by sufficient evidence [45]. Furthermore, a meta-analysis of six studies, including the general population
conducted by the Anti-Thrombotic Trialists (ATT), revealed that aspirin lowered the incidence of
cardiovascular disease by 12% (95% CI: 6-18) [46].

The effects of aspirin on major cardiovascular incidents are similar in patients with and without diabetes.
According to one study, patients who had many CVD risk factors experienced more extracranial bleeding
[46]. This result implies that people who are more susceptible to CVD (e.g., those with diabetes) are also
more susceptible to the negative effects of aspirin [47].

ASCEND was a randomized experiment that examined the impact of taking 100 mg of aspirin daily as the
primary method of preventing CVD. There were 15,480 adults with diabetes with no cardiovascular
problems who participated in the trial. The first significant cardiovascular event (i.e., stroke, myocardial
infarction, transient ischemic attack (TIA), or fatality from any arterial cause other than intracranial
hemorrhage) was the main safety outcome. Patients in the ATT study were not taking any other cardio-
protective drugs (e.g., statins or blood pressure medicines) and had a lower risk of CVD than those in the
ASCEND experiment [48,49]. As a result of this comparison, ASCEND is consequently more realistic for
current management. The investigation also brought up the issues of noncompliance and underestimating
the impact of aspirin. Each group's average level of treatment adherence was found to be 70% throughout
the duration of the study, which was caused by both a reduction in adherence to the trial aspirin and an
increase in the use of non-trial aspirin and other antiplatelet medications [47]. However, analysis of the
ASCEND experiment showed that the expected number of major bleeding events brought on by taking
aspirin was equal to the anticipated number of vascular events prevented by taking aspirin.

Bleeding is associated with high mortality, and hemorrhagic strokes are usually more fatal and significantly
more chronic than ischemic strokes, despite the possibility that cardiovascular and bleeding-related diseases
are not comparable [50].

Aspirin in the Elderly

It is believed that aspirin may be more beneficial for people who are older due to their higher risk of CVD.
Although aspirin has been widely used as a primary prevention in CVD, there is not much study to support
this approach, which is primarily based on preventive trials [37]. In primary prevention trials with large
middle-aged or older populations, cardiovascular risk factors were detected or eliminated, and serious
vascular events were reduced annually by 0.07%, whereas significant bleeding was increased annually by
0.04% (0.01% and 0.03% for intracranial and extracranial hemorrhage, respectively) [51]. Additionally, it was
not obvious at the time whether using aspirin as a major preventative measure would lengthen healthy life
expectancy. Another placebo-controlled, randomly allocated ASPREE experience evaluated the mechanism
through which aspirin affected the length of healthy elderly people's lives without disabilities. The combined
outcome of mortality, dementia, or chronic physical disabilities was the main endpoint that was evaluated in
order to appropriately represent the objectives of a healthy elderly person and anticipate the reasons for
taking this medicine. The experiment was subsequently terminated early because the rates of the primary
outcome were comparable between aspirin and placebo groups. Results from the study demonstrated that
low-dose aspirin use among healthy older individuals did not increase disability-free life expectancy, and
aspirin users also experienced a greater rate of bleeding [50].

Cardiovascular events and bleeding
ASPREE trial further investigated cardiovascular events and serious bleeding as secondary endpoints. The
chosen participants had no obvious CVD, a clinical diagnosis of dementia, illness, and atrial fibrillation,
clinically severe physical impairment, high chance of bleeding, anemia, or aspirin restrictions or disability.
This secondary endpoint comprised hospitalization for heart failure, fatal or nonlethal stroke, nonfatal
myocardial infarction, lethal or nonfatal myocardial infarction, and heart disease. It was considered that
aspirin would most likely benefit such CVDs. In the study, aspirin use among older people was associated
with a comparable risk of CVD compared to placebo use (10.7% compared to 11.3%, respectively, higher risk
with a 95% confidence interval of 0.83-1.08). Additionally, aspirin users had an 8.6% chance of serious
hemorrhage, as compared to the 6.8% of the placebo group (higher risk 1.38 with a 95% confidence interval
of 1.18-1.62; p<0.001). The cumulative incidence of major bleeding increased gradually over the course of
the trial. The aspirin group had a greater risk of cerebral hemorrhage and gastrointestinal bleeding than the
placebo group. This result may help to explain why the benefits of aspirin found in this trial were lower than
those of previous studies [52]. A meta-analysis of 11 primary prevention trials on low-dose aspirin use for
the primary prevention of cardiovascular disorders showed a 22% lower risk of nonfatal myocardial
infarction (MI) for those taking aspirin. According to the analysis of this trial, low-dose aspirin use did not
significantly reduce all-reason or CVD mortality, but it did reduce nonfatal MI and nonfatal strokes [52].

Aspirin's function in preventing colorectal cancer
The three greatest health catastrophes of the third millennium, colorectal cancer (CRC), coronary heart
disease (CHD), and Alzheimer's disease (AD), may all be significantly prevented by aspirin. However, the
possibility of other risks, such as GI bleeding, must be considered when using aspirin as a preventative
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measure for such disorders. For the optimal care of any patient, optimizing the benefit-to-risk ratio of
aspirin administration is important, including its potential role in innovative areas such as the prevention of
colorectal cancer [53].

Colorectal Cancer

Not surprisingly, healthcare professionals prioritize CRC prevention, as cancer is the fourth most common
cause of death, and CRC accounts for approximately 600,000 cases of the annual 7.6 million cancer-related
deaths [53]. Taking at least 75 mg of aspirin per day for several years decreased the long-term incidence and
death from colorectal cancer. The beneficial effect was greatest for proximal colon malignancies, which are
not effectively prevented by screening with colonoscopy or sigmoidoscopy [52]. In a prospective cohort trial
involving 74,250 women, aspirin use for >20 years was associated with a 35% reduction in the incidence of
CRC (relative risk of 0.65, 95% CI: 0.45-0.94) [54]. Other randomized controlled trials have reported similar
results [52,55]. For 7588 participants in two aspirin-related randomized trials, the incidence of CRC was
decreased by 26% throughout a >20-year post-trial follow-up period [52,54,56].

Regarding the effect of aspirin on particular disease sites, epidemiological and randomized research has
shown consistent results. In a cohort of 27,160 women, aspirin was shown to reduce the risk of proximal
colon cancer by 33% (hazard ratio (HR) of 0.65, 95% CI: 0.54-0.78), whereas in a cohort of 301,240 men and
women, the risk of distal colon cancer and rectal cancer was decreased by 16% (HR of 0.84, 95% CI: 0.71-
0.99) and 24% (HR of 0.76, 95% CI: 0.64-0.90), respectively [57].

According to findings of randomized trials by Rothwell et al. [52], aspirin had a greater effect on the
proximal colon compared to other areas, with a 55% reduction in CRC incidence (HR of 0.45, 95% CI: 0.28-
0.74). This reduced incidence was greater than that observed in either the rectum or distal colon (HR of 0.90,
95% CI: 0.63-1.30). Increased aspirin use has been linked to improved survival after a CRC diagnosis in both
epidemiological and randomized studies. According to an early cohort analysis of 662,424 men and women,
those who took aspirin more than 16 times per week experienced 30% and 42% reductions in the risk of
death from colon cancer [58]. Regular aspirin users showed reductions in CRC mortality of 29% (HR of 0.71,
95% CI) and overall mortality of 21% (HR of 0.79, 95% CI).

A recent cohort analysis of 1279 individuals included men and women with colorectal cancer diagnoses. The
results of a cohort study show that taking aspirin on a regular basis after receiving a colorectal cancer
diagnosis is linked to a decreased risk of both overall and colorectal cancer-specific death, particularly in
those with tumors that overexpress cyclooxygenase-2 [59]. According to an analysis of four randomized
trials (n=14,033), over a 20-year follow-up period, CRC mortality was reduced by 34% (relative risk (RR) of
0.66) [52]. In the Cancer and Leukemia Group B (CALGB 89803) trial study, aspirin use was found to reduce
CRC mortality by 48%, in which 830 patients with stage III CRC were randomized to receive adjuvant
therapy [26]. The advantages of aspirin use in CRC can also apply to many other cancer types. According to
an analysis of eight trials (n=25,570), the 20-year risk of any cancer death was reduced by 20% (HR of 0.80,
95% CI) and GI cancer deaths by 35% (HR of 0.65, 95% CI) [60]. Increased duration of aspirin daily use was
also linked to further benefits. The HR for CRC mortality was 0.54 for scheduled aspirin use lasting >2.5 years
and 0.48 for >5 years, and the HR for any cancer mortality was 0.79 for 5-7.4 years and 0.69 for >7.5 years
[52,60]. A number of randomized trials have shown that aspirin can help reduce the risk of recurring
colorectal adenoma at an earlier disease stage. According to a pooled analysis of these trials (n=2967),
aspirin use over a median 33-month period reduced the risk of any lesion by 17% (RR of 0.83, 95% CI) and
advanced lesions by 28% (RR of 0.72, 95% CI) [61-63].

Furthermore, very high-risk patients with a hereditary propensity for numerous adenomas and carcinomas
(e.g., carriers of Lynch syndrome) may especially benefit from aspirin. Aspirin was shown to reduce the risk
of Lynch syndrome cancer by 38% in a study of 667 carriers (HR of 0.62, 95% CI). The strength of the effect
depended on the period of treatment, which is consistent with studies of patients with sporadic CRC.
According to outcomes, the effects in individuals who took aspirin (or aspirin placebo) for at least two years,
which was defined as consuming 1400 (300 mg) tablets (approximately down from a two-year total of 1461
pills) to accommodate for the occasional missed dosage or early scheduling of the exit colonoscopy.
According to this criterion, 258 people (or 60% of those taking aspirin) and 250 people (or 58% of those
taking a placebo) received treatment for at least two years. For individuals using aspirin for two years or
more, the hazard ratio was 0.41 (95% CI: 0.19-0.86) [64].

A comprehensive assessment of dosing for chemoprevention was conducted [65]. According to the available
research, aspirin can inhibit thromboxane A2, a protein involved in the proliferation of tumor cells, at low
doses (75 mg/day), which are widely used to prevent CVD. Therefore, anti-neoplastic effects may be evident
at relatively low doses. Low doses of aspirin (75-300 mg/day) were linked to a 40% reduction (odds ratio (OR)
of 0.60) in the long-term risk of CRC-related mortality in one meta-analysis of randomized trials [52]. This
was equivalent to the 28% reduction (OR of 0.72) linked with high aspirin doses (500-1200 mg/day).
According to an epidemiological study of 47,363 men with a follow-up of 18 years, the relative risk of CRC
was lower in those who used fewer aspirin tablets per week (0.5-1.5 standard aspirins/week) compared with
those who used >14 aspirin tablets per week (RR of 0.94 vs. 0.30, respectively). These findings suggest that
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dose interval may have a more significant impact than dose strength, and it is also concluded that utilizing
every-other-day dosing regimens supports this possibility. Overall, these findings show that low-dose
aspirin use over multiple years is linked to a reduction in CRC incidence and mortality [53]. The selected
studies and main conclusions are shown in Table 1.

No
Authors
name

Study type Objective Conclusion

1
Calderone
et al. 2022
[34]

Systematic
review and
meta-
analysis

This study focused on age as a
treatment variable to examine the
effectiveness and safety of aspirin in
people without overt cardiovascular
disease.

Aspirin use was linked to a somewhat lower risk of major cardiovascular
events and a neutral effect on all-cause mortality in people without overt
cardiovascular disease but at the cost of a higher risk of major bleeding.
Younger people may benefit from aspirin more significantly.

2
Judge et al.
2020 [35]

Meta-
analysis

To look into the effect of aspirin for
primary avoidance of cardiovascular
events.

In 11 trials (157,054 individuals), aspirin has been linked to a higher chance
of hemorrhagic stroke but not a statistically important reduction in nonfatal
stroke. There was no statistically significant reduction in mortality risk
linked with aspirin.

3
Patel and
Baliga,
2020 [50]

Review

To examine the clinical data on the
effectiveness of aspirin for individuals
with diabetes mellitus and elderly
people with good health.

The risks associated with bleeding outweighed the advantages of aspirin
treatment in adults with diabetes who had never had cardiovascular
disease. In addition, aspirin use in healthy elderly people increased the risk
of severe hemorrhage rather than extending disability-free life expectancy.

3.
Bowman et
al. 2019
[48]

Randomized
controlled
trial

To evaluate the effect of aspirin in
patients suffering from diabetes
mellitus.

Cardiovascular events are linked to an elevated risk in those with diabetes
mellitus. The balance of advantages and risks for the prevention of first
cardiovascular events in patients with diabetes is uncertain. The use of
aspirin lowers the risk of occlusive vascular events but raises the risk of
bleeding.

4.
McNeil et
al. 2018
[39]

Randomized
controlled
trial

To analyze the scientific approach to
ascertain the effect of aspirin on
mortality from all causes in healthy
elderly.

When elderly people were taking daily aspirin compared to those taking a
placebo, they experienced higher all-cause mortality rates, which were
mostly due to cancer-related deaths.

5  
Guirguis-
Blake et al.
2016 [36]

Review

The goal of this study was to evaluate
a systematic study on aspirin's
advantages in cardio-vascular event
prevention at individual's age of 40
years or more.

Aspirin has a moderately positive effect on the primary prevention of
cardiovascular disease when taken daily in doses of 100 mg or less. Older
persons appear to gain benefits more relatively from myocardial infarction.

6

García
Rodríguez
et al. 2016
[43]

Review
To investigate the potential risk of
bleeding for a long time from the use
of low-dose aspirin.

Low-dose aspirin has similar risks for severe bleeding in real-world
situations as it does in randomized studies. The use of low-dose aspirin in
the prevention of cardiovascular events will be guided by these facts in
clinical decisions.

7

ASPREE
Investigator
Group
2013 [38]

Randomized
controlled
trial

To determine if the potential risks of
low-dose aspirin use in older, healthy
people outweigh any possible primary
preventive benefits.  

Aspirin's potential to prolong healthy, independent aging in older
individuals in the US and Australia is better captured by ASPREE's
distinctive composite primary endpoint.

9
Rothwell et
al. 2010
[52]

Randomized
trials

To examine the long-term effect of
aspirin in patients with colorectal
cancer.

At least 75 mg of aspirin should be taken every day for several years to
prevent the long-term incidence and mortality from colorectal cancer. The
highest benefit was seen for proximal colon malignancies, which are not
otherwise effectively prevented.

TABLE 1: Synthesis of data from the included studies in this review

Discussion
Aspirin as a Primary Preventative Measure

Aspirin, at low doses, was still more commonly recommended for primary protection against CVD in 2018
compared to secondary preventive measures. In one study, 3.6% of the adult population reported taking
aspirin despite a confirmed diagnosis of atherosclerotic cardiovascular disease (ASCVD). Meanwhile, aspirin
was used as a primary preventative measure by more than 20% of adults who were 80 years or older; this
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group also had a significant annual risk of bleeding (detected in the hospital) of 2.2% [66].

Several other recent studies have investigated aspirin use among the general population. Among a recent
cohort of respondents to the self-reported US 2017 National Health Interview Survey (NHIS) in 2017
(n=14,328), consumption of aspirin fluctuated between 7% among those in their 40s and 50s to 46% among
those in their 80s or older [67]. The NHIS characterized the primary preventive consumption of aspirin as
having no self-identified increase in coronary heart disease, MI, angina, or stroke. The prevalence rates of
aspirin use in the US in 2017 were significantly higher than non-aspirin users, where <2% of those aged 40-
50 years and 20% of those in their 80s used aspirin that year. This discrepancy may be somewhat attributed
to over-the-counter unregistered usage in Denmark, particularly during the start time in the research cycles,
but differences in prescription behavior are far more likely to be responsible. As a result, perspectives on the
risk-benefit ratio of aspirin varied in the 2010s across Europe and the US, as previously indicated. In
Denmark, the proportion of 80-year-olds who regularly took aspirin for preventive purposes was 36% in
2010 and was reduced to almost half of that by 2018. The lower percentage of aspirin usage in our findings
relative to NHIS data could be due to variations in registration statistics, self-reported diagnoses, and aspirin
consumption, particularly because the NHIS had an aggregate response rate of only 53% in 2017 [67].
Registry-based research that involves the entire population, which relies more on pharmaceutical data as
well as physician-diagnosed ASCVD based on international statistical classification (ICD) of diseases and
related health problems, is presumably more reliable and moderate, leading to more modest estimates of
prevalence.

According to the meta-analysis that included people with and without diabetes, aspirin had a risk reduction
ratio of 11% (95% CI: 6-16%) when used for the initial prevention of acute CVDs, in addition to an increase
in the relative risk of serious incidents of bleeding of 43% (95% CI = 30%-56%) [5]. In light of the most recent
research, the widespread use of aspirin for primary prevention of CVD suggests that a significant portion of
it may be ineffective and should be eliminated, ideally based on a mutual preference among patient and
physician [68]. Nevertheless, it might be difficult to decide whether one should begin, continue, or stop
using aspirin for main preventive purposes in and by particular individuals. Our findings demonstrate that
aging generally increases the risk of bleeding. As a result, the most recent US regulations prohibit patients
over 70 from taking aspirin on a regular basis but provide little guidance on whether any older patients,
without stated ASCVD, need to be prescribed aspirin [67].

Those with type 2 diabetes mellitus make up another significant and difficult group of patients. The existing
evidence from clinical trials in these patients has historically been interpreted differently according to
European and American criteria [69]. With a 7.4-year average follow-up, the recent ASCEND trial [70]
demonstrated that among those with type 2 diabetes, a 0.9% higher rate of severe bleeding events (4.1%)
with aspirin vs. with placebo (3.2%) was balanced by a 1.1% absolute reduction in significant vascular events
(8.5% and 9.6%, respectively). Additionally, those with a lower risk of vascular events were found to have the
optimum risk-benefit ratio. In comparison, the cohort with the greatest chance of ASCVD (control five-year
risk of major vascular incidents 10%) had a lower risk of significant vascular events. The reduction in severe
incidents of bleeding was significantly greater than the prevented number of fatalities from CVDs [70].
According to the latest European and American criteria on the consumption of antiplatelet medications for
patients with type 2 diabetes, low-dose aspirin may be used as a main preventative measure in patients at
significant/very high cardiovascular threat, in the lack of obvious contraindications or in those who have a
higher cardiovascular risk after discussing the advantages and disadvantages (greater possibility of bleeding)
with the patient [71,72]. To assist doctors and patients in evaluating the actual effect of aspirin use and the
advantages of aspirin for protection purposes based on unique patient features, there seems to be an
enormous desire for clear, encouraging guidelines and easily accessible data.

Conclusions
Aspirin is a recognized and affordable antiplatelet medicine. Elderly people are more likely to utilize low-
dose aspirin as a main preventative measure to avoid atherosclerotic circulatory conditions. More attention
should be paid to reducing inappropriate aspirin usage, as it is currently widely used, particularly among
older persons, and the substantial continuous use of this drug increases the risk of bleeding. Studies showed
that the risks associated with bleeding outweighed the advantages of aspirin treatment in adults with
diabetes who had never had CVD. In addition, aspirin use in healthy elderly people increased the risk of
severe hemorrhage rather than extending disability-free life expectancy.

Aspirin is the primary antiplatelet medicine for the treatment of CVD, particularly in patients at high risk,
and is now advised to be used in low doses, usually once daily. Loss of blood is not more likely to occur in
individuals having an elevated risk of CVD for more than a decade. Such people should be prepared to take
aspirin at a low dose every day for at least 10 years and have a minimum life expectancy of 10 years. This
recommendation is supported by expanding evidence that low-dose aspirin can help prevent colorectal
cancer and other cancers.

Additional Information
Author Contributions

2024 Darraj et al. Cureus 16(2): e54658. DOI 10.7759/cureus.54658 6 of 9

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Ali Darraj

Acquisition, analysis, or interpretation of data:  Ali Darraj

Drafting of the manuscript:  Ali Darraj

Critical review of the manuscript for important intellectual content:  Ali Darraj

Supervision:  Ali Darraj

Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
The author would like to thank the Deanship of Scientific Research at Shaqra University for supporting this
work.

References
1. Boakye E, Uddin SM, Obisesan OH, et al.: Aspirin for cardiovascular disease prevention among adults in the

United States: trends, prevalence, and participant characteristics associated with use. Am J Prev Cardiol.
2021, 8:100256. 10.1016/j.ajpc.2021.100256

2. Rhee TG, Kumar M, Ross JS, Coll PP: Age-related trajectories of cardiovascular risk and use of aspirin and
statin among U.S. adults aged 50 or older, 2011-2018. J Am Geriatr Soc. 2021, 69:1272-82. 10.1111/jgs.17038

3. Liu EY, Al-Sofiani ME, Yeh HC, Echouffo-Tcheugui JB, Joseph JJ, Kalyani RR: Use of preventive aspirin
among older us adults with and without diabetes. JAMA Netw Open. 2021, 4:e2112210.
10.1001/jamanetworkopen.2021.12210

4. Mahmoud AN, Gad MM, Elgendy AY, Elgendy IY, Bavry AA: Efficacy and safety of aspirin for primary
prevention of cardiovascular events: a meta-analysis and trial sequential analysis of randomized controlled
trials. Eur Heart J. 2019, 40:607-17. 10.1093/eurheartj/ehy813

5. Zheng SL, Roddick AJ: Association of aspirin use for primary prevention with cardiovascular events and
bleeding events: a systematic review and meta-analysis. JAMA. 2019, 321:277-87. 10.1001/jama.2018.20578

6. Amsterdam EA, Wenger NK, Brindis RG, et al.: 2014 AHA/ACC guideline for the management of patients
with non-ST-elevation acute coronary syndromes: executive summary: a report of the American College of
Cardiology/American Heart Association Task Force on Practice Guidelines. Circulation. 2014, 130:2354-94.
10.1161/CIR.0000000000000133

7. Roffi M, Patrono C: CardioPulse: 'Ten Commandments' of 2015 European Society of Cardiology Guidelines
for the management of acute coronary syndromes in patients presenting without persistent ST-segment
elevation (NSTE-ACS). Eur Heart J. 2016, 37:208.

8. Parekh AK, Galloway JM, Hong Y, Wright JS: Aspirin in the secondary prevention of cardiovascular disease .
N Engl J Med. 2013, 368:204-5. 10.1056/NEJMp1213380

9. Patrono C: The multifaceted clinical readouts of platelet inhibition by low-dose aspirin . J Am Coll Cardiol.
2015, 66:74-85. 10.1016/j.jacc.2015.05.012

10. Patrono C: Low-dose aspirin in primary prevention: cardioprotection, chemoprevention, both, or neither? .
Eur Heart J. 2013, 34:3403-11. 10.1093/eurheartj/eht058

11. De Backer G, Ambrosioni E, Borch-Johnsen K, et al.: European guidelines on cardiovascular disease and
prevention in clinical practice. Atherosclerosis. 2003, 171:145-55. 10.1016/j.atherosclerosis.2003.10.001

12. Vandvik PO, Lincoff AM, Gore JM, et al.: Primary and secondary prevention of cardiovascular disease:
Antithrombotic Therapy and Prevention of Thrombosis, 9th ed: American College of Chest Physicians
Evidence-Based Clinical Practice Guidelines. Chest. 2012, 141:e637S-68S. 10.1378/chest.11-2306

13. Bibbins-Domingo K: Aspirin use for the primary prevention of cardiovascular disease and colorectal cancer:
U.S. Preventive Services Task Force recommendation statement. Ann Intern Med. 2016, 164:836-45.
10.7326/M16-0577

14. Thun MJ, Jacobs EJ, Patrono C: The role of aspirin in cancer prevention . Nat Rev Clin Oncol. 2012, 9:259-67.
10.1038/nrclinonc.2011.199

15. Antithrombotic Trialists' Collaboration: Collaborative meta-analysis of randomised trials of antiplatelet
therapy for prevention of death, myocardial infarction, and stroke in high risk patients. BMJ. 2002, 324:71-
86. 10.1136/bmj.324.7329.71

16. Andersen K, Hurlen M, Arnesen H, Seljeflot I: Aspirin non-responsiveness as measured by PFA-100 in
patients with coronary artery disease. Thromb Res. 2002, 108:37-42. 10.1016/S0049-3848(02)00405-X

17. Chen WH, Lee PY, Ng W, Tse HF, Lau CP: Aspirin resistance is associated with a high incidence of
myonecrosis after non-urgent percutaneous coronary intervention despite clopidogrel pretreatment. J Am

2024 Darraj et al. Cureus 16(2): e54658. DOI 10.7759/cureus.54658 7 of 9

https://dx.doi.org/10.1016/j.ajpc.2021.100256
https://dx.doi.org/10.1016/j.ajpc.2021.100256
https://dx.doi.org/10.1111/jgs.17038
https://dx.doi.org/10.1111/jgs.17038
https://dx.doi.org/10.1001/jamanetworkopen.2021.12210
https://dx.doi.org/10.1001/jamanetworkopen.2021.12210
https://dx.doi.org/10.1093/eurheartj/ehy813
https://dx.doi.org/10.1093/eurheartj/ehy813
https://dx.doi.org/10.1001/jama.2018.20578
https://dx.doi.org/10.1001/jama.2018.20578
https://dx.doi.org/10.1161/CIR.0000000000000133
https://dx.doi.org/10.1161/CIR.0000000000000133
https://europepmc.org/article/med/27471758?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1056/NEJMp1213380
https://dx.doi.org/10.1056/NEJMp1213380
https://dx.doi.org/10.1016/j.jacc.2015.05.012
https://dx.doi.org/10.1016/j.jacc.2015.05.012
https://dx.doi.org/10.1093/eurheartj/eht058
https://dx.doi.org/10.1093/eurheartj/eht058
https://dx.doi.org/10.1016/j.atherosclerosis.2003.10.001
https://dx.doi.org/10.1016/j.atherosclerosis.2003.10.001
https://dx.doi.org/10.1378/chest.11-2306
https://dx.doi.org/10.1378/chest.11-2306
https://dx.doi.org/10.7326/M16-0577
https://dx.doi.org/10.7326/M16-0577
https://dx.doi.org/10.1038/nrclinonc.2011.199
https://dx.doi.org/10.1038/nrclinonc.2011.199
https://dx.doi.org/10.1136/bmj.324.7329.71
https://dx.doi.org/10.1136/bmj.324.7329.71
https://dx.doi.org/10.1016/S0049-3848(02)00405-X
https://dx.doi.org/10.1016/S0049-3848(02)00405-X
https://dx.doi.org/10.1016/j.jacc.2003.12.034


Coll Cardiol. 2004, 43:1122-6. 10.1016/j.jacc.2003.12.034
18. Eikelboom JW, Hirsh J, Weitz JI, Johnston M, Yi Q, Yusuf S: Aspirin-resistant thromboxane biosynthesis and

the risk of myocardial infarction, stroke, or cardiovascular death in patients at high risk for cardiovascular
events. Circulation. 2002, 105:1650-5. 10.1161/01.cir.0000013777.21160.07

19. Zimmermann N, Kurt M, Winter J, Gams E, Wenzel F, Hohlfeld T: Detection and duration of aspirin
resistance after coronary artery bypass grafting. J Thorac Cardiovasc Surg. 2008, 135:947-8.
10.1016/j.jtcvs.2007.11.033

20. Lee PY, Chen WH, Ng W, Cheng X, Kwok JY, Tse HF, Lau CP: Low-dose aspirin increases aspirin resistance
in patients with coronary artery disease. Am J Med. 2005, 118:723-7. 10.1016/j.amjmed.2005.03.041

21. Kim C, Beckles GL: Cardiovascular disease risk reduction in the Behavioral Risk Factor Surveillance System .
Am J Prev Med. 2004, 27:1-7. 10.1016/j.amepre.2004.03.008

22. Ittaman SV, VanWormer JJ, Rezkalla SH: The role of aspirin in the prevention of cardiovascular disease . Clin
Med Res. 2014, 12:147-54. 10.3121/cmr.2013.1197

23. Arnett DK, Blumenthal RS, Albert MA, et al.: 2019 ACC/AHA guideline on the primary prevention of
cardiovascular disease: a report of the American College of Cardiology/American Heart Association Task
Force on Clinical Practice Guidelines. Circulation. 2019, 140:e596-646. 10.1161/CIR.0000000000000678

24. Stuntz M, Bernstein B: Recent trends in the prevalence of low-dose aspirin use for primary and secondary
prevention of cardiovascular disease in the United States, 2012-2015. Prev Med Rep. 2017, 5:183-6.
10.1016/j.pmedr.2016.12.023

25. Bartolucci AA, Tendera M, Howard G: Meta-analysis of multiple primary prevention trials of cardiovascular
events using aspirin. Am J Cardiol. 2011, 107:1796-801. 10.1016/j.amjcard.2011.02.325

26. Fuchs C, Meyerhardt J, Heseltine D L, et al.: Influence of regular aspirin use on survival for patients with
stage III colon cancer: findings from intergroup trial CALGB 89803. Journal of Clinical Oncology. 2005, 23
(16_suppl):3530. 10.1200/jco.2005.23.16_suppl.3530

27. Sutcliffe P, Connock M, Gurung T, et al.: Aspirin for prophylactic use in the primary prevention of
cardiovascular disease and cancer: a systematic review and overview of reviews. Health Technol Assess.
2013, 17:10.3310/hta17430

28. Cryer B: Gastrointestinal safety of low-dose aspirin. Am J Manag Care. 2002, 8:701-8.
29. Short D, Frischer M, Bashford J, Ashcroft D: Why are eligible patients not prescribed aspirin in primary care?

A qualitative study indicating measures for improvement. BMC Fam Pract. 2003, 4:9. 10.1186/1471-2296-4-
9

30. An SJ, Kim TJ, Yoon BW: Epidemiology, risk factors, and clinical features of intracerebral hemorrhage: an
update. J Stroke. 2017, 19:3-10. 10.5853/jos.2016.00864

31. Ungvari Z, Tarantini S, Kirkpatrick AC, Csiszar A, Prodan CI: Cerebral microhemorrhages: mechanisms,
consequences, and prevention. Am J Physiol Heart Circ Physiol. 2017, 312:H1128-43.
10.1152/ajpheart.00780.2016

32. Béjot Y, Bailly H, Graber M, et al.: Impact of the ageing population on the burden of stroke: the Dijon Stroke
Registry. Neuroepidemiology. 2019, 52:78-85. 10.1159/000492820

33. Feigin VL, Norrving B, Mensah GA: Global burden of stroke . Circ Res. 2017, 120:439-48.
10.1161/CIRCRESAHA.116.308413

34. Calderone D, Greco A, Ingala S, et al.: Efficacy and safety of aspirin for primary cardiovascular risk
prevention in younger and older age: an updated systematic review and meta-analysis of 173,810 subjects
from 21 randomized studies. Thromb Haemost. 2022, 122:445-55. 10.1055/a-1667-7427

35. Judge C, Ruttledge S, Murphy R, et al.: Aspirin for primary prevention of stroke in individuals without
cardiovascular disease - a meta-analysis. Int J Stroke. 2020, 15:9-17. 10.1177/1747493019858780

36. Guirguis-Blake JM, Evans CV, Senger CA, O'Connor EA, Whitlock EP: Aspirin for the primary prevention of
cardiovascular events: a systematic evidence review for the U.S. Preventive Services Task Force. Ann Intern
Med. 2016, 164:804-13. 10.7326/M15-2113

37. McNeil JJ, Wolfe R, Woods RL, et al.: Effect of aspirin on cardiovascular events and bleeding in the healthy
elderly. N Engl J Med. 2018, 379:1509-18. 10.1056/NEJMoa1805819

38. ASPREE Investigator Group: Study design of ASPirin in Reducing Events in the Elderly (ASPREE): a
randomized, controlled trial. Contemp Clin Trials. 2013, 36:555-64. 10.1016/j.cct.2013.09.014

39. McNeil JJ, Woods RL, Nelson MR, et al.: Effect of aspirin on disability-free survival in the healthy elderly . N
Engl J Med. 2018, 379:1499-508. 10.1056/NEJMoa1800722

40. Baliga RR, Smith SC Jr, Narula J: Protecting a billion hearts . Glob Heart. 2014, 9:361-2.
10.1016/j.gheart.2014.12.004

41. Vane JR, Botting RM: The mechanism of action of aspirin . Thromb Res. 2003, 110:255-8. 10.1016/S0049-
3848(03)00379-7

42. January CT, Wann LS, Calkins H, et al.: 2019 AHA/ACC/HRS focused update of the 2014 AHA/ACC/HRS
guideline for the management of patients with atrial fibrillation: a report of the American College of
Cardiology/American Heart Association Task Force on Clinical Practice Guidelines and the Heart Rhythm
Society in Collaboration With the Society of Thoracic Surgeons. Circulation. 2019, 140:e125-51.
10.1161/CIR.0000000000000665

43. García Rodríguez LA, Martín-Pérez M, Hennekens CH, Rothwell PM, Lanas A: Bleeding risk with long-term
low-dose aspirin: a systematic review of observational studies. PLoS One. 2016, 11:e0160046.
10.1371/journal.pone.0160046

44. Hajar R: Risk factors for coronary artery disease: historical perspectives . Heart Views. 2017, 18:109-14.
10.4103/HEARTVIEWS.HEARTVIEWS_106_17

45. Belch J, MacCuish A, Campbell I, et al.: The prevention of progression of arterial disease and diabetes
(POPADAD) trial: factorial randomised placebo controlled trial of aspirin and antioxidants in patients with
diabetes and asymptomatic peripheral arterial disease. BMJ. 2008, 337:1-10. 10.1136/bmj.a1840

46. Antiplatelet Trialists' Collaboration: Collaborative overview of randomized trials of antiplatelet therapy - II:
maintenance of vascular graft or arterial patency by antiplatelet therapy. BMJ. 1994, 308:159.
10.1136/bmj.308.6922.159

2024 Darraj et al. Cureus 16(2): e54658. DOI 10.7759/cureus.54658 8 of 9

https://dx.doi.org/10.1016/j.jacc.2003.12.034
https://dx.doi.org/10.1161/01.cir.0000013777.21160.07
https://dx.doi.org/10.1161/01.cir.0000013777.21160.07
https://dx.doi.org/10.1016/j.jtcvs.2007.11.033
https://dx.doi.org/10.1016/j.jtcvs.2007.11.033
https://dx.doi.org/10.1016/j.amjmed.2005.03.041
https://dx.doi.org/10.1016/j.amjmed.2005.03.041
https://dx.doi.org/10.1016/j.amepre.2004.03.008
https://dx.doi.org/10.1016/j.amepre.2004.03.008
https://dx.doi.org/10.3121/cmr.2013.1197
https://dx.doi.org/10.3121/cmr.2013.1197
https://dx.doi.org/10.1161/CIR.0000000000000678
https://dx.doi.org/10.1161/CIR.0000000000000678
https://dx.doi.org/10.1016/j.pmedr.2016.12.023
https://dx.doi.org/10.1016/j.pmedr.2016.12.023
https://dx.doi.org/10.1016/j.amjcard.2011.02.325
https://dx.doi.org/10.1016/j.amjcard.2011.02.325
https://dx.doi.org/10.1200/jco.2005.23.16_suppl.3530
https://dx.doi.org/10.1200/jco.2005.23.16_suppl.3530
https://dx.doi.org/10.3310/hta17430
https://dx.doi.org/10.3310/hta17430
https://cdn.sanity.io/files/0vv8moc6/ajmc/6e2cec8adecdaa61da14a6e6c0478b69fb306cc7.pdf/A48_2002decCryerS701_S708.pdf
https://dx.doi.org/10.1186/1471-2296-4-9
https://dx.doi.org/10.1186/1471-2296-4-9
https://dx.doi.org/10.5853/jos.2016.00864
https://dx.doi.org/10.5853/jos.2016.00864
https://dx.doi.org/10.1152/ajpheart.00780.2016
https://dx.doi.org/10.1152/ajpheart.00780.2016
https://dx.doi.org/10.1159/000492820
https://dx.doi.org/10.1159/000492820
https://dx.doi.org/10.1161/CIRCRESAHA.116.308413
https://dx.doi.org/10.1161/CIRCRESAHA.116.308413
https://dx.doi.org/10.1055/a-1667-7427
https://dx.doi.org/10.1055/a-1667-7427
https://dx.doi.org/10.1177/1747493019858780
https://dx.doi.org/10.1177/1747493019858780
https://dx.doi.org/10.7326/M15-2113
https://dx.doi.org/10.7326/M15-2113
https://dx.doi.org/10.1056/NEJMoa1805819
https://dx.doi.org/10.1056/NEJMoa1805819
https://dx.doi.org/10.1016/j.cct.2013.09.014
https://dx.doi.org/10.1016/j.cct.2013.09.014
https://dx.doi.org/10.1056/NEJMoa1800722
https://dx.doi.org/10.1056/NEJMoa1800722
https://dx.doi.org/10.1016/j.gheart.2014.12.004
https://dx.doi.org/10.1016/j.gheart.2014.12.004
https://dx.doi.org/10.1016/S0049-3848(03)00379-7
https://dx.doi.org/10.1016/S0049-3848(03)00379-7
https://dx.doi.org/10.1161/CIR.0000000000000665
https://dx.doi.org/10.1161/CIR.0000000000000665
https://dx.doi.org/10.1371/journal.pone.0160046
https://dx.doi.org/10.1371/journal.pone.0160046
https://dx.doi.org/10.4103/HEARTVIEWS.HEARTVIEWS_106_17
https://dx.doi.org/10.4103/HEARTVIEWS.HEARTVIEWS_106_17
https://dx.doi.org/10.1136/bmj.a1840
https://dx.doi.org/10.1136/bmj.a1840
https://dx.doi.org/10.1136/bmj.308.6922.159
https://dx.doi.org/10.1136/bmj.308.6922.159


47. American Diabetes Association, American Heart Association, American College of Cardiology Foundation, et
al.: Aspirin for primary prevention of cardiovascular events in people with diabetes . J Am Coll Cardiol. 2010,
55:2878-86. 10.1016/j.jacc.2010.04.003

48. Bowman L, Mafham M, Wallendszus K, et al.: Effects of aspirin for primary prevention in persons with
diabetes mellitus: the ASCEND Study Collaborative Group. N Engl J Med. 2018, 379:1529-39.
10.1056/NEJMoa1804988

49. Bowman L, Mafham M, Stevens W, et al.: ASCEND: A Study of Cardiovascular Events iN Diabetes:
Characteristics of a randomized trial of aspirin and of omega-3 fatty acid supplementation in 15,480 people
with diabetes. Am Heart J. 2018, 198:135-44. 10.1016/j.ahj.2017.12.006

50. Patel NJ, Baliga RR: Role of aspirin for primary prevention in persons with diabetes mellitus and in the
elderly. Curr Cardiol Rep. 2020, 22:48. 10.1007/s11886-020-01296-z

51. Baigent C, Blackwell L, Collins R, et al.: Aspirin in the primary and secondary prevention of vascular
disease: collaborative meta-analysis of individual participant data from randomised trials. Lancet. 2009,
373:1849-60. 10.1016/S0140-6736(09)60503-1

52. Rothwell P M, Wilson M, Elwin C E, et al.: Long-term effect of aspirin on colorectal cancer incidence and
mortality: 20-year follow-up of five randomised trials. Lancet. 2010, 376:1741-50. 10.1016/S0140-
6736(10)61543-7

53. Avivi D, Moshkowitz M, Detering E, Arber N: The role of low-dose aspirin in the prevention of colorectal
cancer. Expert Opin Ther Targets. 2012, 16:51-62. 10.1517/14728222.2011.647810

54. Larsson SC, Giovannucci E, Wolk A: Long-term aspirin use and colorectal cancer risk: a cohort study in
Sweden. Br J Cancer. 2006, 95:1277-9. 10.1038/sj.bjc.6603442

55. Flossmann E, Rothwell PM: Effect of aspirin on long-term risk of colorectal cancer: consistent evidence from
randomised and observational studies. Lancet. 2007, 369:1603-13. 10.1016/S0140-6736(07)60747-8

56. Chan AT, Giovannucci EL, Meyerhardt JA, Schernhammer ES, Wu K, Fuchs CS: Aspirin dose and duration of
use and risk of colorectal cancer in men. Gastroenterology. 2008, 134:21-8. 10.1053/j.gastro.2007.09.035

57. Ruder EH, Laiyemo AO, Graubard BI, Hollenbeck AR, Schatzkin A, Cross AJ: Non-steroidal anti-
inflammatory drugs and colorectal cancer risk in a large, prospective cohort. Am J Gastroenterol. 2011,
106:1340-50. 10.1038/ajg.2011.38

58. Thun MJ, Namboodiri MM, Heath CW Jr: Aspirin use and reduced risk of fatal colon cancer . N Engl J Med.
1991, 325:1593-6. 10.1056/NEJM199112053252301

59. Chan AT, Ogino S, Fuchs CS: Aspirin use and survival after diagnosis of colorectal cancer . JAMA. 2009,
302:649-58. 10.1001/jama.2009.1112

60. Rothwell P M, Fowkes F G R, Belch J F, 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. 10.1016/S0140-
6736(10)62110-1

61. Sandler RS, Halabi S, Baron JA, et al.: A randomized trial of aspirin to prevent colorectal adenomas in
patients with previous colorectal cancer. N Engl J Med. 2003, 348:883-90. 10.1056/NEJMoa021633

62. Logan RF, Grainge MJ, Shepherd VC, Armitage NC, Muir KR: Aspirin and folic acid for the prevention of
recurrent colorectal adenomas. Gastroenterology. 2008, 134:29-38. 10.1053/j.gastro.2007.10.014

63. Cole BF, Logan RF, Halabi S, et al.: Aspirin for the chemoprevention of colorectal adenomas: meta-analysis
of the randomized trials. J Natl Cancer Inst. 2009, 101:256-66. 10.1093/jnci/djn485

64. Burn J, Gerdes AM, Macrae F, et al.: Long-term effect of aspirin on cancer risk in carriers of hereditary
colorectal cancer: an analysis from the CAPP2 randomised controlled trial. Lancet. 2011, 378:2081-7.
10.1016/S0140-6736(11)61049-0

65. Chan AT, Arber N, Burn J, et al.: Aspirin in the chemoprevention of colorectal neoplasia: an overview .
Cancer Prev Res. 2012, 5:164-78. 10.1158/1940-6207.CAPR-11-0391

66. Christensen MB, Jimenez-Solem E, Ernst MT, Schmidt M, Pottegård A, Grove EL: Low-dose aspirin for
primary and secondary prevention of cardiovascular events in Denmark 1998-2018. Sci Rep. 2021, 11:13603.
10.1038/s41598-021-93179-8

67. O'Brien CW, Juraschek SP, Wee CC: Prevalence of aspirin use for primary prevention of cardiovascular
disease in the United States: results from the 2017 National Health Interview Survey. Ann Intern Med. 2019,
171:596-8. 10.7326/M19-0953

68. Chiang KF, Shah SJ, Stafford RS: A practical approach to low-dose aspirin for primary prevention . JAMA.
2019, 322:301-2. 10.1001/jama.2019.8388

69. Nicolucci A, De Berardis G, Sacco M, Tognoni G: AHA/ADA vs. ESC/EASD recommendations on aspirin as a
primary prevention strategy in people with diabetes: how the same data generate divergent conclusions. Eur
Heart J. 2007, 28:1925-7. 10.1093/eurheartj/ehm248

70. Bowman L, Mafham M, Wallendszus K, Stevens W, Buck G, Barton J: Effects of aspirin for primary
prevention in persons with diabetes mellitus: the ASCEND Study Collaborative Group. J Vasc Surg. 2018,
379:P305. 10.1016/j.jvs.2018.10.072

71. ESC Scientific Document Group: Corrigendum to: 2019 ESC Guidelines on diabetes, pre-diabetes, and
cardiovascular diseases developed in collaboration with the EASD. Eur Heart J. 2020, 41:4317.
10.1093/eurheartj/ehz828

72. American Diabetes Association: Cardiovascular Disease and Risk Management: Standards of Medical Care in
Diabetes-2021. Diabetes Care. 2021, 44:S125-50. 10.2337/dc21-S010

2024 Darraj et al. Cureus 16(2): e54658. DOI 10.7759/cureus.54658 9 of 9

https://dx.doi.org/10.1016/j.jacc.2010.04.003
https://dx.doi.org/10.1016/j.jacc.2010.04.003
https://dx.doi.org/10.1056/NEJMoa1804988
https://dx.doi.org/10.1056/NEJMoa1804988
https://dx.doi.org/10.1016/j.ahj.2017.12.006
https://dx.doi.org/10.1016/j.ahj.2017.12.006
https://dx.doi.org/10.1007/s11886-020-01296-z
https://dx.doi.org/10.1007/s11886-020-01296-z
https://dx.doi.org/10.1016/S0140-6736(09)60503-1
https://dx.doi.org/10.1016/S0140-6736(09)60503-1
https://dx.doi.org/10.1016/S0140-6736(10)61543-7
https://dx.doi.org/10.1016/S0140-6736(10)61543-7
https://dx.doi.org/10.1517/14728222.2011.647810
https://dx.doi.org/10.1517/14728222.2011.647810
https://dx.doi.org/10.1038/sj.bjc.6603442
https://dx.doi.org/10.1038/sj.bjc.6603442
https://dx.doi.org/10.1016/S0140-6736(07)60747-8
https://dx.doi.org/10.1016/S0140-6736(07)60747-8
https://dx.doi.org/10.1053/j.gastro.2007.09.035
https://dx.doi.org/10.1053/j.gastro.2007.09.035
https://dx.doi.org/10.1038/ajg.2011.38
https://dx.doi.org/10.1038/ajg.2011.38
https://dx.doi.org/10.1056/NEJM199112053252301
https://dx.doi.org/10.1056/NEJM199112053252301
https://dx.doi.org/10.1001/jama.2009.1112
https://dx.doi.org/10.1001/jama.2009.1112
https://dx.doi.org/10.1016/S0140-6736(10)62110-1
https://dx.doi.org/10.1016/S0140-6736(10)62110-1
https://dx.doi.org/10.1056/NEJMoa021633
https://dx.doi.org/10.1056/NEJMoa021633
https://dx.doi.org/10.1053/j.gastro.2007.10.014
https://dx.doi.org/10.1053/j.gastro.2007.10.014
https://dx.doi.org/10.1093/jnci/djn485
https://dx.doi.org/10.1093/jnci/djn485
https://dx.doi.org/10.1016/S0140-6736(11)61049-0
https://dx.doi.org/10.1016/S0140-6736(11)61049-0
https://dx.doi.org/10.1158/1940-6207.CAPR-11-0391
https://dx.doi.org/10.1158/1940-6207.CAPR-11-0391
https://dx.doi.org/10.1038/s41598-021-93179-8
https://dx.doi.org/10.1038/s41598-021-93179-8
https://dx.doi.org/10.7326/M19-0953
https://dx.doi.org/10.7326/M19-0953
https://dx.doi.org/10.1001/jama.2019.8388
https://dx.doi.org/10.1001/jama.2019.8388
https://dx.doi.org/10.1093/eurheartj/ehm248
https://dx.doi.org/10.1093/eurheartj/ehm248
https://dx.doi.org/10.1016/j.jvs.2018.10.072
https://dx.doi.org/10.1016/j.jvs.2018.10.072
https://dx.doi.org/10.1093/eurheartj/ehz828
https://dx.doi.org/10.1093/eurheartj/ehz828
https://dx.doi.org/10.2337/dc21-S010
https://dx.doi.org/10.2337/dc21-S010

	Effect of Low-Dose Aspirin on the Elderly
	Abstract
	Introduction And Background
	Review
	Effect of aspirin in the elderly and individuals with diabetes mellitus for primary prevention of CVD
	Cardiovascular events and bleeding
	Aspirin's function in preventing colorectal cancer
	TABLE 1: Synthesis of data from the included studies in this review

	Discussion

	Conclusions
	Additional Information
	Author Contributions
	Disclosures
	Acknowledgements

	References


