Aspirin is inexpensive, can be given in low doses, and could be
recommended for all adults to prevent both stroke and MI. However,
it causes epigastric discomfort, gastric ulceration, and
gastrointestinal hemorrhage, which may be asymptomatic or life
threatening. Consequently, not every 40- or 50-year-old should be
advised to take aspirin regularly because the risk of
atherothrombotic stroke is extremely low and is outweighed by the
risk of adverse side effects. Conversely, every patient who has
experienced an atherothrombotic stroke or TIA and has no
contraindication to antiplatelet therapy (or indication for
anticoagulation) should be taking an antiplatelet agent regularly
because the average annual risk of another stroke is 8—10%;
another few percent will experience an Ml or vascular death.
Clearly, the likelihood of benefit far outweighs the risks of treatment.

The choice of antiplatelet agent and dose must balance the risk
of stroke, the expected benefit, and the risk and cost of treatment.
However, there are no definitive data, and opinions vary. Many
authorities believe low-dose (30—75 mg/d) and high-dose (650—
1300 mg/d) aspirin are about equally effective. Some advocate very
low doses to avoid adverse effects, and still others advocate very
high doses to be sure the benefit is maximal. Most physicians in
North America recommend 81-325 mg/d, whereas most Europeans
recommend 50—-100 mg. Clopidogrel and extended-release
dipyridamole plus aspirin are being increasingly recommended as
first-line drugs for secondary prevention. Similarly, the choice of
aspirin, clopidogrel, or dipyridamole plus aspirin must balance the
fact that the latter are more effective than aspirin but the cost is
higher, and this is likely to affect long-term patient adherence. The
use of platelet aggregation studies in individual patients taking
aspirin is controversial because of limited data.

In our practices, when considering antithrombotic therapy for
secondary stroke prevention for noncardioembolic strokes and
TIAs, we prescribe aspirin 81 mg/d in aspirin-naive patients after an
initial load of 325 mg. We add either clopidogrel (600-mg load, then
75 mg daily) or ticagrelor (180-mg load, then 90 mg twice daily) for
TIA or minor stroke (NIHSS <5) for 21-30 days, followed by
monotherapy with aspirin alone at 81 mg daily. We treat stroke due



