Contra Costa Health Services Department position statement on thermometer temperature
screening as an infection control measure for COVID-19

The medical literature contains very little data regarding whether thermometer temperature screening
[“temperature screening”] of asymptomatic persons can reduce the risk for spread of COVID-19. Airport screening
procedures during prior epidemics involving millions of screened persons including the SARS 2003, H1N1 2009, and
Ebola epidemics have found no evidence that temperature screening reduced the risk of spread of infectious
disease. For example, despite mass airport screening protocols, no cases of Ebola were found and 4 cases were
missed and entered into the US. There are no studies that address temperature screening for entry into facilities,
but it is reasonable to expect similar experiences. The World Health Organization (WHO) has noted that
temperature screening alone, at exit or entry, is not an effective way to stop international spread. The medical
literature on this topic is rapidly expanding and the prevalence of disease is fluctuating, so the discussion below
may be subject to change if conditions change.
Despite the lack of known efficacy, temperature screening has become commonplace in the community as a
surrogate test for infection with COVID-19. Some employees are being asked to check and record their own
temperatures, and some are tested by the employer with devices such as temporal artery thermometers.
Employers running such screening programs need to know their drawbacks. One such drawback includes the
reality that a substantial percentage of COVID-19 infected [and infectious] persons do not have a fever and febrile
persons can mask their fever with antipyretics. A screened afebrile person may therefore give others a false sense
of security. Another weakness is the often poor correlation between a screened person’s skin temperature and
core temperature, which can be problematic for employers. For example, hot or cold weather can cause marked
variation in the skin temperature but not the core temperature. Also problematic is the lack of sensitivity of
currently available screening thermometers to detect core temperature elevation, which has led medical
authorities to question their efficacy. Another issue is that characteristic facial flushing and elevated skin
temperatures are often not found in the early phases of other known viral infections, which may reduce the ability
to detect early viral infection by skin thermometer reading. In addition, the act of screening persons may increase
the infection risk of the screener. The screener may have to reduce recommended physical distancing protocols to
get close enough to measure the screened person’s temperature. Some thermal camera systems have been
developed which may avoid this last concern but these may not be practical or validated for facility use.
Employers should note that the Center for Disease Control [CDC] has published explicit guidelines for temperature
screening for many workplaces. Some workplaces may also have specific society recommendations for
temperature screening (i.e. skilled nursing facilities). If performed, temperature screening should be part of a
larger education and pre-work screening effort which should include screening for common symptoms of COVID19 and reminders of the importance of physical distancing, proper hand hygiene, and face coverings. Those who
are directed to stay away from work should have explicit instructions, and employee information needs to be
recorded and kept confidential. Procedures for dealing with screened persons who refuse to have their

temperature taken should be detailed. Facilities that have existing temperature screening programs in settings that
the CDC has classified as ”optional” may consider discontinuing temperature screening and replacement with
symptom screening. Some employers may want to continue to perform temperature screening in these settings
due to local health concerns. Paid sick leave may reduce the chances that a worker will attempt to come to work
with COVID-19 infection.
In summary, temperature screening as a means of COVID-19 detection is very common in the community but there
has been scant evidence in the medical literature of its efficacy. This situation is highly fluid, so employers are
encouraged to first seek the most recent CDC guidance or specific society guidance on starting and running such
programs. If the CDC has determined that temperature screening should be optional, Contra Costa Health Services
generally does not recommend temperature screening. However, some facilities may wish to perform
temperature screenings due to overriding local health concerns.
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