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Supplementary Materials:

	Supplementary Table I A. Cochrane Risk of Bias Assessment for Randomized Controlled Trials

	Author, year
	Random Sequence Generation
	Allocation Concealment
	Blinding of Participants & personnel
	Blinding of Outcome Assessment
	Incomplete Outcome Data
	Selective Reporting
	Other Sources of Bias

	Aspirin versus Placebo

	Lindbald, 1993
	L
	L
	L
	L
	L
	L
	L

	PEP Group, 2000
	L
	L
	L
	L
	L
	L
	L

	Oscarsson, 2010
	L
	L
	L
	H
	U
	L
	U

	Mantz, 2011
	L
	L
	L
	L
	L
	L
	L

	Devereaux, 2014
	L
	L
	L
	L
	L
	L
	L

	Aspirin versus No AP

	Antlovic, 2012
	L
	L
	L
	L
	L
	L
	L

	Clopidogrel versus Placebo 

	Ghorbani, 2009
	L
	L
	L
	L
	L
	L
	L

	Clopidogrel versus No AP

	Chu, 2016
	L
	L
	L
	L
	L
	L
	L

	Legend: AP, antiplatelet; L, low-risk; H, high- risk; U, unclear risk


	Supplementary Table I B. Newcastle-Ottawa Risk of Bias Assessment for Observational Studies 

	Study, year
	Selection
	Comparability
	Exposure
	
	Total Stars

	
	S1
	S2
	S3
	S4
	
	C1
	C2
	
	E1
	E2
	E3
	
	

	Prospective Observational Studies: Aspirin versus No AP

	Ferraris, 1983
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Anekstein, 2004
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Manning, 2004
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Ono, 2011
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Binhas, 2012
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Cossetto, 2012
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Schoenefeld, 2012
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Mas-Atance, 2013
	*
	*
	*
	*
	
	
	
	
	*
	*
	*
	
	7

	Dual AP versus Clopidogrel versus Aspirin versus No AP

	Thaler, 2010
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Chechik, 2011 (Hip Fracture)
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Bücking, 2013
	*
	*
	*
	*
	
	
	
	
	*
	*
	*
	
	7

	Widimský, 2014
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Retrospective Observational Studies: Aspirin vesrus No AP

	Kennedy, 2006
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Kragh, 2011
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Castillo-Monsegur, 2012
	*
	*
	*
	*
	
	*
	
	
	*
	*
	
	
	7

	Parikh, 2012
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Bogani, 2013
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Mortezavi, 2013
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Kanzaki, 2014
	*
	*
	*
	*
	
	
	
	
	*
	*
	*
	
	7

	Leyh-Bannurah, 2014
	*
	*
	*
	*
	
	*
	*
	
	*
	*
	*
	
	9

	Wolf, 2014
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Joseph, 2015
	*
	*
	*
	*
	
	*
	*
	
	*
	*
	*
	
	9

	Kara, 2016
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Leavitt, 2016
	*
	*
	*
	*
	
	
	
	
	*
	*
	*
	
	7

	Ong, 2016
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Packiam, 2016
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Dual AP versus Clopidogrel versus Aspirin versus No AP

	Chechik, 2011 (Appendectomy)
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Stone, 2011
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Collinge, 2012
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Hale, 2013
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Noda, 2014
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Weinrich, 2014
	*
	
	*
	*
	
	*
	
	
	*
	*
	*
	
	7

	Ginsel, 2015
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Yu, 2015
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Ito, 2016
	*
	*
	*
	*
	
	*
	
	
	*
	*
	*
	
	8

	Legend: C1, study controls for most important factor; C2, study controls for any additional factor; E1, ascertainment of outcome, E2, follow up; E3, adequacy of follow up of cohorts S1, representativeness of the exposed cohort; S2, selection of the non-exposed cohort; S3, ascertainment of exposure; S4, demonstration that outcome of interest was not present at start of study


Supplementary Table I A & B: Tables demonstrating the risk of bias assessment for randomized controlled trials using the Cochrane Risk of Bias Tool (A) and for observational studies using the Newcastle-Ottawa Assessment scale (B).

Exhaustive Study Details:

	Supplementary Table II: Study Details

	Author, year
	Operation
	n Intervention / n Control
	Country
	Drug Dose Studied

	Randomized Controlled Trials:  Aspirin versus Placebo
	 
	 

	Lindbald, 1993
	CEA
	117/115
	Sweden
	Aspirin 75 mg daily

	PEP Group, 2000
	Hip Fracture
	6679/6677
	Australia, New Zealand, Sweden, UK
	Aspirin 160 mg daily

	Oscarsson, 2010
	Noncardiac
	109/111
	Europe
	Aspirin 75 mg daily

	Mantz, 2011
	Noncardiac
	145/146
	France
	Aspirin 75 mg daily 

	Devereaux, 2014
	Noncardiac
	4998/5012
	Canada, Europe, Australia, USA
	Aspirin 200 mg preop, then 100 mg daily

	Aspirin versus No AP
	 
	 
	 
	 

	Antlovic, 2012
	Noncardiac
	26/26
	Germany
	Aspirin 100 mg daily

	Clopidogrel versus Placebo
	 
	 
	 

	Ghorbani, 2009
	AVF
	46/47
	Iran
	Clopidogrel 75 mg daily

	Clopidogrel versus No AP
	 
	 
	 

	Chu, 2016
	Abdominal
	22/21
	USA
	Clopidogrel 75 mg daily

	Prospective Observational Studies: Aspirin versus No AP
	 
	 

	Ferraris, 1983
	Noncardiac
	27/25
	USA
	NR

	Anekstein, 2004
	Hip Fracture
	39/65
	Israel
	Aspirin 100 mg daily

	Manning, 2004
	Hip Fracture
	24/53
	Ireland
	Aspirin 75 to 300 mg daily

	Ono, 2011
	Lap Cholecystectomy
	29/241
	Japan
	Aspirin 81 to 100 mg daily

	
	Lap Colorectal Cancer
	23/195
	Japan
	Aspirin 81 to 100 mg daily

	Binhas, 2012
	Robot/Lap Prostatectomy
	54/569
	France
	Aspirin 75 mg daily

	Cossetto, 2012
	THA TKA
	63/76
	Australia 
	Aspirin 100 mg daily  

	Schoenefeld, 2012
	CEA
	267/273
	Germany
	Aspirin 100 mg daily

	Mas-Atance, 2013
	Hip Fracture
	70/105
	Spain
	Aspirin 100 mg daily  

	Dual AP versus Clopidogrel versus Aspirin versus No AP
	 
	 

	Thaler, 2010
	Hip Fracture
	3/19/98/342
	Austria
	NR

	Chechik, 2011**
	Hip Fracture
	15/30/22/25
	Israel
	NR

	Bücking, 2013
	Hip Fracture
	3/6/101/94
	Germany
	NR

	Widimský, 2014
	Noncardiac
	44/20/638/198
	Czech Republic
	NR

	Retrospective Observational Studies: Aspirin versus No AP
	 
	 

	Kennedy, 2006
	Hip Fracture
	40/58
	Ireland
	NR

	Kragh, 2011
	Hip Fracture
	118/137
	Sweden
	Aspirin 320 mg daily 

	Castillo-Monsegur, 2012
	TKA
	30/277
	Spain
	Aspirin 100 mg daily  

	Parikh, 2012
	Robot/Lap Nephrectomy
	14/12
	USA
	NR

	
	Robot/Lap Prostatectomy
	51/44
	USA
	NR

	Bogani, 2013
	Lap EC Staging
	43/274
	Italy
	Aspirin 75 to 100 mg daily 

	Mortezavi, 2013
	Robot Radical Prostatectomy
	38/76
	Switzerland
	Aspirin 100 mg daily

	Kanzaki, 2014
	Lung Cancer Resection
	20/26
	Japan
	Aspirin 100 mg daily  

	Leyh-Bannurah, 2014
	Robot Prostatectomy
	19/381
	Germany
	Aspirin 100 mg daily

	
	Open Prostatectomy
	118/1943
	Germany
	Aspirin 100 mg daily

	Wolf, 2014
	Pancreatic
	289/728
	USA
	Aspirin 81 to 325 mg daily

	Joseph, 2015
	Lap Cholecystectomy
	56/56
	USA
	Aspirin 81 to 325 mg daily

	Kara, 2016
	Robot Partial Nephrectomy
	16/762
	USA
	Aspirin 81 mg daily 

	Leavitt, 2016
	Lap Partial Nephrectomy
	17/84
	USA
	Aspirin 81 to 325 mg daily

	Ong, 2016
	Lap Inguinal Hernia
	30/27
	Singapore
	Aspirin 100 mg daily

	
	Open Inguinal Hernia
	30/55
	Singapore
	Aspirin 100 mg daily

	Packiam, 2016
	Robot Partial Nephrectomy
	49/165
	USA
	Aspirin 81 mg daily 

	Dual AP versus Clopidogrel versus Aspirin versus No AP
	 
	 

	Chechik, 2011
	Appendectomy
	0/8/31/140
	Israel
	NR

	Stone, 2011
	CEA
	708/147/3823/583
	USA
	NR

	
	EVAR
	60/17/742/300
	USA
	NR

	
	LEB
	207/53/1812/811
	USA
	NR

	
	oAAA
	42/12/755/318
	USA
	NR

	Collinge, 2012
	Hip Fracture
	34/40/253/619
	USA
	NR

	Hale, 2013
	CEA
	315/0/639/518
	USA
	NR

	Noda, 2014
	Lap Cholecystectomy
	0/4/15/162
	Japan
	NR

	Weinrich, 2014
	CEA
	28/44/287/182
	Germany
	NR

	Ginsel, 2015
	Hip Fracture
	0/28/105/167
	Australia
	NR

	Yu, 2015
	VATS For Lung Cancer
	11/NR/NR/106
	Korea
	NR

	Ito, 2016**
	Partial Nephrectomy
	1030/NR/NR/NR
	USA
	NR

	Abstracts and Active Studies - Aspirin versus No AP
	 
	 

	Vitello** - Active Study
	Inguinal Hernia
	Still enrolling
	USA
	Aspirin 81 to 325 mg daily

	Sihoe, 2012 - Abstract
	VATS Lobectomy
	6/99
	China
	NR

	Ichikawa, 2013 - Abstract
	Lap Nephrectomy
	5/39
	Japan
	NR


	Supplementary Table II: Study Details Continued
	
	
	

	Author, year
	Mean Age
	% Female
	Mean ASA Score
	Follow up

	Randomized Controlled Trials:  Aspirin versus Placebo
	 
	 
	 

	Lindbald, 1993
	Aspirin: 66*** (IQR 48-79), placebo 66*** (IQR 40-81)
	25
	NR
	In hospital to 6 months

	PEP Group, 2000
	Overall: 79 (SD NR)
	79
	NR
	In hospital to 35 days

	Oscarsson, 2010
	Aspirin 71.8: (range 58-86), placebo: 72.6 (range 46-88)
	37
	Aspirin: 2.2 (SD NR), placebo: 2.4 (SD NR)
	In hospital to 30 days

	Mantz, 2011
	Aspirin: 70 (SD 10), placebo: 69 (SD 10)
	24
	NR
	In hospital to 30 days

	Devereaux, 2014
	Aspirin: 68.6 (SD 10.3), placebo 68.6 (SD 10.3)
	47
	NR
	In hospital to 30 days

	Aspirin versus No AP
	 
	 
	 
	 

	Antlovic, 2012
	Aspirin: 66.3 (range 22-84), no AP :68.5 (range 54-88)
	12
	Aspirin: 2.65 (SD NR), no AP: 2.73 (SD NR)
	In hospital to 90 days

	Clopidogrel versus Placebo
	 
	 
	 
	 

	Ghorbani, 2009
	Clopidogrel 44.2 (SD 3.36), placebo 45.8 (SD 2.84)
	48
	NR
	In hospital to 6 months

	Clopidogrel versus No AP
	 
	 
	 
	 

	Chu, 2016
	Clopidogrel: 67.9 (SD NR), no AP: 67.9 (SD NR)
	37
	NR
	In hospital to 90 days

	Prospective Observational Studies: Aspirin versus No AP
	 
	 
	 

	Ferraris, 1983
	NR
	NR
	NR
	In hospital 

	Anekstein, 2004
	Aspirin: 78.2 (SD 5.9), no AP: 76.5 (SD 12)
	NR
	NR
	In hospital 

	Manning, 2004
	Aspirin: 81 (1.24), no AP: 79 (1.46)
	NR
	NR
	In hospital 

	Ono, 2011
	Aspirin: 70.3 (SD 9.42), no AP :60.3 (SD 14)
	54
	NR
	In hospital 

	
	Aspirin: 74 (SD 9.81), no AP: 66.8 (SD 12)
	40
	NR
	In hospital 

	Binhas, 2012
	Aspirin: 65.3 (SD 5.7), no AP :62.3 (SD 6.8)
	0
	NR
	In hospital 

	Cossetto, 2012
	Mean NR (range 52-90)
	57
	NR
	In hospital 

	Schoenefeld, 2012
	Aspirin: 70 (SD NR), no AP: 69.2 (SD NR)
	33
	NR
	In hospital, mortality to 30 days

	Mas-Atance, 2013
	Overall: 84.4 (SD 7)
	75
	NR
	In hospital to 12 months

	Dual AP versus Clopidogrel versus Aspirin versus No AP
	 
	 
	 

	Thaler, 2010
	Overall: 78 (SD 11)
	74
	NR
	In hospital 

	Chechik, 2011**
	Overall: 82 (SD 8)
	66
	Dual: 3.4 (SD 0.6), clopidogrel: 2.93 (SD 0.7), aspirin: 2.59 (SD 0.7), no AP: 2.68 (SD 0.9)
	In hospital, mortality to 30 days

	Bücking, 2013
	Overall: 81 (SD 8.1)
	73
	Overall: 2.84 (SD 0.6)
	In hospital 

	Widimský, 2014
	Overall: 74.2 (SD 10.2)
	44
	NR
	In hospital 

	Retrospective Observational Studies: Aspirin verus No AP
	 
	 
	 

	Kennedy, 2006
	Overall: 82*** (IQR 78-87)
	74
	NR
	In hospital 

	Kragh, 2011
	Aspirin: 84 (SD 7.6), no AP: 80.8 (SD 9.5)
	74
	Aspirin: 2.5 (SD NR), no AP: 2.2 (SD NR)
	In hospital, mortality to 30 days

	Castillo-Monsegur, 2012
	Aspirin: 73.5 (SD 6.76), no AP: 71.3 (SD 7.23)
	51
	Aspirin: 2.5 (SD NR), no AP: 2.1 (SD NR)
	In hospital 

	Parikh, 2012
	Aspirin: 63.5*** (IQR 56-75), no AP: 52.5*** (IQR 43-61)
	54
	Aspirin: 3*** (IQR 2-3), no AP: 2*** (IQR 2-2)
	In hospital, transfusion and mortality to 30 days

	
	Aspirin: 59.8 (SD 5.8), no AP: 61.1 (SD 6.9)
	0
	Aspirin: 2 *** (IQR 2-3), no AP: 2*** (IQR 2-2)

	Bogani, 2013
	Aspirin: 71 (range 50-85), no AP: 64 (range 27-92)
	100
	NR
	In hospital 

	Mortezavi, 2013
	Aspirin: 64.6 (SD 5.7), no AP: 63.6 (SD 6.8)
	0
	Aspirin: 2.2 (SD NR), no AP: 1.6 (SD NR)
	In hospital 

	Kanzaki, 2014
	Aspirin: 73.5 (SD 6.8), no AP: 71.2 (SD 9)
	22
	NR
	In hospital 

	Leyh-Bannurah, 2014
	Aspirin: 64 (SD NR), no AP: 63 (SD NR)
	100
	NR
	In hospital, complications to 90 days

	
	Aspirin: 66 (SD NR), no AP 64 (SD NR)
	100
	NR
	In hospital, complications to 90 days

	Wolf, 2014
	Overall: 65*** (range 18-92)
	53
	NR
	In hospital, mortality to 30 days

	Joseph, 2015
	Aspirin 65.9 (SD 11), no AP 64.1 (SD 7)
	50
	Aspirin: 2 (range 1-2), no AP: 2 (range 1-2)
	In hospital 

	Kara, 2016
	Aspirin 68.4 (SD 8.7), no AP 58.7 (SD 12.2)
	40
	Overall: 3*** (range NR)
	In hospital, VTE to 6 months

	Leavitt, 2016
	Aspirin: 66*** (IQR 62-72), no AP: 63*** (IQR 56.5-73.5)
	29
	Aspirin: 3*** (IQR 3-3), no AP: 3 =*** (IQR 2-3)
	In hospital 

	Ong, 2016
	Overall: 68.1 (SD 11.3)
	2
	NR
	In hospital to 6 months

	
	Overall: 69.8 (SD 12.5)
	1
	NR
	In hospital to 6 months

	Packiam, 2016
	Aspirin: 68*** (IQR 58-74), no AP: 55*** (IQR 48-63)
	44
	Aspirin: 2.9 (SD NR), no AP: 2.54 (SD NR)

	Dual AP versus Clopidogrel versus Aspirin versus No AP
	 
	 
	 

	Chechik, 2011
	Overall: 61 (SD 14)
	64
	NR
	In hospital 

	Stone, 2011
	Mean or median NR
	Overall: 34
	NR
	In hospital 

	
	Mean or median NR
	Overall: 34
	NR
	In hospital 

	
	Mean or median NR
	Overall: 34
	NR
	In hospital 

	
	Mean or median NR
	Overall: 34
	NR
	In hospital 

	Collinge, 2012
	Overall: 80.6 (range 61-102)
	70
	Dual: 3.4 (SD 0.6), clopidogrel: 3.3 (SD 0.6), aspirin: 3.2 (SD 0.6), no AP: 3.1 (SD 0.6)
	In hospital, mortality to 12 months

	Hale, 2013
	Dual: 69.9 (SD 9.7), aspirin: 70.5 (SD 9.4), no AP 70.1 (SD 9.5)
	41
	NR
	In hospital, mortality to 30 days

	Noda, 2014
	Overall: 64 (SD 14)
	40
	Clopidogrel: NR, aspirin: NR, no AP: 1.6 (SD NR)
	In hospital 

	Weinrich, 2014
	Overall: 70.3 (SD 9.1)
	32
	NR
	In hospital 

	Ginsel, 2015
	Clopidogrel: 84.2 (NR), aspirin: 83.7 (NR), no AP 80 (NR)
	71
	NR
	In hospital 

	Yu, 2015
	Dual: 70*** (range 52-85), no AP: 69*** (range 51-83)
	35
	NR
	In hospital to 30 days

	Ito, 2016**
	Overall: 59*** (range 51-67)
	37
	Overall: 2*** (range 2-3)
	In hospital to 30 days

	Abstracts and Active Studies - Aspirin versus No AP
	 
	 
	 

	Vitello** - Active Study
	Ongoing Study
	Ongoing Study
	Ongoing Study
	NR

	Sihoe, 2012 - Abstract
	NR
	NR
	NR
	NR

	Ichikawa, 2013 - Abstract
	Aspirin: 69.8 (SD NR), no AP: NR
	NR
	NR
	NR


	Supplementary Table II: Study Details Continued
	

	Author, year
	Bleeding Outcomes Measured* 
	Risk of Bleeding for Antiplatelet Relative to Control*

	Randomized Controlled Trials:  Aspirin versus Placebo
	 

	Lindbald, 1993
	Reoperation, EBL 
	No difference

	PEP Group, 2000
	ICH, GIB, hematoma evac, transfusion
	Transfusion 2.9% vs. 2.4%, p=0.04

	Oscarsson, 2010
	Major bleeding rating,**** EBL, ICH, GIB, transfusion, reoperation
	No difference

	Mantz, 2011
	Delphi scored events
	No difference

	Devereaux, 2014
	Life-threatening bleeding,**** Major bleeding****
	Major bleeding RR 1.23 (1.01, 1.49), p=0.04

	Aspirin versus No AP
	 
	 

	Antlovic, 2012
	Transfusion, reoperation, GIB, ICH, spinal hematoma, EBL
	No difference

	Clopidogrel versus Placebo
	 
	 

	Ghorbani, 2009
	GIB, ICH, life threatening bleeding****
	No difference

	Clopidogrel versus No AP
	 
	 

	Chu, 2016
	Transfusion, bleeding readmission, reoperation, hematocrit change, EBL
	No difference

	Prospective Observational Studies: Aspirin versus No AP
	 

	Ferraris, 1983
	EBL, transfusion, postoperative drainage, postoperative complications,**** hemoglobin level
	No difference

	Anekstein, 2004
	Hemoglobin level, transfusion, hemorrhagic events,**** large hematoma
	Increased mean transfusion 0.5 units in aspirin group p=0.007

	Manning, 2004
	Hemoglobin and hematocrit levels, transfusion
	Transfusion 37.5% vs. 17.3%, p<0.05

	Ono, 2011
	EBL, transfusion, conversion to open, reoperation
	No difference

	
	EBL, transfusion, conversion to open, reoperation
	No difference

	Binhas, 2012
	Transfusion, conversion to open, EBL, abdominal wall hematoma, postoperative bleeding****
	No difference

	Cossetto, 2012
	Hemoglobin level, EBL, postoperative drainage
	No difference

	Schoenefeld, 2012
	Hematoma, reoperation, EBL
	No difference

	Mas-Atance, 2013
	Transfusion, reintervention, EBL
	No difference

	Dual AP versus Clopidogrel versus Aspirin versus No AP
	 

	Thaler, 2010
	Major bleeding,**** fatal bleeding,**** reoperation, transfusion >4 units
	No difference

	Chechik, 2011**
	Transfusion, EBL, GIB, wound bleeding****
	Inc. EBL in clopidogrel, p=0.005 and dual AP, p=0.0003

	Bücking, 2013
	Transfusion, hematoma evacuation
	No difference

	Widimský, 2014
	Perioperative bleeding****
	No difference

	Retrospective Observational Studies: Aspirin versus No AP
	 

	Kennedy, 2006
	Hemoglobin level, transfusion
	No difference

	Kragh, 2011
	EBL, hemoglobin level, transfusion
	Transfusion OR 1.8 (1.04, 3.3), p=0.04

	Castillo-Monsegur, 2012
	Transfusion, surgical bleeding,**** reoperation
	No difference

	Parikh, 2012
	EBL, transfusion, reoperation
	No difference

	
	EBL, transfusion, reoperation
	No difference

	Bogani, 2013
	EBL, hemoglobin levels, conversion to open, transfusion, hemorrhagic complications****
	Transfusion 5% vs. 1%, p=0.09

	Mortezavi, 2013
	EBL, transfusion, conversion to open, reoperation
	No difference

	Kanzaki, 2014
	Transfusion, reoperation 
	No difference

	Leyh-Bannurah, 2014
	EBL, transfusion
	No difference

	
	EBL, transfusion
	Transfusion 21% vs. 8%, p<0.001, Inc. EBL, p=0.04

	Wolf, 2014
	EBL, transfusion
	No difference

	Joseph, 2015
	EBL, hemoglobin change, conversion to open, transfusion
	No difference

	Kara, 2016
	EBL, transfusion, adverse hemorrhagic events****
	Transfusion 18.8% vs. 6.4%, p=0.04

	Leavitt, 2016
	EBL, hematocrit, transfusion, conversion to open, reintervention, bleeding complications****
	No difference

	Ong, 2016
	Bruising, hematoma, hematoma evacuation, transfusion
	No difference

	
	Bruising, hematoma, hematoma evacuation, transfusion
	No difference

	Packiam, 2016
	EBL, transfusion, angiographic embolization, hemoglobin change
	IR embolization 3% vs 1.2%, p=0.07

	Dual AP versus Clopidogrel versus Aspirin versus No AP
	 

	Chechik, 2011
	Transfusion, hemoglobin level, GIB
	No difference

	Stone, 2011
	EBL, reoperation, transfusion
	No difference

	
	EBL, reoperation, transfusion
	No difference

	
	EBL, reoperation, transfusion
	No difference

	
	EBL, reoperation, transfusion
	No difference

	Collinge, 2012
	Hematoma evacuation, transfusion, EBL, hematocrit level
	No difference

	Hale, 2013
	Bleeding,**** large hematoma, reoperation, transfusion
	Bleeding**** OR 5.1 (1.8, 14.2), p<0.002 for dual AP

	Noda, 2014
	EBL, transfusion, conversion to open, bleeding complications****
	No difference

	Weinrich, 2014
	Reoperation
	Reoperation OR 6.51 (CI NR), p=0.014 for dual AP

	Ginsel, 2015
	Reoperation
	No difference

	Yu, 2015
	EBL, transfusion, reoperation, conversion to open, hemoglobin level
	Increased transfusion, p=0.003; bleeding,**** p=0.005 for dual AP

	Ito, 2016**
	EBL, transfusion, readmission, angiographic embolization
	Inc. EBL, p=0.001; transfusion (rate NR) for clopidogrel/dual AP

	Abstracts and Active Studies - Aspirin versus No AP
	 

	Vitello** - Active Study
	EBL, reoperation, hematoma, bruising
	No difference (interim analysis)

	Sihoe, 2012 - Abstract
	EBL, chest drainage, conversion to thoracotomy
	Conversion to thoracotomy 33% vs. 7% for aspirin, p=0.03

	Ichikawa, 2013 - Abstract
	EBL, time to drain removal, transfusion, postoperative complications****
	No difference


	Supplementary Table II: Study Details Continued

	Author, year
	Thrombotic Outcomes Measured 
	Risk of Thrombotic Outcomes for Antiplatelet Relative to Control*
	Risk of Death*

	Randomized Controlled Trials:  Aspirin versus Placebo

	Lindbald, 1993
	Stroke, TIA or amaurosis, all neurologic events****
	Increased stroke without recovery in control p=0.003
	No difference

	PEP Group, 2000
	DVT, PE, VTE, MI, Stroke
	Increased DVT: 1.5% vs. 1.0%, p=0.03; PE: 1.2% vs. 0.7%, p=0.002; VTE 2.5% vs. 1.6%, p=0.0003 in placebo.
	No difference

	Oscarsson, 2010
	MI, TIA/Stroke, MACE,**** Cardio-cerebrovascular event****
	Increased MACE and CCVE in control 8.2% vs. 1.1%, p=0.02 and 9% vs. 2.7%, p=0.049
No calculation for MI or TIA/Stroke
	No difference

	Mantz, 2011
	Stroke, ACS, thrombotic events,**** DVT, peripheral ischemia, mesenteric ischemia
	No difference
	No difference

	Devereaux, 2014
	MI, cardiac revascularization, PE, DVT, peripheral artery thrombosis, amputation, stroke
	No difference
	No difference

	Aspirin versus No AP

	Antlovic, 2012
	MI, PE, TIA, stroke
	No difference
	No difference

	Clopidogrel versus Placebo

	Ghorbani, 2009
	AVF failure
	Increased AVF failure in control p=0.03
	No difference

	Clopidogrel versus No AP

	Chu, 2016
	MI, Stroke
	No difference
	No difference

	Prospective Observational Studies: Aspirin versus No AP

	Ferraris, 1983
	NR
	NR
	NR

	Anekstein, 2004
	NR
	NR
	NR

	Manning, 2004
	NR
	NR
	NR

	Ono, 2011
	NR
	NR
	No difference

	
	NR
	NR
	No difference

	Binhas, 2012
	Cardiovascular events****
	No difference
	NR

	Cossetto, 2012
	DVT, PE
	No difference
	NR

	Schoenefeld, 2012
	MI, stroke
	Increased MI and stroke in control OR 6.1 (1.4-27.5), p=0.012 and OR 4.5 (1.3-11.7), p=0.036
	NR

	Mas-Atance, 2013
	NR
	NR
	No difference

	Dual AP versus Clopidogrel versus Aspirin versus No AP

	Thaler, 2010
	NR
	NR
	No difference

	Chechik, 2011**
	CVA, ACS
	Increased CVA and ACS risk in clopidogrel and dual (no statistics performed)
	No difference

	Bücking, 2013
	Stroke, MI, PE
	No difference
	No difference

	Widimský, 2014
	Cardiovascular complications****
	NR
	NR

	Retrospective Observational Studies: Aspirin verus No AP

	Kennedy, 2006
	NR
	NR
	NR

	Kragh, 2011
	Cardiovascular, cerebrovascular, thromboembolic
	Increased thromboembolic in aspirin group 0.7% vs. 5.1%, p=0.03
	Increased mortality in ASA 2.2% vs. 11.9%

	Castillo-Monsegur, 2012
	Stroke, MI
	One stroke and one MI in aspirin cessation group
	No difference

	Parikh, 2012
	PE, DVT
	NR
	NR

	
	MI, stroke, PE
	NR
	NR

	Bogani, 2013
	Cardiovascular thrombotic events****
	No difference
	NR

	Mortezavi, 2013
	DVT
	No difference
	No difference

	Kanzaki, 2014
	MI, TIA
	No difference
	No difference

	Leyh-Bannurah, 2014
	NR
	NR
	NR

	
	NR
	NR
	NR

	Wolf, 2014
	MI, DVT, PE, peripheral emboli, Stroke
	Increased MI in ASA 0.4% vs. 1.7%, p=0.032
	No difference

	Joseph, 2015
	NR
	NR
	No difference

	Kara, 2016
	VTE
	No difference
	NR

	Leavitt, 2016
	Thromboembolic****
	No difference
	No difference

	Ong, 2016
	MI
	No difference
	No difference

	
	MI
	No difference
	No difference

	Packiam, 2016
	MI
	No difference
	No difference

	Dual AP versus Clopidogrel versus Aspirin versus No AP

	Chechik, 2011
	NR
	NR
	NR

	Stone, 2011
	NR
	NR
	NR

	
	NR
	NR
	NR

	
	NR
	NR
	NR

	
	NR
	NR
	NR

	Collinge, 2012
	DVT, PE
	No difference
	No difference

	Hale, 2013
	Stroke, TIA, MI
	No difference
	No difference

	Noda, 2014
	NR
	NR
	No difference

	Weinrich, 2014
	NR
	NR
	NR

	Ginsel, 2015
	DVT, PE
	No difference
	No difference

	Yu, 2015
	Stroke, cardiac/thrombotic****
	NR
	NR

	Ito, 2016**
	NR
	NR
	NR

	Abstracts and Active Studies - Aspirin versus No AP

	Vitello** - Active Study
	NR
	NR
	NR

	Sihoe, 2012 - Abstract
	NR
	NR
	No difference

	Ichikawa, 2013 - Abstract
	NR
	NR
	NR

	Legend: ACS, acute coronary syndrome; AP, antiplatelet; AVF, arteriovenous fistula; CEA, carotid endarterectomy; CCVE, cardio-cerebrovascular event; CVA, cerebrovascular accident; Dual, combined aspirin and clopidogrel therapy; EBL, estimated blood loss; EC, endometrial cancer; EVAR, endovascular aneurysm repair; GIB, gastrointestinal bleeding; ICH, intracranial hemorrhage; IQR, interquartile range; IR, interventional radiology; Lap, laparoscopic; LEB, lower extremity bypass; NR, not reported; Inc., increased; MACE, major adverse cardiovascular event; MI, myocardial infarction; NR, not reported; oAAA, open abdominal aortic aneurysm repair; OR, odds ratio; PE, pulmonary embolism; preop, preoperatively; revasc, revascularization; RR, relative risk; SD, standard deviation; THA, total hip arthroplasty; TIA, transient ischemic attack; TKA, total knee arthroplasty; UK, United Kingdom; USA, United States of America; VATS, video assisted thoracoscopic surgery; VTE, venous thromboembolism;  

* As reported by the authors, reported with 95% confidence intervals (CI) in parentheses were available

** Contains unpublished data

*** Reported as median

**** Denotes a study specific endpoint


 Supplementary Table II: Table demonstrating the exhaustive study details of all included studies as reported by the authors. 

Supplementary Figure I: Funnel Plot of Studies Estimating the Risk of Transfusion for Aspirin versus Control
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Supplementary Figure II:  Funnel Plot demonstrating the distribution of relative risks of studies (n=28) reporting the risk of blood transfusion for aspirin versus control.  The dashed line represents the summary estimate.  Note: Circles represent the author reported strata of individual surgical procedures when reported; studies reporting 0 events in either study arm are not represented on the funnel plot.

Supplementary Figure II: Funnel Plot of Studies Estimating the Risk of Reintervention for Aspirin versus Control
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Supplementary Figure III: Funnel Plot demonstrating the distribution of relative risks of studies (n=27) reporting the risk of reintervention for aspirin versus control.  The dashed line represents the summary estimate.  Note: Circles represent the author reported strata of individual surgical procedures when reported; studies reporting 0 events in either study arm are not represented on the funnel plot.

Supplmentary Figure III: PRISMA Checklist

	Section/topic 
	#
	Checklist item 
	Reported on page # 

	TITLE 
	

	Title 
	1
	Identify the report as a systematic review, meta-analysis, or both. 
	1

	ABSTRACT 
	

	Structured summary 
	2
	Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and implications of key findings; systematic review registration number. 
	2

	INTRODUCTION 
	

	Rationale 
	3
	Describe the rationale for the review in the context of what is already known. 
	3-4

	Objectives 
	4
	Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, outcomes, and study design (PICOS). 
	4

	METHODS 
	

	Protocol and registration 
	5
	Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide registration information including registration number. 
	4

	Eligibility criteria 
	6
	Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, language, publication status) used as criteria for eligibility, giving rationale. 
	4-5

	Information sources 
	7
	Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify additional studies) in the search and date last searched. 
	6

	Search 
	8
	Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated. 
	6

	Study selection 
	9
	State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, included in the meta-analysis). 
	6

	Data collection process 
	10
	Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes for obtaining and confirming data from investigators. 
	7

	Data items 
	11
	List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and simplifications made. 
	7

	Risk of bias in individual studies 
	12
	Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at the study or outcome level), and how this information is to be used in any data synthesis. 
	7

	Summary measures 
	13
	State the principal summary measures (e.g., risk ratio, difference in means). 
	7

	Synthesis of results 
	14
	Describe the methods of handling data and combining results of studies, if done, including measures of consistency (e.g., I2) for each meta-analysis. 
	7-8


Supplementary Figure III Continued

	Section/topic 
	#
	Checklist item 
	Reported on page # 

	Risk of bias across studies 
	15
	Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, selective reporting within studies). 
	8

	Additional analyses 
	16
	Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating which were pre-specified. 
	8

	RESULTS 
	

	Study selection 
	17
	Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, ideally with a flow diagram. 
	8-9

	Study characteristics 
	18
	For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and provide the citations. 
	8-9

	Risk of bias within studies 
	19
	Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12). 
	9-11

	Results of individual studies 
	20
	For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each intervention group (b) effect estimates and confidence intervals, ideally with a forest plot. 
	9-11

	Synthesis of results 
	21
	Present results of each meta-analysis done, including confidence intervals and measures of consistency. 
	9-11

	Risk of bias across studies 
	22
	Present results of any assessment of risk of bias across studies (see Item 15). 
	9-11

	Additional analysis 
	23
	Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]). 
	10-11

	DISCUSSION 
	

	Summary of evidence 
	24
	Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to key groups (e.g., healthcare providers, users, and policy makers). 
	11-12

	Limitations 
	25
	Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of identified research, reporting bias). 
	12-13

	Conclusions 
	26
	Provide a general interpretation of the results in the context of other evidence, and implications for future research. 
	13-14

	FUNDING 
	

	Funding 
	27
	Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the systematic review. 
	14


Supplementary Figure V: Figure demonstrating the location of the recommended PRISMA domains covered in the meta-analysis.

Supplementary Figure IV: MOOSE Checklist

	Item No
	Recommendation
	Reported on Page No

	Reporting of background should include

	1
	Problem definition
	3-4

	2
	Hypothesis statement
	4

	3
	Description of study outcome(s)
	4

	4
	Type of exposure or intervention used
	4

	5
	Type of study designs used
	4

	6
	Study population
	4-5

	Reporting of search strategy should include

	7
	Qualifications of searchers (eg, librarians and investigators)
	6

	8
	Search strategy, including time period included in the synthesis and key words
	6

	9
	Effort to include all available studies, including contact with authors
	6-7

	10
	Databases and registries searched
	6

	11
	Search software used, name and version, including special features used (eg, explosion)
	6

	12
	Use of hand searching (eg, reference lists of obtained articles)
	6

	13
	List of citations located and those excluded, including justification
	8-9

	14
	Method of addressing articles published in languages other than English
	6

	15
	Method of handling abstracts and unpublished studies
	6-7

	16
	Description of any contact with authors
	7, 14

	Reporting of methods should include

	17
	Description of relevance or appropriateness of studies assembled for assessing the hypothesis to be tested
	6

	18
	Rationale for the selection and coding of data (eg, sound clinical principles or convenience)
	6-7

	19
	Documentation of how data were classified and coded (eg, multiple raters, blinding and interrater reliability)
	6-7

	20
	Assessment of confounding (eg, comparability of cases and controls in studies where appropriate)
	8

	21
	Assessment of study quality, including blinding of quality assessors, stratification or regression on possible predictors of study results
	7

	22
	Assessment of heterogeneity
	8

	23
	Description of statistical methods (eg, complete description of fixed or random effects models, justification of whether the chosen models account for predictors of study results, dose-response models, or cumulative meta-analysis) in sufficient detail to be replicated
	7-8

	24
	Provision of appropriate tables and graphics
	X

	Reporting of results should include

	25
	Graphic summarizing individual study estimates and overall estimate
	X

	26
	Table giving descriptive information for each study included
	X

	27
	Results of sensitivity testing (eg, subgroup analysis)
	9-11

	28
	Indication of statistical uncertainty of findings
	9-11


Supplementary Figure IV Continued:

	Item No
	Recommendation
	Reported on Page No

	Reporting of discussion should include

	29
	Quantitative assessment of bias (eg, publication bias)
	X

	30
	Justification for exclusion (eg, exclusion of non-English language citations)
	9

	31
	Assessment of quality of included studies
	X

	Reporting of conclusions should include

	32
	Consideration of alternative explanations for observed results
	12-13

	33
	Generalization of the conclusions (ie, appropriate for the data presented and within the domain of the literature review)
	11-13

	34
	Guidelines for future research
	13

	35
	Disclosure of funding source
	14


Supplementary Figure V: Figure demonstrating the location of the recommended MOOSE domains covered in the meta-analysis. “X” denotes completion of the recommendation but reporting in the attached tables and figures or supplementary appendix rather than the main manuscript file. 
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