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(Table 1). This association remained significant after con-
trolling for the difference between groups in percentage
living alone, which could influence quality of communica-
tion if the participant’s caregiver was involved in transi-
tional care coordination. Veterans with a stronger Spanish
language preference were likely to have lower CTM scores
(1 interview item, average CTM score 69.4; 2 items, aver-
age CTM score 66.7; 3 or 4 items, average CTM score
57.1). There was no difference in postdischarge
medication-related symptoms (15.4% vs 14.3%; P = .92)
or 30-day hospital readmission (13.6% vs 19.0%; P = .56)
between bilingual and English speakers.

DISCUSSION

Older Spanish—English bilingual veterans reported poorer
communication quality related to care transitions than
English-speaking veterans, as indicated by lower CTM
scores, even though medication problems and hospital
readmission were no different. These findings underscore
the importance of ascertaining language preference even in
individuals with some English proficiency, because the
communication barrier may not be as evident to providers
coordinating posthospital care. These findings indicate that
components of transitional care may need to be customized
for older adults whose preferred language is Spanish, even
if they can communicate in English. It may also be neces-
sary to involve professional language translators or care-
givers fluent in English to close a communication gap.

Limitations include the sampling of Spanish-speaking
veterans at a single tertiary care center, which may limit
generalizability. In addition, there may be residual con-
founding because the sample size precludes multivariable
adjustment. Spanish- and English-language proficiency was
not directly assessed in study participants who indicated a
Spanish-language preference. Although the U.S. military
has used language tests in all service branches to ensure that
all applicants can follow English commands,® the standards
of English proficiency to follow commands may be substan-
tially different from those needed for adequate understand-
ing of managing one’s health during care transitions.

CONCLUSION

Quality of care transitions communication was lower for
bilingual than for English-speaking older adults. Bilingual
individuals without help at home may be at particular risk
and should be targeted for enhanced language-sensitive
transitional care.
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ADHERENCE TO MULTIPLE MEDICATIONS IN
OLDER ADULTS WITH ASTHMA

To the Editor: Asthma is a common illness in older adults
and contributes to more hospital admissions and deaths than
in younger adults and children." Low medication adherence
to asthma-control medications such as inhaled corticos-
teroids may be an important contributor to high levels of
asthma morbidity, because up to half of older adults with
asthma fail to take them regularly.” Although various
socioeconomic factors contribute to adherence practices in
individuals of all ages, older adults are more likely to have
multiple comorbidities and attendant polypharmacy.
Competing priorities for care and complicated medication
regimens in individuals with multimorbidity complicates
self-management and may contribute to low adherence.
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Table 1. Adherence to Medications for Asthma and Comorbidities in Older Adults with Asthma
Good Medication Adherence, n (%)
Both First Second Correlation

Condition Pairs n Conditions Condition Only Condition Only None Kappa Coefficient P-Value
Asthma-hypertension 227 60 (26) 20 (9 86 (38) 61 (27) 014 0.16 .01
Asthma-hypercholesterolemia 147 51 (39) 12 (8 48 (33) 36 (25) 0.22 0.25 .02
Asthma-diabetes mellitus 90 18 (20) 6 (7 39 (43) 27 (30) 0.11 0.15 2
Hypertension—diabetes mellitus 85 45 (53) 20 (2 10 (12) 10 (12) 0.16 0.27 .002
Hypertension-hypercholesterolemia 121 71 (59) 11 (9 12 (10) 27 (22) 0.56 0.46 <.001
Hypercholesterolemia—diabetes mellitus 64 39 (61) 171 4 (6) 10 (16) 0.42 0.40 <.001

There is little research on patterns of adherence to
inhaled corticosteroids and other medications in older
adults with asthma with multimorbidity, a serious limita-
tion for developing comprehensive self-management inter-
ventions for this population. Therefore, adherence
behaviors to medications for asthma and comorbidities
were evaluated in a cohort of older asthmatics.

METHODS

Data from an observational study of 452 English- and
Spanish-speaking adults aged 60 and older with a physician
diagnosis of asthma of moderate or greater severity were
analyzed. Individuals with other chronic respiratory dis-
eases, a smoking history of more than 10 pack-years, and
severe cognitive impairment were excluded. Of those
included, 356 were prescribed asthma-control medications
and included in the analyses. Three comorbid conditions
(hypertension, hypercholesterolemia, diabetes mellitus) and
the medications specifically used to treat them were focused
on. Conditions and medications were identified according
to self-report and confirmed using medical record review.

Adherence to asthma-control medications was assessed
using the Medication Adherence Rating Scale. Good
adherence was defined as a score of 4.5 or greater.>*
Adherence to hypertension, hypercholesterolemia, and dia-
betes mellitus medications was measured using the Mor-
isky Medication Adherence Scale (good adherence, score
>4).> Adherence scores for individuals taking multiple
medications for the same condition were averaged.

The kappa statistic was used to assess the extent of
within-participant agreement in their reports of adherence
to medications for asthma and comorbidities and for their
medications for different comorbidities (<0.2 poor, 0.21—
0.4 fair, 0.41-0.6 moderate, >0.6 substantial agreement).
Spearman correlation coefficients (r) were also calculated
to compare medication adherence of different conditions.

RESULTS

Of 356 participants, 64% had hypertension, 41% hyper-
cholesterolemia, and 25% diabetes mellitus. Adherence to
medications was 39% for asthma, 61% for hypertension,
70% for hypercholesterolemia, and 66% for diabetes mel-
litus. Similar low adherence patterns were observed in sub-
jects with asthma and all three comorbidities, and overall
adherence to medications for asthma and comorbidities
was lower than adherence to medications for combinations
of comorbidities (Table 1).

Adherence to hypertension and hypercholesterolemia
medications (kappa = 0.56, r=0.46, P <.001) and to
hypertension and diabetes mellitus medications (kappa =
0.42, r = 0.40, P < .001) had the strongest agreement and
correlation, whereas adherence to medications for asthma
and comorbidities had considerably lower agreement and
correlation (Table 1).

DISCUSSION

Adherence to asthma medications weakly predicts adher-
ence to medications for hypertension, hyperlipidemia, and
diabetes mellitus, whereas adherence to medications for
one of these comorbidities is a stronger predictor of adher-
ence to another. The use of self-report limits these findings,
but they are nonetheless important for clinical care because
they demonstrate that within-individual adherence is incon-
sistent for asthma and comorbidities. Self-management sup-
port programs for individuals with asthma or other chronic
diseases typically focus on individual conditions rather than
considering the complexities of multiple comorbidities.®
The current results highlight the importance of addressing
adherence with individuals for all of their chronic illnesses
and working with them to develop and implement strate-
gies to self-manage their multiple medications effectively.
Still, more research is needed to determine how people pri-
oritize medication adherence for coexisting illnesses. Such
work may contribute to improvements in education and
self-management support for older adults with asthma with
multimorbidity, and perhaps other chronic illness constella-
tions, and better outcomes.
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CASE REPORTS

THERAPY-RELATED SPONTANEOUS PECTORAL
MUSCLE HEMATOMA: A CASE REPORT AND
REVIEW OF THE LITERATURE

To the Editor: Trauma to the chest wall or invasive medi-
cal procedures of the thorax are generally the cause pec-
toral muscle hematomas (PMHs), which is a rare
condition."” Occasionally, there may be no history of
trauma or invasive medical procedure, with hematoma
occurring spontaneously. Blood thinners can be the under-
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lying etiological agent.”® This letter presents an unusual
case characterized by spontaneous pectoral muscle bleed-
ing in a woman undergoing warfarin therapy and reviews
other spontaneous (nontraumatic) cases of PMH related to
blood thinner medication.

A 79-year-old woman was hospitalized with the diag-
nosis of pneumonia and acute kidney failure. Piperacillin
with tazobactam and furosemide infusion was initiated.
Her medical history included Parkinson’s disease, Alzhei-
mer’s disease, heart failure, and mitral valve replacement.
She was taking memantine, warfarin, furosemide, lanso-
prazole, and a combination of levodopa, carbidopa, and
entacapone. The day after she was hospitalized, a swelling
approximately 5 cm in diameter developed in her right
breast. Laboratory results were hemoglobin 8.6 g/dL (nor-
mal 12-16 g/dL), white blood cell count 9,510/uL (normal
3,500-10,500/uL), platelets 198,000/uL. (normal 130,000—
400,000/uL), international normalized ratio (INR) 7.74
(normal 0.8-1.2), alanine transaminase 28 U/L (normal
0-55 U/L), aspartate transaminase 51 U/L  (normal
5-34 U/L), creatinine 1.67 mg/dL (normal 0.57-1.11
mg/dL). Ultrasonographic evaluation of the chest wall was
consistent with PMH. She had no history of fall or
trauma. The swelling grew over the subsequent few hours
(Figure 1A). Computed tomography (CT) of the thorax
showed a 14.7- by 14.2- by 8.6-cm PMH that was not in
contact with the mediastinum or lung parenchyma (Fig-
ure 1B). The hematoma increased in diameter during fol-
low-up. Tachycardia and hypotension developed consistent
with the hemorrhagic shock. Four units of red blood cell
suspension and three units of fresh frozen plasma were
administered, leading to a decrease in INR to 1.3. Her
hemodynamic condition improved, and there was no sig-
nificant decline in repeated hemoglobin measurements.
Right pectoral region pain was the only symptom. No
symptoms or signs of new bleeding were detected during
the rest of her hospitalization. Enoxaparin was recom-
mended instead of warfarin for maintenance treatment.

Spontaneous PMH due to blood thinners is rare; four
cases have been documented in the English-language litera-
ture,” > although more cases have been reported in other
languages. Clinically insignificant bleeding may not have
been presented as case reports,® so the actual incidence
may be higher. Table 1 presents a summary of the features
of therapy-related spontaneous PMH cases. Various blood
thinner medications may be the reason. The current case is

Figure 1. (A) Image of swelling of right anterior chest region caused by the pectoral hematoma. (B) Thoracic tomography image

consistent with pectoral hematoma.



