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Aspirin Used Incorrectly for Cardioprotection
B Y  S H A R O N  W O R C E S T E R

Tallahassee Bureau

O R L A N D O ,  F L A .  —  Many primary
care physicians do not prescribe aspirin ap-
propriately for cardioprotection, a national
survey suggests.

Many of the 1,000 primary care physi-
cians who responded are unaware of—or
disregard—data about the use of aspirin
for cardioprotection and recommend to
their patients doses that are too high,

William D. Chey, M.D., said at the annu-
al meeting of the American College of
Gastroenterology.

The lowest cardioprotective dose of as-
pirin is 81 mg/day in healthy patients and
in those at risk for gastrointestinal com-
plications. Those with gastrointestinal risk
should receive gastroprotection, such as a
proton pump inhibitor (PPI), Dr. Chey
said.

About half of those responding to the
Internet survey were internists, and half

were family physicians or general practi-
tioners. Respondents, generally between
35 and 54 years old and evenly distributed
geographically across the United States,
had previously agreed to participate in
survey research.

Overall, 95% said they recommend as-
pirin for cardioprotection in patients over
age 60 years, with 62% always recom-
mending aspirin therapy and 33% usually
recommending aspirin therapy, said Dr.
Chey of the University of Michigan, Ann

Arbor. Nearly 70% said they recommend
81 mg daily, but 30% said they recommend
325 mg daily. “This is relevant because
there may be a dose-response relation-
ship between aspirin and the likelihood of
developing ulcer disease and, conse-
quently, gastrointestinal bleeding,” Dr.
Chey said.

Another troubling finding was that 62%
of respondents said they would recom-
mend enteric-coated aspirin for a patient at
high risk for gastrointestinal bleeding due
to a previous ulcer bleed despite a lack of
data showing any benefit of coated aspirin
over regular aspirin. Also only 28% recom-
mended concurrent gastroprotective ther-
apy, such as with a proton pump inhibitor
or misoprostol. Most said they would put
the patient on aspirin alone, he said.

“I guess the good news is that [gastro-
enterologists] are going to stay in business
if this is truly representative of primary
care physicians,” he said, noting that a
study last year showed that the likelihood
of such a high-risk patient developing re-
current gastrointestinal bleeding when put
on aspirin therapy alone is about 15%.

Aspirin cardioprotection in those who
require treatment with an NSAID is more
controversial, Dr. Chey said. In one study
of patients with a history of ulcer bleed-
ing, the use of a PPI and NSAID and the
use of a cyclooxygenase-2 (COX-2) selec-
tor alone were both associated with a re-
current bleeding rate of about 5% at 6
months.

The withdrawal of Vioxx from the mar-
ket has highlighted concerns about COX-
2 inhibitors and myocardial infarction risk.
For now, avoid using COX-2 inhibitors in
those with known coronary artery disease,
Dr. Chey advised. In those without coro-
nary artery disease who are at high risk for
gastrointestinal complications, the use of
a COX-2 inhibitor and PPI is warranted,
but there is little or no incremental gas-
trointestinal safety benefit from aspirin
and a COX-2 inhibitor vs. a traditional
NSAID alone.

When physicians in the survey were
asked about their knowledge of the ef-
fects of aspirin in patients using a COX-
2 inhibitor, 69% of respondents said they
were aware of the data showing that as-
pirin decreases or eliminates the gas-
trointestinal safety benefits of the COX-
2 inhibitors (31% were unaware, or
thought that aspirin improved the effects
of COX-2 inhibitors).

Yet when asked how they would man-
age a patient with no history of peptic ul-
cer disease, but with a need for non-
steroidal antiinflammatory drug treatment
for arthritis, 45% said they would recom-
mend aspirin and a COX-2 inhibitor.

“Even more interesting, in a high-risk pa-
tient with a history of ulcer bleeding, 60%
said they would recommend a proton
pump inhibitor with a coxib and aspirin—
even though there are no published data to
support this strategy, and 24%, dis-
turbingly, would choose a coxib and aspirin
without gastroprotection,” Dr. Chey said.

There is no logic to this combination, he
said, adding that further educational ef-
forts are necessary to correct these “im-
portant knowledge deficits.” ■


