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Aspirin for CV prevention—for 
which patients? 
Put your patient on aspirin? Take him off? Here's what 
you need to know to get it right.

Among individuals at high risk (≥10%) for coronary 
heart disease (CHD) within 10 years, only 44% are 
taking aspirin.1 In addition, for patients at high risk 

for CHD events, estimated aspirin use varies among ethnic 
groups: 53% for whites, 43% for African Americans, 38% for 
Hispanics, and 28% for Chinese Americans.1

In contrast to this underuse of aspirin by those who 
need it, patients who do not need aspirin have been told 
otherwise,2 following widespread publicity of US Preventive 
Services Task Force (USPSTF) recommendations from 2002 
(that have since been updated). Overuse of aspirin is also 
likely among individuals whose CHD risk has never been 
formally assessed but who take it on their own, based on di-
rect-to-consumer advertising about the cardiovascular (CV) 
benefits of aspirin. Also, the American Diabetes Association 
(ADA) once recommended aspirin for all patients with diabe-
tes. But it now advises avoiding the use of aspirin for primary 
prevention of CV events unless a patient’s calculated CV risk 
over 10 years is >10%.3

Our review summarizes the latest evidence on the use 
of aspirin for primary prevention of CV events, including the 
determination of benefit vs harm, the variability in aspirin re-
sponsiveness among individuals, and the efficacy of aspirin 
treatment in men vs women and in those with diabetes.

When does benefit outweigh risk?
In 2002, the USPSTF concluded that patients with a 5-year 
risk of coronary events ≥3% had the most favorable benefit-
to-risk ratio with aspirin use.4 It based its recommendation 
on 5 randomized, controlled primary prevention studies with 
aspirin that demonstrated a reduction in the risk of a first 
myocardial infarction (MI) in men.5-9 In 2009, the USPSTF up-
dated its recommendations regarding the risks and benefits 
of aspirin for primary prevention of CHD,10 in part to include 
data from the Women’s Health Study11 that demonstrated a 
24% relative risk (RR) reduction of ischemic stroke without 
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recommendations

›	Calculate a patient’s 
10-year global risk of car-
diovascular events using a 
risk-assessment tool before 
recommending aspirin for 
primary prevention. A

›	Keep in mind that diabe-
tes is not an indication for 
aspirin as primary cardio-
vascular protection, unless 
the patient’s calculated 
10-year risk is >10%. A

Strength of recommendation (SOR)

	   �Good-quality patient-oriented 
evidence

	   � �Inconsistent or limited-quality 
patient-oriented evidence

	   � �Consensus, usual practice, 
opinion, disease-oriented  
evidence, case series

A

B

C
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The AHA  
recommends 
low-dose aspirin 
for primary 
prevention of 
CV events in 
patients with  
a calculated  
10-year risk 
≥10%, taking 
into account 
risks for  
bleeding.

reducing the risk of MI. 
The USPSTF now recommends aspirin 

for men ages 45 to 79 to prevent a first MI, 
and for women ages 55 to 79 to prevent an 
ischemic stroke when the potential benefit 
outweighs the increased risk of gastrointes-
tinal (GI) hemorrhage.10 Evidence does not 
support the use of aspirin for primary CHD 
prevention in men younger than 45 years or 
women younger than 55. Evidence is insuf-
ficient to recommend aspirin for primary 
prevention of CHD for individuals ≥80 years 
of age in the absence of other compelling in-
dications such as atrial fibrillation.

z Calculating benefit. The American 
Heart Association (AHA) recommends low-
dose aspirin for primary prevention of CV 
events in all individuals with a calculated 
10-year CHD risk of ≥10%, while caution-
ing about its use in patients at increased risk 
for GI bleeding and hemorrhagic stroke.12 
The Framingham risk score13 is available 
online at http://hp2010.nhlbihin.net/atpiii/ 
calculator.asp?usertype=prof to estimate an 
individual’s 10-year CHD risk (TABLE).14 

z Judging risk. There are no validated 
tools for assessing the long-term risk of in-
tracranial or GI hemorrhage with low-dose 
aspirin. The risk factors for GI bleeding 
with nonsteroidal anti-inflammatory drugs 

(NSAIDs) are well known,15 but less data ex-
ist for low-dose aspirin. Likely risk factors 
include a history of peptic ulcer disease, con-
comitant NSAID therapy, high-dose cortico-
steroids or anticoagulants, dual antiplatelet 
therapy, age >60 years, and male sex.16 Al-
though proton-pump inhibitors prevent re-
current peptic ulcers secondary to low-dose 
aspirin use, little data exist on their value or 
cost effectiveness for this purpose.17

z Why the AHA recommendation 
makes sense. The 2009 USPSTF recommen-
dations still identify different tiers of risk ac-
cording to 3 age brackets within the range of 
45 (or 55) to 79 years. Since then, however, 
further studies seem to favor a less aggres-
sive approach to aspirin use, more in keeping 
with the AHA recommendation.

The Antithrombotic Trialists’ (ATT) 
Collaboration18 published a meta-analysis 
using individual participant data from the 
same studies that served as the basis of the 
USPSTF recommendations.5-9,11 It found that 
aspirin did not reduce the risk of death due 
to CHD, stroke, or other vascular causes. 
The risk of nonfatal stroke also did not de-
cline. Aspirin use decreased the risk of non-
fatal MI (RR=0.77; 99% confidence interval 
[CI], 0.67-0.89), any major coronary event 
(RR=0.82; 95% CI, 0.75-0.90), and serious 

TABLE  

Should you recommend aspirin?  
See how these patients “scored”*

Patient Risk score Prophylaxis

53-year-old woman, HTN on medication, SBP 152,
nonsmoker, Chol 260, HDL 50

 
4% No

48-year-old man, HTN on medication, SBP 138,
nonsmoker, Chol 220, HDL 41 7% No†

68-year-old woman, HTN on medication, SBP 152,
nonsmoker, Chol 260, HDL 50 11% Yes

58-year-old man, HTN on medication, SBP 138,
nonsmoker, Chol 220, HDL 41 14% Yes

51-year-old man, HTN on medication, SBP 140, 
nonsmoker, Chol 180, HDL 41, Diabetes 6% No†

*Score for 10-year risk of CHD calculated with Framingham Heart Study data.14

†Under 2009 USPSTF recommendations, may consider aspirin therapy.10

Chol, total cholesterol; HDL, high-density lipoprotein; HTN, hypertension; SBP, systolic blood pressure.
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vascular events (RR=0.88; 95% CI, 0.82-0.94). 
The risk of extracranial hemorrhage, includ-
ing GI bleeding, increased (RR=1.54; 95% CI, 
1.30-1.82). Based on this analysis, the abso-
lute reduction in serious ischemic events was 
partially offset by a small increase in serious 
bleeding. However, long-term disability from 
a nonfatal extracranial hemorrhage is likely 
less than that from a nonfatal stroke or MI.18

In the ATT Collaboration18 analysis, the 
5-year risk of bleeding with low-dose aspi-
rin increased with the predicted 5-year CHD 
risk. Patients with the lowest CHD risk (<5%) 
demonstrated a 0.4% risk of bleeding vs 2.7% 
among patients having the highest CHD risk 
(>10%). However, the high-risk patients also 
had the largest benefit with low-dose aspirin 
therapy. According to the ATT Collaboration 
data, using aspirin alone vs placebo, the es-
timated number needed to treat (NNT) to 
prevent 1 serious vascular event (defined as 
vascular death, nonfatal MI, or stroke) was 50 
patients for 5 years. When aspirin was added 
to other therapies such as statins, the NNT 
was 100 patients for 5 years. To cause 1 non-
fatal extracranial bleeding event with aspirin 
in the same high-risk patients, the estimated 
number needed to harm (NNH) was also 100 
patients for 5 years. A meta-analysis of 22 tri-
als estimated a NNH to cause 1 additional 
major bleeding event with aspirin per year 
was 769 patients (95% CI, 500-1250).19

The Aspirin for Asymptomatic Athero-
sclerosis Trial (AAAT)20 involved 3350 men 
and women ages 50 to 75 years with low  
ankle-brachial index and no history of CV 
disease (CVD). Participants were random-
ized to receive 100 mg enteric-coated aspirin 
or placebo daily and were followed for a mean 
of 8.2 years. The primary and secondary end 
points, which included fatal and nonfatal 
MI or stroke, were similar in the 2 groups, as 
were all-cause mortality and total adverse 
events. A difference in the incidence of major 
hemorrhage did not reach statistical signifi-
cance—34 patients in the aspirin arm vs 20 
in the placebo arm (hazard ratio [HR]=1.71;  
95% CI, 0.99-2.97). One caution: the relative 
lack of benefit from aspirin reported in the 
AAAT may be due to the fact that it was pow-
ered to detect a 25% reduction in the event 
rate between groups, whereas the ATT Col-

laboration study18 found a 12% risk reduction 
in MI among those taking aspirin.

Test for aspirin resistance? 
It’s still too soon
Patients receiving aspirin therapy may dem-
onstrate residual platelet reactivity (labora-
tory resistance) or recurrent ischemic CV 
events (clinical resistance).21 Estimates of the 
prevalence of aspirin resistance vary widely.22 
And available assays of residual platelet activ-
ity yield different results. Higher estimates of 
aspirin resistance may occur with assays that 
use an agonist other than arachidonic acid, 
such as collagen or adenosine diphosphate 
platelet aggregation, the whole blood plate-
let function analyzer (PFA-100), or urinary 
11-dehydro-thromboxane B

2
.23

Several secondary prevention studies 
have demonstrated a positive association 
with laboratory resistance and adverse CV 
events, regardless of methods and assays 
used.24 However, prospective primary pre-
vention studies of this association are lack-
ing. A meta-analysis of 20 clinical studies 
reported an increased risk of recurrent CV 
events including graft failure, acute coronary 
syndrome (ACS), and death among patients 
who exhibited aspirin resistance (odds ratio 
[OR]=3.85; 95% CI, 3.08-4.80). The authors 
identified a high level of heterogeneity among 
the studies, with 9 of the 20 failing to demon-
strate an increased risk of events.25

Using the PFA-100 assay, a prospective 
cohort study verified the presence or absence 
of aspirin resistance in 140 patients who pre-
sented to the emergency department with 
a non-ST–elevation ACS and who reported 
using aspirin daily for at least 7 days before 
the event.26 Fifty-three patients (37.8%) were 
found to have aspirin resistance. Baseline 
characteristics of patients with and without 
aspirin resistance were similar except for an 
older age (mean 63.8 vs 58.3 years, respec-
tively) and higher cardiac troponin values 
(mean 1.11 vs 0.41 ng/mL). Both groups 
were monitored for an average of 20 months; 
45 patients with aspirin resistance and 79 
without resistance completed follow-up. 
The presence of aspirin resistance increased 
the risk of MI (HR=3.02; 95% CI, 1.15-7.95) 
and decreased the risk of event-free survival 

A subgroup 
analysis of the 
Physicians' 
Health Study 
suggests that 
nonadherence 
with aspirin 
therapy or  
concomitant 
NSAID use  
negated the 
benefit of  
aspirin. 
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The ADA now 
recommends 
aspirin use in 
patients with 
diabetes only if 
they have a  
10-year CVD 
event risk >10%.

(HR=2.46; 95% CI, 1.18-5.13). Adjusted for 
age, platelet count, cardiac troponin values, 
and coronary artery disease severity scores, 
the presence of aspirin resistance was associ-
ated with a 3-fold increased risk of CV events 
(HR=3.03; 95% CI, 1.06-8.62).

Mechanisms for aspirin resistance may 
involve an inability of aspirin to partially or 
completely inhibit the cyclo-oxygenase-1 
(COX-1) enzyme leading to thromboxane A

2
 

production, or factors independent of the 
COX-1 pathway such as elevated levels of 
C-reactive protein.27 COX-1-related factors 
include aspirin nonadherence, reduced as-
pirin bioavailability, competitive inhibition 
by NSAIDs, inadequate aspirin dosage, ge-
netic COX-1 polymorphisms, and increased 
platelet turnover.27,28 A subgroup analysis of 
the Physicians’ Health Study29 suggests that 
nonadherence with aspirin therapy or con-
comitant NSAID use negated the benefit of 
aspirin. In a small cohort study (n=18), pa-
tients who took ibuprofen or naproxen and 
aspirin did not demonstrate inhibition of 
platelet aggregation and had a 72% rate of 
recurrent ischemic events despite aspirin 
therapy.30

Until clinical trials can demonstrate ben-
efit and cost effectiveness of empiric labora-
tory testing for aspirin resistance in patients 
without a history of CVD, emphasize adher-
ence to the prescribed antiplatelet therapy 
and warn against concomitant NSAID use for 
patients at risk for CHD events.

Aspirin for patients with diabetes:  
Only when CVD risk is high
In 2010, the ADA revised its clinical practice 
recommendations to reflect the results of  
2 studies that questioned the value of aspi-
rin for primary prevention of CVD events in 
patients with diabetes.3 Instead of a global 
statement to use low-dose aspirin, the ADA 
guideline now recommends its use only in 
patients with diabetes who have a 10-year 
risk >10%. This includes men over the age of 
50 and women over the age of 60, with at least 
one major risk factor in addition to diabetes. 
The studies driving this change were the Pre-
vention of Progression of Arterial Disease and 
Diabetes (POPADAD)31 and the Japanese Pri-

mary Prevention of Atherosclerosis with As-
pirin for Diabetes (JPAD).32

z The POPADAD study enrolled 1276 pa-
tients over the age of 40 with type 1 or type 2 
diabetes who also had asymptomatic periph-
eral arterial disease but without symptomatic 
CHD. Participants were randomized to take 
aspirin 100 mg daily or placebo (POPADAD 
also included a study of antioxidants vs pla-
cebo). The participants had diabetes for a 
mean of 6.3 years. The study had 2 primary 
composite end points: death from CHD or 
stroke, nonfatal MI or stroke, or amputation 
above the ankle for critical ischemia; and 
death from CHD or stroke. The aspirin and 
placebo groups were similar at baseline in 
terms of demographic characteristics and use 
of statins, beta-blockers, and angiotensin-
converting enzyme (ACE) inhibitors among 
other treatments. The composite end point of 
death from CHD or stroke was similar in the  
2 groups. Nonfatal MI and nonfatal stroke 
were also similar in the 2 groups.31

z The JPAD study enrolled individuals 
with type 2 diabetes who were over the age of 
30 and had no evidence of CVD. Participants 
were randomized to receive either 81 mg as-
pirin or placebo daily. The composite end 
point was sudden death; death from CHD, 
stroke, or aortic causes; nonfatal MI; nonfatal 
stroke; unstable angina; transient ischemic 
attack; or nonfatal peripheral vascular dis-
ease. The 2 groups were similar in terms of 
the composite end point, nonfatal MI, and 
nonfatal stroke. The risk of death from MI and 
stroke was lower in the aspirin group.32

z The authors of a 2010 consensus 
report from the ADA, the AHA, and the Amer-
ican College of Cardiology (ACC) evaluated 
the findings of individual placebo-controlled 
aspirin studies as well as those included in 
prior meta-analyses.33 They also conducted a 
separate meta-analysis, which indicated that 
aspirin decreased the risk of CHD in patients 
with diabetes by 9% (RR=0.91; 95% CI, 0.79-
1.05), but the reduction was not statistically 
significant. If the findings of the Early Treat-
ment of Diabetic Retinopathy Study, which 
included some individuals with prior CVD 
events, had been excluded from this meta-
analysis, the risk reduction due to aspirin 
would have been smaller. 

Continued 
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Women with 
diabetes have  
a 50% increased 
relative risk of 
CVD than men 
with diabetes, 
in part because 
they are often 
older and have 
more risk  
factors. 

Results of this meta-analysis are miti-
gated by certain factors. The 9 studies ana-
lyzed were published between 1989 and 2008, 
and the use of drugs such as statins, beta- 
blockers, and ACE inhibitors increased over 
this 20-year period. Also, the age of study 
participants at enrollment varied, as did the 
presence of subclinical CVD. The rates of 
CHD in the placebo groups of the studies also 
varied significantly.

Accounting for differences  
between the sexes
A person’s sex in part determines the impor-
tance of certain CV risk factors, the preva-
lence of CV and related comorbid diseases, 
and the frequency of adverse drug effects. 
Women with diabetes have a 50% increased 
relative risk of CVD than men with diabetes, 
in part because they are often older and have 
more risk factors.34 

z A 2011 AHA update on the preven-
tion of CVD in women indicates that wom-
en ≥65 years may use aspirin, 81 mg daily or  
100 mg every other day, if the benefit in re-

ducing CHD or ischemic stroke is not out-
weighed by the potential risk of GI bleeding 
or hemorrhagic stroke. It also deems aspirin 
an option that women younger than 65 could 
consider with their physicians for prevention 
of ischemic stroke, and recommends aspirin 
75 to 325 mg daily for women with diabetes.35

z The study populations in the 
ADA/AHA/ACC meta-analysis of aspirin for 
primary prevention in patients with diabetes 
varied in the percentage of women enrolled. 
Three trials did not include women, while 
one study enrolled women exclusively. The 
remaining studies had similar numbers of 
men and women. Aspirin decreased the risk 
of CHD events in men (RR=0.77; 95% CI, 
0.67-0.89) and stroke in women (RR=0.77; 
95% CI, 0.59-0.99). The consensus report ac-
knowledged that the findings of the Women’s 
Health Study strongly influenced this differ-
ence in outcomes for men and women.33       JFP

Correspondence
Anita N. Jackson, PharmD, University of Rhode Island, 
College of Pharmacy, 41 Lower College Road, Fogarty Hall, 
Kingston, RI 02881; anitaj@uri.edu

References

	 1. 	�Sanchez DR, Diez Roux AV, Michos ED, et al. Comparison 
of the racial/ethnic prevalence of regular aspirin use for the 
primary prevention of coronary heart disease from the multi-
ethnic study of atherosclerosis. Am J Cardiol. 2011;107:41-46.

	 2. 	�Dwivedi G, Ball MC, Dilworth MP, et al. Use and misuse of 
aspirin in the hypertension clinic [letter]. BMJ. May 3, 2010. 
Available at: http://www.bmj.com/content/340/bmj.c1805.
full/reply#bmj_el_235118. Accessed October 15, 2010.

	 3. 	�American Diabetes Association. Standards of medical care in 
diabetes–2010. Diabetes Care. 2010;33(suppl 1):S11-S61.

	 4. 	�US Preventive Services Task Force. Aspirin for the primary pre-
vention of cardiovascular events: recommendation and ratio-
nale. Ann Intern Med. 2002;136:157-160.

	 5. 	�Thrombosis prevention trial: randomised trial of low-intensity 
oral anticoagulation with warfarin and low-dose aspirin in the 
primary prevention of ischaemic heart disease in men at in-
creased risk. The Medical Research Council’s General Practice 
Research Framework. Lancet. 1998;351:233-241.

	 6. 	�Peto R, Gray R, Collins R. Randomised trial of prophylactic 
daily aspirin in British male doctors. BMJ. 1988;296:313-316.

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

	 8. 	�Hansson L, Zanchetti A, Carruthers SG. Effects of intensive 
blood-pressure lowering and low-dose aspirin in patients 
with hypertension: principal results of the Hypertension Op-
timal Treatment (HOT) randomised trial. Lancet. 1998;351:
1755-1762.

	 9. 	�de Gaetano G; Collaborative Group of the Primary Prevention 
Project. Low-dose aspirin and vitamin E in people at cardio-
vascular risk: a randomised trial in general practice. Lancet. 
2001;357:89-95.

	 10. 	�Wolff T, Miller T, Ko S. Aspirin for the prevention of cardiovas-
cular disease: an update of the evidence for the US Preventive 
Services Task Force. Ann Intern Med. 2009;150:405-410.

	 11. 	�Ridker PM, Cook NR, Lee IM. A randomized trial of low-dose 

aspirin in the primary prevention of cardiovascular disease in 
women. N Engl J Med. 2005;352:1293-1304.

	 12. 	�Pearson TA, Blair SN, Daniels SR, et al. AHA guidelines for 
primary prevention of cardiovascular disease and stroke: 2002 
update: consensus panel guide to comprehensive risk reduc-
tion for adult patients without coronary or other atheroscle-
rotic vascular diseases. Circulation. 2002;106:388-391.

	 13. 	�Wilson PW, D’Agostino RB, Levy D, et al. Prediction of coro-
nary heart disease using risk factor categories. Circulation. 
1998;97:1837-1847.

	 14. 	�National Cholesterol Education Program. Risk as-
sessment tool for estimating 10-year risk of de-
veloping hard CHD. Available at: http://hp2010.
nhlbihin.net/atpi i i/calculator.asp?us er t yp e=prof.  
Accessed October 15, 2010.

	 15. 	�Bhatt DL, Scheiman J, Abraham NS, et al. ACCF/ACG/AHA 
2008 expert consensus document on reducing the gastrointes-
tinal risks of antiplatelet therapy and NSAID use. Circulation. 
2008;118:1894-1909.

	 16. 	�Garcia Rodriguez LA, Lin KJ, Hernandez-Diaz S, et al. Risk of 
upper gastrointestinal bleeding with low-dose acetylsalicylic 
acid alone and in combination with clopidogrel and other 
medications. Circulation. 2011;123:1108-1115.

	 17. 	�Lai KC, Lam SK, Chu Km, et al. Lansoprazole for the preven-
tion of recurrences of ulcer complications from long-term low-
dose aspirin use. N Engl J Med. 2002;346:2033-2038.

	 18. 	�Antithrombotic Trialists’ (ATT) Collaboration. Aspirin in the 
primary and secondary prevention of vascular disease: col-
laborative meta-analysis of individual participant data from 
randomised trials. Lancet. 2009;373:1849-1860.

	 19. 	�McQuaid KR, Laine L. Systematic review and meta-analysis of 
adverse events of low-dose aspirin and clopidogrel in random-
ized controlled trials. Am J Med. 2006;119:624-638.

	 20. 	�Fowkes FG, Price JF, Stewart MCW, et al. Aspirin for the pre-
vention of cardiovascular events in a general population 
screened for a low ankle brachial index: a randomized con-



ASPIRIN FOR CV PREVENTION

523jfponline.com Vol 60, No 9  |  SEPTEMBER 2011  |  The Journal of Family Practice

trolled trial. JAMA. 2010;303:841-848.

	 21. 	�Kuliczkowski W, Witkowski A, Polonski L, et al. Interindividual 
variability in the response to oral antiplatelet drugs: a position 
paper of the working group on antiplatelet drugs resistance 
appointed by the section of cardiovascular interventions of 
the Polish Cardiac Society, endorsed by the working group on 
thrombosis of the European Society of Cardiology. Eur Heart J. 
2009;30:426-435.

	 22. 	�Hovens MM, Snoep JD, Eidenboom JC. Prevalence of persis-
tent platelet reactivity despite use of aspirin: a systematic re-
view. Am Heart J. 2007;153:175-181.

	 23. 	�Gurbel PA, Bliden KP, DiChiara JD, et al. Evaluation of dose-
related effects of aspirin on platelet function: results from the 
Aspirin-Induced Platelet Effect (ASPECT) study. Circulation. 
2007;115:3156-3164.

	 24. 	�Feher G, Geher A, Pusch G, et al. Clinical importance of aspirin 
and clopidogrel resistance. World J Cardiol. 2010;2:171-186.

	 25. 	�Krasopoulos G, Brister SJ, Beattie WS, et al. Aspirin “resis-
tance” and risk of cardiovascular morbidity: systematic review 
and meta-analysis. BMJ. 2008;336:195-198.

	 26. 	�Hobikoglu GF, Norgaz T, Aksu H, et al. The effect of acetylsali-
cylic acid resistance on prognosis of patients who have devel-
oped acute coronary syndrome during acetylsalicylic acid 
therapy. Can J Cardiol. 2007;23:201-206.

	 27. 	�Gasparyan AY, Watson T, Lip GYH. The role of aspirin in car-
diovascular prevention: implications of aspirin resistance.  
J Am Coll Cardiol. 2008;51:1829-1843.

	 28. 	�Arazi HC, Doiny DG, Torcivia RS, et al. Impaired anti-platelet 
effect of aspirin, inflammation and platelet turnover in cardiac 
surgery. Interact Cardiovasc Thorac Surg. 2010;10:863-867.

	 29. 	�Hennekens CH, Schneider WR, Hebert PR, et al. Hypothesis 
formulation from subgroup analyses: nonadherence or non-
steroidal anti-inflammatory drug use explains the lack of clini-
cal benefit of aspirin on first myocardial infarction attributed 
to “aspirin resistance.” Am Heart J. 2010;159:744-748.

	 30. 	�Gengo FM, Rubin L, Robson M, et al. Effects of ibuprofen on 
the magnitude and duration of aspirin’s inhibition of platelet 
aggregation; clinical consequences in stroke prophylaxis. J 
Clin Pharmacol. 2008;48:117-122.

	 31. 	�Belch J, MacCuish A, Campbell I, et al. The prevention of pro-
gression of arterial disease and diabetes (POPADAD) trial: 
factorial randomised placebo controlled trial of aspirin and 
antioxidants in patients with diabetes and asymptomatic pe-
ripheral arterial disease. BMJ. 2008;337:a1840. 

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

	 33. 	�Pignone M, Alberts MJ, Colwell JA, et al. Aspirin for primary 
prevention of cardiovascular events in people with diabetes. 
A position statement of the American Diabetes Association, a 
scientific statement of the American Heart Association, and an 
expert consensus document of the American College of Cardi-
ology Foundation. Circulation. 2010;121:2694-2701.

	 34. 	�Barrett-Connor E, Giardina EG, Gitt AK, et al. Women and 
heart disease: the role of diabetes and hyperglycemia. Arch 
Intern Med. 2004;164:934-942.

	 35. 	�Mosca L, Benjamin EJ, Berra K, et al. Effectiveness-based 
guidelines for the prevention of cardiovascular disease in 
women—2011 update. Circulation. 2011;123:1243-1262.

THE STRENGTH 
TO HEAL and get 
back to what I love 
about family medicine.

Do you remember why you became a family physician? 
When you practice in the Army or Army Reserve, you 
can focus on caring for our Soldiers and their families. 
You’ll practice in an environment without concerns 
about your patients’ ability to pay or overhead expenses. 
Moreover, you’ll see your efforts making a difference.
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