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Abstract

laque disruption and subsequent thrombotic occlusion is the primary mechanism
by which atherosclerosis leads to acute coronary syndromes and ischemic

stroke. Platelets are the key component of arterial thrombus formation in response

to sudden fissuring or rupture of the atheromatous plaque. Low dose aspirin (100 ~  t}, AZHASY HEFL 5
300 mg/day) rapidly inhibits platelets through permanent inactivation of the key
platelet enzyme, cyclooxygenase (COX). The efficacy and safety of aspirin have been
extensively studied in several populations, ranging from healthy individuals to high- HRAISHA E | o] sl TulE A e &

risk patients with acute myocardial infarction or ischemic stroke. It is well esta-

blished that aspirin reduces the risk of serious vascular events (death, myocardial 2o
infarction, and stroke) by approximately 256% in patients with established vascular
diseases. However, long—term therapy with aspirin approximately doubles the risk
of major extracranial bleeding (mostly gastrointestinal bleeding) and also increases
the risk of hemorrhagic stroke. In contrast to the clear benefit of aspirin in secondary
prevention, its benefits in primary prevention are less clear. A meta—analysis of ©
primary prevention trials in men demonstrated that aspirin reduces the risk of H) A Hxkgo)
myocardial infarction by approximately 30% but has no effects on the risk of stroke.
By contrast, the Women's Health Study showed that aspirin reduces the risk of g = gFEte] 1980w ol
stroke by 17% but has no effects on the risk of myocardial infarction. The reasons
for this discrepancy remain unclear, requiring additional studies. Taken together,
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aspirin is recommended for primary prevention in healthy individuals with an annual
risk of vascular events >1.5%. In conclusion, aspirin is recommended for secondary
prevention in all patients, but its risk—benefit ratio should be carefully considered for Ol-ﬁll-l 2l 9—| &%7]

primary prevention.
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I 1. Relative risk of myocardial infarction, stroke or vascular A ZAMZT) HE&20] gL ZolFy] 93 g2
death by clinical grouping: aspirin vs placebo
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Category 95% Cl Relative Risk At Sl eI 9 AbE el A Sael
O ola]l AZA O vz = 913 HI X2 2 3
Acute myocardial infarction (9 trials) 0.68~0.80 0.74 - sobA] A5 0w AWLA| S SA3E ALARE S
Prior myocardial infarction (11 trials) 0.73~0.85 0.79 of &1 o} Au|HL o|g]3t sxjol| A B3 d e S
Stabl ina (6 trial 0.568~0.87 0.71 - -
aple angina (6 rals) el QIEHGE 1. & 1Eeke) RE QAT ATE
Unstable angina (7 trials) 0.51~0.74 0.61
Prior stroke/TIA (19 trials) 076~0.88 082 T B o) dellA] Audh daAste] WEo] o= A
Intermittent claudication (23 trials) ~ 0.72~1.01 0.85 YgEo] 317 ofAy S 75~350mg¥ E-&351A =W
Diabetes (8 trials) 0.82~1.05 0.93
Overall (83 trials) 0.76~0.82 0.79
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Trial  Relative Risk of Myocardial Infarction
among Men
il
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RR=0.68(0.54~0.46)
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Trial Relative Risk of Stroke among Men
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2! 1. Aspirin for the primary prevention of myocardial infarction
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8! 2. Asprin for stroke prevention
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I 2. Primary and secondary endpoints of WHS
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ASpiI’in Placebo RR 95% Cl P j_EiL]— /S‘EL%‘}‘—]]J%‘Q] He]—}\g'g% oo]:
Primary endpoint:
7ol o}F-¥l x}olr
Major cardiovascular event* 477 522 0.91 0.80~1.31 0.13 I oF Ael7k S 6
Secondary endpoints: Al o) dihs whE EAEke] B o
Stroke 221 206 0.83 0.69~099  0.04 AT 2BAL 26%. ATAMZ
Ischemic 170 221 0.76 0.63~0.93 0.009 o . o =101 o
o olu 7+ -3
Hemorrhagic 51 M 124  082~187 031 = 34% SIS asshsl e
Transient ischemic attack 186 238 078  064~094 001 AAACZE F5H 0|52 65HA
Myocardial infarction (Ml) 198 193 1.02 0.84~1.25 0.83 o Ake] oJ Ao A Tkl
Coronary revascularization 389 374 1.04 0.90~1.20 0.61
Cardiovascular death 120 129 0.95 0.74~1.22 0.68
All—cause mortality 609 642 0.95 0.85~1.06 0.32 3. ARl HTALE
Maijor adverse cardiac events: cardiovascular death, nonfatal MI, nonfatal stroke ° @1'9] ?_?_7334%% %‘@'-HP_
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Age >50 >45 _
o] 7 3o tyH 5o
No 22,071 39,876 Aol AR e, w4,
Study period 1982~1988 1993~ 2004 IAEF o A} e
Major cardiovascular event 0.91 0.80~1.03 — — Ao A ADANZS ol
Cardiovascular death 0.95 0.74~1.23 0.96 0.96~1.54 o ,
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Contraindications to aspirin >

Yes

No aspirin

[

Calculate absolute 10-year risk
of coronary heart disease

Risk<0.6%/yr

Risk 0.7~1.4%/yr

Risk>1.5%/yr

No

Strong preference of the patient

Treated hypertension with
target-organ damage or diabetes

Poor physical fitness

\

No aspirin

Yes Y

Aspirin (<100mg daily)

12l 3. Suggested algorithm for the use of aspirin for primary prevention
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