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Purpose: We evaluated the differences between patients with SARS-CoV-2 Omicron variant infections and Fever outpatients, so that 
prevention and control measures can be taken in time.
Patients and Methods: This study retrospectively analyzed 65 patients with SARS-CoV-2 Omicron variant. Sixty-nine age- and 
sex-matched Fever outpatients were enrolled during the same period of time. We also reanalyzed data from 81 SARS-CoV-2 Wild- 
Type-infected patients. We compared the clinical characteristics and initial indexes of routine tests among the 3 groups.
Results: A total of 93.8% of the patients with Omicron infections had clinical symptoms, and the major symptoms were cough, fever 
and pharyngalgia. Pharyngalgia was a specific manifestation in Omicron group compared to Wild-Type group. The white blood cell of 
the Omicron group was lower than that of the Fever group [5.0 (3.6–6.1) vs 10.1 (7.6–12.9) ×109/L, P < 0.001]. The neutrophil count 
in Omicron group was lower than that in Fever and Wild-Type group [2.6 (1.8–3.9) vs 8.1 (5.9–10.9), P < 0.001; 2.6 (1.8–3.9) vs 3.4 
(2.5–4.7) ×109/L, P < 0.001]. The white blood cell and neutrophil counts were lower in Omicron group than in the Fever group. The 
top 5 major symptoms were fever, cough, pharyngalgia, headache and expectoration.
Conclusion: There are differences between the patients with Omicron infections and Fever outpatients, both in clinical manifestations 
and initial routine hematology indicators. We hope to provide some clues for early identification combined with a history of living in 
the epidemic area.
Keywords: SARS-CoV-2 Omicron variant, fever outpatient, clinical manifestations, routine hematology indicators

Introduction
As of 24th July 2022, SARS-CoV-2 had infected over 570 million people, with more than 6.3 million deaths. SARS- 
CoV-2 continues to evolve by acquiring mutations as it continues to spread among humans. The number of infections 
caused SARS-CoV-2 B.1.1.529 Variant named Omicron is growing rapidly.1 Omicron now accounted for 52.3% of the 
newly confirmed SARS-CoV-2 infections.2 The Omicron variant seriously affects vaccine-induced immunity from serum 
neutralization.3 It represents a serious threat to the control of the pandemic and treatment of the COVID-19 disease.4

In European countries, researchers consider Omicron infections to be associated with significantly milder disease in 
the early phase compared to the Delta variant infections. Recent reports have revealed that Omicron exhibits a longer 
cycle of viral shedding and a decreased replication capacity, resulting in substantially attenuated lung pathology.5,6 

Individuals infected with Omicron are asymptomatic or show mild symptoms, such as acute odynophagia, severe 
pharyngalgia and fever, similar to acute upper respiratory tract infections (URTIs), but few have radiographic changes 
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in the lungs.7,8 URTIs usually associated with Influenza-like Illness (ILI), are defined as “Fever” (temperature of 37.8 °C 
or greater) and a cough and/or a sore throat without a known cause other than influenza.9

As mainland China has a large population base and the proportion of elderly individuals (≥60 years), a large amount 
of resources have been invested to respond to Omicron.10 Due to the hidden symptoms similar to those of URTIs, which 
mainly presents as fever, the strong spread of Omicron imposes new challenges to disease control.11,12 It is pressing to 
make a preliminary judgment on these two diseases through a fast method.

Numerous studies have shown that clinical symptoms and routine blood parameters can be used as potential biomarkers 
for predicting disease progression in patients with SARS-CoV-2 Wild-Type infections.13,14 Specific clinical manifestations 
and laboratory parameters may contribute to early risk stratification and prognosis in COVID-19 patients. But, the analysis 
of clinical symptoms and routine blood parameters for Omicron is limited.15–17 Here, we investigated the initial manifesta-
tions and hematological parameters of 65 patients with Omicron infections and matched 69 age- and sex-matched Fever 
outpatients, aiming to identify the differences between these two diseases and provide data support for the early 
identification of Omicron infections.

Materials and Methods
Cohort Selection
A total of 157 patients infected with SARS-CoV-2 Omicron variant in Taizhou Public Health Center from March 29, 
2022, to April 18, 2022, were enrolled in the study (named the Omicron group). Clinical diagnosis and classifications 
were made according to the Chinese management guideline for COVID-19 (version 9.0).18 A total of 144 SARS-CoV-2 
Wild-Type infected patients in Taizhou Public Health Center from January 16, 2020, to April 1, 2020, were also enrolled 
in the study (named the Wild-Type group). Patients under 18 years old with concomitant disease and no data were 
excluded, leaving 65 Omicron and 81 Wild-Type patients in the study (see Figure 1).

We also included 1595 patients with fever who visited the Fever Clinic Department of Enze Medical Center from 
April 6, 2022, to April 30, 2022, as Fever group. All patients were identified as not having SARS-CoV-2 infection by 
negative results from a nucleic acid amplification test (NAAT). The exclusion criteria were as follows: (1) patients aged 
under 18 years; (2) patients with concomitant disease, including cancer, autoimmune diseases, enteritis, hypertension and 
diabetes; and (3) patients with incomplete information records. The remaining 69 patients were included. Fever patients 
were age- and sex-matched with patients in the Omicron group (see Figure 1).

Figure 1 Flow chart of the study.
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At the same time, initial clinical data (including clinical symptoms, the time from symptom onset to admission, and 
sampling time) and data from imaging examinations were collected from electronic medical records. The endpoint of 
follow-up was May 7, 2022.

This study obtained approval from the Medical Ethics Committee of Taizhou Hospital, Zhejiang Province, China, and 
informed consent was obtained from each enrolled subject.

Biological Detection and Clinical Information Record
Two milliliters of peripheral blood samples treated with EDTA-K2 anticoagulant were measured for blood routine tests. 
The white blood cell count, neutrophil, lymphocyte, monocyte and eosinophil counts were detected using a Sysmex 
2100D hematology analyzer (Kobe, Japan) in Omicron group and Wild-Type group, while in the Fever group, a Sysmex 
XE2100 routine hematology analyzer (Kobe, Japan). C-reactive protein analyzer PA-990 (Lifotronic, China) and 
Automatic real-time detection analyzer for specific proteins Ottoman-1000 (Upper, China) in Omicrongroup and Fever 
group and Wild-Type group, respectively.

The Nucleic Acid Extraction Reagent (Magnetic Beads) (Wuhan Easydiagnosis Biomedicine, China) and Automatic 
Nucleic Acid Extraction and Purification Instrument (Wuhan Easydiagnosis Biomedicine, China) were used to extract 
nucleic acids from the samples according to the manuals. Real-time PCR (RT-PCR) was performed using a COVID-19 
(SARS-CoV-2) Nucleic Acid Test Kit (Wuhan Easydiagnosis Biomedicine, China) and a 7500 Real-Time PCR System 
(Applied Biosystems, USA) according to the manuals to determine the nucleic acid level of SARS-CoV-2. The results 
were interpreted by professionals. Ct values ≥38 were interpreted as negative results.

Clinical data for these patients were curated from the electronic medical record system, including epidemiological 
characteristics, sex, age, BMI, symptoms, chest CT results, the number of days from onset to admission and length of 
stay. The clinical symptoms included fever (temperature >37 °C), cough, pharyngalgia, headache, expectoration, 
stuffiness, muscle soreness, chest tightness and diarrhea.

Statistical Analysis
Categorical variables are reported as numbers (percentages), and the continuous variables are expressed in the median 
(interquartile range [IQR]). We included more than 15% of the clinical symptoms in the Omicrongroup and Fever groups 
for subsequent statistical analysis of routine blood indicators. The chi square or Fisher’s exact test was used to measure 
the differences between categorical variables. The difference of routine blood index was detected by the Mann–Whitney 
U-test. IBM SPSS 26 software (SPSS Inc., Chicago, IL, USA) was used for data analysis, and P < 0.05 was considered 
statistically significant.

Results
Clinical Information of the Study Cohorts
The study included 65 patients infected with the Omicron variant, 69 age- and sex-matched Fever outpatients, as well as 
81 patients infected with the SARS-CoV-2 prototype strain. The basic characteristics of the study subjects are shown in 
Table 1 and Figure 2. The median ages were 33.0 years for the Omicron group, 36.0 years for the Fever group and 44.0 
years for the Wild-Type group. A total of 53.8% of the patients in the Omicron group were male. The mean days from 
symptom onset to hospitalization were 2 days for the Omicron group, 1 day for the Fever group, and 7 days for the Wild- 
type group. The length of stay in the Omicron group was shorter than that in the Wild-Type group. A total of 93.8% of 
the patients with Omicron infections had clinical features, and the major symptom was cough, followed by fever, 
pharyngalgia, headache, and expectoration. The rates of cough were higher than those in the Fever group (58.4% vs 
26.1%; P < 0.001). Compared to the Wild-Type group, the Omicron group was more likely to have pharyngalgia and 
headache (49.2% vs 11.1%, P < 0.001; 29.2% vs 9.9, P = 0.005). Imaging examinations were performed for 41 patients in 
the Omicron group, among them, a total of 36.6% had abnormal chest radiographs, which was much lower than that in 
the Wild-Type group (100%, P < 0.001). The common radiological findings were pulmonary plaques or ground-glass 
opacities. Six patients in the fever group had abnormal chest radiographs among Fever group.
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Table 1 Baseline Characteristics of the Patients

Omicron  
(n = 65)

Fever  
(n = 69)

Wild-Type  
(n = 81)

P-value (Omicron  
vs Fever)

P-value (Omicron  
vs Wild-Type)

Sex, n (%)

Male 35(53.8) 29(42.0) 40(49.3) 0.226 0.620

Female 30(46.2) 40 (58.0) 41(50.7)

Age at discharge, years 33.0(27.5–37.5) 36.0(27.5–43.5) 44.0(36.0–54.5) 0.217 <0.001

BMI, kg/m2 22.5(20.8–24.2) / 24.0(21.7–26.4) NA 0.059

Onset to admission days 2.0(2.0–4.0) 1.0(1.0–2.0) 7.0(4.0–9.0) <0.001 <0.001

Length of stay, days 15.0(13.0–19.0) / 18.0 (12.0–26.5) NA 0.057

Symptomatic, n (%) 61(93.8) 69(100) 71(87.7)

Fever 34(52.3) 69(100.0) 55 (67.9) <0.001 0.062

Cough 38(58.4) 18(26.1) 38 (46.9) <0.001 0.185

Pharyngalgia 32(49.2) 25(36.2) 9 (11.1) 0.162 <0.001

Headache 19(29.2) 17(24.6) 8 (9.9) 0.565 0.005

Expectoration 17(26.2) 12(17.4) 14(17.3) 0.294 0.225

Stuffiness 14(21.5) 6 (8.7) 4(4.9) 0.429 0.540

Muscle soreness 7(10.8) 7(10.1) 4(4.9) 1 0.218

Chest tightness 2(3.1) 1(5.8) 3(3.7) 0.611 0.693

Diarrhea 0(0.0) 6(8.7) 4(4.9) 0.028 0.129

Number of Clinical symptoms, n (%)

1 12(19.7) 10(14.5) 23(32.4) 0.197 0.013

2 13(21.3) 15(21.7) 24(33.8)

≥3 36(59) 44(63.8) 24(33.8)

Chest CT, n (%) 41(63.1) 13(18.8) 81(100.0)

Abnormal of chest radiographs 15(36.6) 6(46.2) 81(100.0) <0.001 <0.001

Pulmonary plaques or Ground-glass opacity 10(24.4) 3(23.1) 75(92.6) NA NA

Pulmonary fibrous /fibrous stripes 5(12.2) 3(23.1) 5(6.2) 0.020 NA

Pulmonary consolidation 2(4.9) 0 (0) 4(4.9) NA

White blood cell (×109/L) <0.001 0.075

Mean ± SD 5.0±1.4 11.1±4.6 6.0±2.9

Median (IQR) 5.0 (3.6–6.1) 10.1(7.6–12.9) 5.4 (4.3–6.4)

Range 2.2–7.8 3.3–24.5 2.6–22.5

Neutrophil (×109/L) <0.001 0.001

Mean ± SD 2.8±1.2 9.0±4.3 4.2±2.9

Median (IQR) 2.6 (1.8–3.9) 8.1 (5.9–10.9) 3.4 (2.5–4.7)

Range 0.5–4.7 1.9–21.8 1.2–21.4

Lymphocyte (×109/L) 0.713 0.044

Mean ± SD 1.5±0.7 1.4±0.6 1.3±0.5

Median (IQR) 1.3 (1.1–1.9) 1.4 (0.9–1.8) 1.3 (0.9–1.5)

Range 0.5–4.3 0.3–2.7 0.3–2.7

Monocyte 0.007 0.176

Mean ± SD 0.5±0.2 0.7±0.3 0.5±0.2

Median (IQR) 0.5 (0.4–0.7) 0.6 (0.4–0.9) 0.4 (0.3–0.6)

Range 0.2–1.1 0.0–1.5 0.1–1.2

eosinophil 0.408 <0.001

Mean ± SD 0.09±0.09 0.08±0.11 0.03±0.03

Median (IQR) 0.06 (0.02–0.12) 0.05 (0.02–0.11) 0.01 (0–0.04)

Range 0.02–0.12 0–0.59 0–0.14

C-reactive protein 0.202 0.732

Mean ± SD 10.8±8.6 25.6±30.4 19.3±27.4

Median (IQR) 7.8 (4.3–16.3) 12.9 (5.0–37.9) 9.9 (3.8–21.5)

Range 2.2–29.2 1.3–114.7 0.1–185.0

Notes: The bold values was P<0.05. NA means the amount of data is too small to be counted.
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Comparison of Initial Peripheral Blood Cells Indices and CRP Levels of the Omicron, 
Fever and Wild-Type Groups
The white blood cell count of Omicron patients was lower than that of Fever group [5.0 (3.6–6.1) vs 10.1 (7.6–12.9) 
×109/L, P < 0.001]. The white blood cell count of all patients in the Omicron group was no more than 7.8×109/L (range 
from 2.1×109/L to 7.8×109/L), and 4 patients had counts than 3×109/L, while 72.4% of the Fever outpatients had counts 
above 7.8×109/L. The neutrophil count were lower in the Omicron group than those in the Fever and Wild-Type group 
[2.6 (1.8–3.9) vs 8.1 (5.9–10.9), P < 0.001; 2.6 (1.8–3.9) vs 3.4 (2.5–4.7) ×109/L, P = 0.001]. The lymphocyte count and 
eosinophil count in the Omicron group were higher than those in Wild-Type patients [1.4 (1.1–1.9) vs 1.3 (0.9–1.5)×109/ 
L, P = 0.044; 0.06 (0.02–0.13) vs 0.01 (0.00–0.04)×109/L, P < 0.001] (see Table 1, Figure 3).

A B C

Figure 2 Clinical symptoms, time of patients progression. (A) Omicron group; (B) Fever group; (C) Wild-Type group.

Figure 3 Comparison of initial indexes of peripheral blood cell indices and CRP of Omicron, Fever and Wild-Type. The count of white blood cell, neutrophil, lymphocyte, 
monocyte, eosinophil between and CRP of Omicron, Fever and Wild-Type group were 5.0 (3.6–6.1) vs 10.1 (7.6–12.9) vs 5.4 (4.3–6.4)×109/L, 2.6 (1.8–3.9) vs 8.1 (5.9–10.9) 
vs 3.4 (2.5–4.7)×109/L, 1.3 (1.1–1.9) vs 1.4 (0.9–1.8) vs 1.3 (0.9–1.5)×109/L, 0.5 (0.4–0.7) vs 0.6 (0.4–0.9) vs 0.4 (0.3–0.6)×109/L, 0.06 (0.02–0.13) vs 0.05 (0.02–0.11) vs 0.01 
(0.00–0.04)×109/L, 7.8 (4.3–16.3) vs 12.9 (5.0–37.9) vs 9.9 (3.8–21.5) mg/L. 
Notes: The horizontal dotted line indicates the reference range of each Laboratory index (WBC: 3.9–9.5×109/L; N: 1.8–6.3×109/L; L: 1.1–3.2×109/L; M: 0.1–0.6×109/L; E: 
0.02–0.52×109/L; CRP: 0–8mg/L). All data were displayed by median and interquartile range. 
Abbreviations: WBC, white blood cell count; N, neutrophil count; L, lymphocyte count; M, monocyte count; E, eosinophil count; CRP, C-reactive protein.
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Comparison of Initial Peripheral Blood Cells Indices Between the Omicron and Fever 
Patients with Different Symptoms
We compared initial peripheral blood cell indices between the Omicron and Fever group for the following 5 major symptoms 
as fever, cough, pharyngalgia, headache, and expectoration (see Figure 4). The white blood cell count and neutrophil count 
were lower in the Omicron group than Fever group for the 5 major symptoms (fever, cough, pharyngalgia, headache, and 
expectoration, P < 0.001). Patients with Omicron infections and headache had lower lymphocyte and  eosinophil counts [1.2 
(0.9–1.3) vs 1.4 (1.2–1.9) ×109/L, P = 0.023; 0.02 (0.01–0.06) vs 0.08 (0.05–0.14) ×109/L, P = 0.023]. The monocyte count 
was lower in patients with cough [0.4 (0.3–0.6) vs 0.6 (0.4–0.8) ×109/L, P = 0.023]. Moreover, patients with fever had lower 
eosinophil counts (0.05 (0.01–0.09) vs 0.07 (0.04–0.15) ×109/L, P = 0.037).

Comparison of the Peripheral Blood Cell Indices in Omicron Patients with Varying 
Lung Imaging results
We compared initial peripheral blood cell indices between the Omicron group and the Fever group in patients with 
varying chest radiographs (see Figure 5). Patients with abnormal chest radiographs in the Omicron group had lower white 
blood cell and neutrophil counts in Omicron group than those in the Fever group [4.8 (3.8–6.0) vs 5.7 (3.5–6.3)×109/L, 
3.0 (1.6–4.2) vs 2.4 (1.7–3.9) ×109/L]. In the Omicron group, there was no statistical significance of routine blood indices 
in patients whether with abnormal chest radiographs.

Discussion
In this study, we included age- and sex-matched patients with Omicron infections (n = 65) and Fever outpatients (n = 69) during 
the same period, and their initial clinical features and laboratory tests were compared to identify the distinctions. We found 
interesting differences between patients with Omicron infections and Fever outpatients. The main clinical manifestations of 
Omicron patients were cough and pharyngalgia, and their white blood cell count was much lower.

Lindsey Wang et al19 found that all patients generally showed mild symptoms as pharyngalgia, fever, headache and 
cough in 14,054 patients with Omicron infections in the USA. Studies have emphasized that Omicron may have 
rhinophilia due to a spike D614G mutation leading to higher upper respiratory tract virtual loads present and upper 
respiratory symptoms such as cough and pharyngalgia.20 Our data showed that the proportion of patients with symptoms 
in the Omicron group was lower than that in the Fever group, and the main manifestations were cough and pharyngalgia 
analogously. These mild clinical features were consistent with recent other study on the Omicron variant.21,22 Obviously, 
the rate of cough in the Omicron group was higher than that in the Fever group. Compared with the Wild-Type group, the 
Omicron group was more likely to have pharyngalgia and headache. The difference of early clinical symptoms is helpful 
for clinicians to make a preliminary judgment on patients primarily performed with fever.23

The routine blood indicators of the three groups showed that the white blood cell counts of the Omicron group were 
all below 7.8 ×109/L. The neutrophil count of the Omicron group was significantly much lower than those of Fever and 
Wild-Type group. The distributions of white blood cell count are extremely similar between Omicron group and the 
Wild-Type group,11,24–27 which was consistent with the characteristics of SARS-COV-2 infection. As the CRP level was 
the most effective blood value in determining the progression of the COVID-19,28,29 our data showed a reduction of CRP 
levels in the Omicron group, although the difference was not statistically significant. Such a trend of CRP levels could 
prove that Omicron infections had milder conditions than those in the Fever group and Wild-Type group. For fever 
patients, the specific reduction in the white blood cell count and neutrophil count can help clinicians make a preliminary 
judgment for the disease early identification.

In this study, we also found that the white blood cell count and neutrophil count in the Omicron group were lower 
than those in patients with the same top 5 symptoms in Fever group, and the lymphocyte and eosinophil counts of 
patients in Omicron group with headache were significantly reduced. A consensus trend was also found in the Omicron 
group with abnormal CT imaging features, although the difference was not statistically significant. Previous studies on 
blood routine indices of patients with Wild-Type SARS-COV-2 showed that lymphocyte and eosinophil counts in severe 
patients were significantly reduced compared with those in non-severe patients28,30. Therefore, due to the almost 
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A

B

C

D

E

Figure 4 Comparison of initial peripheral blood cell indices between Omicron and Fever in different symptom. (A) The patient presents with fever, The count of white 
blood cell, neutrophil, lymphocyte, monocyte and eosinophil of Omicron group were 5.0 (3.8–6.0) vs 5.0 (3.5–6.3) ×109/L; 2.9 (1.9–3.9) vs 2.5 (1.6–4.1).×109/L; 1.3 (1.0–1.6) 
vs 1.5 (1.2–1.9)×109/L; 0.5 (0.4–0.7) vs 0.4 (0.3–0.6)×109/L; 0.05 (0.01–0.09) vs 0.07 (0.04–0.15)×109/L. (B) The patient presents with cough, The count of white blood cell, 
neutrophil, lymphocyte, monocyte and eosinophil of Omicron group were 4.7 (3.4–6.0) vs 5.6 (4.3–6.1).×109/L; 2.4 (1.8–3.9) vs 3.4 (1.9–4.0)×109/L; 1.3 (1.2–1.8) vs 1.4(0.9– 
1.9)×109/L; 0.4 (0.3–0.6) vs: 0.6(0.4–0.8)×109/L; 0.4 (0.3–0.6) vs 0.6(0.4–0.8)×109/L. (C) The patient presents with pharyngalgia, The count of white blood cell, neutrophil, 
lymphocyte, monocyte and eosinophil of Omicron group were 4.6 (3.4–5.7) vs 5.6 (4.1–6.4).×109/L; 2.4 (1.7–3.8) vs 3.5 (1.9–4.1)×109/L; 1.3 (1.2–1.9) vs 1.3(1.0–1.7)×109/L; 
0.4 (0.3–0.6) vs 0.6 (0.4–0.7)×109/L, 0.07 (0.03–0.13) vs 0.06 (0.01–0.15)×109/L. (D): The patient presents with headache, The count of white blood cell, neutrophil, 
lymphocyte, monocyte and eosinophil of Omicron group were 4.4 (3.5–5.8) vs 5.4 (4.0–6.3) ×109/L; 2.6 (1.8–3.7) vs 2.7 (1.8–4.0)×109/L; 1.2 (0.9–1.3) vs 1.4 (1.2–1.9)×109/L; 
0.5 (0.4–0.6) vs 0.5 (0.3–0.7)×109/L; 0.02 (0.01–0.06) vs 0.08 (0.05–0.14)×109/L. (E) The patient presents with expectoration, The count of white blood cell, neutrophil, 
lymphocyte, monocyte and eosinophil of Omicron group were 4.6 (3.4–5.6) vs 5.4 (3.9–6.3)×109/L; 2.4 (1.7–3.9) vs 2.8 (1.9–4.0)×109/L; 1.3 (1.2–1.7) vs 1.3 (1.0–1.9)×109/L; 
0.4 (0.4–0.6) vs 0.5 (0.3–0.7)×109/L; 0.05 (0.03–0.08) vs 0.07 (0.02–0.15)×109/L. 
Notes: The horizontal dotted line indicates the reference range of each Laboratory index (WBC: 3.9–9.5×109/L; N: 1.8–6.3×109/L; L: 1.1–3.2×109/L; M: 0.1–0.6×109/L; E: 
0.02–0.52×109/L). All data were displayed by median and interquartile range. 
Abbreviations: WBC, white blood cell count; N, neutrophil count; L, lymphocyte count; M, monocyte count; E, eosinophil count; CRP, C-reactive protein.
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continuous COVID-19 pandemic, we proposed that more attention should be given to Fever outpatients who are with 
headache and abnormal CT imaging features .

However, this study also has some limitations. First, it had a small sample from a single center, so external validation 
is required in large sample and multicenter studies. It would be more accurate and objective to establish a parametric 
rating scale with enough indicators for distinguishing Omicron infections from Fever outpatients with enough indicators. 
Second, the pathogenesis of the Fever outpatients could not be determined due to a lack of etiological tests. Third, routine 
hematology indicators are the only available laboratory data, and further research is required.

Conclusions
Since Omicroninfections are more likely to manifest as URTI, many European countries have adopted a strategy of herd 
immunity and coexistence with the virus. Regardless, our study provided a new insight for answering the question: is 
Omicron variant infection equal to URTI? We collected and analyzed the real-world clinical data, and found that there 
were differences between Omicron infections and Fever outpatients. Omicron infections had a higher incidence of cough 
and pharyngalgia and a lower white blood cell count. As the COVID-19 prevention and control are difficult, patients with 
fever are encouraged to undergo NAATs, this research provides a basic reference for the stratified management of Fever 
outpatients. Our work could reduce the pressures on the Fever Clinic. Although Omicron infections could be diagnosed 
through NAATs, we hope our study can provide some clues for early identification combined with a history of living in 
the epidemic area.
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Notes:The horizontal dotted line indicates the reference range of each Laboratory index (WBC: 3.9–9.5×109/L; N: 1.8–6.3×109/L; L: 1.1–3.2×109/L; M: 0.1–0.6×109/L; E: 
0.02–0.52×109/L). 
Abbreviations: URTI, upper respiratory tract infections; ILI, Influenza-like Illness; NAAT, Nucleic Acid Amplification Test; BMI, Body Mass Index; IQR, interquartile range; 
SD, standard deviation; n, number; WBC, white blood cell count; N, neutrophil count; L, lymphocyte count; M, monocyte count; E, eosinophil count; CRP, C-reactive 
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