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Provide and implement an infection prevention and control program.

 Based on observation, staff interview, and the facility's policy entitled, Policy & Procedure for Masks, one (1) of one (1) laundry staff
failed to ensure that her mouth and nose were covered by a mask, when in the presence of others, and while
 handling facility linens. The failure occurred during a COVID-19 pandemic. The findings include: During a concurrent
 observation and interview on 7/22/2020 at 6:41 p.m., accompanied by the Director of Nursing (DON), and the Infection
 Control Nurse (ICN), Laundry Tech (LT) #1 was observed folding linens. LT #1's facial mask was positioned underneath her
 chin, with her nose and mouth uncovered. LT #1 made conversation, and continued to fold linen, without her face or mouth
 covered. LT #1 acknowledged, that she was aware of the COVID-19 pandemic. Both the DON and ICN stated they expected laundry
staff to wear their facial mask, when in the presence of others, and when handling facility linens, or resident clothing.
 Review of the facility's policy, undated, revealed, .1. Effective 3/13/2020, all employees, vendors, as well as anyone
 entering the facility are required to wear face masks related to the COVID-19 pandemic at all times .
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