V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Hayden, Christopher

DATE:

November 3, 2025

DATE OF BIRTH:
03/27/1972

CHIEF COMPLAINT: Persistent cough and chronic bronchitis.

HISTORY OF PRESENT ILLNESS: This is a 53-year-old male with a past history of chronic kidney disease stage IV status post renal two transplants, history of hypertension, gout, and prior history of pneumonia. He was treated for persistent cough since this past September. The patient also was sent for a chest CT done on 04/19/2025 and it showed patchy tree in bud ground glass infiltrates bilaterally greater on the left side and tiny left pleural effusion. He also had bronchial wall thickening in the lower lobes and lingula with multifocal mucus plugging on the left. The patient has been treated with antibiotic therapy for bronchiectasis and mucus plugging. He had a followup chest x-ray on 09/26/25, which showed basilar increase pulmonary markings and atelectatic changes suggestive of inflammation. He has not on any home oxygen. He did have a pulmonary function study in November 2024, which showed mild obstructive disease and no significant response to bronchodilator use. Presently, he is coughing up clear mucus. He has no chest pains, hemoptysis, fevers, or chills.

PAST MEDICAL HISTORY: The patient’s past history includes history of kidney transplants x2. He has had knee surgery and ear surgery. He also had AV fistula 96 and was treated for influenza A February 2025 and exacerbation of bronchitis in April 2025.

ALLERGIES: None listed.

HABITS: The patient denies smoking. No significant alcohol use.

FAMILY HISTORY: Father died of heart disease. Mother is in good health.

MEDICATIONS: Included mycophenolate 500 mg b.i.d., tacrolimus 30 mg b.i.d., metoprolol 50 mg b.i.d., prednisone 5 mg a day, Lasix 40 mg daily, Glyxambi 30 mg daily, Lasix 40 mg a day, Aldactone 25 mg daily, and sodium bicarbonate one t.i.d.
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SYSTEM REVIEW: The patient has fatigue and weight loss. No cataracts or glaucoma. No vertigo or hoarseness. No urinary frequency or burning. He does have shortness of breath, wheezing, and cough. No nausea, vomiting, abdominal pains, or diarrhea. No anxiety or depression. He has easy bruising. Denies joint pains or muscle aches. No seizures or headaches. No memory loss or skin rash.

PHYSICAL EXAMINATION: General: This is an averagely built elderly white male who is alert in no acute distress. There is no pallor, cyanosis, icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 132/70. Pulse 82. Respiration 18. Temperature 97.6. Weight 219 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decrease excursions and crackles at the lung bases. Diffuse wheeze bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or mild varicosities. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic bronchitis with bronchiectasis.

2. Multiple lung nodules etiology undetermined.

3. History of chronic kidney disease with acute renal failure.

PLAN: The patient has been advised to lose weight. Advised to get a Ventolin HFA inhaler two puffs q.i.d. p.r.n. Advised to come back for a followup here in approximately two months or earlier if necessary.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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