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Objectives: Existing epidemiologic information shows disparities in low-dose aspirin use by race. This
study investigates the frequency, pattern, and correlates of both self- and clinician-prescribed low-dose
aspirin use among underserved African Americans aged 55 years and older.
Methods: This cross-sectional study conducted a comprehensive evaluation of all over-the-counter
and prescribed medications used among 683 African American older adults in South Central Los
Angeles, California. Correlation between use of low-dose aspirin and sociodemographic variables,
health care continuity, health behaviors, and several major chronic medical conditions were examined.
In addition, the use of low-dose aspirin as self prescribed versus clinician prescribed was examined.
Multivariate logistic regression was performed to examine correlates of low-dose aspirin use.
Results: Overall, 37% of participants were taking low-dose aspirin. Sixty percent of low-dose aspirin
users were taking low-dose aspirin as self prescribed and 40% were taking it as prescribed by a clinician. Major aspirin-drug interactions were detected in 75% of participants who used low-dose aspirin,
but no significant differences in aspirin-drug interactions were found between those who used aspirin
as self prescribed and those who used it as clinician prescribed. No negative association between being
diagnosed with gastrointestinal conditions and aspirin used was detected. Being diagnosed with diabetes mellitus or a heart condition was associated with higher use of aspirin. However, only 50% with
high risk of cardiovascular took prescribed (38%) or self-prescribed (62%) low-dose aspirin. One
third of participants aged 70 years and older with low risk of cardiovascular were using aspirin.
Conclusions: Among underserved African-American middle-aged and older adults, many who could
potentially benefit from aspirin are not taking it; and many taking aspirin have no indication to do so and
risk unnecessary side effects. Compared with non-Hispanic Whites, African Americans are more likely to be
diagnosed with diabetes, hypertension, and heart conditions at earlier stages of life; as a result, the role of
preventive intervention, including safe and appropriate use of low-dose aspirin among this segment of our
population, is more salient. Interventional studies are needed to promote safe and effective use of lowdose aspirin among underserved African-American adults. ( J Am Board Fam Med 2021;34:132–143.)
Keywords: African Americans, Aging, Aspirin, Cardiovascular Diseases, Cross-Sectional Studies, Logistic Models,
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Introduction
The United States Preventive Services Task Force
and other clinical guidelines have recommended

low-dose daily aspirin for primary and secondary prevention of cardiovascular disease.1,2 These recommendations are based on the well-established efﬁcacy
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failure).24 Furthermore, more than 35% of older
African-American adults have comorbid hypertension and diabetes mellitus.25 Yet only 39% and 53%
of African-American older adults with diabetes mellitus and hypertension exhibit glycemic control and
blood pressure control, respectively.26,27
However, the existing epidemiologic literature
demonstrates disparities in low-dose aspirin use by
race and ethnicity,28–31 speciﬁcally, suboptimal preventive aspirin use among African-American adults.32
Thus, promotion of safe use of low-dose aspirin
in low-income, middle-aged and older AfricanAmerican adult communities may be an effective step
toward reduction of racial disparities in CVD.
However, studies documenting the correlates of lowdose aspirin use in this population are lacking, and
consequently, there is a paucity of interventions that
promote appropriate and effective use of low-dose aspirin among underserved African-American adults.
Therefore, our study aims to investigate the sociodemographic and health factors that characterize economically disadvantaged middle-aged and older
African-American adults in South Los Angeles, CA
based on low-dose aspirin use. Such information may
enable health care providers to better guide AfricanAmerican communities’ use of low-dose aspirin
to maximize its beneﬁts. To the best of our
knowledge, this is the only study that has been
conducted among underserved older African
American adults to examine correlates of selfand clinician-prescribed low-dose aspirin and to
investigate aspirin-drug interactions.

Materials and Methods
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This study was a cross-sectional survey of middleaged and older African-American adults performed
in Service Planning Area. Spanning 4752 square
miles, Los Angeles County is divided into 8 geographical SPAs. This enables the Department of
Public Health to plan and implement targeted public health and clinical programs based on the needs
of each area.33 South SPA, with a population of
approximately 1,048,734, has the highest density of
African Americans in Los Angeles County. Of the 8
SPAs, the South SPA has the highest rates for
major chronic conditions among older adults.34
More speciﬁcally, CVD, stroke, and diabetes mellitus are among top age-adjusted causes of death in
South SPA.33 Participants in this study were
sampled from 16 predominantly African-American
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of low-dose aspirin in reducing cardiovascular disease
(CVD) risk.3,4 Several systematic reviews and metaanalyses have also documented the effectiveness of
long-term low-dose aspirin in preventing several
types of cancer and improving survival after a cancer
diagnosis.5–9 However, recent data suggest that the
role of aspirin in primary prevention should be
reassessed.10–14 For example, studies have documented that while aspirin therapy is underused by
those at high risk for cardiovascular disease, it is
also overused by those at low risk for cardiovascular disease, and by those for whom the risk of
bleeding outweighs the potential beneﬁt of cardioprotection.15–17 More speciﬁcally, upper gastrointestinal (GI) bleeding and hemorrhagic stroke
are major adverse effects of long-term use of
low-dose aspirin.18 For these reasons, the 2019
American College of Cardiology/American
Heart Association (ACC/AHA) Guideline on the
Primary Prevention of CVD recommends that
low-dose aspirin be considered for primary prevention of CVD in adults 40 to 70 years of age
who are at higher risk for atherosclerotic cardiovascular disease, but only for those who are not
at risk of bleeding.19,20
CVD is the primary cause of death in the United
States in both men and women. According to the
Centers for Disease Control and Prevention, 1 in
every 4 deaths is due to CVD.21 Among racial
groups, non-Hispanic Blacks are 20% more likely to
die from heart disease than non-Hispanic Whites.22
Older African Americans tend to have higher rates
of cardiometabolic diseases such as hypertension
and diabetes mellitus compared with their white
counterparts.23 The most recent report published
by the Centers for Medicare and Medicaid Services
shows that 71% of older non-Hispanic African
Americans have hypertension, 41% have diabetes,
and 19% have heart failure.24 The comparable ﬁgures for older non-Hispanic Whites are 60%
(hypertension), 25% (diabetes), and 15% (heart

score was calculated, with the average score of 5
items, ranging from 1 to 5. A high score was indicative of higher ﬁnancial difﬁculty. These items are
consistent with Pearlin’s list of chronic ﬁnancial difﬁculties of low socioeconomic status (SES) individuals (Cronbach a = 0.92).35

Measurements

Major Chronic Conditions

Sociodemographic Covariates
Age, educational attainment, and living arrangement were the covariates in this study. Age and
educational attainment were operationalized as
interval variables (years of schooling). Higher
scores indicated more years of education.

Participants were asked to report whether they
have been diagnosed with the following conditions:
high blood pressure, diabetes mellitus, heart conditions, asthma or bronchitis, stroke, and cancer. In
addition, participants were asked to report whether
they have been diagnosed with GI conditions.

Living Arrangement

Aspirin Use

Participants’ living arrangement was a single item.
We asked participants whether they lived alone or
if there was any other member of the family such as
partner or spouse who lived with them (1 = lived
alone; 0 = lived with family member).

Using a comprehensive evaluation of all medications used, we built a 3-level categorical variable
(outcome) that was reﬂective of 1) not using lowdose aspirin, 2) taking over-the counter (OTC)
low-dose aspirin, and 3) taking prescribed low-dose
aspirin. Of note, low-dose aspirin use was selfreported and characterized either as prescribed by a
clinician or primary health care provider or as self
prescribed (ie, the participant took OTC aspirin of
his/her own volition). Low-dose aspirin was deﬁned
as an aspirin dosage ≤ 100 mg no more than once a
day.

Financial Strain
Financial strain was measured using 5 items.
Participants were asked: In the past 12 months 1)
how frequently were you unable to buy the amount
of food your family should have? 2) How frequently
were you unable to buy the clothes you feel your
family should have? 3) How often were you unable
to pay your rent or mortgage? 4) How frequently
were you unable to pay your monthly bills? and 5)
How often were you unable to make ends meet?
Items were on a 5-level response scale ranging from
1 (never) to 5 (always). A total “ﬁnancial difﬁculty”
134
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Continuity of Medical Care
Continuity of Medical Care was measured using 3
items. Participants were asked to report 1) what
type of place they usually visit to receive medical
care (a private doctor’s ofﬁce/private medical group
vs other settings), 2) whether they usually go to the
same place for medical care, and 3) whether they
are usually attended by the same health provider
when they received medical care. A higher score
indicates more continuity of care.

Smoking Behavior
Participants were asked how they describe their cigarette smoking habits. Response items to this question was never smoked, previously a smoker (exsmoker), and current smoker.

Other Medication Use
Medication use was assessed using the drug inventory method. Participants were asked to bring all
OTC and prescription (Rx) medications that were
taken within 2 weeks before the interviews. The
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churches and 11 senior housing apartment units
and public housing projects. Church leaders
and housing apartment managers facilitated and
encouraged participation of the individuals in their
communities. Participants were eligible if they
identiﬁed as African American or Black, were
55 years or older, English speaking and could complete an interview in English. However, we did not
encounter any participants with language barriers.
Less than 5% of individuals who were approached,
refused to participate. Two trained health professional research associates conducted the face-toface interviews in a private room at participating
sites. Structured interviews were conducted to collect data on demographic factors, socioeconomic
status, health status, health care utilization, health
behaviors, as well as a comprehensive examination
of over-the-counter and prescription drug use. The
study protocol was approved by the institutional
review board of Charles R. Drew University of
Medicine and Science. All participants signed a
written informed consent before enrollment in the
study.

substitutes diabetes mellitus, heart conditions, and
stroke with a single variable that reports the sum
(number) of these 3 chronic conditions. Finally, we
employed multinomial logistic regression to compare
self-prescribed and clinician-prescribed aspirin use
with no aspirin use. P < .05 was considered signiﬁcant.

Aspirin–Other-Drug Interactions

Results

IBM Micromedex Web Application Access was used
to classify aspirin drug interactions. Micromedex is a
copyrighted database of IBM (Armonk, NY).40 In a
study that compared 5 common drug-drug interaction software programs, IBM Micromedex received
high scores in accuracy of detecting clinically important drug-drug interactions and in overall comprehensiveness.41 Individual drug interaction reports
were generated for each participant by a team of
pharmacists and physicians. Aspirin-drug interactions
were a 5-level categorical variable: 1) major interaction, 2) moderate interaction, 3) mild interaction, 4)
no interaction, and 5) contraindicated. The reports
were categorized into 2 groups: no major interaction
(0) and at least 1 major interaction (1).

Data Analysis
The analysis consisted of 3 parts. The ﬁrst part was
a descriptive analysis, which reported means (SD)
for the continuous measures, such as age (years),
and frequency and percentages for the categorical
variables, such as aspirin use, OTC, or aspirin-drug
interactions. Chi-squared and independent t-test
were used to compare participants who used lowdose aspirin with those who did not. An additional
chi-squared test and analysis of variance were
employed to compare the following 3 groups: individuals who did not use low-dose aspirin, individuals taking self-prescribed low-dose aspirin, and
individuals taking clinician-prescribed low-dose aspirin. Finally, multivariate logistic regression was
performed to examine correlates of low-dose aspirin use.
In addition, a series of binary logistic regressions
were conducted to examine correlates of low-dose
aspirin use. The ﬁrst model includes demographic
variables (ie, age, gender, education, and living
arrangement), ﬁnancial strains, smoking status, continuity of care, being diagnosed with diabetes mellitus, heart conditions, stroke, GI conditions, and
major drug-aspirin interactions. The second model
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Table 1 reports the characteristics of the study sample. This study recruited 740 African-American
adults aged 55 years and older. Six hundred eightythree participants between the ages of 55 and
96 years (mean, 71.8 6 8.3 years) were included and
57 participants were excluded. More speciﬁcally, 32
(4.3%) participants had an incomplete survey record, and 25 (3.4%) were taking a higher dose of aspirin (≥ 325 mg) for pain management. More than
35% of the participants were 75 years of age or
older, and 64% of the participants were women.
Only 15% of the sample were currently married or
lived with a companion. More than 35% of our
sample reported having a high school diploma,
25% reported 0 to 11 years of education. ThirtyTable 1. Descriptive Characteristics (n = 683)
n

%

Gender
Female

439

64.3

Male

244

35.7

Age, years
55 to 64

106

15.5

65 to 74

337

49.3

≥ 75
Education

240

35.1

No high school diploma

168

24.6

High school diploma
Some college or college degree

242
273

35.4
40.0

276
407

40.4
59.6

Current smoker
Past smoker

142
214

20.8
31.4

Never smoked

326

Living alone
No
Yes
Smoking behaviors

Age (years: 55 to 96)
Education attainment (1 to 16)

47.8
Mean 6 SD
71.8 6 8.3
12.8 6 2.2

Financial strains (1 to 5)
Continuity of care (0 to 3)

1.8 6 1.1
2.5 6 0.66

Major chronic conditions (1 to 6)

1.8 6 0.9
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interviewer transcribed from the container label the
name of the medication, strength of the drug, expiration date, instructions, special warnings, provider
information, etc. The medication assessment of this
study employed the methodology established by
Sorensen and colleagues,36 which was utilized by
our research team previously.37–39

Low-Dose Aspirin Use
Table 2 reports that 37% (n = 254) of participants
were taking low-dose aspirin. Of the 254 individuals
who were taking low-dose aspirin, 60% were taking
it as self prescribed and 40% as clinician prescribed.
A potentially major aspirin-drug interaction was
observed in 75% of the 254 participants using lowTable 2. Low-Dose Aspirin Use and Drug-Aspirin
Interactions (n = 683)
n

%

Valid
%

Low-dose aspirin use
No
Yes
Prescribed versus self-prescribed
aspirin use
OTC
Rx
No low-dose aspirin used
Top 5 potentially major aspirindrug interactions

429
254

62.8
37.2

62.8
37.2

152

22.3

59.8

102

14.9

40.2

429

62.8

83
58

33.7
22.8

Furosemide

49

15.7

Glipizide
Hydrochlorothiazide 1
triamterene

32
25

12.6
9.8

Potential major aspirin-drug interactions (among non-aspirin
users)
No interaction
146
34.1
34.1
Two major interactions
Three or more major interactions

161

37.6

37.6

81
40

18.9
9.3

18.9
9.3

Mean 6 SD
Frequency of potentially major
aspirin-drug interaction for
aspirin users

1.3 6 1.08

Frequency of potentially major
aspirin-drug interactions for
non-aspirin users

1.1 6 1.06

OTC, over-the counter.
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Bivariate Analysis
As demonstrated in Table 3, men, younger older
adults, and current and past smokers, were less
likely to use low-dose aspirin compared with
women, the old-old (≥ 75 years), and nonsmokers.
In addition, participants who were diagnosed with
diabetes mellitus and heart conditions were more
likely to use aspirin than their counterparts. Finally,
the old-old, nonsmokers, those with less ﬁnancial
strain, and those who self reported better continuity
of care were more likely to use self-prescribed lowdose aspirin than their counterparts.
Multivariate Logistic Regression

Correlates of Low-Dose Aspirin Use

Hydrochlorothiazide
Metformin

One major interaction

dose aspirin. Of all participants, 28% were taking
low-dose aspirin despite having a potentially major
aspirin-drug interaction (Table 2). While 66% of
aspirin nonusers could potentially have experienced
a major drug-aspirin interaction if they had used aspirin, 34% of aspirin nonusers would not have had
a major aspirin drug interaction if they had used aspirin. Thus, comparing aspirin users with nonusers,
nonusers would have experienced fewer drug-aspirin interactions compared with their aspirin-using
counterparts (66% vs 75%; P < .01). Nineteen percent (81) of aspirin users reported being diagnosed
with GI-related conditions. In addition, 23% (100)
and 31% (133) of nonaspirin users reported being
diagnosed with heart conditions or mellitus diabetes, respectively.

JABFM January–February 2021 Vol. 34 No. 1

Table 4 shows that controlling for all relevant variables, only 2 variables were statistically signiﬁcant:
participants who had been diagnosed with diabetes
mellitus (odds ratio [OR] = 1.51; 95% CI, 1.072.14) or heart conditions (OR = 2.24; 95% CI, 1.553.23) were more likely to use low-dose aspirin. It is
important to note that several variables including
major drug-aspirin interactions, GI-related symptoms, and age were not associated with low-dose aspirin use in the binary multivariate logistic models
(Table 4).

Comparing Correlates of Low-Dose SelfPrescribed and Physician-Prescribed Aspirin
Use with No Aspirin Use
Multinomial logistic regression shows that participants with diabetes mellitus were more likely to be
prescribed low-dose aspirin. In other words, the
odds of being prescribed low-dose aspirin by a
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four percent of participants reported being diagnosed with diabetes mellitus, 14% had stroke, and
29% had heart conditions. Participants were taking
an average of 5.8 (SD = 3.02) Rx medications; 1.12
(SD = 1.9) OTC medication and 7.2 (SD = 34.0)
OTC and Rx medications. Table 2 reports major
aspirin-drug interactions among all participants.
The top 3 major aspirin-drug interactions occurred
with hydrochlorothiazide (34%), metformin (23%),
and furosemide (16%).

Aspirin Used
No, n (%)

Clinician Prescribed

Self Prescribed

Yes, n%

P

n (%)

n (%)

P

.052

34 (43)

45 (57)

.507

68 (39)

108 (61)

Gender
Male

165 (68)

79 (32)

Female
Age, years

264 (60)

175 (40)

78 (74)

28 (26)

24 (86)

4 (14)

210 (62)
141 (59)

127 (38)
99 (41)

50 (39)
28 (28)

77 (61)
71 (72)

177 (64)
252 (62)

99 (36)
155 (38)

.557

33 (33)
69 (44)

66 (67)
87 (56)

.083

No high school diploma
High school diploma

105 (63)
154 (64)

63 (37)
88 (36)

.946

33 (52)
34 (39)

30 (48)
54 (61)

.054

Some college

170 (62)

103 (33)

35 (34)

69 (66)

40 (28)

22 (55)

18 (45)

.03

55 to 64 (young-old)
65 to 74 (mid-old)
≥ 75 (old-old)

.0001

Living alone
No
Yes
Education

Smoking
Current smoker

.012
102 (72)

.003

Past smoker

138 (65)

76 (36)

38 (49)

39 (51)

Never smoked
GI conditions

188 (58)

138 (42)

42 (30)

96 (70)

302 (64)

171 (36)

63 (37)

109 (63)

127 (61)

81 (39)

39 (48)

42 (52)

296 (67)

147 (33)

58 (39)

90 (61)

133 (56)

105 (44)

44 (42)

61 (58)

64 (42)

89 (58)

38 (38)

62 (62)

219 (37)

82 (37)

138 (63)

59 (64)
33 (36)
Mean (SD)

20 (61)

No
Yes
Diabetes mellitus
No
Yes
Heart conditions
No
Yes
Stroke
No

.487
.005

.664

.0001
329 (68)

153 (32)

100 (50)

99 (50)

.544

.808
370 (63)

Yes

.081

.011
13 (39)
Mean (SD)

Age (years: 55 to 96)

71.2 (8.3)

72.7 (8.1)

.019

69.5 (7.7)

74.8 (7.7)

.0001

Education attainment (1 to 16)
Financial strains (1 to 5)

12.8 (2.0)
1.8 (1.1)

12.7 (2.5)
1.7 (1.0)

.368
.066

12.4 (2.5)
2.0 (1.2)

12.9 (2.5)
1.5 (.8)

.126
.0001

Continuity of care (0 to 3)

2.5 (0.6)

2.5 (0.6)

.789

2.4 (0.7)

2.6 (.6)

.007

Major chronic conditions (1 to 6)

1.7 (1.0)

2.0 (0.9)

.0001

2.1 (0.9)

1.9 (.9)

.273

GI, gastrointestinal; SD, standard deviation.

provider increased 1.7 times (95% CI, 1.07-2.76)
when the participant reported a diagnosis of diabetes mellitus. Furthermore, participants with a history of heart conditions were 2.05 times (95% CI,
1.23-3.41) more likely to receive low-dose aspirin
from their providers. Comparing self-prescribed aspirin use with no aspirin use, only age and being
diagnosed with heart conditions were statistically
signiﬁcant. The likelihood of taking self-prescribed,
low-dose aspirin increased 2.41 times (95% CI,
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1.56-3.73) when the participant reported diagnoses
of heart conditions. Finally, participants aged 55 to
64 years were 0.17 times (95% CI, 0.06-0.52) less
likely to self prescribe low-dose aspirin than to not
use aspirin at all (Table 5).

Discussion
This study describes low-dose aspirin use among
underserved middle-aged and older African-
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Table 3. Prevalence of Low-Dosage Aspirin and Bivariate Correlations

Low-Aspirin Used
Vs No Used
Independent Variables
Gender
Male
Female

OR

95% CI

Sig.

0.93-1.89

0.121

1.32
1

Age, years
55 to 64 (young–old)

0.73

0.41-1.33

0.306

65 to 74 (mid-old)

0.99

0.69-1.43

0.972

0.85-1.68

0.296

≥ 75 (old-old)
Living alone
No

1
1.12

Yes
Education

1

No high school diploma

1.02

0.66-1.55

0.956

High school diploma
Some college

0.96
1

0.66-1.39

0.946
0.815

0.69
0.79

0.42-1.12
0.53-1.17

0.266
0.137

Smoking
Current smoker
Past smoker
Never smoked

1

0.24

Continuity of Care (scale:
0 – 3)

0.86

0.66-1.11

0.239

Financial Stress (scale: 1
to 5)

0.947

0.80-1.13

0.063

2.24

1.55-3.23

0.001

1.07-2.14

0.019

0.53-1.40

0.553

0.62-133

0.616

0.70-1.41

0.959

Heart conditions
No
Yes

1

Diabetes Mellitus
No
Yes

1.51
1

Stroke
No

0.85

Yes

1

GI conditions
No
Yes

0.91
1

Potentially major aspirindrug interaction
No

0.79

Yes

1

GI, gastrointestinal; OR, odds ratio; CI, conﬁdence interval;
Sig, Sigma.
Note: 2 Log Likelihood: 857; Sig: 0.0001; Nagelkerke: 0.080.

American adults in South Los Angeles. Our study
documented a lower prevalence of aspirin use than
reported in other studies, among both nonHispanic Whites and Blacks.31,32,42 For example, a
recent study of a sample of well-educated African-
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American adults aged 45 to 79 years, documented
that 40% of participants used aspirin for a secondary (62%) or a primary prevention (32%).32
Furthermore, our study shows a much higher rate
of self-prescribed low-dose aspirin use than national
data. Using the 2017 National Health Interview
Survey, O’Brien and colleagues43 documented that
23% of participants aged 40 years and older who
take low-dose aspirin for primary prevention do so
without their provider’s recommendation. By contrast, our data show that, among participants who
use low-dose aspirin, 60% do so without their provider’s recommendation (ie, as self prescribed),
which may reﬂect disparities in access to primary
care among older African Americans in underresourced communities.
This study documented the following evidence
that use of self- or clinician-prescribed low-dose aspirin among underserved African-American older
adults might be inconsistent with the published
ACC/AHA guidelines on CVD prevention:20 1)
major aspirin-drug interactions were detected in
75% of participants who used low-dose aspirin; 2)
the binary and multinomial logistic regression analyses show that major aspirin-drug interactions were
not signiﬁcantly different between those who took
aspirin as self prescribed and those who took it as
clinician prescribed; 3) no negative association
between being diagnosed with GI conditions and
aspirin use was detected; 4) among those who did
not use aspirin, 1 out of 4 had CVD even though
they could potentially beneﬁt from taking lowdose aspirin; and 5) one third of participants aged
70 years and older with low risk of CVD were
using aspirin, and 18% of them had GI-related
symptoms.
Our multivariate analysis revealed that controlling for all other relevant variables, participants
with diabetes mellitus and heart conditions were
more likely to take clinician-prescribed, low-dose
aspirin. Similarly, a recent study conducted
among a sample of well-educated 684 African
Americans adults ages 45 to 79 years, documented
that after adjustment for demographic variables,
only diabetes and hypertension remained positively
associated with low-dose aspirin use.32 These ﬁndings suggests that health-care providers’ recommendations and treatment plans likely, to some
extent, align with current clinical guidelines
regarding populations at high risk for CVD.1,2,44
However, it is important to note that our data
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Table 4. Binary Logistic Regression between
Independent Variables and Low-Dose Aspirin Used
(n = 683)

Clinician Prescribed
Independent Variables

OR

Gender
Male
Female

Self Prescribed

95% CI

Sig.

OR

95% CI

1.3

0.80-2.12

0.298
1.34

0.86-2.07

1

1

Sig.
0.197

Age, years
55 to 64 (young–old)

1.88

0.91-3.91

0.89

0.17

0.06-0.52

0.002

65 to 74 (mid-old)

1.47

0.85-2.52

0.175

0.81

0.53-1.24

0.332

0.68-1.54

0.91

≥ 75 (old-old)
Living alone
No
Yes
Education

1

1

1.57

0.97-2.54

0.068

1

1.02
1

No high school diploma

1.58

0.90-2.76

0.122

0.71

0.41-1.21

0.208

High school diploma
Some college

1.05
1

0.61-1.80

0.858

0.89
1

0.57-1.39

0.606

0.82
0.97

0.42-1.57
0.57-1.66

0.541
0.908

0.64
0.73

0.34-1.21
0.45-1.17

0.17
0.189

0.72
1.04

0.51-1.02
0.842-1.30

0.298
0.063

0.97
0.85

0.70-1.35
0.67-1.09

0.864
0.179

2.05
1

1.23-3.41

0.006

2.41
1

1.56-3.73

0.001

1.72
1

1.07-2.76

0.027

1.39
1

0.92-2.11

0.122

1.4
1

0.77-2.53

0.269

0.55
1

0.28-1.06

0.075

0.98
1

0.58– 1.63

0.925

0.85
1

0.53-1.36

0.497

1.26
1

0.76-2.10

0.371

1.2

0.79-1.82

0.401

Smoking
Current smoker
Past smoker
Never smoked
Continuity of care (scale: 0 – 3)
Financial Stress (scale: 1 to 5)

1

1

Heart conditions
No
Yes
Diabetes mellitus
No
Yes
Stroke
No
Yes
GI conditions
No
Yes
Potentially major aspirin-drug interaction
No
Yes

OR, odds ratio; CI, conﬁdence interval; Sig, Sigma; GI, gastrointestinal.
The reference category is: No low-dose aspirin used; 2 Log Likelihood: 1084; df = 30, x 2 = 09.41, Sig: 0.0001; Nagelkerke: 0.151.

show that even though being diagnosed with diabetes mellitus or heart conditions was associated
with higher use of aspirin, only a marginally higher
percentage of participants at high risk for CVD
were prescribed low-dose aspirin. Fifty-six percent
of participants who reported a history of diabetes
mellitus and 50% of those who reported a history
of heart conditions, were not using aspirin at all.
This potential gap in CVD prevention care is concerning because, as is well known, African

Americans have a higher prevalence of hypertension, diabetes, and stroke compared with their agematched non-Hispanic White counterparts.45 Our
ﬁnding of a racial disparity in low-dose aspirin prescription for CVD prevention is in line with other
studies. For example, an examination of the inhome survey results of a large sample of older
adults demonstrated widespread racial disparities
of indicated preventive therapies among older
adults at high CVD risk in the United States.46
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clinician and/or pharmacist has made or has not
made the attempt to deprescribe it. This is supported by several studies that cite barriers to
deprescribing as patient resistance or unwillingness
to stop a medication.49–54
Overall, our data are representative of a subpopulation of aspirin use behavior and show that use
of self- or clinician-prescribed low-dose aspirin
among underserved African-American older adults
might be inconsistent with the recently published
ACC/AHA guidelines on CVD prevention.20 This
is supported by other studies, which similarly suggested that aspirin use in the United States is widespread among groups at risk for harm.43 More
speciﬁcally, they reported that the extent to which
populations take aspirin for primary prevention in
the United States is unknown. More research, speciﬁcally in African-American adults, should be
conducted to reduce racial disparities in CVD outcomes. Such information may be used to design,
implement, and evaluate programs that center on
the clinician-pharmacist collaborative working relationship and in turn, increase aspirin use and reduce
drug-drug and drug-disease interactions.
There are several limitations to this study. First,
causal inferences cannot be made due to its crosssectional design. Second, recall bias was introduced
into the study during the drug inventory method
for medication use. More speciﬁcally, low-dose aspirin packaged in a prescription vial from a pharmacy was noted as clinician prescribed. Low-dose
aspirin packaged in an OTC container prompted
additional probing questions regarding whether the
medication was clinician recommended. A response
of “yes” categorized the aspirin as clinician prescribed and a response of “no” categorized the aspirin as self prescribed. Another limitation of this
study is that the clinical guideline recommendations
on low-dose aspirin changed during the 3-year period in which the survey was conducted. This can
further contribute to the perceived inconsistency
regarding how aspirin is recommended and prescribed. Despite these limitations, the results contribute to the current knowledge on how aspirin is
used among underserved African-American middleaged and older adults.

Conclusions
A proportion of African American middle-aged
and older adults who might beneﬁt from the
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Our data documented that a large number participants were taking low-dose aspirin despite having a
potentially major aspirin-drug interaction. The
higher prevalence of drug-drug interactions in the
older adult population is supported by the literature.
In a cross-sectional study of 3055 adults who were 70
to 79 years of age, 33% of participants had at least 1
type of drug-(non-steroidal anti-inﬂammatory
drugs, NSAIDs) interaction, and the most common
drug-drug interaction was between nonsteroidal
anti-inﬂammatory drugs and antihypertensive medications.47 The results of our study are consistent
with this ﬁnding as several of the top aspirin-drug
interactions were aspirin-hydrochlorothiazide aspirin-furosemide, and aspirin-hydrochlorothiazide/
triamterene (Table 2).
Three out of 5 participants in this study who
were taking aspirin as self prescribed and 1 out of
5 participants who were taking aspirin generally,
had a history of GI-related conditions. Hanlon
and colleagues47 also found peptic ulcer disease
and use of aspirin/non-steroidal anti-inﬂammatory drugs to be the most common disease-drug
interaction in older adults. In addition, O’Brien
and colleagues43 documented that a history of
peptic ulcer disease was not statistically signiﬁcantly associated with lower aspirin use among a
national sample of 14,328 adults aged 40 years or
older. This demonstrates the need for pharmacists
and health care providers to collaborate, inquire
about ongoing aspirin use, and counsel patients
on the beneﬁts and harms of use, especially
among older adults who might have prior peptic
ulcer disease.
This study also revealed that participants that
were older aged (≥ 75 years) were more likely to self
prescribe aspirin. This may be due to these participants’ uptake of their clinician’s recommendation
to take low-dose aspirin to prevent CVD even
though they may not have initially been given a
prescription for their pharmacy records. These
clinicians’ recommendations would have been
guided by previous evidence and clinical guidelines
that conﬂict with the recent guidelines on aspirin
for primary prevention.48 The participants in turn,
would continue to take aspirin as a preventive measure although it may no longer be indicated or safe
to use. Furthermore, as participants have aged and
experienced changes in their primary care providers, they may be less willing to stop taking selfprescribed aspirin, regardless of whether their

We thank Dorine Akumawah, PharmD; and Linda Opara,
PharmD for analysis of examination of aspirin-drug interactions.
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