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Abstract: Originally native to North America, ragweed has become a pervasive invasive species worldwide over the past century, 
posing a substantial public health risk as a potent allergen. This review explores the key allergens found in common ragweed, assesses 
global trends in ragweed sensitization, particularly in China, and examines various therapeutic and biological control methods. There 
are currently 11 identified ragweed allergens, with Amb a 1 and 11 recognized as the primary triggers. Epidemiological data indicate 
higher rates of sensitization in North America and Europe, with a growing trend observed in China. Ragweed-induced type 
I hypersensitivity typically presents as seasonal allergic rhinitis, conjunctivitis, and asthma symptoms. Strategies for managing 
ragweed allergy include allergen avoidance, pharmacotherapy, and allergen immunotherapy (AIT). Biological control using 
Ophraella communa and Epiblema strenuana effectively limits ragweed proliferation. Accurate allergen identification and persona
lized treatment can significantly reduce the health burden associated with ragweed. An in-depth understanding of ragweed sensitization 
patterns and biological control measures is essential for the long-term prevention of ragweed allergies. 
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Introduction
Ragweed is an annual flowering plant belonging to the Ambrosia genus, which comprises around 40 species in the 
Asteraceae family. Ambrosia artemisiifolia L., commonly known as common or short ragweed, is the most widespread 
and problematic species, primarily responsible for allergic reactions. Other invasive ragweed species, such as A. trifida 
L. (giant ragweed) and A. psilostachya DC. (western ragweed), are also widely distributed across several continents 
alongside A. artemisiifolia L. Originating in North America, ragweed is a major cause of pollen allergies in both North 
America and Europe. Its spread in several Asian countries, including China, Korea, and Japan, has been influenced by 
factors like urbanization, climate change, and long-distance transportation. Ragweed sensitization rates in China, in 
particular, are rising steadily each year. To date, 11 allergens have been identified in ragweed, with Amb a 1 and Amb 
a 11 being the major allergens. Component-resolved diagnosis (CRD) has improved the accuracy of detecting specific 
sensitizations and potential cross-reactivity.

Ragweed pollen, particularly abundant from August to October, triggers type I hypersensitivity, contributing 
significantly to hay fever, and is associated with allergic rhinitis, conjunctivitis, and asthma. Allergen immunotherapy 
(AIT), including subcutaneous immunotherapy (SCIT) and sublingual immunotherapy (SLIT), is a proven long-term 
treatment for ragweed sensitization. During peak pollen season, pharmacological treatments such as antihistamines, mast 
cell stabilizers, and corticosteroids help alleviate symptoms. Recently, biological agents have emerged as promising 
treatments for moderate-to-severe allergic conditions. Additionally, biological weed control is essential for reducing the 
long-term impact of ragweed allergies.
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This review examines the allergens in common ragweed, highlights global sensitization patterns, especially in China, 
and discusses treatment options and biological control strategies for managing ragweed.

Prevalence of Ragweed Sensitization
Ragweed, originally from North America, is widely distributed across the United States and Canada. Since the 19th 

century, it has spread to Europe through global trade, often as a contaminant in grains and seeds. Its strong adaptability 
and high pollen production have enabled it to be established in numerous European countries. Factors like rising 
temperatures, increased carbon dioxide levels, and urbanization have further driven its invasiveness and global spread. 
In addition to North America and Europe, ragweed has been documented in Asia, South America, Australia, and 
Africa.1,2

The prevalence of ragweed sensitization varies globally (Figure 1 and Table 1), with rates generally higher in North 
America and Europe compared to other regions. In the United States, the NHANES III survey reported a 26.2% 
sensitization rate in the general population, while NHANES 2005–2006 found rates between 23.0% and 32.8% among 
those with allergic symptoms.3,4 In Canada, a study across six locations showed a sensitization rate of about 15.3% in the 
general population, with regional variation.5 In Europe, an estimated 23.2 million people are affected by ragweed 
allergies, and 15.8 million have clinically significant sensitization.6 A multicenter study across 14 European countries 
found that 66.8% of allergic patients reacted to ragweed, though rates varied by country.7 Areas with high ragweed pollen 
levels include southwestern Russia, southern and eastern Ukraine, the Pannonian Plain in Central Europe, France’s 
Rhone-Alpes region, and Italy’s Po River Valley.8 Sensitization rates in Hungary (Szeged, Budapest), Italy (Magenta), 
Serbia (Vranje), France (Rhone), Bulgaria (Sofia), and Croatia (Ivanić Grad) exceeded 50%,6 with Hungary’s Szeged 
region reaching 84.8% prevalence.9 In contrast, countries like Belgium, Finland, Ireland, Norway, and Spain report low 
sensitization rates below 5%.6

In China, ragweed pollen concentrations peak in August and September, with sensitization rates rising in northern 
regions. A seven-year study in Beijing observed a steady increase in ragweed sensitization rates, underscoring the need 
for control efforts within urban environments.10

Ragweed pollen allergy is concentrated in northern China. In Beijing, 14.68% of allergic patients had detectable 
specific immunoglobulin E (sIgE) to ragweed, and 78% of those sensitized to weed pollen showed reactivity to 
ragweed.10,23 Other studies indicate that 19% of allergic rhinitis (AR) patients in Taiyuan, Shanxi Province,24 and 
3.7% of allergic individuals in Tangshan City, Hebei Province, are sensitized to ragweed, with many cases showing IgE- 

Figure 1 Global ragweed sensitization rates. There is a positive correlation between the darkness of the area and the prevalence of ragweed allergy, with darker regions 
indicating higher levels of ragweed allergy presence.
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mediated cross-reactivity with mugwort (Artemisia), the dominant autumnal allergen in northern China.25 In Dongying 
City, Shandong Province, 14.78% of allergic patients had detectable ragweed sIgE.26

Southern China has limited data on ragweed sensitization. In Guangdong Province, 40.6% of weed pollen-sensitized 
patients reacted to ragweed,27 though only 7.5% tested positive reaction to Amb a 1 in a CRD analysis. Unlike northern 
China, where ragweed allergy is linked to cross-reactive carbohydrate determinants (CCDs) rather than mugwort, 
southern regions show stronger CCD-related ragweed sensitization.27

Table 1 Global Ragweed Sensitization 
Rates3,5,10–22

Country Sensitization Rate (%)

Hungary 53.8

France 46.2

Croatia 39.2

Switzerland 30.3

United States 26.2

Czech Republic 23.0

Slovakia 21.3

Germany 19.5

Netherlands 18.6

Denmark 17.1

Canada 15.3

China 14.7

Portugal 12.4

Greece 11.7

Poland 10.8

Romania 9.3

Korea 8.7

Austria 8.5

UK 7.9

Iceland 6.5

Sweden 5.7

Italy 4.5

Ireland 3.7

Belgium 3.0

Finland 2.3

Spain 1.7

Norway 0.7

Bulgaria 0.5
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The distribution of ragweed in China does not always match high-prevalence sensitization areas. Much of the 
observed ragweed sensitization in northern China may result from cross-reactivity with the mugwort. Ragweed is 
found in over 23 provinces, especially in East China, 28,29 which has significant trade routes with the United States, 
facilitating ragweed seed dispersal in urbanized areas. 30,31

However, in China, ragweed allergy is primarily observed in northern regions and is largely due to cross-reactivity 
with mugwort, which is the dominant allergenic pollen in autumn. A recent study across 13 cities in northern China 
confirmed that mugwort is the main autumnal allergen, with ragweed only being predominant in Shenyang. 32 Cross- 
reactivity between mugwort and ragweed is largely due to similarities in certain allergens. 33–35 Research in northern 
China found that 46.9% of individuals with specific IgE antibodies were sensitized to Art v 1 (mugwort), while only 
11.2% were sensitized to Amb a 1 (ragweed). Almost all individuals sensitized to ragweed were also sensitized to 
mugwort, with significantly elevated IgE levels, and no cases of mono-sensitization to ragweed were identified.25 

Another study in western China found that approximately 36% of children sensitized to mugwort with respiratory 
allergies also showed cross-reactivity to ragweed, while only 13.9% had specific IgE for Amb a 1.36 These may be 
attributed to the homology observed between certain allergens of ragweed (Ambrosia) and mugwort (Artemisia). The 
ragweed allergens Amb a 1, Amb a 4, Amb a 8 and Amb a 9, respectively, share homology with the mugwort allergens 
Art v 6, Art v 1, Art v 4 and Art v 5.35,37–40 Among these, the high homology and cross-reactivity of the major allergens 
Amb a 1 and Art v 6 are key factors contributing to ragweed pollen allergy in regions with high concentrations of 
mugwort pollen. Studies have shown that compared with Art v 6, Amb a 1 contains more IgE epitopes and can elicit 
a more diverse range of allergen-specific IgE and T-cell responses in patients with weed allergies, playing a leading role 
in cross-reactions among homologous allergens.41 However, in regions characterized by significant exposure to mugwort 
pollen, Art v 6 can act as the primary sensitizer, promoting sensitization to Amb a 1 through cross-recognition of T-cell 
and B-cell epitopes.41,42

Overall, in Asia, ragweed is not the primary pollen allergen, and sensitization rates are generally lower than those 
in North America and Europe. In China, ragweed is mainly distributed in northern regions, with sensitization rates 
among allergic populations ranging from 3.7 to 14.8%.25,26 In Korea, rates among individuals with respiratory 
allergies range from 1.4 to 7.9%,43,44 with a general population sensitization rate of 8.7% according to the 2019 
Korea National Health and Nutrition Examination Survey.11 Among allergic children in Japan, over 30% are sensitized 
to ragweed.45

When comparing ragweed allergy rates across different countries or regions globally, it is essential to consider the 
methodological differences in allergen detection and the impact of regional biases on result reliability. Although skin 
prick tests (SPT) and sIgE tests are often considered equivalent, significant differences between these methods can lead to 
inaccuracies in allergy rate comparisons. SPT exhibits high sensitivity but lower specificity, making it susceptible to 
factors such as operational techniques, allergen extract standardization (eg batch variations and concentration labeling), 
and patient medication (eg antihistamines), which can result in false negatives or positives. While sIgE offers higher 
accuracy, there are notable variations in sensitivity and specificity among different detection systems (eg FEIA, CLIA, 
ELISA). Additionally, the sources of allergen extracts (crude extracts vs recombinant proteins) and embedding techni
ques used by various reagent manufacturers can further contribute to inconsistent results. The lack of standardized 
detection protocols and threshold values across countries and institutions exacerbates inconsistencies in test outcomes. 
For instance, criteria for interpreting SPT wheal sizes (eg one-third of the positive control or absolute diameter) and the 
adoption of sIgE positivity thresholds (eg 0.35 kUA/L) vary, affecting the consistency of positive rate statistics. Ragweed 
pollen cross-reacts with other Compositae plants (such as mugwort and sunflower), and CCDs can cause false-positive 
results in detection.

Regional biases also influence allergy test results. The geographical distribution of ragweed directly affects its 
detection frequency as a major allergen. In areas where ragweed is not a primary allergen, low detection frequencies 
may lead to data gaps or underestimation. For example, in southern China, dust mite allergies dominate, and ragweed 
may not be included in routine testing panels, leading to potential result deviations. Conversely, in northern China, 
where ragweed is more prevalent and genetic susceptibility is higher, allergy rates are elevated, but reliance on SPT 
may introduce operational variability. In contrast, North America and Europe generally report higher ragweed allergy 
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rates, using more standardized sIgE tests (eg ImmunoCAP), enhancing data comparability. Moreover, in some Asian 
regions, such as northern China, cross-reactivity between mugwort and ragweed may overestimate ragweed allergy 
prevalence.

Ragweed Pollen Allergens
Ragweed is a wind-pollinated species that produces millions of tiny pollen grains per plant, each containing small air 
compartments located between the layers of the outer pollen wall. This unique structure facilitates the spread of ragweed 
pollen.1 Ragweed pollen is a major source of airborne allergens, with most allergens originating from A. artemisiifolia, 
and a smaller amount from A. trifida and A. psilostachya. According to the official database of the International Union of 
Immunological Societies (IUIS database, https://www.allergen.org/), 11 allergens are identified from A. artemisiifolia, 
three from A. trifida, and one from A. psilostachya (Table 2).

Major Allergens
More than 90% of people with ragweed allergies are sensitized to Amb a 1, while 65% of these individuals also react to 
Amb a 11.46,47 Around 40% of those with ragweed allergies are sensitized only to Amb a 1, approximately 30% to both 
Amb a 1 and 11, and about 15% predominantly to Amb a 11.48 Notably, sensitization to Amb a 11 has been linked to 
more severe asthma symptoms.49

Table 2 Ragweed Allergens Recorded in the WHO/IUIS Database

Ambrosia Allergen Protein Family Molecular Weight (kDa) IgE 
Sensitization 

Rate

Ambrosia artemisiifolia 
(Short ragweed)

Major 

allergen

Amb a 1 Pectate lyase 38 90–95%

Amb a 11 Cysteine protease 37 (natural purified mature protein), 52 

(natural purified zymogen)

50–66%

Minor 

allergen

Amb a 2 Renamed to Amb a 1.05

Amb a 3 Plastocyanine 11 30–50%

Amb a 4 Defensin-like protein linked to 

polyproline-rich region

28–30 20–40%

Amb a 5 Unknown 5 10–15%

Amb a 6 Non-specific lipid transfer 

protein type 1

10 20–35%

Amb a 7 Plastocyanin 12 15–20%

Amb a 8 Profilin 14 20–35%

Amb a 9 Polcalcin 9 10–15%

Amb a 10 Polcalcin-like protein  

(4 EF-hands)

17 10–15%

Amb a 12 Enolase 48 41–68%

Ambrosia psilostachya  
(Western ragweed)

Amb p 5 Unknown 5 Unknown

Ambrosia trifida (Giant ragweed) Amb t 5 Unknown 5 5%

Amb t 8 Profilin 14 50%

Amb t 13 Superoxide dismutase 17 <5%
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Amb a 1 is an acidic, non-glycosylated protein in the pectate lyase family, consisting of 397 amino acids (AA) and 
a molecular weight of approximately 38 kDa. Structurally, Amb a 1 has a core parallel beta-helix. During purification, natural 
Amb a 1 undergoes proteolysis, resulting in two noncovalently linked subchains: a 26 kDa alpha subchain (AA 181–396) and 
a 12 kDa beta subchain (AA 26–180). These subchains display distinct immunological properties, with Amb a 1α having lower 
IgE reactivity than Amb a 1β, which contains important IgE epitopes.50 Amb a 1 includes five isoforms, with amino acid 
sequence identities ranging from 63 to 87%, each exhibiting varying IgE reactivity. In mouse models, the Amb a 1.01 isoform has 
shown higher IgE reactivity and has induced greater IgG and IgE antibody responses compared to the Amb a 1.02 and 03 
isoforms.51

Amb a 11, another major allergen, belongs to the cysteine protease family and has a sensitization prevalence of up to 
68.67%.49 It is a glycosylated protein of 28 kDa with 262 amino acids. The crystal structure of pro-Amb a 11 resembles 
that of C1A cysteine proteases, with activity specifically inhibited by an N-terminal propeptide, which consists of five α- 
helices and lies adjacent to the mature domain composed of six α-helices and a β-sheet.52 Currently, only one isoform of 
Amb a 11 is registered in the IUIS database, though mass spectrometry suggests that natural Amb a 11 may have at least 
20 isoforms and glycoforms.48

Minor Allergens
Amb a 8, a 133-AA prolifin, has a molecular weight of 14 kDa and a sensitization rate between 20 and 35%.46 

Structurally, it contains two terminal α-helices, one short α-helix, and a β-hairpin surrounding a central five-stranded 
antiparallel β-sheet.53

Amb a 9 and Amb a 10 are polcalcins within the calcium-binding protein family, sensitizing about 10–15% of 
ragweed-allergic individuals. Amb a 9 has a molecular weight of 9 kDa with 82 AA and contains two EF-hand domains, 
while Amb a 10, weighing 18 kDa with 160 AA, has three EF-hand domains.37 Profilins, calcium-binding proteins 
(CBPs), and non-specific lipid transfer proteins (nsLTPs) act as pan-allergens, often contributing to broad cross- 
sensitization in pollen allergy patients.33

Given the high conservation of amino acid sequences in the profilin family, most patients sensitized to Amb a 8 also 
exhibit cross-sensitization to profilins such as Art v 4 (mugwort), Hel a 2 (sunflower), Bet v 2 (birch), and Phl p 12 
(timothy grass), sharing 89, 81, 74, and 79% sequence identity, respectively.37,53 In a recent study, 91% of patients with 
rAmb a 8-positive sera reacted to rBet v 2, while all rAmb a 8-positive patients also showed IgE reactivity to rArt v 4 and 
rPhl p 12.38

Amb a 9 and Amb a 10 share sequence homology with other calcium-binding proteins across different sources. Amb 
a 9, for example, shares 82, 71, 71, and 68% sequence identity with Art v 5 (mugwort), Bet v 4 (birch), Ole e 3 (olive), 
and Aln g 4 (alder), respectively. Amb a 10 has the highest sequence similarity with Ole e 8 (olive) and Jun o 4 
(juniper).37

Amb a 6 is a 10 kDa, type I nsLTP protein with a predominantly α-helical secondary structure,54 sensitizing 
approximately 21% of ragweed-sensitive individuals.55 Amb a 6 is distinct from other nsLTP allergens in that it does 
not show IgE cross-reactivity, likely due to low sequence similarity with other nsLTPs; notably, it is not linked to nsLTP- 
induced plant food allergies.54

Amb a 3, a glycoprotein in the plastocyanin family, is 101 amino acids long with a molecular weight of 11 kDa, 
sensitizing 30–50% of those with ragweed allergies. Another minor allergen, Amb a 7, also from the plastocyanin family, 
has a molecular weight of 12 kDa and a sensitization rate between 15 and 20%.

Amb a 4, a 30 kDa glycoprotein in the defensin-like family, has a sensitization rate between 20 and 40%. Amb a 4 
belongs to the defensin-polyproline-linked protein group specific to Asteraceae pollen, sharing structural homology with 
defensin-like allergens such as Art v 1 and Par h 1. This allergen family typically exhibits O-linked glycosylation on 
hydroxyproline residues.39

Amb a 5 is a smaller allergen of 5 kDa and 45 AA, recognized by serum IgE in 10–15% of ragweed-sensitive 
individuals.

Amb a 12, a phosphopyruvate hydratase (enolase) with a molecular weight of 48 kDa, has a sensitization prevalence 
of 41–68%. It shows high sequence similarity, up to 90%, with Hev b 9 from the rubber tree (Hevea brasiliensis), and at 
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least 60% identity with enolases from other sensitizing sources, suggesting potential cross-reactivity with other common 
pollen and food allergens.56

Component-Resolved Diagnostics
The SPT and serum sIgE tests are widely used for diagnosing allergies; however, they often struggle to distinguish 
between true sensitization and cross-reactivity. CRD allows for IgE sensitization testing across various allergens, 
providing enhanced specificity in diagnosing cross-reactivity and co-sensitization, which is especially important for 
polysensitized patients57 and enables a tailored approach to AIT. Research has shown that CRD influences allergen 
selection in AIT in over 50% of cases.58 Cost has shown to be a major barrier to widespread CRD use. Currently, only 
natural or recombinant Amb a 1 and 4 are available for singleplex or multiplex CRD systems.59–61

It is worth noting that Amb a 4 and Art v 1 are homologous, defensin-like proteins, exhibiting high similarity and 
cross-reactivity.62 Similarly, the major allergen Amb a 1 and its homolog Art v 6, both from the pectin lyase allergen 
family, also show cross-reactivity.40 Thus, CRD testing for Amb a 1 and Amb a 4, or for Art v 1 and Art v 6, enables 
accurate differentiation between true sensitization to ragweed and mugwort pollen.38

Treatment Strategies for Ragweed Allergy
Ragweed pollinosis is one of the most prevalent seasonal allergies, affecting approximately 30% of the global 
population.63 Among more than 50 Ambrosia species, short ragweed is the most widespread, frequently triggering hay 
fever during late summer and autumn, especially in North America and Europe. Exposure to ragweed pollen often leads 
to type I hypersensitivity reactions, causing symptoms such as seasonal allergic rhinitis, conjunctivitis, asthma, and, in 
some cases, skin reactions.

Managing ragweed allergy involves allergen avoidance, pharmacotherapy, and AIT. Reducing allergen exposure can 
significantly lessen symptoms, with strategies like wearing masks and limiting outdoor activities during peak pollen 
season. Additionally, keeping windows closed and using air conditioning during the day can help minimize indoor pollen 
levels. However, complete avoidance is challenging; thus, controlling the spread and growth of ragweed remains 
essential in managing exposure.

Treatments for Ragweed-Induced Allergic Rhinitis
Seasonal allergic rhinitis is on the rise, potentially due to longer pollen seasons and higher pollen concentrations 
associated with climate change.64 Ragweed-induced allergic rhinitis typically presents with sneezing, runny nose, itching, 
and nasal congestion, with symptom severity often correlating with environmental pollen levels. These symptoms 
generally improve once exposure ends or treatment begins.65

Pharmacotherapy for seasonal allergic rhinitis typically includes oral second-generation antihistamines, intranasal 
antihistamines, intranasal corticosteroids (INCS), leukotriene receptor antagonists (LTRAs), intranasal decongestants, 
and intranasal mast cell stabilizers.

Oral second-generation antihistamines (eg fexofenadine, cetirizine, levocetirizine, desloratadine) are the recom
mended first-line treatment for ragweed-induced AR, as they have fewer central nervous system and anticholinergic 
side effects than first-generation options. Intranasal antihistamines, such as azelastine or olopatadine, can serve as first- 
or second-line treatments, offering rapid symptom relief, particularly for nasal congestion, and outperforming INCS in 
managing ocular symptoms.66,67

INCS (eg fluticasone, triamcinolone, budesonide, mometasone) are also considered first-line treatments due to their 
effectiveness in controlling nasal symptoms. Ideally, patients start using INCS before the onset of pollen season, though 
long-term use should be limited due to potential side effects such as epistaxis.68

LTRAs, though not first-line options, are approved by the US Food and Drug Administration (FDA) for seasonal AR 
in patients aged two and older; however, they are generally less effective than antihistamines and INCS,69,70 and they 
come with an FDA boxed warning for potential neuropsychiatric side effects. Additionally, the initial preference did not 
involve the utilization of alternative therapeutic agents such as intranasal decongestants (oxymetazoline) and intranasal 
mast cell stabilizers (cromolyn sodium).
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Emerging therapies include barrier agents, Anti-H3 and Anti-H4 antihistamines, selective CRTH2 antagonists, and 
biologics. While these treatments show promise, more research is needed to confirm their safety and effectiveness. 
Barrier agents like nonpharmacological intranasal cellulose powder, lipid microemulsions, and xyloglucan spray create 
a protective layer over nasal mucosa to prevent direct contact.71 Fexofenadine combined with an H3 receptor antagonist 
(PF-03654746) has shown moderate symptom relief, though it is less effective than combining fexofenadine with 
pseudoephedrine.72,73 Selective H4 receptor antagonists are still being studied but show anti-inflammatory effects in 
animal models.74

Selective CRTH2 antagonists have shown positive results in relieving AR and asthma symptoms in clinical trials. The 
dual antagonist Ramatroban, which targets CRTH2 and TP receptors, is already approved for allergic rhinitis in Japan.75 

Biologic agents like omalizumab, mepolizumab, dupilumab, benralizumab, and ranibizumab have the potential for 
symptom relief, although they currently lack approval for AR. Omalizumab combined with ragweed immunotherapy 
has shown significant improvement over immunotherapy alone and can also help reduce adverse reactions in accelerated 
immunotherapy regimens for ragweed allergic rhinitis.76,77

Treatments for Ragweed-Induced Allergic Asthma
Ragweed pollen has been found to trigger asthma at double the rate compared to pollen types.78 Individuals sensitized to 
ragweed may experience asthma-related symptoms such as wheezing, coughing, and dyspnea, often characterized by 
reversible airflow obstruction and increased airway hyperresponsiveness.

Inhaled corticosteroids (ICS) are the primary anti-inflammatory treatment for maintaining control of allergic asthma. 
However, prolonged use of ICS can increase the risk of side effects, particularly in pediatric and elderly patients. For 
those with seasonal allergic asthma who only experience symptoms during the ragweed pollen season, it is recommended 
to start daily ICS treatment or use a low-dose ICS-formoterol combination as needed. This treatment should continue for 
four weeks after the end of the ragweed pollen season to ensure symptom control.79 LTRAs are an alternative for patients 
with mild asthma, though they are less effective than ICS when used alone.

Short-acting beta2 agonists (SABA) are no longer employed for monotherapy. Any use of SABA should be combined 
with a low-dose ICS, typically through an ICS-SABA combination inhaler. A more effective long-term treatment 
involves combining ICS with long-acting beta2 agonists (LABA), which provide bronchodilator and anti-inflammatory 
effects. This combination therapy helps manage asthma symptoms and reduces the likelihood of acute exacerbations.79

Biologic therapies are considered for patients who do not achieve adequate asthma control or experience frequent 
acute exacerbations despite optimal treatment with medium to high doses of ICS and LABA. Six biologics are FDA- 
approved for asthma management: omalizumab, mepolizumab, reslizumab, benralizumab, dupilumab, and tezepelumab. 
These biologics are highly effective in reducing severe asthma exacerbations, improving forced expiratory volume in 
one second (FEV1), enhancing quality of life, and improving overall asthma management. Additionally, benralizumab, 
dupilumab, and mepolizumab have been shown to decrease the need for daily oral corticosteroids (OCS).80 However, 
there is limited clinical evidence on the specific use of these biologics for ragweed-induced allergic asthma.

Treatments for Ragweed-Induced Allergic Conjunctivitis
Ragweed pollen is a common trigger for seasonal allergic conjunctivitis (SAC), which is characterized by symptoms such 
as itchy eyes, pain, redness, periocular swelling, and tearing. SAC often coexists with allergic rhinitis or other allergy- 
related conditions.

Treatment for SAC includes various pharmacologic options: topical vasoconstrictors, mast cell stabilizers, antihista
mines, and dual-action agents that offer both mast cell stabilization and antihistamine effects, as well as topical 
corticosteroids and immunomodulating agents like cyclosporine and tacrolimus. Oral and topical antihistamines are 
the mainstay treatments for allergic conjunctivitis, with dual-action agents—such as azelastine, epinastine, alcaftadine, 
bepotastine, ketotifen, and olopatadine—being the most used due to their combined mast cell-stabilizing and antihista
minic properties. Topical corticosteroids or allergen immunotherapy is typically reserved for severe cases.81
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Additionally, non-pharmacological approaches like cold compresses can reduce ocular edema and redness, while 
artificial tears or ocular surface lubricants help dilute and remove allergens from the ocular surface, relieving 
symptoms.82

Allergen Immunotherapy for Ragweed
AIT is recommended for patients with ragweed-induced AR, rhinoconjunctivitis, or allergic asthma who do not achieve 
adequate symptom relief from optimized medical therapy and environmental exposure reduction. Unlike other treat
ments, AIT not only alleviates symptoms but also modifies the disease’s progression by inducing immune tolerance, 
making it the only treatment with the potential for long-term improvement. Both SCIT and SLIT using ragweed extracts 
have shown sustained clinical benefits, even following the conclusion of therapy. Additionally, AIT is generally safe with 
minimal side effects and provides a more cost-effective option than prolonged pharmacotherapy.

The main component in ragweed allergy immunotherapy extracts is Amb a 1, a major allergen in ragweed pollen that 
has a sensitization rate of over 90%. Standardized allergen extracts are recommended to ensure consistent biological 
activity, and in the United States, ragweed extracts are normalized for Amb a 1 content. For maintenance SCIT, a dose of 
6–12 μg Amb a 1 is advised per injection. Cross-reactivity among various ragweed species83 and extracts from 
A. artemisiifolia effectively inhibit IgE reactivity to other ragweed species like Amb p (Ambrosia psilostachya) and 
Amb t (Ambrosia trifida) by over 90%. As a result, immunotherapy targeting Amb a may offer benefits for patients 
exposed to multiple ragweed species.84

After SCIT treatment, patients with seasonal rhinoconjunctivitis and/or asthma exclusively sensitized to short 
ragweed showed substantial reductions in rhinoconjunctivitis, asthma, and medication scores at one- to two-year follow- 
up.85

SLIT is commonly available in liquid or tablet form. In 2014, the FDA approved a sublingual ragweed tablet (MK- 
3641) specifically for adults with ragweed-induced AR. It is recommended to start treatment at least 12 weeks before 
the beginning of the ragweed pollen season, with the 12 μg Amb a 1 SLIT tablet recognized as a safe and effective 
option.86

Studies in Europe and North America demonstrate a dose-dependent effect of the sublingual ragweed tablet (MK- 
3641) in adults with AR, with or without conjunctivitis (AR/C). Daily AIT doses of 12 μg Amb a 1 significantly reduce 
the total combined score (TSC), daily symptom score (DSS), and daily medication score (DMS).87–89 In children with 
ragweed pollen-induced AR/C, ragweed SLIT tablets show marked improvement in symptoms and reduce the need for 
relief medications. Additionally, SLIT tablets have proven effective in alleviating asthma DSS, lowering SABA use, and 
reducing nocturnal awakenings in children with asthma. According to the 2024 Global Initiative for Asthma (GINA), 
SLIT therapy may be considered as an adjunct treatment for asthmatic children allergic to ragweed during pollen season, 
provided their FEV1 is ≥80% of the predicted value.79,90

Ragweed SLIT has shown good tolerability in both European and North American populations, with no serious or 
life-threatening incidents. The most common treatment-related adverse events (TRAEs) are typically manifested early in 
the course of therapy and are self-limiting. These events are generally classified as mild to moderate, occurring mainly as 
localized reactions, such as oral pruritus, throat irritation, tongue edema, and auricular pruritus.91 The SLIT tablet for 
ragweed is similarly well tolerated in children, showing a comparable adverse event (AE) profile to adults.90

Biological Control of Ragweed
Beyond conventional methods like mowing, low-impact herbicides, hardscaping, and planting competitive vegetation, 
classical biological control is regarded as the most effective strategy for managing ragweed.6,92 Biological control is 
a strategic approach that intentionally leverages the natural enemies of weeds to reduce their population density. While 
this approach does not fully eradicate the target weed, it applies sufficient pressure to lower its dominance to a more 
manageable level. Biological control is also cost-effective, environmentally friendly, self-sustaining, and aligns well with 
integrated weed management.93

The case of Ophraella communa and Epiblema strenuana, which are both native North American species with high 
host specificity, has shown strong potential as potential control agents.94,95 Ophraella communa and Epiblema strenuana 

Journal of Asthma and Allergy 2025:18                                                                                            https://doi.org/10.2147/JAA.S506897                                                                                                                                                                                                                                                                                                                                                                                                    411

Cheng et al

Powered by TCPDF (www.tcpdf.org)



exert effective control over the proliferation and dissemination of ragweed through direct herbivory on its leaves and 
stems, thereby diminishing its reproductive potential and constraining its growth and spread. O. communa has 
a significant inhibitory effect on the growth of ragweed, particularly by inflicting substantial damage to its reproductive 
structures during the late growing season, which may affect the pollen release and allergenic potential of ragweed.96 

O. communa has high specificity towards ragweed and has minimal impact on other plant species, suggesting that its use 
as a biological control agent poses a low risk.97,98 Epiblema strenuana effectively controls the growth and spread of 
Ambrosia artemisiifolia through its specific parasitism, destruction of the plant’s vascular tissues, high reproductive 
potential, strong dispersal ability, and synergistic interactions with other natural enemies.94,99

A study in Europe found that the leaf beetle O. communa significantly reduced ragweed pollen concentrations, 
leading to fewer allergy cases and healthcare costs.6 In southern China, both species have effectively controlled 
ragweed spread; however, their impact has been less pronounced in northern regions.94,100,101 A recent study analyzing 
the ecological niche separation and overlap between the two natural enemies predicts that their efficiency in controlling 
ragweed in northern and northeastern China will increase under projected climate conditions for the 2030s and 
2050s.100

Conclusion
Ragweed pollen is a prevalent allergen in North America and Europe, and its spread to other regions, including Asia, 
calls for serious attention to the allergies it induces—such as allergic rhinitis, conjunctivitis, and asthma. Significant 
progress in specific AIT for ragweed has been made in recent years, with SLIT tablets offering a more convenient 
alternative to SCIT, thereby overcoming certain usage limitations and improving patient adherence. However, current 
AIT formulations for ragweed largely focus on Amb a 1, with limited research on AIT targeting other allergenic 
components. Advances in CRD technology may enable personalized AIT tailored to individual allergen components in 
the future. As ragweed allergy becomes an increasingly global health issue, a comprehensive approach involving allergen 
identification, treatment optimization, and biological weed control is essential.

Abbreviations
AIT, allergen immunotherapy; CRD, Component-resolved diagnosis; SCIT, subcutaneous immunotherapy; SLIT, sub
lingual immunotherapy; sIgE, specific immunoglobulin E; AR, allergic rhinitis; CCDs, cross-reactive carbohydrate 
determinants; AA, amino acids; CBPs, calcium-binding proteins; nsLTPs, non-specific lipid transfer proteins; SPT, 
skin prick test; INCS, intranasal corticosteroids; LTRAs, leukotriene receptor antagonists; ICS, Inhaled corticosteroids; 
SABA, Short-acting beta2 agonists; LABA, long-acting beta2 agonists; FEV1, forced expiratory volume in one second; 
OCS, oral corticosteroids; SAC, seasonal allergic conjunctivitis; TSC, total combined score; DSS, daily symptom score; 
and DMS, daily medication score; TRAEs, treatment-related adverse events; AE, adverse event.

Acknowledgments
We would like to express our sincere gratitude to all those who have supported and assisted us in the preparation of this 
review. We also extend our thanks to the library staff and relevant institutions for providing the necessary literature 
resources, which are the foundation of this review.

Funding
This work was supported by The Foundation of Beijing Shijitan Hospital (2022-C08 to TTM), the Inner Mongolia 
autonomous region health committee in 2023, the capital of public hospitals, high level clinical subject construction 
project of science and technology project (2023SGGZ027 to TTM), Capital’s Funds for Health Improvement and 
Research (2024-2-2089 to TTM), Ordos Science and Technology Plan Unveiling and commanding project (JBGS- 
2021-006 to XYW), Talent Training Project of Beijing Shijitan Hospital Affiliated to Capital Medical University during 
the 14th Five-Year Plan Period (Leading talents) (2023LJRCWXY to XYW).

https://doi.org/10.2147/JAA.S506897                                                                                                                                                                                                                                                                                                                                                                                                                                                               Journal of Asthma and Allergy 2025:18 412

Cheng et al                                                                                                                                                                          

Powered by TCPDF (www.tcpdf.org)



Disclosure
The authors report no conflicts of interest in this work.

References
1. Smith M, Cecchi L, Skjøth CA, Karrer G, Šikoparija B. Common ragweed: a threat to environmental health in Europe. Environ Int. 

2013;61:115–126. doi:10.1016/j.envint.2013.08.005
2. Myriam G, Tatiana G, Levente K, Jacqui AS. Nuclear and chloroplast microsatellites show multiple introductions in the worldwide invasion 

history of common ragweed, Ambrosia artemisiifolia. PLoS One. 2011;6(3). doi:10.1371/journal.pone.0017658
3. Arbes SJ, Gergen PJ, Elliott L, Zeldin DC. Prevalences of positive skin test responses to 10 common allergens in the US population: results 

from the third National Health and Nutrition Examination Survey. J Allergy Clin Immunol. 2005;116(2):377–383. doi:10.1016/j. 
jaci.2005.05.017

4. Salo PM, Calatroni A, Gergen PJ, et al. Allergy-related outcomes in relation to serum IgE: results from the National Health and Nutrition 
Examination Survey 2005-2006. J Allergy Clin Immunol. 2011;127(5):1226–35.e7. doi:10.1016/j.jaci.2010.12.1106

5. Chan-Yeung M, Anthonisen NR, Becklake MR, et al. Geographical variations in the prevalence of atopic sensitization in six study sites across 
Canada. Allergy. 2010;65(11):1404–1413. doi:10.1111/j.1398-9995.2010.02399.x

6. Schaffner U, Steinbach S, Sun Y, et al. Biological weed control to relieve millions from Ambrosia allergies in Europe. Nat Commun. 2020;11 
(1):1745. doi:10.1038/s41467-020-15586-1

7. Bousquet PJ, Burbach G, Heinzerling LM, et al. GA2LEN skin test study III: minimum battery of test inhalent allergens needed in 
epidemiological studies in patients. Allergy. 2009;64(11):1656–1662. doi:10.1111/j.1398-9995.2009.02169.x

8. Makra L, Matyasovszky I, Tusnády G, et al. A temporally and spatially explicit, data-driven estimation of airborne ragweed pollen concentra
tions across Europe. Sci Total Environ. 2023;905:167095. doi:10.1016/j.scitotenv.2023.167095

9. Kadocsa E, Juhász M. A szénanáthás betegek allergénspektrumának változása a Dél-Alföldön (1990-1998). [Change in the allergen spectrum of 
hay fever patients in the Southern Great Plains of Hungary (1990-1998)]. Orv Hetil. 2000;141(29):1617–1620.

10. Li Y, An Y, Hao Y, Zhang L, Ouyang Y. Prevalence of sensitization to specific allergens in allergic patients in Beijing, China: a 7-year 
retrospective study. Asian Pac J Allergy Immunol. 2021. doi:10.12932/ap-210621-1162

11. Yun JE, Ko EB, Jung HI, et al. Allergen sensitization and its association with allergic diseases in the Korean population: results from the 2019 
Korea National Health and Nutrition Examination Survey. Allergy Asthma Immunol Res. 2024;16(5):534–545. doi:10.4168/aair.2024.16.5.534

12. Heinzerling LM, Burbach GJ, Edenharter G, et al. GA(2)LEN skin test study I: GA(2)LEN harmonization of skin prick testing: novel 
sensitization patterns for inhalant allergens in Europe. Allergy. 2009;64(10):1498–1506. doi:10.1111/j.1398-9995.2009.02093.x

13. Novakova S, Novakova P, Yoncheva MD. Characteristics of sensitization among adults with allergig rhinitis. 2016.
14. Toth I, Peternel R, Gajnik D, Vojniković B. Micro-regional hypersensitivity variations to inhalant allergens in the city of Zagreb and Zagreb 

County. Coll Antropol. 2011;35(Suppl 2):31–37.
15. Rybníček O, Novotná B, Rybníčkova E, Rybníček K. Ragweed in the Czech Republic. Aerobiologia. 2000;16(2):287–290. doi:10.1023/ 

A:1007611715820
16. Thibaudon M, Hamberger C, Guilloux L, Massot R. Ragweed pollen in France: origin, diffusion, exposure. Eur Ann Allergy Clin Immunol. 

2010;42(6):209–215.
17. Ruëff F, Przybilla B, Walker A, et al. Sensitization to common ragweed in southern Bavaria: clinical and geographical risk factors in atopic 

patients. Int Arch Allergy Immunol. 2012;159(1):65–74. doi:10.1159/000335192
18. Bousquet PJ, Chinn S, Janson C, Kogevinas M, Burney P, Jarvis D. Geographical variation in the prevalence of positive skin tests to 

environmental aeroallergens in the European Community Respiratory Health Survey I. Allergy. 2007;62(3):301–309. doi:10.1111/j.1398- 
9995.2006.01293.x

19. Albertini R, Ugolotti M, Peveri S, et al. Evolution of ragweed pollen concentrations, sensitization and related allergic clinical symptoms in 
Parma (northern Italy). Aerobiologia. 2012;28(3):347–354. doi:10.1007/s10453-011-9239-6

20. Bocsan IC, Muntean IA, Ureche C, et al. Characterization of patients with allergic rhinitis to Ragweed pollen in two distinct regions of 
Romania. Medicina. 2019;55(11). doi:10.3390/medicina55110712

21. Ščevková J, Dušička J, Hrubiško M, Mičieta K. Influence of airborne pollen counts and length of pollen season of selected allergenic plants on 
the concentration of sIgE antibodies on the population of Bratislava, Slovakia. Ann Agric Environ Med. 2015;22(3):451–455. doi:10.5604/ 
12321966.1167712

22. Ackermann-Liebrich U, Schindler C, Frei P, et al. Sensitisation to Ambrosia in Switzerland: a public health threat on the wait. Swiss Med Wkly. 
2009;139(5–6):70–75. doi:10.4414/smw.2009.12489

23. Li JD, Gu JQ, Xu YY, et al. Serum IgE profiles in Chinese pollinosis patients with grass pollen sensitisation. World Allergy Organ J. 2022;15 
(1):100624. doi:10.1016/j.waojou.2021.100624

24. Zhang J, Jiang YT, Gao L, et al. Correlation between the distribution of airborne pollen and the positive sIgE test in patients with allergic 
rhinitis in Taiyuan City in spring from 2022 to 2023. Zhonghua Yu Fang Yi Xue Za Zhi. 2024;58(6):823–829. doi:10.3760/cma.j.cn112150- 
20231213-00442

25. Hao GD, Zheng YW, Gjesing B, et al. Prevalence of sensitization to weed pollens of Humulus scandens, Artemisia vulgaris, and Ambrosia 
artemisiifolia in northern China. J Zhejiang Univ Sci B. 2013;14(3):240–246. doi:10.1631/jzus.B1200185

26. Zhang Y, Shang M, Tian Y, Liu X, Sun X, Gao L. Allergen sensitization study in Dongying, China: an epidemiological study. Medicine. 
2024;103(3):e36862. doi:10.1097/md.0000000000036862

27. Xu L, Luo W, Lu Y, et al. A comprehensive analysis of the components of common weed pollen and related allergens in patients with allergic 
diseases in southern China. Mol Immunol. 2022;147:180–186. doi:10.1016/j.molimm.2022.05.005

28. Qin Z, DiTommaso A, Wu RS, Huang HY, Gonzalez-Andujar J. Potential distribution of two Ambrosia species in China under projected climate 
change. Weed Res. 2014;54(5):520–531. doi:10.1111/wre.12100

Journal of Asthma and Allergy 2025:18                                                                                            https://doi.org/10.2147/JAA.S506897                                                                                                                                                                                                                                                                                                                                                                                                    413

Cheng et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1016/j.envint.2013.08.005
https://doi.org/10.1371/journal.pone.0017658
https://doi.org/10.1016/j.jaci.2005.05.017
https://doi.org/10.1016/j.jaci.2005.05.017
https://doi.org/10.1016/j.jaci.2010.12.1106
https://doi.org/10.1111/j.1398-9995.2010.02399.x
https://doi.org/10.1038/s41467-020-15586-1
https://doi.org/10.1111/j.1398-9995.2009.02169.x
https://doi.org/10.1016/j.scitotenv.2023.167095
https://doi.org/10.12932/ap-210621-1162
https://doi.org/10.4168/aair.2024.16.5.534
https://doi.org/10.1111/j.1398-9995.2009.02093.x
https://doi.org/10.1023/A:1007611715820
https://doi.org/10.1023/A:1007611715820
https://doi.org/10.1159/000335192
https://doi.org/10.1111/j.1398-9995.2006.01293.x
https://doi.org/10.1111/j.1398-9995.2006.01293.x
https://doi.org/10.1007/s10453-011-9239-6
https://doi.org/10.3390/medicina55110712
https://doi.org/10.5604/12321966.1167712
https://doi.org/10.5604/12321966.1167712
https://doi.org/10.4414/smw.2009.12489
https://doi.org/10.1016/j.waojou.2021.100624
https://doi.org/10.3760/cma.j.cn112150-20231213-00442
https://doi.org/10.3760/cma.j.cn112150-20231213-00442
https://doi.org/10.1631/jzus.B1200185
https://doi.org/10.1097/md.0000000000036862
https://doi.org/10.1016/j.molimm.2022.05.005
https://doi.org/10.1111/wre.12100


29. Liu X, Li H, Wang J-H, Sun X, Fu -Y-Y, Xing L. The current and future potential geographical distribution of common ragweed, Ambrosia 
artemisiifolia in China. Pak J Bot. 2021;53:167.

30. Lu S, Luo X, Wang H, et al. China-US grain trade shapes the spatial genetic pattern of common ragweed in East China cities. Commun Biol. 
2023;6(1):1072. doi:10.1038/s42003-023-05434-5

31. Lu S, Luo X, Han L, Yang J, Jin J, Yang J. Genetic patterns reveal differences between the invasion processes of common ragweed in urban and 
non-urban ecosystems. Global Ecol Conserv. 2022;38:e02214. doi:10.1016/j.gecco.2022.e02214

32. Zhang J, Yan Y, Jiang F, Chen J, Ouyang Y, Zhang L. Main airborne pollen species and characteristics of allergic rhinitis patients with 
pollen-related allergies in 13 Northern Chinese Cities. J Asthma Allergy. 2024;17:757–768. doi:10.2147/jaa.S471540

33. Wopfner N, Gadermaier G, Egger M, et al. The spectrum of allergens in ragweed and mugwort pollen. Int Arch Allergy Immunol. 2005;138 
(4):337–346. doi:10.1159/000089188

34. Würtzen PA, Hoof I, Christensen LH, et al. Diverse and highly cross-reactive T-cell responses in ragweed allergic patients independent of 
geographical region. Allergy. 2020;75(1):137–147. doi:10.1111/all.13992

35. Pomés A, Schulten V. Cross-reactivity in allergy: a double-edged sword. Allergy. 2020;75(1):9–11. doi:10.1111/all.13993
36. Liao C, Hou X, Wu L, et al. Major grass pollen allergen components and cross-reactive carbohydrate determinants in mugwort-sensitized child 

patients with allergic respiratory disease in Western China. Front Pediatr. 2022;10:816354. doi:10.3389/fped.2022.816354
37. Wopfner N, Gruber P, Wallner M, et al. Molecular and immunological characterization of novel weed pollen pan-allergens. Allergy. 2008;63 

(7):872–881. doi:10.1111/j.1398-9995.2008.01635.x
38. Zbîrcea LE, Buzan MR, Grijincu M, et al. Relationship between IgE levels specific for Ragweed pollen extract, Amb a 1 and cross-reactive 

allergen molecules. Int J mol Sci. 2023;24(4). doi:10.3390/ijms24044040
39. Pablos I, Eichhorn S, Machado Y, et al. Distinct epitope structures of defensin-like proteins linked to proline-rich regions give rise to differences 

in their allergenic activity. Allergy. 2018;73(2):431–441. doi:10.1111/all.13298
40. Buzan MR, Zbîrcea LE, Gattinger P, et al. Complex IgE sensitization patterns in ragweed allergic patients: implications for diagnosis and 

specific immunotherapy. Clin Transl Allergy. 2022;12(7):e12179. doi:10.1002/clt2.12179
41. Jahn-Schmid B, Hauser M, Wopfner N, et al. Humoral and cellular cross-reactivity between Amb a 1, the major ragweed pollen allergen, and its 

mugwort homolog Art v 6. J Immunol. 2012;188(3):1559–1567. doi:10.4049/jimmunol.1102445
42. Asero R, Bellotto E, Ghiani A, Aina R, Villalta D, Citterio S. Concomitant sensitization to ragweed and mugwort pollen: who is who in clinical 

allergy? Ann Allergy Asthma Immunol. 2014;113(3):307–313. doi:10.1016/j.anai.2014.06.009
43. Kim DK, Park YS, Cha KJ, et al. Cluster analysis of inhalant allergens in South Korea: a computational model of allergic sensitization. Clin Exp 

Otorhinolaryngol. 2021;14(1):93–99. doi:10.21053/ceo.2019.01921
44. Jo EJ, Eom JS, Mok J, et al. Patterns of sensitization to aeroallergens and their effect on airway hyper-responsiveness in Busan, Korea. Asian 

Pac J Allergy Immunol. 2021;39(3):182–189. doi:10.12932/ap-261118-0447
45. Hwang Y, Motomura C, Fukuda H, Kishikawa R, Watanabe N, Yoshihara S. Relationship among airborne pollen, sensitization, and pollen food 

allergy syndrome in Asian allergic children. PeerJ. 2022;10:e14243. doi:10.7717/peerj.14243
46. Chen KW, Marusciac L, Tamas PT, Valenta R, Panaitescu C. Ragweed pollen allergy: burden, characteristics, and management of an imported 

allergen source in Europe. Int Arch Allergy Immunol. 2018;176(3–4):163–180. doi:10.1159/000487997
47. King TP, Norman PS, Connell JT. Isolation and characterization of allergens from ragweed pollen. II. Biochemistry. 1964;3:458–468. 

doi:10.1021/bi00891a026
48. Bouley J, Groeme R, Le Mignon M, et al. Identification of the cysteine protease Amb a 11 as a novel major allergen from short ragweed. 

J Allergy Clin Immunol. 2015;136(4):1055–1064. doi:10.1016/j.jaci.2015.03.001
49. Tamaș TP, Buzan MR, Zbîrcea LE, et al. Ragweed major allergen Amb a 11 recombinant production and clinical implications. Biomolecules. 

2023;13(1). doi:10.3390/biom13010182
50. Wopfner N, Jahn-Schmid B, Schmidt G, et al. The alpha and beta subchain of Amb a 1, the major ragweed-pollen allergen show divergent 

reactivity at the IgE and T-cell level. Mol Immunol. 2009;46(10):2090–2097. doi:10.1016/j.molimm.2009.02.005
51. Wolf M, Twaroch TE, Huber S, et al. Amb a 1 isoforms: unequal siblings with distinct immunological features. Allergy. 2017;72 

(12):1874–1882. doi:10.1111/all.13196
52. Groeme R, Airouche S, Kopecny D, et al. Structural and functional characterization of the major allergen Amb a 11 from short ragweed pollen. 

J Biol Chem. 2016;291(25):13076–13087. doi:10.1074/jbc.M115.702001
53. Offermann LR, Schlachter CR, Perdue ML, et al. Structural, functional, and immunological characterization of profilin Panallergens Amb a 8, 

Art v 4, and Bet v 2. J Biol Chem. 2016;291(30):15447–15459. doi:10.1074/jbc.M116.733659
54. Grijincu M, Tănasie G, Zbîrcea LE, et al. Non-specific lipid transfer protein Amb a 6 is a source-specific important allergenic molecule in 

ragweed pollen. Int J mol Sci. 2024;25(12). doi:10.3390/ijms25126513
55. Hiller KM, Lubahn BC, Klapper DG. Cloning and expression of ragweed allergen Amb a 6. Scand J Immunol. 1998;48(1):26–36. doi:10.1046/ 

j.1365-3083.1998.00355.x
56. Grijincu M, Huțu I, Weber M, et al. Physicochemical and immunological characterization of Amb a 12, a novel ragweed (Ambrosia 

artemisiifolia) pollen allergen. Mol Immunol. 2023;157:18–29. doi:10.1016/j.molimm.2023.03.012
57. San Miguel-Rodríguez A, Armentia A, Martín-Armentia S, et al. Component-resolved diagnosis in allergic disease: utility and limitations. Clin 

Chim Acta. 2019;489:219–224. doi:10.1016/j.cca.2018.08.004
58. Izmailovich M, Semenova Y, Abdushukurova G, et al. Molecular aspects of allergen-specific immunotherapy in patients with seasonal allergic 

rhinitis. Cells. 2023;12(3). doi:10.3390/cells12030383
59. van Hage M, Hamsten C, Valenta R. ImmunoCAP assays: pros and cons in allergology. J Allergy Clin Immunol. 2017;140(4):974–977. 

doi:10.1016/j.jaci.2017.05.008
60. van Hage M, Schmid-Grendelmeier P, Skevaki C, et al. Performance evaluation of ImmunoCAP® ISAC 112: a multi-site study. Clin Chem Lab 

Med. 2017;55(4):571–577. doi:10.1515/cclm-2016-0586
61. Buzzulini F, Da Re M, Scala E, et al. Evaluation of a new multiplex assay for allergy diagnosis. Clin Chim Acta. 2019;493:73–78. doi:10.1016/j. 

cca.2019.02.025

https://doi.org/10.2147/JAA.S506897                                                                                                                                                                                                                                                                                                                                                                                                                                                               Journal of Asthma and Allergy 2025:18 414

Cheng et al                                                                                                                                                                          

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1038/s42003-023-05434-5
https://doi.org/10.1016/j.gecco.2022.e02214
https://doi.org/10.2147/jaa.S471540
https://doi.org/10.1159/000089188
https://doi.org/10.1111/all.13992
https://doi.org/10.1111/all.13993
https://doi.org/10.3389/fped.2022.816354
https://doi.org/10.1111/j.1398-9995.2008.01635.x
https://doi.org/10.3390/ijms24044040
https://doi.org/10.1111/all.13298
https://doi.org/10.1002/clt2.12179
https://doi.org/10.4049/jimmunol.1102445
https://doi.org/10.1016/j.anai.2014.06.009
https://doi.org/10.21053/ceo.2019.01921
https://doi.org/10.12932/ap-261118-0447
https://doi.org/10.7717/peerj.14243
https://doi.org/10.1159/000487997
https://doi.org/10.1021/bi00891a026
https://doi.org/10.1016/j.jaci.2015.03.001
https://doi.org/10.3390/biom13010182
https://doi.org/10.1016/j.molimm.2009.02.005
https://doi.org/10.1111/all.13196
https://doi.org/10.1074/jbc.M115.702001
https://doi.org/10.1074/jbc.M116.733659
https://doi.org/10.3390/ijms25126513
https://doi.org/10.1046/j.1365-3083.1998.00355.x
https://doi.org/10.1046/j.1365-3083.1998.00355.x
https://doi.org/10.1016/j.molimm.2023.03.012
https://doi.org/10.1016/j.cca.2018.08.004
https://doi.org/10.3390/cells12030383
https://doi.org/10.1016/j.jaci.2017.05.008
https://doi.org/10.1515/cclm-2016-0586
https://doi.org/10.1016/j.cca.2019.02.025
https://doi.org/10.1016/j.cca.2019.02.025


62. Léonard R, Wopfner N, Pabst M, et al. A new allergen from ragweed (Ambrosia artemisiifolia) with homology to art v 1 from mugwort. J Biol 
Chem. 2010;285(35):27192–27200. doi:10.1074/jbc.M110.127118

63. Pablos I, Wildner S, Asam C, Wallner M, Gadermaier G. Pollen allergens for molecular diagnosis. Curr Allergy Asthma Rep. 2016;16(4):31. 
doi:10.1007/s11882-016-0603-z

64. Lake IR, Jones NR, Agnew M, et al. Erratum: “Climate change and future pollen allergy in Europe”. Environ Health Perspect. 2018;126 
(7):079002. doi:10.1289/ehp2073

65. Bonini M, Monti GS, Pelagatti MM, et al. Ragweed pollen concentration predicts seasonal rhino-conjunctivitis and asthma severity in patients 
allergic to ragweed. Sci Rep. 2022;12(1):15921. doi:10.1038/s41598-022-20069-y

66. Dorow P, Aurich R, Petzold U. Efficacy and tolerability of azelastine nasal spray in patients with allergic rhinitis compared to placebo and 
budesonide. Arzneimittel-forschung. 1993;43(8):909–912.

67. Kalpaklioglu AF, Kavut AB. Comparison of azelastine versus triamcinolone nasal spray in allergic and nonallergic rhinitis. Am J Rhinol Allergy. 
2010;24(1):29–33. doi:10.2500/ajra.2010.24.3423

68. Rosenblut A, Bardin PG, Muller B, et al. Long-term safety of fluticasone furoate nasal spray in adults and adolescents with perennial allergic 
rhinitis. Allergy. 2007;62(9):1071–1077. doi:10.1111/j.1398-9995.2007.01521.x

69. Martin BG, Andrews CP, van Bavel JH, et al. Comparison of fluticasone propionate aqueous nasal spray and oral montelukast for the treatment 
of seasonal allergic rhinitis symptoms. Ann Allergy Asthma Immunol. 2006;96(6):851–857. doi:10.1016/s1081-1206(10)61349-x

70. Wei C. The efficacy and safety of H1-antihistamine versus Montelukast for allergic rhinitis: a systematic review and meta-analysis. Biomed 
Pharmacother. 2016;83:989–997. doi:10.1016/j.biopha.2016.08.003

71. Heffler E, Brussino L, Del Giacco S, et al. New drugs in early-stage clinical trials for allergic rhinitis. Expert Opin Investig Drugs. 2019;28 
(3):267–273. doi:10.1080/13543784.2019.1571581

72. Stokes JR, Romero FA, Allan RJ, et al. The effects of an H3 receptor antagonist (PF-03654746) with fexofenadine on reducing allergic rhinitis 
symptoms. J Allergy Clin Immunol. 2012;129(2):409–12,412.e1–2. doi:10.1016/j.jaci.2011.11.026

73. North ML, Walker TJ, Steacy LM, et al. Add-on histamine receptor-3 antagonist for allergic rhinitis: a double blind randomized crossover trial 
using the environmental exposure unit. Allergy Asthma Clin Immunol. 2014;10(1):33. doi:10.1186/1710-1492-10-33

74. Thurmond RL, Venable J, Savall B, et al. Clinical development of Histamine H(4) receptor antagonists. Handb Exp Pharmacol. 
2017;241:301–320. doi:10.1007/164_2016_130

75. Kupczyk M, Kuna P. Targeting the PGD(2)/CRTH2/DP1 signaling pathway in asthma and allergic disease: current status and future 
perspectives. Drugs. 2017;77(12):1281–1294. doi:10.1007/s40265-017-0777-2

76. Klunker S, Saggar LR, Seyfert-Margolis V, et al. Combination treatment with omalizumab and rush immunotherapy for ragweed-induced 
allergic rhinitis: inhibition of IgE-facilitated allergen binding. J Allergy Clin Immunol. 2007;120(3):688–695. doi:10.1016/j.jaci.2007.05.034

77. Casale TB, Busse WW, Kline JN, et al. Omalizumab pretreatment decreases acute reactions after rush immunotherapy for ragweed-induced 
seasonal allergic rhinitis. J Allergy Clin Immunol. 2006;117(1):134–140. doi:10.1016/j.jaci.2005.09.036

78. Dahl Å, Strandhede S-O, Wihl J-Å. Ragweed – an allergy risk in Sweden? Aerobiologia. 1999;15(4):293–297. doi:10.1023/A:1007678107552
79. Global Strategy for Asthma Management and Prevention (2024 update). Global initiative for asthma. Available from: www.ginasthma.org. 

Accessed March 6, 2025.
80. Agache I, Beltran J, Akdis C, et al. Efficacy and safety of treatment with biologicals (benralizumab, dupilumab, mepolizumab, omalizumab and 

reslizumab) for severe eosinophilic asthma. A systematic review for the EAACI Guidelines - recommendations on the use of biologicals in 
severe asthma. Allergy. 2020;75(5):1023–1042. doi:10.1111/all.14221

81. Tariq F. Allergic conjunctivitis: review of current types, treatments, and trends. Life. 2024;14(6). doi:10.3390/life14060650
82. Bielory L, Delgado L, Katelaris CH, Leonardi A, Rosario N, Vichyanoud P. ICON: diagnosis and management of allergic conjunctivitis. Ann 

Allergy Asthma Immunol. 2020;124(2):118–134. doi:10.1016/j.anai.2019.11.014
83. Hoover H, Leatherman B, Ryan M, McMains K, Veling M. Evidence-based dosing of maintenance subcutaneous immunotherapy: 

a contemporary review of state-of-the-art practice. Int Forum Allergy Rhinol. 2018;8(7):806–816. doi:10.1002/alr.22118
84. Christensen LH, Ipsen H, Nolte H, et al. Short ragweeds is highly cross-reactive with other ragweeds. Ann Allergy Asthma Immunol. 2015;115 

(6):490–495e1. doi:10.1016/j.anai.2015.09.016
85. Mirone C, Albert F, Tosi A, et al. Efficacy and safety of subcutaneous immunotherapy with a biologically standardized extract of Ambrosia 

artemisiifolia pollen: a double-blind, placebo-controlled study. Clin Exp Allergy. 2004;34(9):1408–1414. doi:10.1111/j.1365-2222.2004.02056.x
86. Nelson HS. Ragweed allergy immunotherapy tablet MK-3641 (Ragwitek®) for the treatment of allergic rhinitis. Expert Rev Clin Immunol. 

2018;14(12):1003–1011. doi:10.1080/1744666x.2018.1538788
87. Creticos PS, Maloney J, Bernstein DI, et al. Randomized controlled trial of a ragweed allergy immunotherapy tablet in North American and 

European adults. J Allergy Clin Immunol. 2013;131(5):1342–9.e6. doi:10.1016/j.jaci.2013.03.019
88. Nolte H, Hébert J, Berman G, et al. Randomized controlled trial of ragweed allergy immunotherapy tablet efficacy and safety in North 

American adults. Ann Allergy Asthma Immunol. 2013;110(6):450–456.e4. doi:10.1016/j.anai.2013.03.013
89. Kim H, Waserman S, Hébert J, et al. Efficacy and safety of ragweed sublingual immunotherapy in Canadian patients with allergic 

rhinoconjunctivitis. Allergy Asthma Clin Immunol. 2014;10(1):55. doi:10.1186/1710-1492-10-55
90. Nolte H, Bernstein DI, Nelson HS, Ellis AK, Kleine-Tebbe J, Lu S. Efficacy and safety of Ragweed SLIT-tablet in children with allergic 

Rhinoconjunctivitis in a randomized, Placebo-controlled trial. J Allergy Clin Immunol Pract. 2020;8(7):2322–2331.e5. doi:10.1016/j. 
jaip.2020.03.041

91. Nolte H, Amar N, Bernstein DI, et al. Safety and tolerability of a short ragweed sublingual immunotherapy tablet. Ann Allergy Asthma Immunol. 
2014;113(1):93–100.e3. doi:10.1016/j.anai.2014.04.018

92. Demers I, Gosselin P. Aperçu - Pollens, climat et allergies: initiatives menées au Québec. [At-a-glance - Pollens, climate and allergies: Quebec 
initiatives]. Health Promot Chronic Dis Prev Can. 2019;39(4):136–141. doi:10.24095/hpcdp.39.4.05

93. Zimdahl RL, Basinger NT. Chapter 11 - Biological Weed Control. In: Zimdahl RL, Basinger NT, editors. Fundamentals of Weed Science. 6th 
ed. Academic Press; 2024:271–292.

94. Zhou Z-S, Chen H-S, Zheng X-W, et al. Control of the invasive weed Ambrosia artemisiifolia with Ophraella communa and Epiblema 
strenuana. Biocontrol Sci. Technol. 2014;24(8):950–964. doi:10.1080/09583157.2014.897305

Journal of Asthma and Allergy 2025:18                                                                                            https://doi.org/10.2147/JAA.S506897                                                                                                                                                                                                                                                                                                                                                                                                    415

Cheng et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1074/jbc.M110.127118
https://doi.org/10.1007/s11882-016-0603-z
https://doi.org/10.1289/ehp2073
https://doi.org/10.1038/s41598-022-20069-y
https://doi.org/10.2500/ajra.2010.24.3423
https://doi.org/10.1111/j.1398-9995.2007.01521.x
https://doi.org/10.1016/s1081-1206(10)61349-x
https://doi.org/10.1016/j.biopha.2016.08.003
https://doi.org/10.1080/13543784.2019.1571581
https://doi.org/10.1016/j.jaci.2011.11.026
https://doi.org/10.1186/1710-1492-10-33
https://doi.org/10.1007/164_2016_130
https://doi.org/10.1007/s40265-017-0777-2
https://doi.org/10.1016/j.jaci.2007.05.034
https://doi.org/10.1016/j.jaci.2005.09.036
https://doi.org/10.1023/A:1007678107552
http://www.ginasthma.org
https://doi.org/10.1111/all.14221
https://doi.org/10.3390/life14060650
https://doi.org/10.1016/j.anai.2019.11.014
https://doi.org/10.1002/alr.22118
https://doi.org/10.1016/j.anai.2015.09.016
https://doi.org/10.1111/j.1365-2222.2004.02056.x
https://doi.org/10.1080/1744666x.2018.1538788
https://doi.org/10.1016/j.jaci.2013.03.019
https://doi.org/10.1016/j.anai.2013.03.013
https://doi.org/10.1186/1710-1492-10-55
https://doi.org/10.1016/j.jaip.2020.03.041
https://doi.org/10.1016/j.jaip.2020.03.041
https://doi.org/10.1016/j.anai.2014.04.018
https://doi.org/10.24095/hpcdp.39.4.05
https://doi.org/10.1080/09583157.2014.897305


95. Kim HG, Lee D-H. Review of the biology and ecology of a ragweed leaf beetle, Ophraella communa (Coleoptera: Chrysomelidae), which is 
a biological control agent of an invasive common ragweed, Ambrosia artemisiifolia (Asterales: Asteraceae). Biocontrol Sci Technol 2019;29 
(2):185–200. doi:10.1080/09583157.2018.1540032

96. Guo J-Y, Zhou Z-S, Zheng X-W, Chen H-S, Wan F-H, Luo Y-H. Control efficiency of leaf beetle, Ophraella communa, on the invasive common 
ragweed, Ambrosia artemisiifolia, at different growing stages. Biocontrol Sci Technol 2011;21(9):1049–1063. doi:10.1080/ 
09583157.2011.603823

97. Jin J, Zhao M, Zhou Z, Wang R, Guo J, Wan F. Host-plant selection behavior of Ophraella communa, a Biocontrol agent of the invasive 
common ragweed Ambrosia artemisiifolia. Insects. 2023;14(4):334.

98. Rousset Z, Zamprogna A, Jaworski CC, Desneux N, Lesieur V. Assessing the host range of Ophraella communa for the biological control of 
Ambrosia artemisiifolia in France. Plants. 2024;13(22):3240.

99. Zhou Z-S. A review on the biological control of common ragweed, Ambrosia artemisiifolia (Asteraceae). Int J Zool Animal Biol. 2023.
100. Zhao H, Yang N, Huang H, et al. Integrating biogeographic approach into classical biological control: assessing the climate matching and 

ecological niche overlap of two natural enemies against common ragweed in China. J Environ Manage. 2023;347:119095. doi:10.1016/j. 
jenvman.2023.119095

101. State W. Combined control of common ragweed,Ambrosia artemisiifolia with Ophraella communa and Epiblema strenuana in Laibin,Guangxi 
Province,China. J Biosafety. 2011;20:267–269.

Journal of Asthma and Allergy                                                                                                    

Publish your work in this journal 
The Journal of Asthma and Allergy is an international, peer-reviewed open-access journal publishing original research, reports, editorials and 
commentaries on the following topics: Asthma; Pulmonary physiology; Asthma related clinical health; Clinical immunology and the 
immunological basis of disease; Pharmacological interventions and new therapies. The manuscript management system is completely online 
and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read real 
quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/journal-of-asthma-and-allergy-journal

Journal of Asthma and Allergy 2025:18 416

Cheng et al                                                                                                                                                                          

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1080/09583157.2018.1540032
https://doi.org/10.1080/09583157.2011.603823
https://doi.org/10.1080/09583157.2011.603823
https://doi.org/10.1016/j.jenvman.2023.119095
https://doi.org/10.1016/j.jenvman.2023.119095
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress

	Introduction
	Prevalence of Ragweed Sensitization
	Ragweed Pollen Allergens
	Major Allergens
	Minor Allergens
	Component-Resolved Diagnostics

	Treatment Strategies for Ragweed Allergy
	Treatments for Ragweed-Induced Allergic Rhinitis
	Treatments for Ragweed-Induced Allergic Asthma
	Treatments for Ragweed-Induced Allergic Conjunctivitis
	Allergen Immunotherapy for Ragweed

	Biological Control of Ragweed
	Conclusion
	Abbreviations
	Acknowledgments
	Funding
	Disclosure

