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Present several practice changing updates and cement actionable, take-home points 
aimed at helping us all keep up with the standard of care. 
Topics include:

1. Aspirin’s role in colorectal cancer prevention. 
2. Aspirin for primary cardiovascular risk prevention.
3. Are we ready for DOACs for valvular afib?
4. What is expedited partner therapy and is it legal in Colorado? 
5. From rescue to prevention, moving away from albuterol. 
6. Delayed prescribing, why we should all be doing it.

OBJECTIVES 
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ASPIRIN HAD A BIG YEAR!
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USPSTF - 2016
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Population Recommendation Grade

Adults aged 50 to 59 years 
with a 10% or greater 10-
year CVD risk

The USPSTF recommends initiating low-dose aspirin use for the primary 
prevention of cardiovascular disease (CVD) and colorectal cancer (CRC) in 
adults aged 50 to 59 years who have a 10% or greater 10-year CVD risk, 
are not at increased risk for bleeding, have a life expectancy of at least 10 
years, and are willing to take low-dose aspirin daily for at least 10 years.

B
Adults aged 60 to 69 years 
with a 10% or greater 10-
year CVD risk

The decision to initiate low-dose aspirin use for the primary prevention of 
CVD and CRC in adults aged 60 to 69 years who have a 10% or greater 10-
year CVD risk should be an individual one. Persons who are not at 
increased risk for bleeding, have a life expectancy of at least 10 years, and 
are willing to take low-dose aspirin daily for at least 10 years are more 
likely to benefit. Persons who place a higher value on the potential 
benefits than the potential harms may choose to initiate low-dose aspirin.

C

Adults younger than 50 
years

The current evidence is insufficient to assess the balance of benefits and 
harms of initiating aspirin use for the primary prevention of CVD and CRC 
in adults younger than 50 years. I

Adults aged 70 years or 
older

The current evidence is insufficient to assess the balance of benefits and 
harms of initiating aspirin use for the primary prevention of CVD and CRC 
in adults aged 70 years or older. I

https://www.uspreventiveservicestaskforce.org/uspstf/grade-definitions


FR

Sam,  a  57yo  male  with  a  FHx of  
co lorecta l  cancer  says  he  heard  that  
tak ing  a  da i ly  asp i r in  can  reduce  h is  
r i sk .  He  would  l ike  to  know i f  he  
should  start  do ing  th is .  
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Colorectal cancer (CRC) is the third-leading cause of cancer death for men and 
women in the U.S. more than 53,000 deaths in 2020. 

The American Cancer Society estimates that about 104,600 cases of colon cancer 
and 43,300 cases of rectal cancer were diagnosed in the U.S. in 2020.

Black Americans are 20% more likely to develop colorectal cancer and have a higher 
mortality rate. 

ASPIRIN FOR CRC PREVENTION

6



Several studies looking primarily at cardiovascular risk reduction found that daily 
low-dose ASA appeared to reduce colorectal cancer risk (secondary finding)

A 2015 study by Chuback J, et al and 2016 study by Drew DA, et al found that daily, 
low-dose aspirin reduced the risk of colorectal cancer if initiated before dx and 
maintained for 10 years.

ASPIRIN FOR CRC PREVENTION
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https://www.ncbi.nlm.nih.gov/books/NBK321661/
https://pubmed.ncbi.nlm.nih.gov/26868177/


2021 JAMA article – observational, systematic review of 94,540 participants (97.1% 
white, 76.4% F)

Found that daily, low-dose ASA significantly reduced the risk of colorectal 
cancer if the ASA was started before the age of 70 further confirming that it 
takes 10 years to see the benefit. 

2021 JNCI article – prospective analysis, 2686 pre-dx ASA users and 1931 post-dx 
ASA users

Found that those who were on ASA prior to the dx of CRC had a significant 
mortality reduction that those not. Initiation of ASA after the diagnosis of 
colorectal cancer does not reduce mortality. 

ASPIRIN FOR CRC PREVENTION
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https://jamanetwork.com/journals/jamaoncology/fullarticle/2775175
https://academic.oup.com/jnci/article/113/7/833/6123748?login=true


Expect for the USPSTF to separate these two recommendations this year

Daily low dose ASA appears to decrease CRC incidence if taken for 10 years

Consider recommending it for patients 50-59 (maybe 60-69) who will likely live for 
10+ years, have a risk for CRC, no increased risk for bleeding, and have no 
contraindications 

ASA should be discontinued at age 70

SO IS ASPIRIN IN?
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Sam,  a  57yo  male  with  a  FHx of  
co lorecta l  cancer  says  he  heard  that  
tak ing  a  da i ly  asp i r in  can  reduce  h is  
r i sk .  He  would  l ike  to  know i f  he  
should  start  do ing  th is .  
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FR

Mary,  a  61yo  female  with  no  PMHx says  
that  a l l  o f  her  f r iends  at  br idge  c lub  
take  a  da i ly  asp i r in  to  protect  the i r  
heart  and asks  i f  she  should  do  the  
same.  
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ASPIRIN’S ROLE IN PRIMARY CV PROTECTION 
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USPSTF - 2016
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Population Recommendation Grade

Adults aged 50 to 59 years 
with a 10% or greater 10-
year CVD risk

The USPSTF recommends initiating low-dose aspirin use for the primary 
prevention of cardiovascular disease (CVD) and colorectal cancer (CRC) in 
adults aged 50 to 59 years who have a 10% or greater 10-year CVD risk, 
are not at increased risk for bleeding, have a life expectancy of at least 10 
years, and are willing to take low-dose aspirin daily for at least 10 years.

B
Adults aged 60 to 69 years 
with a 10% or greater 10-
year CVD risk

The decision to initiate low-dose aspirin use for the primary prevention of 
CVD and CRC in adults aged 60 to 69 years who have a 10% or greater 10-
year CVD risk should be an individual one. Persons who are not at 
increased risk for bleeding, have a life expectancy of at least 10 years, and 
are willing to take low-dose aspirin daily for at least 10 years are more 
likely to benefit. Persons who place a higher value on the potential 
benefits than the potential harms may choose to initiate low-dose aspirin.

C

Adults younger than 50 
years

The current evidence is insufficient to assess the balance of benefits and 
harms of initiating aspirin use for the primary prevention of CVD and CRC 
in adults younger than 50 years. I

Adults aged 70 years or 
older

The current evidence is insufficient to assess the balance of benefits and 
harms of initiating aspirin use for the primary prevention of CVD and CRC 
in adults aged 70 years or older. I

https://www.uspreventiveservicestaskforce.org/uspstf/grade-definitions


ASPREE – 2018 NEJM
Aspirin in Reducing Events in the Elderly

19,000, >65yo, low CV risk
Daily low-dose ASA v placebo
Followed 5 years

ASA group had a HIGHER 
incidence of all cause 
mortality – directly correlated 
with age >70

ASA STUDIES 
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ARRIVE – 2018 LANCET
Aspirin to Reduce Risk of Initial Vascular 
Events

12,500, >55M >60F with 
moderate risk 
Daily low-dose ASA v placebo
Followed 60 months

No decrease in outcomes
+0.5% risk of GIB in ASA 
group 

ASCEND – 2018 NEJM
A Study of Cardiovascular Events in 
Diabetes

15,000 diabetics over 40
Daily low-dose ASA v 
placebo
Followed 7 years

Slight benefit in TIA 
reduction, no decrease in MI
+1% risk of GIB in ASA group 

https://www.thelancet.com/article/S0140-6736(18)31924-X/fulltext
https://www.thelancet.com/article/S0140-6736(18)31924-X/fulltext
https://www.nejm.org/doi/full/10.1056/nejmoa1804988


NNT = 265
265 patients on daily low-dose ASA to prevent one non-fatal MI

*No mortality reduction

NNH = 210
One in 210 patients on daily low-dose ASA will have a MAJOR GIB

ASPIRIN’S OUT. 
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USPSTF – Draft Recommendations (as of Oct 12, 2021)

ASPIRIN’S OUT. 
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Population  Recommendation Grade
Adults ages 40 to 59 years with a 10% or greater 
10-year cardiovascular disease (CVD) risk

The decision to initiate low-dose aspirin use for 
the primary prevention of CVD in adults ages 40 to 
59 years who have a 10% or greater 10-year CVD 
risk should be an individual one. Evidence 
indicates that the net benefit of aspirin use in this 
group is small. Persons who are not at increased 
risk for bleeding and are willing to take low-dose 
aspirin daily are more likely to benefit.

C

Adults age 60 years or older The USPSTF recommends against initiating low-
dose aspirin use for the primary prevention of CVD 
in adults age 60 years or older. D



FR

Mary,  a  61yo  female  with  no  PMHx says  
that  a l l  o f  her  f r iends  at  br idge  c lub  
take  a  da i ly  asp i r in  to  protect  the i r  
heart  and asks  i f  she  should  do  the  
same.  
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A S A  f o r  s e c o n d a r y A S A  f o r  p r e v e n t i o n  o f              A S A  f o r  p r i m a r y  
C V D  p r e v e n t i o n c o l o r e c t a l  c a n c e r C V D  p r e v e n t i o n

WRAPPING OUR HEAD AROUND 
PREVENTATIVE ASA USE
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Ben,  a  68yo  male  says  he ’s  t i red  of  the  
lab  checks  assoc iated  with  h is  Warfar in  
and wants  to  be  on  of  “ those  
medicat ions  that  doesn’ t  need to  get  
checked”  for  h is  a f ib caused by  aort ic  
stenos is .  
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No monitoring
Quick on – Quick off
Less drug-drug and food interactions
Wider therapeutic window
Standardized dosing
Safer bleeding profile 

DOAC’s                                     WARFARIN
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Required monitoring
Must bridge 
Many drug-drug and food interactions
Narrow therapeutic window
Difficult dosing
More bleeding events



Direct Acting Oral Anticoagulants have not been approved for the use of valvular 
atrial fibrillation 

What do we mean by valvular afib? Afib caused by and valve issues 
Includes aortic stenosis, aortic regurg, mitral stenosis, mitral regurg, and 
valve after replacement
Up to 30% of afib is valvular (including mechanical valves)

Initial studies (pre-2010) comparing Warfarin to a DOAC found that patients with 
mechanical heart valves had more adverse events – this was then extrapolated to 
the belief that DOCAs should be avoided in all valvular afib

DOACs FOR VALVULAR AFIB?

21



The 2017 AHA/ACC Guideline for the Management of Patients With Valvular Heart 
Disease stated that patients with AF and native aortic valve disease, tricuspid valve 
disease, or mitral regurgitation who have not undergone a valve replacement, 
DOACs can be used as an alternative to VKA.

DOACs FOR VALVULAR AFIB?

22



The Updated AHA/ACC 2020 Guidelines state:

DOACs FOR VALVULAR AFIB?

23

https://www.ahajournals.org/doi/full/10.1161/CIR.0000000000000923


A 2021 study in The American College of Cardiology looked at 56,336 patients with 
valvular afib (not mechanical) who were on a DOAC:

Found a statistically significant reduction in ischemic stroke, systemic 
embolism, and major bleeding event than users of warfarin

An interesting secondary finding: efficacy and safety both appeared 
consistent for apixaban (Eliquis) and rivaroxaban (Xarelto), whereas the 
dabigatran (Pradaxa) results were similar for the reduced bleeding outcome 
but were not consistent with the other two DOACs for efficacy.

DOACs FOR VALVULAR AFIB?
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https://www.acc.org/latest-in-cardiology/journal-scans/2021/04/06/18/29/effectiveness-and-safety-of-direct


So where are we now?

DOACs can be used for anticoagulation in patients with valvular heart disease who:
Do not have Mitral Stenosis
Do not have a mechanical heart valve 
Do not have ESRD

DOACs FOR VALVULAR AFIB?
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Ben,  a  68yo  male  says  he ’s  t i red  of  the  
lab  checks  assoc iated  with  h is  Warfar in  
and wants  to  be  on  of  “ those  
medicat ions  that  doesn’ t  need to  get  
checked”  for  h is  a f ib caused by  aort ic  
stenos is .  
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Sarah,  a  24yo  female  has  just  be  dx  
with  an  ST I .  She  asks  i f  you can  wr i te  a  
prescr ipt ion  for  her  boyfr iend,  who i s  
not  present ,  as  wel l .  
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Expedited Partner Therapy (EPT) is the clinical practice of treating the sex partners 
of patients diagnosed with chlamydia or gonorrhea by providing prescriptions or 
medications to the patient to take to his/her partner without the health care 
provider first examining the partner.

EXPEDITED PARTNER THERAPY
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EPT was initially recommended by the CDC in 2006

However, secondary to clinician uncomfortableness/fear it was not well adopted –
While recommended by the CDC, the legality of this practiced remained uncertain

…and here we are, 16 years later…

EXPEDITED PARTNER THERAPY
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EXPEDITED PARTNER THERAPY
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“It is the position of the Colorado Board of Medical Examiners that the public risk of 
untreated sexually transmitted infection is greater than the risk of complications 
from prescribing in this less than ideal setting.”
Colo. Med. Bd. of Exam’rs Policy No. 40-10 – 2007

Only requirement: The prescription must have the intended patients name on it

*EPT is only for STI’s (not legal for strep throat)

EXPEDITED PARTNER THERAPY
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Sarah,  a  24yo  female  has  just  be  dx  
with  an  ST I .  She  asks  i f  you can  wr i te  a  
prescr ipt ion  for  her  boyfr iend,  who i s  
not  present ,  as  wel l .  
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Matt  a  24yo  male  pat ient  i s  fo l lowing  
up for  a  ref i l l  o f  a lbutero l .  He  states  he  
take  2  puffs  2  or  3  t imes  a  week.  
Should  you ref i l l  i t?  
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Albuterol is “out”

ASTHMA
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Two orgs: National Heart, Lung, and Blood Institute and the Global Initiative for Asthma

Last update to treatment guidelines for asthma was in 2007

The cornerstone of asthma treatment has been use of a SABA 

SABAs manage symptoms, SABAs do not prevent the underlying condition

ASTHMA
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The National Heart, Lung, and Blood Institute conducted an exhaustive literature review  
(more than 475 articles) and concluded that:

Treatment should be centered around prevention  ICS
A significant amount of treatment failure was due to poor maintenance reliver use
LABAs (predominately formoterol) has a much quicker onset of action than thought

ASTHMA

36



2018 the NEJM published Symbicort Given as Needed in Mild Asthma (SYGMA) 1 trial
which compared various uses of SABAs, LABAs, and ICSs 

They found that Symbicort (ICS+LABA) used as PRN was superior to a SABA PRN

Further, multiple studies found concerns regrading SABA use:
Continued SABA use leads to:

• Beta-receptor down regulation  decreased response
• Rebound hyper-responsiveness more spasm
• Increased allergic response more inflammation

A 2020 study found that >3 canisters per year (avg 1.7 puffs/day) is associated with higher 
risk of ED visits
>12 canisters per year is associated with a higher risk of death

ASTHMA STUDIES
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https://www.nejm.org/doi/full/10.1056/nejmoa1715275
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7160635/


Data showing SABA use might be detrimental

Data showing we have a better option

Swing from symptom control to prevention 

ASTHMA TREATMENT UPDATES
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Strictly exercise-induced asthma  SABA

ASTHMA TREATMENT UPDATES
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Albuterol is “out”

ASTHMA
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Albuterol is not good enough
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Matt  a  24yo  male  pat ient  i s  fo l lowing  
up for  a  ref i l l  o f  a lbutero l .  He  states  he  
take  2  puffs  2  or  3  t imes  a  week.  
Should  you ref i l l  i t?  
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An otherwise  hea l thy  33yo  female  
presents  for  eva luat ion  of  bronchi t i s .  
She  states  she  rece ived an  ant ib iot ic  
last  t ime and i t  he lped so  she  “needs  
one aga in .”
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FR
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SDM started appearing in the medical literature over 30 years – but, its application into daily 
medicine is fairly new. 

The evidence around shared decision making is fairly strong: 
- Results in treatment plans that better reflect patients' goals
- Increases patient and provider satisfaction
- Improves patient-provider communication
- Has a positive effect on outcomes
- And can sometimes reduce costs

SHARED DECISION MAKING
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2021 BMJ published: Delayed antibiotic prescribing for respiratory tract infections: individual 
patient data meta-analysis

Analyzed data from 9 RCTs and 4 observational studies, all in primary care, 55,682 patients 
and then accounted for patient age, co-morbidities, symptoms, duration, etc. 

Looked at visits for URI symptoms and put them into one of 4 categories:
1. Delayed antibiotic prescribing (start in 2 days if…)
2. Watchful waiting
3. No antibiotics
4. Immediate antibiotics 

ANTIBIOTICS PRESCRIBING
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https://www.bmj.com/content/373/bmj.n808


Outcomes: 
1. Complications resulting in hospital admission or death were lower with delayed vs no 
antibiotics – delayed prescribing reduced poor outcomes 
2. No difference was found in follow-up symptom severity between delayed vs immediate 
antibiotics – waiting to start the abx did not make pts worse
3. Symptom duration was slightly longer in those given delayed versus immediate antibiotics 
(11.4 vs 10.9 days), but was similar for delayed versus no antibiotics – delayed start patients 
were ill for less than a half day longer. 
4. A significant reduction in re-consultation rates and an increase in patient satisfaction 
observed in delayed versus no antibiotics – less visits needed…more happiness. 

DELAYED ANTIBIOTICS STUDIES
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Authors conclusion:

“Delayed antibiotic prescribing is a safe and effective strategy for most patients, including 
those in higher risk subgroups. ”

My conclusion:
If they need antibiotics, give them. If they don’t need antibiotics, withhold them. If they 
might need them, give them a delayed prescription. 

DELAYED ANTIBIOTICS STUDIES
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An otherwise  hea l thy  33yo  female  
presents  for  eva luat ion  of  bronchi t i s .  
She  states  she  rece ived an  ant ib iot ic  
last  t ime and i t  he lped so  she  “needs  
one aga in .”
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1. Consider a daily, low-dose ASA in patients aged 50-59 (maybe 60-69) who will likely live 
for 10+ years, have a risk for CRC, no increased risk for bleeding, and have no 
contraindications. 

2. USPSTF no longer recommends ASA for the primary prevention of cardiovascular 
outcomes in any age. 

3. DOACs can be used first-line in patients with valvular atrial fib who:
Do not have mitral stenosis
Do not have a mechanical heart valve 
Do not have ESRD

CONCLUSIONS
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4. Expiated partner therapy is legal in CO – and we should feel comfortable doing it!

5. Consider Symbicort PRN or recommending the patient use their ICS PRN when 
using their albuterol as first-line therapy for asthma

6. Adopting delayed antibiotic prescribing into your practice has demonstrated to 
provide good outcomes and increased patient satisfaction 

CONCLUSIONS
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QUESTIONS?

D a y n a  J a y n s t e i n ,  M S PA S  PA - C ,  E M - C A Q
D a y n a . J a y n s t e i n @ r r c c . e d u

@ J a y n s t e i n
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