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Easton Skilled Nursing and Rehabilitation Center 2600 Northampton Street
Easton, PA 18045

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Based on clinical record review and staff interview, it was determined that the facility failed to implement 
physician's orders for two of eight sampled residents. (Residents 1 and 2)

Findings include:

Clinical record review revealed that Resident 1 had diagnoses that included diabetes mellitus and congestive 
heart failure. A physician's ordered dated May 6, 2025, directed staff to inject 24 units of insulin (Lispro) 
subcutaneously (insert a needle under the skin) three times a day for diabetes mellitus and hold if blood 
glucose was less than 150 milligrams per deciliter (mg/dl) or if the resident had not eaten a meal. A review of 
the Medication Administration Record for May 2025, revealed that staff administered the medication on May 
10, 11, 12, 13, 15, and 20, 2025, when the resident's glucose was under 150 mg/dl. 

Clinical record review revealed that Resident 2 had diagnoses that included diabetes mellitus, congestive 
heart failure, and chronic kidney disease. A physician's order dated August 21, 2024, directed staff to 
administer insulin (Lispro) based on a sliding scale (a method of managing diabetes by adjusting insulin 
doses in response to the individual's current blood glucose levels) subcutaneously with meals three times a 
day. Staff were to administer five units of insulin and notify the physician if the blood glucose was between 
351 - 400 mg/dl. A review of the Medication Administration Record for May 2025, revealed that staff 
administered the medication on May 10 and May 12, 2025, when the resident's blood sugar was above 351 
mg/dl. There was no documented evidence that the physician was notified. 

In an interview on May 24, 2025, at 2:10 p.m., the Nurse Manager confirmed that the physician's orders for 
Residents 1 and 2 were not followed. 
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