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Abstract
Purpose The coronavirus disease 2019 (COVID-19) pandemic has shown unprecedented impact world-wide since the erup-
tion in late 2019. Importantly, emerging reports suggest an increased risk of thromboembolism development in patients with 
COVID-19. Meanwhile, it is found that aspirin reduced mortality in critically ill patients with non-COVID-19 acute respira-
tory distress syndrome. Therefore, a meta-analysis was performed to investigate the effects of aspirin on COVID-19 mortality.
Methods A systematic literature search was conducted in 10 electronic databases and 4 registries. Random effects models 
were used to calculate pooled relative risks (RRs) with 95% confidence intervals (Cis) to estimate the effect of aspirin on 
COVID-19 mortality. Relevant subgroup analyses and sensitivity analyses were also performed.
Results The results showed that aspirin use was associated with a reduction in COVID-19 mortality (adjusted RR 0.69; 
95% CI 0.50–0.95; P < 0.001). Subgroup analysis found that the low-dose group was associated with a reduced COVID-19 
mortality (adjusted RR 0.64; 95% CI 0.48–0.85; P < 0.01). Aspirin use was associated with reduced COVID-19 mortality 
in Europe and America (crude RR 0.71; 95% CI 0.52–0.98; P = 0.04), and results from cohort studies suggested that aspirin 
use was a protective factor for COVID-19 mortality (adjusted RR 0.73; 95% CI 0.52–0.99; P = 0.04). Meanwhile, aspirin 
use was not associated with bleeding risk (crude RR 1.22; 95% CI 0.80–1.87; P = 0.96).
Conclusions This meta-analysis found that aspirin use was associated with a reduction in mortality in patients with COVID-
19 and not with an increased risk of bleeding.

Keywords Aspirin · COVID-19 · Mortality · Bleed · Meta-analysis

Introduction

Globally, more than 430 million cases of COVID-19 have 
been reported and 5.9 million deaths have been recorded as 
of February 25, 2022 [1]. To reduce the risk of death associ-
ated with COVID-19, several drugs have been repurposed 
for COVID-19 treatment. Meanwhile, it is well-known that 
coagulation dysfunction plays a central role in the pathol-
ogy of COVID-19, which leads to end-organ complications 
and death [2]. It has been observed that thrombocytopenia 
and thrombotic complications are common in patients with 
COVID-19 and lead to higher mortality [3, 4]. Specifically, 
COVID-19 has been associated with growing incidence of 
thromboembolic complications such as venous thromboem-
bolism (VTE), stroke, and myocardial infarction [5, 6]. The 
meta-analysis of clinical studies also showed a higher inci-
dence of venous thromboembolism in patients with COVID-
19 [7]. Furthermore, emerging evidences have suggested that 
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COVID-19 patients in the terminal stages are at a greater 
risk of thromboembolism-related morbidity [8–10]. Some 
studies have indicated that the use of anticoagulants or anti-
platelet agents in high-risk COVID-19 patients is beneficial. 
McBane et al. [11] have pointed out the role of anticoagula-
tion in patients with COVID-19. Sivaloganathan et al. [12] 
identified that antiplatelet agents were also beneficial for 
patients with COVID-19.

Aspirin is a well-known anti-inflammatory agent that exhib-
its antiplatelet property by irreversibly inhibiting cyclooxyge-
nase (COX), an enzyme that activates thromboxane [13]. Sur-
prisingly, thromboinflammation turns out to be a major cause 
of morbidity and mortality in patients with COVID-19 [14]. 
It has also been documented that aspirin is associated with a 
reduction in death from acute respiratory distress syndrome in 
critically ill patients with non-coronavirus diseases [15, 16]. 
Although it seemed reasonable to include aspirin in the routine 
treatment of COVID-19 based on this assumption, Yuan et al. 
[17] failed to demonstrate an association between aspirin use 
and increased mortality in patients with COVID-19 in their 
retrospective investigation. Other studies, however, have since 
indicated that aspirin reduces mortality in COVID-19 patients 
[18]. Therefore, we conducted a meta-analysis of existing stud-
ies to investigate the effect of aspirin on mortality in patients 
with COVID-19.

Materials and methods

Study design

This study has been registered (registration number: 
CRD42021241027) with the PROSPERO database before 
April 7, 2021 (https:// www. crd. york. ac. uk/ prosp ero/ displ ay_ 
record. php? ID= CRD42 02124 1027). We used the Cochrane 
Handbook for Systematic Reviews of Interventions for the 
preparation and conduct of this meta-analysis [19]. We 
reported this meta-analysis with reference to Preferred 
Reporting Items for Systematic Review and Meta-Analyses 
(PRISMA) guidelines [20].

Search strategy

The literature searching was completed before May 25, 
2022 for relevant available articles from the following 
databases: (1) PubMed; (2) Ovid MEDLINE; (3) Scopus; 
(4) Embase; (5) Cochrane library; (6) Web of Science; (7) 
Sinomed (CBM); (8) China National Knowledge Infra-
structure (CNKI); (9) Wanfang Data Knowledge Service 
Platform; and (10) China Science and Technology Journal 
VIP Database. The registration search was completed by 22 
February 2022 and the relevant data retrieved were from 
the following registration pools: (1) ClinicalTrials.gov; (2) 

International Clinical Trials Registry Platform (ICTRP); (3) 
The EU Clinical Trials Register; and (4) Chinese Clinical 
Trial Registry. The relevant retrieval strategy was as fol-
lows: (“aspirin” or “acetylsalicylic acid” or “non-steroidal 
anti-inflammatory drug” or “non-steroidal anti-inflammatory 
drugs”) and (“COVID 19” or “COVID-19 Virus Disease” 
or “2019-nCoV Infection” or “Coronavirus Disease 2019 
Virus” or “SARS-CoV-2 Infection”) (see Supplementary 
Information: Table S1). Relevant Chinese technical terms 
for the Chinese databases were used to search for published 
articles. Furthermore, references of all relevant articles 
and reviews were retrieved to search for additional eligible 
studies.

Inclusion and exclusion criteria

Inclusion criteria

Studies were included in this meta-analysis if they met the 
following criteria: (1) The exposure factor was aspirin; (2) 
the outcome event was mortality related to COVID-19; (3) 
investigated the preadmission/pre-diagnosis or ongoing use 
of aspirin on the mortality risk of COVID-19; (4) relative 
risks (RRs) or odds ratios (ORs) or hazard ratios (HRs) and 
95% confidence intervals (CIs) or data to calculate them 
were provided; (5) if there were multiple publications from 
the same population, the study with larger sample sizes or 
more available information was selected.

Exclusion criteria

Exclusion criteria include the following: (1) non-steroidal 
anti-inflammatory drugs (NSAIDs) which did not include 
aspirin; (2) the patients were not COVID-19 patients; (3) 
literature with irrelevant topics, duplicate publications, and 
no relevant data; (4) comments or letters to the editor, case 
reports, and only abstract; and (5) preprint servers, such as 
medRxiv/bioRxiv.

Data extraction

After deleting duplicates, all abstracts and titles were fil-
tered independently by two reviewers (S. Ma and W. Su) to 
remove the irrelevant articles. We downloaded and read the 
full text of the potential research, and incorporate the studies 
that met the selection criteria into these systematic reviews. 
Two independent investigators (S. Ma and W. Su) extracted 
data from included articles. Data extraction included the fol-
lowing: first author name, year of publication, study loca-
tion, study methods, sample size, aspirin use, primary and 
secondary outcomes, adverse effects, the raw data which 
included the patient number of trial group (aspirin) and 
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control group, and adjusted RRs/ORs/HRs with correspond-
ing 95% CIs.

Quality assessment

For case–control and cohort studies, two investigators (S. Ma 
and W. Su) assessed the methodological quality of included 
studies independently, by using the nine-star Newcastle 
Ottawa scale (NOS) [21]. Each study was evaluated based 
on eight items that were divided into four categories, includ-
ing the selection of cohort studies, comparability, and results, 
or exposure to case–control studies. Each included study will 
be characterized as being at low-quality, moderate-quality, or 
high-quality according to the scores assessed on NOS (0–3, 
4–6, 7–9, respectively). For the randomized controlled trial 
(RCT) study, two reviewers (S. Ma and W. Su) independently 
assessed the risk of bias in each study using the Cochrane 
Risk of Bias tool [22]. We evaluated sequence generation, 
allocation concealment, blinding of participants and person-
nel, blinding of outcome assessment, incomplete outcome 
data, selective outcome reporting, and other sources of bias. 
For the cross-sectional study, two researchers independently 
assessed the methodological quality of the included stud-
ies using a 7-point Crombie scale [23]. The discrepancy for 
assessment was resolved by discussion or consultation with 
a third investigator (C. Sun). The Grading of Recommenda-
tions Assessment, Development, and Evaluation (GRADE) 
framework was used to determine the certainty of evidence 
[24].

Statistical analysis

Statistical analyses of all data were performed with the 
Stata (version 15.0; Stata Corp, College Station, TX) 
and RevMan (version 5.3; Cochrane library) software. 
The extracted raw data were used to calculate the pooled 
RR with 95% CI to evaluate the strength of association 
between aspirin use and the risk of COVID-19-related 
death. When multiple data were provided in the study, 
the effect value that controls the most confounders was 
selected. If studies did not report a summary risk estimate 
for aspirin use, a summary risk estimate was calculated 
using risk estimates for each of the aspirin use categories. 
Subgroup analyses were also conducted to investigate the 
relationship between aspirin use and risk of COVID-19 
mortality based on aspirin dose, study region, study design, 
and other adverse effects. HRs were directly considered 
RRs [25, 26], and ORs were transformed into RRs, if nec-
essary, with this formula: RR = OR/[(1 − P0) + (P0 × OR)], 
in which P0 is the incidence of the outcome of interest 
in the non-exposed group [27]. The standard error of the 
resulting converted RR was then determined with the 
following formula: SElog(RR) = SElog(OR) × log(RR)/

log(OR), which could also be used to calculate the upper 
and lower limits of the CI by applying this formula to the 
upper and lower confidence limits of the adjusted odds 
ratio [28]. In order to promote the results of our study 
beyond the included studies, random effects model is the 
most appropriate meta-analysis model [29]. And a random 
effects model was selected a priori over the fixed effect 
model to capture between-study variability introduced by 
differences in underlying populations and study design; 
this was deemed particularly important due to our consid-
eration of observational evidence. Sensitivity analysis was 
performed to explore whether one study exerts substantial 
impact on the result [30]. Assessment of publication bias 
was assessed by funnel plots qualitatively, and Begg test 
and Egger’s test quantitatively [31]. Meanwhile, we report 
separately for adjusted and unadjusted estimates. In all the 
analyses, P values less than 0.05 were considered statisti-
cally significant.

Results

Study selection and characteristics

A database and register search resulted in the identification 
of 5139 records, and 219 potentially relevant studies were 
selected after removing duplicates and screening titles and 
abstracts. Of the 219 potentially relevant studies, a total of 
18 studies met the inclusion criteria, including 11 cohort 
studies [17, 18, 32–40], 3 case–control studies [41–43], 3 
cross-sectional studies [44–46], and 1 RCT [47]. Google 
Scholar and Baidu Scholar were also searched. Finally, 
481 records were identified as potentially relevant to this 
study. However, these records were excluded as they were 
merely duplicates to the studies in the databases and the 
registries. The detailed process of literature screening is 
shown in Fig. S1.

Thereby, seventeen studies with a total of 49,041 
subjects were eventually included in this meta-analysis. 
The characteristics of the included studies are shown in 
Table 1.

Overall meta‑analysis of aspirin use on COVID‑19 
mortality

The results showed that aspirin use was associated with a 
reduction in COVID-19 mortality (crude RR 0.80; 95% CI 
0.63–0.93; P < 0.01; I2 = 87%) by using the random effects 
model, where the adjusted estimate was 0.69 (95% CI 
0.50–0.95; P < 0.001; I2 = 88%) and the unadjusted estimate 
was 1.00 (95% CI 0.99–1.02; P = 0.93; I2 = 0%; Fig. 1).

1405European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 G
en

er
al

 c
ha

ra
ct

er
ist

ic
s a

nd
 q

ua
lit

y 
sc

or
e 

fo
r i

nc
lu

de
d 

in
 th

e 
m

et
a-

an
al

ys
is

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

C
ho

w
 e

t a
l. 

[1
8]

20
20

U
SA

C
oh

or
t s

tu
dy

A
ge

—
ra

ng
e,

 
37

–7
2 

ye
ar

s, 
%

 m
al

e:
 5

9.
2;

 
la

bo
ra

to
ry

-
co

nfi
rm

ed
 

SA
R

S-
C

oV
-2

 
in

fe
ct

io
n 

by
 

qu
al

ita
tiv

e 
re

al
-

tim
e 

 
po

ly
m

er
as

e 
ch

ai
n 

re
ac

tio
n 

(P
C

R
)

A
sp

iri
n 

81
 m

g/
da

y 
(n

 =
 98

); 
no

 a
sp

iri
n 

(n
 =

 31
4)

Pr
im

ar
y 

 
ou

tc
om

e:
 n

ee
d 

fo
r m

ec
ha

ni
ca

l 
ve

nt
ila

tio
n

Se
co

nd
ar

y 
ou

tc
om

es
: 

IC
U

 a
dm

is
si

on
 

an
d 

in
-h

os
pi

ta
l 

m
or

ta
lit

y

0.
53

 (0
.1

3–
0.

90
)

A
ge

, g
en

de
r, 

B
M

I, 
ra

ce
, 

hy
pe

rte
ns

io
n,

 
di

ab
et

es
  

m
el

lit
us

, 
co

ro
na

ry
 

ar
te

ry
 d

is
ea

se
, 

re
na

l d
is

ea
se

, 
liv

er
 d

is
ea

se
, 

an
d 

ho
m

e 
be

ta
 

bl
oc

ke
r u

se

8a
A

dj
us

te
d 

R
R

 n
ot

 
re

po
rte

d
[r

ep
or

te
d 

 
in

ci
de

nc
e 

of
 

m
aj

or
 b

le
ed

in
g:

as
pi

rin
: 6

/9
8;

  
no

n-
as

pi
rin

: 
24

/3
14

]
0.

80
 (0

.3
4–

1.
90

)

Li
u 

et
 a

l. 
[4

1]
20

21
C

hi
na

C
as

e–
co

nt
ro

l 
stu

dy
A

ge
—

ra
ng

e,
 

44
–6

7 
ye

ar
s, 

%
 m

al
e:

 5
0.

4;
 

ph
ar

yn
ge

al
 

sw
ab

s w
er

e 
co

lle
ct

ed
 a

fte
r 

ad
m

is
si

on
; 

la
bo

ra
to

ry
-

co
nfi

rm
ed

 
SA

R
S-

C
oV

-2
 

in
fe

ct
io

n 
by

 
qu

al
ita

tiv
e 

re
al

-
tim

e 
re

ve
rs

e 
tra

ns
cr

ip
ta

se
–

po
ly

m
er

as
e 

ch
ai

n 
re

ac
tio

ns
 

(R
T-

PC
R

)

A
sp

iri
n 

10
0 

m
g/

da
y 

(n
 =

 24
); 

no
n-

as
pi

rin
 

(n
 =

 24
)

V
ira

l d
ur

at
io

n 
(d

ay
s)

; 3
0-

d 
m

or
ta

lit
y;

 6
0-

d 
m

or
ta

lit
y

0.
19

 (0
.0

5–
0.

78
)

A
ge

, g
en

de
r, 

ch
ro

ni
c 

ob
str

uc
tiv

e 
pu

lm
on

ar
y 

 
di

se
as

e,
 

ch
ro

ni
c 

ki
dn

ey
 

di
se

as
e,

 
di

ab
et

es
, 

hy
pe

rte
ns

io
n,

 
ce

re
br

ov
as

cu
la

r 
di

se
as

e,
  

co
ro

na
ry

 
di

se
as

e

8a
N

A

1406 European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 (c
on

tin
ue

d)

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

M
ei

zl
is

h 
et

 a
l. 

[3
6]

20
21

U
SA

C
oh

or
t s

tu
dy

A
ge

 –
 m

ed
ia

n,
 

70
 y

ea
rs

, %
 

m
al

e:
 6

3.
3;

 
di

ag
no

sis
 o

f 
CO

V
ID

-1
9 

es
ta

bl
ish

ed
 v

ia
 a

 
na

so
ph

ar
yn

ge
al

 
po

ly
m

er
as

e 
ch

ai
n 

re
ac

tio
n 

te
st

A
sp

iri
n 

81
 m

g/
da

y 
(n

 =
 31

9)
; 

no
n-

as
pi

rin
 

(n
 =

 31
9)

Pr
im

ar
y 

ou
tc

om
es

: i
n-

ho
sp

ita
l d

ea
th

, 
m

ea
su

re
d 

as
 

cu
m

ul
at

iv
e 

in
ci

de
nc

e 
of

  
in

-h
os

pi
ta

l 
de

at
h,

 w
ith

 
cu

m
ul

at
iv

e 
in

ci
de

nc
e 

of
 h

os
pi

ta
l 

di
sc

ha
rg

e 
as

 a
 

co
m

pe
tin

g 
ris

k

0.
52

2 
(0

.3
36

–
0.

81
2)

A
ge

, a
sp

iri
n 

an
d 

an
tip

la
te

le
t 

th
er

ap
y 

us
e,

 
m

al
e s

ex
,  

ob
es

ity
,  

ca
rd

io
va

sc
ul

ar
 

di
se

as
e,

  
A

fri
ca

n-
A

m
er

ic
an

 ra
ce

, 
D

D
m

ax
  

(m
ax

im
um

 
D

-d
im

er
 v

al
ue

 
du

rin
g 

fir
st 

30
 d

ay
s o

f 
ho

sp
ita

liz
at

io
n)

, 
an

d 
ad

m
iss

io
n 

RI
 (R

ot
hm

an
 

In
de

x)

8a
N

A

M
er

zo
n 

et
 a

l. 
[4

4]
20

21
Is

ra
el

Re
tro

sp
ec

tiv
e 

cr
os

s-
se

ct
io

na
l 

stu
dy

A
ge

 –
 m

ea
n,

 
62

.9
 y

ea
rs

, %
 

m
al

e:
 5

5.
4;

 
%

 c
ur

re
nt

ly
 

sm
ok

in
g:

 5
.7

1;
 

te
ste

d 
po

si
tiv

e 
in

 a
n 

RT
-P

C
R

 
as

sa
y 

de
si

gn
ed

 
to

 d
et

ec
t 

in
fe

ct
io

n 
w

ith
 

CO
V

ID
-1

9

Lo
w

-d
os

e 
 

as
pi

rin
 

(n
 =

 73
); 

no
n-

as
pi

rin
 

(n
 =

 58
9)

Pr
im

ar
y 

ou
t-

co
m

e:
  

CO
V

ID
-1

9 
in

fe
ct

io
n 

ra
te

Se
co

nd
ar

y 
ou

tc
om

es
: 

CO
V

ID
-1

9 
 

di
se

as
e 

du
ra

tio
n 

an
d 

CO
V

ID
-1

9 
m

or
ta

lit
y

0.
36

2 
(0

.0
20

–
6.

47
1)

Se
x,

 a
ge

,  
sm

ok
in

g 
st

at
us

,  
m

ed
ic

at
io

n 
us

e,
 a

nd
 

co
m

or
bi

di
tie

s

6b
N

A

O
sb

or
ne

 e
t a

l. 
[3

7]
20

20
U

SA
C

oh
or

t s
tu

dy
Ve

te
ra

ns
, 

ag
e 

– 
m

ea
n,

 
67

.3
 y

ea
rs

, %
 

m
al

e:
 9

5.
5;

 
id

en
tif

y 
th

e 
fir

st 
po

si
tiv

e 
CO

V
ID

-1
9 

po
ly

m
er

as
e 

ch
ai

n 
re

ac
tio

n 
(P

C
R

) r
es

ul
ts

A
sp

iri
n 

(n
 =

 63
00

); 
no

n-
as

pi
rin

 
(n

 =
 63

00
)

14
-d

ay
 a

nd
 

30
-d

ay
  

al
l-c

au
se

  
m

or
ta

lit
y 

w
ith

in
 o

r  
ou

ts
id

e 
of

 
ho

sp
ita

l c
ar

e

0.
39

5 
(0

.3
34

–
0.

47
6)

A
ge

, g
en

de
r, 

ra
ce

,  
hy

pe
rte

ns
io

n,
 

ch
ro

ni
c 

 
pu

lm
on

ar
y 

di
se

as
e,

 
co

ng
es

tiv
e 

he
ar

t f
ai

lu
re

, 
di

ab
et

es

8a
N

A

1407European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 (c
on

tin
ue

d)

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

Sa
ha

i e
t a

l. 
[3

8]
20

21
U

SA
C

oh
or

t s
tu

dy
A

ge
 –

 m
ea

n,
 

53
.4

 y
ea

rs
, 

%
 m

al
e:

 
48

.9
; t

es
te

d 
po

si
tiv

e 
fo

r t
he

 
SA

R
S-

C
oV

-2
 

am
pl

ic
on

 b
y 

RT
-P

C
R

  
te

sti
ng

A
sp

iri
n 

81
 m

g/
da

y 
(n

 =
 24

8)
; 

no
 a

sp
iri

n 
(n

 =
 24

8)

Pr
im

ar
y 

 
ou

tc
om

e:
 

CO
V

ID
-1

9 
m

or
ta

lit
y

Se
co

nd
ar

y 
ou

tc
om

es
: 

SA
R

S-
C

oV
-2

 
in

fe
ct

io
n 

ra
te

, 
m

yo
ca

rd
ia

l 
in

fa
rc

tio
n 

(M
I)

, 
th

ro
m

bo
tic

 
str

ok
e,

 a
nd

 
ve

no
us

  
th

ro
m

bo
em

bo
-

lis
m

 (V
TE

)

0.
85

 (0
.5

1–
1.

41
)

A
ge

, s
ex

, r
ac

e,
 

et
hn

ic
ity

, 
pl

at
el

et
 c

ou
nt

, 
sm

ok
in

g 
 

st
at

us
, 

re
sp

ira
to

ry
 

su
pp

or
t, 

us
e 

of
 

va
so

pr
es

so
r, 

he
m

od
yn

am
ic

 
in

st
ab

ili
ty

, 
co

m
or

bi
di

tie
s, 

co
m

ed
ic

at
io

ns

7a
N

A

Y
ua

n 
et

 a
l. 

[1
7]

20
20

C
hi

na
C

oh
or

t s
tu

dy
C

or
on

ar
y 

ar
te

ry
 

di
se

as
e,

 
ag

e 
– 

m
ea

n,
 

71
.2

 y
ea

rs
, 

%
 m

al
e:

 
54

.1
; t

es
te

d 
po

si
tiv

e 
fo

r t
he

 
SA

R
S-

C
oV

-2
 

am
pl

ic
on

 b
y 

RT
-P

C
R

  
te

sti
ng

A
sp

iri
n 

15
0 

m
g/

da
y 

(n
 =

 52
); 

no
n-

as
pi

rin
 

(n
 =

 13
1)

Pr
im

ar
y 

ou
t-

co
m

e:
 C

O
V

ID
-

19
 in

fe
ct

io
n 

ra
te

Se
co

nd
ar

y 
ou

tc
om

es
: 

CO
V

ID
-1

9 
m

or
ta

lit
y 

an
d 

cr
iti

ca
lly

 il
l

0.
95

6 
(0

.4
72

–
1.

72
7)

A
ge

, s
ex

,  
co

m
or

bi
di

tie
s

7a
N

A

Va
he

di
an

-A
zi

m
i 

et
 a

l. 
[3

9]
20

21
Ir

an
C

oh
or

t s
tu

dy
A

ge
 –

 m
ea

n,
 

54
.8

5 
ye

ar
s;

 
%

 m
al

e:
 6

7.
3;

 
%

 d
ia

gn
os

is
 o

f 
CO

V
ID

-1
9 

w
as

 
co

nfi
rm

ed
 b

y 
a 

po
si

tiv
e 

re
ve

rs
e 

tra
ns

cr
ip

tio
n–

po
ly

m
er

as
e 

ch
ai

n 
re

ac
tio

n 
(R

T-
PC

R
) 

as
sa

y 
of

 a
 

sp
ec

im
en

 
ob

ta
in

ed
 b

y 
na

so
ph

ar
yn

ge
al

 
sw

ab

A
sp

iri
n 

(n
 =

 33
7)

; 
no

n-
as

pi
rin

 
(n

 =
 25

0)

Pr
im

ar
y 

ou
tc

om
e:

 
in

-h
os

pi
ta

l 
m

or
ta

lit
y

Se
co

nd
ar

y 
ou

tc
om

es
: 

in
te

ns
iv

e 
ca

re
 

un
it 

(I
C

U
) 

ad
m

is
si

on

0.
76

 (0
.3

–1
.9

2)
A

ge
, s

ex
, 

lo
ck

do
w

n,
 a

nd
 

ot
he

r d
ru

gs
 

si
m

ul
ta

ne
ou

sly

7a
N

A

1408 European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 (c
on

tin
ue

d)

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

K
im

 e
t a

l. 
[3

4]
20

21
So

ut
h 

K
or

ea
C

oh
or

t s
tu

dy
A

ge
—

ra
ng

e,
 

20
–8

0 
ye

ar
s, 

%
 m

al
e:

 
44

.1
; t

es
te

d 
po

si
tiv

e 
fo

r t
he

 
SA

R
S-

C
oV

-2
 

am
pl

ic
on

 b
y 

RT
-P

C
R

  
te

sti
ng

A
sp

iri
n 

(n
 =

 13
9)

; 
no

n-
as

pi
rin

 
(n

 =
 15

5)

Pr
im

ar
y 

ou
tc

om
e:

 th
e 

po
si

tiv
ity

 o
f 

la
bo

ra
to

ry
 

te
st 

re
su

lts
 fo

r 
CO

V
ID

-1
9

Se
co

nd
ar

y 
ou

tc
om

es
: 

co
nv

en
tio

na
l 

ox
yg

en
 

th
er

ap
y,

  
in

te
ns

iv
e 

ca
re

 
un

it,
  

m
ec

ha
ni

ca
l 

ve
nt

ila
tio

n,
 o

r 
de

at
h

A
dj

us
te

d 
R

R
 n

ot
 

re
po

rte
d

[r
ep

or
te

d 
in

ci
de

nc
e 

of
 

m
or

ta
lit

y:
as

pi
rin

: 1
19

/1
39

; 
no

n-
as

pi
rin

: 
13

1/
15

5]
1.

00
2 

(0
.9

87
–

1.
01

6)

N
A

7a
N

A

H
us

ai
n 

et
 a

l. 
[4

6]
20

22
B

an
gl

ad
es

h
Re

tro
sp

ec
tiv

e 
cr

os
s-

se
ct

io
na

l 
stu

dy

A
ge

—
ra

ng
e,

 
15

–5
1 

ye
ar

s, 
%

 m
al

e:
 

64
.3

; a
du

lt 
CO

V
ID

-1
9 

pa
tie

nt
s e

ith
er

 
di

ag
no

se
d 

w
ith

 
RT

-P
C

R
, o

r 
ca

te
go

riz
ed

 a
s 

pr
ob

ab
le

 c
as

es
 

(a
s p

er
 th

e 
W

or
ld

 H
ea

lth
 

O
rg

an
iz

at
io

n 
ca

se
 d

efi
ni

tio
n 

 
pr

ot
oc

ol
) 

by
 m

ed
ic

al
 

do
ct

or
s w

er
e 

en
ro

lle
d 

as
 

pa
rti

ci
pa

nt
s

A
sp

iri
n 

(n
 =

 11
); 

no
n-

as
pi

rin
 

(n
 =

 31
)

Pr
im

ar
y 

 
ou

tc
om

e:
  

co
m

pl
ic

at
io

ns
  

am
on

g 
CO

V
ID

-1
9 

pa
tie

nt
s

Se
co

nd
ar

y 
 

ou
tc

om
es

: 
de

at
h

A
dj

us
te

d 
R

R
 n

ot
 

re
po

rte
d

[r
ep

or
te

d 
in

ci
de

nc
e 

of
 

m
or

ta
lit

y:
as

pi
rin

: 0
/1

1;
 

no
n-

as
pi

rin
: 

3/
31

]
0.

40
4 

(0
.0

22
–

4.
36

6)

N
A

6b
N

A

1409European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 (c
on

tin
ue

d)

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

H
aj

i A
gh

aj
an

i 
et

 a
l. 

[3
3]

20
21

Ir
an

C
oh

or
t s

tu
dy

A
ge

 –
 m

ea
n,

 
61

.6
4 

ye
ar

s;
 %

 
m

al
e:

 5
4.

89
; 

pa
tie

nt
s w

ith
 

co
nfi

rm
ed

 
se

ve
re

 to
 

cr
iti

ca
l C

O
V

ID
 

19
, b

as
ed

 
on

 re
ve

rs
e 

tra
ns

cr
ip

ta
se

 
po

ly
m

er
as

e 
ch

ai
n 

re
ac

tio
n 

(r
t P

C
R

)

A
sp

iri
n 

80
 m

g/
da

y 
(n

 =
 36

6)
; 

no
n-

as
pi

rin
 

(n
 =

 65
5)

Pr
im

ar
y 

 
ou

tc
om

e:
 

m
or

ta
lit

y 
ra

te
 

of
 th

e 
pa

tie
nt

s
Se

co
nd

ar
y 

ou
tc

om
es

: 
m

ec
ha

ni
ca

l 
ve

nt
ila

tio
n 

an
d 

du
ra

tio
n 

of
 

ho
sp

ita
liz

at
io

n

0.
75

3 
(0

.5
73

–
0.

99
1)

A
ge

, s
ex

, B
M

I, 
sm

ok
in

g,
  

hy
pe

rte
ns

io
n,

 
di

ab
ete

s  
m

ell
itu

s, 
co

ro
na

ry
 ar

ter
y 

di
se

as
e, 

ca
nc

er
, 

re
sp

ira
to

ry
 

di
so

rd
er

,  
im

m
un

os
up

-
pr

es
siv

e 
di

so
rd

er
, c

hr
on

ic
 

ki
dn

ey
 d

ise
as

e, 
an

d 
ot

he
rs

8a
N

A

Fo
rm

ig
a 

et
 a

l. 
[3

2]
20

21
Sp

ai
n

C
oh

or
t s

tu
dy

A
ge

 –
 m

ea
n,

 
68

.5
 y

ea
rs

, %
 

m
al

e:
 5

7.
5;

 
%

 sm
ok

in
g 

be
ha

vi
or

: 6
9.

6;
 

pa
tie

nt
s w

er
e 

di
ag

no
se

d 
by

 
po

ly
m

er
as

e 
ch

ai
n 

re
ac

tio
n 

(P
CR

) t
es

t o
r 

ra
pi

d 
an

tig
en

ic
  

te
st 

fo
r S

A
RS

- 
Co

V-
2 

ta
ke

n 
 

fro
m

 a
  

na
so

ph
ar

yn
ge

al
  

sa
m

pl
e,

 
sp

ut
um

, o
r 

br
on

ch
oa

lv
eo

la
r 

la
va

ge

A
sp

iri
n 

(n
 =

 32
91

); 
no

n-
as

pi
rin

 
(n

 =
 28

85
)

Pr
im

ar
y 

ou
tc

om
e:

 
in

-h
os

pi
ta

l 
m

or
ta

lit
y

Se
co

nd
ar

y 
ou

tc
om

es
: t

he
 

de
ve

lo
pm

en
t o

f 
sy

m
pt

om
at

ic
 

de
ep

 v
en

ou
s 

th
ro

m
bo

si
s 

(D
V

T)
 o

r  
pu

lm
on

ar
y 

em
bo

lis
m

 
(P

E)
, t

he
 

re
qu

ire
m

en
t 

of
 h

ig
h-

flo
w

 
na

sa
l c

an
nu

la
 

(H
FN

C
), 

no
ni

nv
as

iv
e 

m
ec

ha
ni

ca
l 

ve
nt

ila
tio

n 
(N

IM
V

), 
 

in
va

si
ve

 
m

ec
ha

ni
ca

l 
ve

nt
ila

tio
n 

(I
M

V
), 

IC
U

 
ad

m
is

si
on

1.
05

 (0
.9

2–
1.

19
)

A
ge

, g
en

de
r, 

B
M

I, 
sm

ok
in

g 
 

be
ha

vi
or

, 
de

gr
ee

 o
f 

de
pe

nd
en

cy
,  

ar
te

ria
l 

hy
pe

rte
ns

io
n,

 
ch

ro
ni

c 
he

ar
t 

fa
ilu

re
,  

C
ha

rls
on

 
in

de
x,

  
re

sp
ira

to
ry

 
ra

te
, P

aO
2/

Fi
O

2,
  

ly
m

ph
oc

yt
e 

co
un

t, 
C

- 
re

ac
tiv

e 
pr

ot
ei

n,
 la

ct
at

e 
de

hy
dr

og
en

as
e,

 
lo

w
-m

ol
ec

ul
ar

-
w

ei
gh

t h
ep

ar
in

 
an

d 
ot

he
rs

7a
N

A

1410 European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 (c
on

tin
ue

d)

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

So
n 

et
 a

l. 
[4

2]
20

21
So

ut
h 

K
or

ea
C

as
e–

co
nt

ro
l 

stu
dy

A
ge

—
ra

ng
e,

 
20

–8
0 

ye
ar

s, 
%

 m
al

e:
 3

6.
7;

 
%

 c
ur

re
nt

ly
 

sm
ok

in
g:

 1
2.

3;
 

th
e 

la
bo

ra
to

ry
 

di
ag

no
si

s o
f 

SA
R

S-
C

oV
-2

 
in

fe
ct

io
n 

in
 

K
or

ea
 w

as
 

ba
se

d 
on

 th
e 

K
C

D
C

 a
nd

 
W

H
O

  
gu

id
el

in
es

, 
w

hi
ch

  
re

co
m

m
en

de
d 

po
ly

m
er

as
e 

ch
ai

n 
re

ac
tio

n 
am

pl
ifi

ca
tio

n 
of

 th
e 

vi
ra

l 
E 

ge
ne

 a
s a

 
sc

re
en

in
g 

te
st 

an
d 

 
am

pl
ifi

ca
tio

n 
of

 th
e 

R
dR

p 
re

gi
on

 o
f t

he
 

or
f1

b 
ge

ne
 a

s 
a 

co
nfi

rm
at

or
y 

te
st

A
sp

iri
n 

(n
 =

 68
); 

no
n-

as
pi

rin
 

(n
 =

 18
8)

Pr
im

ar
y 

ou
tc

om
e:

 
SA

R
S-

C
oV

-2
 

in
fe

ct
io

n 
st

at
us

Se
co

nd
ar

y 
ou

tc
om

es
: 

in
te

ns
iv

e 
ca

re
 

un
it 

ad
m

is
si

on
;  

us
e 

of
  

va
so

pr
es

so
rs

, 
hi

gh
-fl

ow
  

ox
yg

en
 

th
er

ap
y,

 re
na

l 
re

pl
ac

em
en

t 
th

er
ap

y,
 

ex
tra

co
rp

or
ea

l 
m

em
br

an
e 

 
ox

yg
en

at
io

n,
 

an
d 

m
or

ta
lit

y

0.
76

 (0
.3

4–
1.

71
)

Se
x,

 a
ge

,  
re

si
de

nt
ia

l 
ar

ea
, a

nd
 

in
co

m
e 

le
ve

l, 
co

m
or

bi
di

tie
s, 

 
C

ha
rls

on
 

co
m

or
bi

di
ty

 
in

de
x,

 a
nd

 
he

al
th

  
sc

re
en

in
g 

 
fin

di
ng

s

7a
N

A

1411European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 (c
on

tin
ue

d)

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

A
la

m
da

ri 
et

 a
l. 

[4
5]

20
20

Ir
an

Re
tro

sp
ec

tiv
e 

cr
os

s-
se

ct
io

na
l 

stu
dy

A
ge

 –
 m

ea
n,

 
61

.7
9 

ye
ar

s, 
%

 m
al

e:
 6

9.
7;

 
%

 c
ur

re
nt

ly
 

sm
ok

in
g:

 2
8.

5;
  

th
en

,  
na

so
ph

ar
yn

ge
al

  
sa

m
pl

in
g 

fo
r r

ev
er

se
 

tra
ns

cr
ip

ta
se

 
po

ly
m

er
as

e 
ch

ai
n 

re
ac

tio
n 

(R
T-

PC
R

) w
as

 
pe

rfo
rm

ed
 a

s 
th

e 
ve

rif
yi

ng
  

te
st 

fo
r 

di
ag

no
si

s o
f 

al
l s

us
pe

ct
ed

 
pa

tie
nt

s

A
sp

iri
n 

(n
 =

 53
); 

no
n-

as
pi

rin
 

(n
 =

 40
6)

Pr
im

ar
y 

ou
tc

om
e:

 
pr

og
no

sti
c 

 
fa

ct
or

s r
el

at
ed

 
to

 fa
ta

lit
y

Se
co

nd
ar

y 
ou

tc
om

es
: 

co
m

pl
ic

at
io

ns
 

du
rin

g 
th

e 
ad

m
is

si
on

, 
dr

ug
 h

ist
or

y,
 

cl
in

ic
al

  
pr

es
en

ta
tio

n,
 

an
d 

vi
ta

l s
ig

ns

A
dj

us
te

d 
R

R
 n

ot
 

re
po

rte
d

[r
ep

or
te

d 
in

ci
de

nc
e 

of
 

m
or

ta
lit

y:
as

pi
rin

: 9
/5

3;
 

no
n-

as
pi

rin
: 

54
/4

06
]

1.
23

4 
(0

.7
01

–
2.

04
2)

N
A

6b
N

A

Lo
di

gi
an

i e
t a

l. 
[3

5]
20

20
Ita

ly
C

oh
or

t s
tu

dy
A

ge
 –

 m
ea

n,
 

66
 y

ea
rs

, %
 

m
al

e:
 6

8;
 

%
 c

ur
re

nt
ly

 
sm

ok
in

g:
 1

1.
6;

 
co

ns
ec

ut
iv

e 
ad

ul
t  

sy
m

pt
om

at
ic

 
pa

tie
nt

s w
ith

 
la

bo
ra

to
ry

-
pr

ov
en

 
CO

V
ID

-1
9

A
sp

iri
n 

(n
 =

 6)
; 

no
n-

as
pi

rin
 

(n
 =

 22
)

Pr
im

ar
y 

ou
tc

om
e:

 an
y 

th
ro

m
bo

em
bo

lic
 

co
m

pl
ica

tio
n,

  
in

clu
di

ng
 

ve
no

us
  

th
ro

m
bo

em
-

bo
lis

m
 (V

TE
), 

isc
he

m
ic 

str
ok

e,
 

an
d 

ac
ut

e  
co

ro
na

ry
  

sy
nd

ro
m

e 
(A

CS
)/ 

m
yo

ca
rd

ial
 

in
fa

rc
tio

n 
(M

I)
Se

co
nd

ar
y 

 
ou

tc
om

es
: 

ov
er

t d
is

-
se

m
in

at
ed

 
in

tra
va

sc
ul

ar
 

co
ag

ul
at

io
n 

(D
IC

)

A
dj

us
te

d 
R

R
 n

ot
 

re
po

rte
d

[r
ep

or
te

d 
in

ci
de

nc
e 

of
 

m
or

ta
lit

y:
as

pi
rin

: 2
/6

;  
no

n-
as

pi
rin

: 
5/

22
]

1.
32

8 
(0

.4
32

–
2.

76
4)

N
A

7a
N

A

1412 European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 (c
on

tin
ue

d)

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

V
ie

cc
a 

et
 a

l. 
[4

3]
20

20
Ita

ly
C

as
e–

co
nt

ro
l 

stu
dy

A
ge

 –
 m

ea
n,

 
61

.8
 y

ea
rs

, 
%

 m
al

e:
 8

0;
 

pa
rti

al
 a

rte
ria

l 
pr

es
su

re
 o

f 
ox

yg
en

 to
 

fra
ct

io
n 

of
 

in
sp

ire
d 

ox
yg

en
 

ra
tio

 (P
aO

2/
Fi

O
2)

 ra
tio

 
25

0 
m

m
H

g 
re

qu
iri

ng
 

he
lm

et
  

co
nt

in
uo

us
  

po
sit

iv
e 

ai
rw

ay
 

pr
es

su
re

 
(C

PA
P)

,  
bi

la
te

ra
l 

pu
lm

on
ar

y 
in

fil
tra

te
s, 

a 
la

bo
ra

to
ry

- 
co

nfi
rm

ed
 

po
sit

iv
e 

na
sa

l 
sw

ab
 fo

r 
SA

RS
-C

oV
-2

 
an

d 
a 

D
-d

im
er

 
va

lu
e 

3 
tim

es
 

th
e 

la
bo

ra
to

ry
 

up
pe

r l
ev

el
 o

f 
no

rm
al

A
sp

iri
n 

75
 m

g/
da

y 
(n

 =
 5)

; 
no

n-
as

pi
rin

 
(n

 =
 5)

Pr
im

ar
y 

 
ou

tc
om

e:
 

ch
an

ge
 in

 
pa

rti
al

 p
re

ss
ur

e 
of

 o
xy

ge
n

Se
co

nd
ar

y 
 

ou
tc

om
es

: 
de

gr
ee

 o
f 

in
te

ns
ity

 o
f 

th
e 

re
sp

ira
to

ry
 

su
pp

or
t 7

2 
an

d 
16

8 
h 

af
te

r 
stu

dy
 tr

ea
tm

en
t 

in
iti

at
io

n;
 d

ay
s 

on
 C

PA
P 

af
te

r 
tre

at
m

en
t  

in
iti

at
io

n;
 

m
aj

or
 a

nd
 

m
in

or
 c

ar
di

ac
 

an
d 

no
n-

ca
rd

ia
c 

 
ad

ve
rs

e 
ev

en
ts

 
fro

m
 st

ud
y 

dr
ug

 in
iti

at
io

n 
un

til
 e

nd
 o

f 
ho

sp
ita

l s
ta

y

A
dj

us
te

d 
R

R
 n

ot
 

re
po

rte
d

[r
ep

or
te

d 
in

ci
de

nc
e 

of
 

m
or

ta
lit

y:
as

pi
rin

: 1
/5

;  
no

n-
as

pi
rin

: 
3/

5]
0.

55
2 

(0
.1

16
–

1.
28

0)

N
A

6a
N

A

A
n 

et
 a

l. 
[4

0]
20

20
So

ut
h 

K
or

ea
C

oh
or

t s
tu

dy
A

ge
 –

 m
ea

n,
 

44
.9

7 
ye

ar
s, 

%
 

m
al

e:
 3

9.
9;

 %
 

hy
pe

rte
ns

io
n:

 
18

.2
, %

 d
ia

be
te

s 
m

el
lit

us
: 1

0.
0;

 
th

e 
stu

dy
 

in
cl

ud
ed

 1
0,

23
7 

K
or

ea
n 

pa
tie

nt
s 

w
ho

 h
ad

 te
ste

d 
po

sit
iv

e 
fo

r 
CO

V
ID

-1
9

A
sp

iri
n 

(n
 =

 49
8)

; 
no

n-
as

pi
rin

 
(n

 =
 97

39
)

Pr
im

ar
y 

ou
tc

om
e:

 
m

or
ta

lit
y 

fro
m

 
CO

V
ID

-1
9

Se
co

nd
ar

y 
 

ou
tc

om
es

: 
fa

ct
or

s  
as

so
ci

at
ed

 w
ith

 
m

or
ta

lit
y 

an
d 

pe
rfo

rm
an

ce
 

of
 m

ac
hi

ne
 

le
ar

ni
ng

1.
19

 (0
.7

9–
1.

79
)

A
ge

, s
ex

, 
in

co
m

e 
le

ve
l, 

re
si

de
nc

e,
 

ho
us

eh
ol

d 
ty

pe
, d

is
ab

ili
ty

, 
sy

m
pt

om
, a

nd
 

in
fe

ct
io

n 
ro

ut
e

7a
N

A

1413European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Ta
bl

e 
1 

 (c
on

tin
ue

d)

Fi
rs

t a
ut

ho
r

Ye
ar

St
ud

y 
re

gi
on

M
et

ho
ds

Po
pu

la
tio

n
In

te
rv

en
tio

ns
 

(n
um

be
r 

of
 

pa
tie

nt
s, 
n)

O
ut

co
m

es
A

dj
us

te
d 

R
R

 
(9

5%
 C

I)
C

ov
ar

ia
te

 
ad

ju
st

m
en

t
St

ud
y 

qu
al

ity
 

sc
or

e
A

dv
er

se
 e

ffe
ct

R
EC

O
V

ER
Y

 
C

ol
la

bo
ra

tiv
e 

G
ro

up
 [4

7]

20
22

U
K

R
an

do
m

iz
ed

 
co

nt
ro

lle
d 

tri
al

A
ge

 –
 m

ea
n,

 
59

.2
 y

ea
rs

, %
 

m
al

e:
 6

1.
8;

 
pa

tie
nt

s  
ad

m
itt

ed
 to

 
ho

sp
ita

l w
er

e 
el

ig
ib

le
 fo

r t
he

 
tri

al
 if

 th
ey

 
ha

d 
cl

in
ic

al
ly

 
su

sp
ec

te
d 

or
 

la
bo

ra
to

ry
-

co
nfi

rm
ed

 
SA

R
S-

C
oV

-2
 

in
fe

ct
io

n 
an

d 
no

 m
ed

ic
al

  
hi

sto
ry

 th
at

 
m

ig
ht

, i
n 

th
e 

op
in

io
n 

of
 

th
e 

at
te

nd
in

g 
cl

in
ic

ia
n,

 p
ut

 
th

e 
pa

tie
nt

 a
t 

su
bs

ta
nt

ia
l r

is
k 

if 
th

ey
 w

er
e 

to
 

pa
rti

ci
pa

te
 in

 
th

e 
tri

al

A
sp

iri
n 

15
0 

m
g/

da
y 

(n
 =

 73
51

); 
us

ua
l c

ar
e 

(n
 =

 75
41

)

Pr
im

ar
y 

ou
tc

om
e:

 a
ll-

ca
us

e 
m

or
ta

lit
y

Se
co

nd
ar

y 
 

ou
tc

om
es

: 
tim

e 
to

  
di

sc
ha

rg
e 

fro
m

 
ho

sp
ita

l, 
an

d,
 

am
on

g 
pa

tie
nt

s 
no

t o
n 

in
va

si
ve

 
m

ec
ha

ni
ca

l 
ve

nt
ila

tio
n 

at
 

ra
nd

om
iz

at
io

n,
 

pr
og

re
ss

io
n 

to
 in

va
si

ve
 

m
ec

ha
ni

ca
l 

ve
nt

ila
tio

n 
(in

cl
ud

in
g 

ex
tra

co
rp

or
ea

l 
m

em
br

an
e 

ox
yg

en
at

io
n)

 
or

 d
ea

th

0.
96

 (0
.8

9–
1.

04
)

N
A

c

A
ny

 m
aj

or
  

bl
ee

di
ng

:
1.

55
 (1

.1
6–

2.
07

)

RR
 re

la
tiv

e 
ris

k,
 N

A 
no

t A
va

ila
bl

e
a  th

e 
N

ew
ca

stl
e 

O
tta

w
a 

Sc
al

e 
(N

O
S)

b  C
om

bi
e

c  C
oc

hr
an

e 
ris

k 
of

 b
ia

s 
in

str
um

en
t: 

ra
nd

om
 s

eq
ue

nc
e 

ge
ne

ra
tio

n,
; a

llo
ca

tio
n 

co
nc

ea
lm

en
t,

; b
lin

di
ng

 o
f p

ar
tic

ip
an

ts
 a

nd
 p

er
so

nn
el

,
; b

lin
di

ng
 o

f o
ut

co
m

e 
as

se
ss

m
en

t,
; i

nc
om

pl
et

e 
ou

t-
co

m
e 

da
ta

,
; s

el
ec

tiv
e 

re
po

rti
ng

,
; o

th
er

 b
ia

s,

1414 European Journal of Clinical Pharmacology (2022) 78:1403–1420



1 3

Subgroup analysis

For the dosing of aspirin, we extracted data from 18 stud-
ies. The results found that the low-dose group (80–100 mg/
day) reduced mortality in COVID-19 (crude RR 0.64; 95% 
CI 0.50–0.83; P < 0.01, I2 = 31%; adjusted RR 0.64; 95% CI 
0.48–0.85; P < 0.01, I2 = 44%). In contrast, both the medium 
dose group (150 mg/day, crude RR 0.96; 95% CI 0.89–1.04; 
P = 0.3, I2 = 0%) and the unknown dose group (crude RR 
0.87; 95% CI 0.65–1.16; P = 0.34, I2 = 92%) were not associ-
ated with mortality from COVID-19.

Subgroup analysis by study region showed that aspirin 
administration was associated with reduced COVID-19 
mortality in Europe and America (crude RR 0.71; 95% CI 
0.52–0.98; P = 0.04, I2 = 93%), but adjusted estimates found 
no association between aspirin administration and reduced 
COVID-19 mortality (adjusted RR 0.96; 95% CI 0.89–1.04; 
P = 0.30, I2 = 61%). In contrast, aspirin was not associated 
with mortality from COVID-19 in Asia (crude RR 0.89; 95% 
CI 0.73–1.08; P = 0.24, I2 = 34%; adjusted RR 0.79; 95% CI 
0.56–1.12; P = 0.19, I2 = 29%).

The results of the subgroup analysis based on the study 
design showed that aspirin use was a protective factor for 
mortality in COVID-19 (crude RR 0.78; 95% CI 0.61–0.97; 

P = 0.03, I2 = 92%; adjusted RR 0.73; 95% CI 0.52–0.99; 
P = 0.04, I2 = 90%) in the subgroup of cohort study. In con-
trast, results from other study designs showed that aspirin 
was not associated with mortality from COVID-19.

The results of all subgroup analyses are shown in Table 2.

Secondary analysis of adverse events

In terms of the risk of adverse events, there were two stud-
ies included [18, 47], and aspirin use was not associated 
with the occurrence of bleeding (crude RR 1.22; 95% CI 
0.80–1.87; P = 0.96, I2 = 80%). However, due to the limited 
number of included studies, sensitivity analysis and publica-
tion bias test were not conducted.

Study quality assessment and risk of bias

All the included observational studies were considered 
high-quality studies, as depicted by NOS > 7 and Com-
bie > 6. The included RCT study was also considered 
to be a high-quality study (Table 1). There was a low to 
moderate risk of bias in the NOS-based assessment, and 
the GRADE assessment showed low certainty in the evi-
dence for aspirin to reduce COVID-19 mortality and the 

Fig. 1  Results of a meta-analysis of aspirin use on COVID-19 mortality
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occurrence of adverse events, mainly due to the retrospec-
tive nature of the studies and the potential for selection and 
publication bias (Fig. S2). Although the funnel plot of the 
correlation between aspirin use and mortality was asym-
metric (Fig. S3), neither the Begg’s test (P = 0.495 > 0.05) 
nor the Egger’s test (P = 0.059 > 0.05) found publication 
bias.

Sensitivity analysis

Removing the Osborne et al. [37] study resulted in a signifi-
cant decrease in heterogeneity. However, it did not change 
the overall effect value. This may be due to the larger sample 
size and weights of the Osborne study.

Discussion

In this analysis, aspirin use has been shown to be indepen-
dently associated with a reduced risk of death in patients 
with COVID-19, but the heterogeneity of the overall 
estimate is high (I2 = 88%) and the certainty of the evi-
dence is low. Notably, our findings contradict the previous 
meta-analysis by Salah and Mehta [48] who reported there 
was no association between aspirin use and risk of death 
in patients with COVID-19. The significant differences 
between the previous study and our meta-analysis were 
the number of studies included. Also we found no associa-
tion between cardiovascular drug (including aspirin) use 
and risk of death in patients with COVID-19 as reported 
by Asiimwe et al. [49, 50]. The reason may be that the 

Table 2  Subgroup analysis 
according to different doses, 
regions, and study designs

RR relative risks, 95% CI 95% confidence interval, RCT  randomized controlled trial, NA not available
The italicized values indicates statistical significance

Subgroup Covariate Number 
of studies

Number of 
participants, 
N

I2 (%) RR 95% CI P

Overall Adjusted 12 33,316 88 0.69 0.50–0.95  < 0.001
Unadjusted 6 15,725 0 1.00 0.99–1.02 0.93
Crude 18 49,041 87.4 0.80 0.68–0.93  < 0.001

Aspirin dose
    80–100 mg/day Adjusted 5 2615 44.3 0.64 0.48–0.85 0.002

Unadjusted 1 10 NA 0.55 0.12–1.28 0.33
Crude 6 2625 31.4 0.64 0.50–0.83  < 0.001

    150 mg/day Adjusted 1 183 NA 0.96 0.50–1.83 0.89
Unadjusted 1 14,892 NA 0.96 0.89–1.04 0.30
Crude 2 15,075 0 0.96 0.89–1.04 0.30

    Unknown Adjusted 6 30,518 93.9 0.76 0.43–1.34 0.34
Unadjusted 4 823 0 1.00 0.99–1.02 0.77
Crude 10 31,341 91.8 0.87 0.65–1.16 0.34

Region
    Asia Adjusted 7 12,994 29.1 0.79 0.56–1.12 0.19

Unadjusted 3 795 0 1.00 0.99–1.02 0.77
Crude 10 13,789 29.7 0.93 0.78–1.10 0.40

    Europe and America Adjusted 5 20,322 94.7 0.73 0.50–1.07 0.08
Unadjusted 3 14,930 61.0 0.96 0.89–1.04 0.30
Crude 8 35,252 93.0 0.71 0.52–0.98 0.04

Study design
    Cohort study Adjusted 9 32,350 90.7 0.73 0.52–0.99 0.04

Unadjusted 2 322 0 1.00 0.99–1.02 0.78
Crude 11 32,672 92.0 0.78 0.61–0.97 0.03

    Case–control study Adjusted 2 304 65.6 0.43 0.11–1.63 0.21
Unadjusted 1 10 NA 0.55 0.17–1.83 0.33
Crude 3 314 31.3 0.50 0.23–1.07 0.07

    Cross-sectional study Adjusted 1 662 NA 0.38 0.02–6.51 0.30
Unadjusted 2 501 0 1.18 0.70–1.99 0.53
Crude 3 1163 0 1.14 0.68–1.90 0.62

    RCT Unadjusted 1 14,892 NA 0.96 0.89–1.04 0.30
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exclusion criteria for inclusion in these two studies were 
different from our study.

On the one hand, COVID-19 causes various inflammatory 
responses in the body [51], and aspirin is a common anti-
platelet agent with anti-inflammatory, analgesic, antipyretic, 
and antithrombotic effects through irreversible inactivation 
of cyclooxygenase 1 (COX-1) and cyclooxygenase 2 (COX-
2), inhibiting the production of prostaglandins (PG) and 
thromboxane (TX) [52]. On the other hand, patients with 
COVID-19 are in a hypercoagulable and hyper-aggregated 
state, with a high incidence of venous thromboembolism 
and disseminated intravascular coagulation [18, 53]. Aspirin 
can lead to the inhibition of arachidonic acid synthesis in 
the body, which further prevents the synthesis of thrombox-
ane A2 (TXA2) and promotes platelet agglutination, thus 
reducing the occurrence of unfavorable outcomes, such as 
deaths, in COVID-19 [52]. In addition, aspirin is found to 
exhibit antiviral properties against DNA and RNA viruses 
such as cytomegalovirus, varicella-zoster virus, rhinovirus, 
coxsackievirus, hepatitis C virus, H1N1 influenza virus, 
MERS-CoV, and CoV-229E [54–57]. The antiviral action 
of aspirin is primarily mediated through modulation of the 
nuclear factor-kB (NF-kB) pathway [58]. Virus-infected 
cells produce reactive oxygen species (ROS), which in turn 
stimulates NF-kB, resulting in the expression of viral and 
cellular genes implicated in immune and inflammatory 
responses. Aspirin, on the other hand, inhibits virus-induced 
NF-kB activation by lowering ROS, thus achieving antiviral 
effect [55].

In addition, there are differences in COX-2 expression 
levels between people of different demographic characteris-
tics, which leads to disparities in aspirin sensitivity [59, 60]. 
Furthermore, while taking aspirin, distinct net clinical bene-
fits were identified between people of different demographic 
characteristics which might be due to variations in pharma-
cokinetic and pharmacodynamic profiles [61]. These factors 
might explain why aspirin’s effect on COVID-19 mortality 
differed among demographics in the current research. How-
ever, adjusted estimates found no demographic difference in 
the effect of aspirin on COVID-19 mortality. This could be 
because the majority of the studies we included were obser-
vational studies without sufficient evidence to explain this 
difference and warrant further studies in RCTs to confirm.

Nonetheless, different dosage of aspirin seems to have 
different effects on the risk of death in COVID-19. It is 
indicated that low doses of aspirin have mainly antiplatelet 
effects, while high doses exhibit anti-inflammatory effects. 
This peculiar phenomenon is observed in several studies that 
investigated the distinct effect of aspirin on platelet aggrega-
tion induced by certain bacteria strains [62, 63]. Moreover, 
a meta-analysis research by Martha et al., which included 
six studies comprising 13,933 patients, also agreed indi-
viduals taking aspirin were significantly and independently 

associated with reduced overall mortality [64]. There-
fore, the potential dosage effect of aspirin contributing to 
antithrombotic effect should not be neglected. However, as 
most of the included studies were observational, our study 
does not provide sufficient evidence to conclude that it is 
the dosing.

Although this meta-analysis shows a potential benefit of 
aspirin use in patients with COVID-19, there are several 
limitations to this study. First, most of the included studies 
were retrospective and prone to bias, and the observational 
studies were not ideal for our study objectives and did not 
provide sufficient evidence to argue our point. The causes 
of death in the included studies were not distinguished as 
thromboembolic, cardiovascular, or all-cause mortality; 
therefore, the authors were unable to provide details of the 
benefits. Second, the prediction of bleeding risk was not suf-
ficiently accurate due to limited data. There were only two 
included studies reported the bleeding risk as adverse events; 
therefore, the conclusion regarding the bleeding risk should 
be interpreted with caution and more studies are needed to 
further explore the adverse events of aspirin use in COVID-
19 patients. Finally, although some analyses were adjusted 
for confounders, this does not necessarily mean that all 
confounders were adjusted for. There may be confounding 
factors that were not reported and analyzed by the authors 
included in the study. Therefore, further randomized con-
trolled trials with appropriate blinding and validated study 
protocols are needed to assess and confirm their benefits for 
patients with COVID-19.

Conclusions

This meta-analysis found that aspirin use was indepen-
dently associated with a reduced risk of death in patients 
with COVID-19, and not with an increased risk of bleed-
ing. However, the heterogeneity of the overall estimates was 
high and the certainty of the GRADE assessment evidence 
was low. At the same time, this study provides supportive 
evidence for the potential benefits of aspirin and warrants 
further studies in RCTs to confirm.

Supplementary information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00228- 022- 03356-5.
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