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ABSTRACT
Aim/Introduction: To investigate the differences in the clinical significance and
glutamic acid decarboxylase autoantibody (GADA) affinity between RIA (RIA-GADA) and
ELISA (ELISA-GADA) in patients with type 1 diabetes.
Methods: A total of 415 patients with type 1 diabetes were enrolled, including 199
acute-onset type 1 diabetes, 168 slowly progressive type 1 diabetes (SPIDDM), and 48
fulminant type 1 diabetes. GADA affinity was measured by a competitive binding
experiment using unlabeled recombinant human GAD65 protein, and the diagnostic
performance of both assays and the relationship between GADA affinity and the decline
of fasting C-peptide (F-CPR) were examined.
Results: While the ELISA-GADA displayed a higher sensitivity than the RIA method in
diagnosing type 1 diabetes in acute-onset patients, about 40% of SPIDDM patients with
low-titer RIA-GADA were determined as negative by the ELISA method. Patients with type
1 diabetes with RIA-GADA alone had an older age of onset, less diabetic ketoacidosis, a
higher BMI, and a higher F-CPR compared with patients positive for both RIA-GADA and
ELISA-GADA. Additionally, 36% of RIA-GADA-positive patients had low-affinity GADA
(<1010 L/mol), which was significantly higher than in the ELISA-GADA-positive patients
(4%, P < 0.0001). Furthermore, over a 3 year monitoring period, F-CPR levels decreased in
ELISA-GADA-positive SPIDDM, whereas it was maintained in patients with RIA-GADA
alone, regardless of GADA affinity.
Conclusions: These results suggest that bivalent ELISA for GADA is superior to the RIA
method in diagnosing type 1 diabetes. Moreover, the diagnostic superiority of the ELISA-
GADA made possible the concurrent identification of SPIDDM patients at high-risk of early
progression, and allowed for more accurate clinical diagnosis and management.
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INTRODUCTION
Type 1 diabetes is an organ-specific autoimmune disease
characterized by pancreatic islet b-cell destruction, which
results in absolute insulin deficiency. Type 1 diabetes is clas-
sified into autoimmune-mediated and idiopathic types in the
etiological classification, but clinically, it is divided into three
subtypes: acute-onset type 1 diabetes, slowly progressive type
1 diabetes (SPIDDM), and fulminant type 1 diabetes based
on the mode of onset1. Both acute-onset type 1 diabetes and
SPIDDM fall into the autoimmune-mediated type 1 diabetes,
whereas fulminant type 1 diabetes is classified as idiopathic
type 1 diabetes. One of the hallmarks of autoimmune
involvement in type 1 diabetes is the presence of anti-islet
autoantibodies which are important markers for predicting
and diagnosing type 1 diabetes. Among them, autoantibodies
to GAD (GADA) are most frequently detected in patients
with either acute-onset type 1 diabetes and SPIDDM and
are, therefore, the first to be measured in general clinical
practice. In line with the various GADA assays that have
been developed over the years, the Diabetes Autoantibody
Standardization Program or Islet Autoantibody Standardiza-
tion Program (IASP) was established to improve assay per-
formance and concordance of results among laboratories2,3.
However, current assay performance varies markedly between
laboratories3,4, and even thoroughly validated, frequently used
radioligand-binding assays pick up both disease-relevant and
disease-irrelevant signals5. Other assays include the RIA and
ELISA by RSR Ltd (Cardiff, UK), both well-established tests
for the analysis of GADA and widely distributed throughout
the world as commercial kits.
For more than two decades, RSR-RIA has been used in

measuring GADA in Japan; however, recently, the distributor
of this kit (Cosmic Corporation, Tokyo, Japan) has changed
from RSR-RIA to RSR-ELISA, making it necessary to revise
the interpretation and correspondence, including the positive/
negative judgment of the RIA method. Furthermore, it has
been reported that there are some patients who are diag-
nosed as having SPIDDM by the RIA method but who do
not progress to an insulin-dependent state6. Therefore, the
present study was carried out as a research project under
the Committee of Type 1 Diabetes of the Japan Diabetes
Society (JDS) to investigate the differences in clinical signifi-
cance between RSR-RIA and RSR-ELISA in Japanese patients
with type 1 diabetes, especially concerning patients who
showed discrepant results using the two methods. Further-
more, we examined the GADA affinity using a competitive
binding assay, and investigated the difference in the GADA
affinity identified by the RIA and ELISA methods. Besides
this, the clinical usefulness of GADA affinity in predicting
the progression of SPIDDM was thoroughly verified using
the longitudinal data and samples from the Japanese Type 1
Diabetes Database (TIDE-J) study7; a multi-center prospective
study in Japan.

MATERIALS AND METHODS
Subjects
Four-hundred and fifteen patients with type 1 diabetes were
recruited from the contributing institutes through the Commit-
tee of Type 1 Diabetes of the JDS (n = 187) and the TIDE-J
study (n = 228). The TIDE-J study is a multi-center prospective
study with the following inclusion criteria: (1) a duration of
type 1 diabetes <5 years, and (2) the presence of one or more
anti-islet autoantibodies and/or fasting serum C-peptide (F-
CPR) levels <1.0 ng/mL7. This study comprised 199 patients
with acute-onset type 1 diabetes, 168 with SPIDDM, and 48
with fulminant type 1 diabetes. A diagnosis of type 1 diabetes
was made based on the criteria set by the Committee of the
JDS8–10, while a diagnosis of SPIDDM, irrespective of anti-islet
autoantibody status at the time of the study, was given if
patients were positive for GADA and/or islet cell antibodies at
any time during the disease course. Details of the patients’ clini-
cal characteristics are shown in Table 1. HLA-DRB1 and
DQB1 data were available in 149 patients with acute-onset type
1 diabetes, 124 with SPIDDM, and 40 with fulminant type 1
diabetes. Of the 288 patients from the TIDE-J study, 198
patients (117 acute-onset type 1 diabetes and 81 SPIDDM) with
available C-peptide data were used in follow-up studies. The
study protocols were approved by the ethics committee of the
JDS and each institute participating in this project, and
informed consent was obtained from all participants. Serum
samples were stored at -20°C until use.

Anti-islet autoantibody measurement
RSR-RIA-GADA (RIA-GADA) were determined by liquid-
phase RIA using 125I-labeled recombinant human GAD65 as a
tracer reagent as described previously11. Antigen–antibody com-
plexes were adsorbed onto solid-phase protein A, and the
results were read from a calibration curve constructed in the
same run with the calibrators and expressed in U/mL. RSR-
ELISA-GADA (ELISA-GADA) were determined using bivalent
ELISA using biotinylated GAD65 as described previously12. The
results were read from a calibration curve constructed in the
same run with the calibrators and expressed in U/mL. The cut-
off value for the RIA-GADA was 1.5 and 5.0 U/mL for ELISA-
GADA. The intra- and inter-assay coefficients of variation for
RIA-GADA were 3.6–3.7% and 5.5–6.9%, respectively, whereas
those for ELISA-GADA were 3.5–8.5% and 5.2–6.4%, respec-
tively13. In the 2015 IASP workshop, the assay sensitivities and
specificities achieved were 78% and 94% for RIA-GADA and
86% and 98% for ELISA-GADA, respectively.

GADA affinity measurement
The GADA affinity assay was carried out by competitive bind-
ing experiments with unlabeled recombinant human GAD65
with an assay format identical to that of the RSR-RIA and
RSR-ELISA. Serum samples (100 lL) were incubated with
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different concentrations of unlabeled recombinant human
GAD65 (10 lL, RSR Ltd) varying from 1.9 9 10-9 to
1.9 9 10-5 mol/L for RIA-GADA and 7.6 9 10-10 to
3.8 9 10-8 mol/L for ELISA-GADA for 1 h at RT before
GADA measurements. The IC50 and Kd values were calculated
by nonlinear regression analysis using SigmaPlot software (ver-
sion 14.5; Systat Software Inc., San Jose, CA, USA). The Kd val-
ues were determined using the dissociation constants in
GADA-positive patients and ligand concentration for each
assay, and the GADA affinity was expressed as the reciprocal
of the Kd value (L/mol). Subsequently, the displacement curves
were computed from the U/mL for each competition reaction
with a one-site binding model. This experiment comprised a
total of 155 samples obtained from 133 patients (n = 43 from
the JDS committee and n = 70 from the TIDE-J study) consist-
ing of 42 patients with acute-onset type 1 diabetes (8 RIA+/
ELISA-, 11 RIA-/ELISA+, and 23 RIA+/ELISA+), 62 patients
with SPIDDM (29 RIA+/ELISA-, 13 RIA-/ELISA+, and 20
RIA+/ELISA+), and 9 patients with fulminant type 1 diabetes (6
RIA+/ELISA- and 3 RIA-/ELISA+). The titers of RIA-GADA
and ELISA-GADA were selected to be similar among the sub-
types of type 1 diabetes for affinity comparison.

Statistical analysis
All results were expressed as either mean – SD or –SE, and the
categorical variables were compared using the Chi-square test
and Fisher’s exact test where appropriate. Differences in non-
parametric data were tested using the Mann–Whitney U test or
Kruskal-Wallis test followed by the Dunn’s multiple compar-
ison test, and the correlation between autoantibody titer was
analyzed using the Spearman’s rank correlation test. Agreement
between the RIA-GADA and ELISA-GADA was assessed with
the j statistic, which measures the strength of agreement
between two raters on a scale from 0 to 114. A value of P less
than 0.05 was considered statistically significant. Statistical anal-
ysis for this study was performed using StatView statistical soft-
ware (version 5.0; SAS Institute, Cary, NC, USA) and
SigmaPlot ver. 14.5 software.

RESULTS
Assay performance and concordance of RIA-GADA and ELISA-
GADA
First, the prevalence and concordance of RIA-GADA and
ELISA-GADA were compared in patients with three subtypes
of type 1 diabetes. The distributions are shown in Table 2,

Table 1 | Clinical characteristics

Acute-onset type 1 diabetes SPIDDM Fulminant type 1 diabetes

n 199 168 48
Female 121 (61%) 90 (54%) 22 (46%)
Onset age (years) 40.3 – 17.5 49.7 – 14.9 43.9 – 16.4
Duration (years) 3.9 – 5.4 7.6 – 9.3 3.2 – 3.7
BMI (kg/m2) 20.8 – 3.2 22.8 – 4.1 21.5 – 2.7
DKA at onset (+/-)† 138/43 29/128 43/4
Insulin therapy (+/-) 199/0 116/52 48/0
HLA-DRB1*04:05 (+) 87/298 (29%) 58/248 (23%) 26/80 (33%)
HLA-DRB1*09:01 (+) 112/298 (38%) 67/248 (27%) 19/80 (24%)
GADA group

RIA+/ELISA+ 138 (69%) 92 (55%) 1 (2%)
RIA+/ELISA- 9 (4.5%) 32 (19%) 7 (15%)
RIA-/ELISA+ 15 (7.5%) 14 (8%) 3 (6%)
RIA-/ELISA- 37 (19% 30 (18%) 37 (77%)

Data are n (%) or mean – SD. BMI, body mass index; DKA, diabetic ketoacidosis; GADA, glutamic acid decarboxylase autoantibody; HLA, human
leukocyte antigen; SPIDDM, slowly progressive type 1 diabetes. †Data for DKA at onset were unavailable in 18 patients with acute-onset type 1 dia-
betes, 11 with SPIDDM, and one with fulminant type 1 diabetes.

Table 2 | Agreement between the RIA-GADA and the ELISA-GADA with sera from type 1 diabetes

Patients n RIA+ (%) ELISA+ (%) Agreement (%) j statistics (95% CI)

Acute-onset type 1 diabetes 199 147 (74) 153 (77) 87.9 0.675 (0.556–0.795)
SPIDDM 168 124 (74) 106 (63) 72.6 0.374 (0.230–0.519)
Fulminant type 1 diabetes 48 8 (17) 4 (8) 79.2 0.063 (-0.240–0.365)

Data are n (%). CI, confidence interval; ELISA, enzyme-linked immunosorbent assay; RIA, radioimmunoassay; SPIDDM, slowly progressive type 1
diabetes.
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more patients were identified as ELISA-GADA-positive than
RIA-GADA-positive in acute-onset type 1 diabetes, but the
prevalence of ELISA-GADA was lower than that of RIA-
GADA in SPIDDM and fulminant type 1 diabetes. The lower
frequency of ELISA-GADA in SPIDDM was due to patients
who were positive for GADA by RIA but were negative with
the ELISA kit. This lower frequency was particularly evident in
those with lower RIA-GADA titers. Forty-two percent (32/76)
of SPIDDM patients showed RIA+/ELISA- in RIA-GADA titers
of ≤20 U/mL, which was significantly higher than that in
patients with acute-onset type 1 diabetes in the same titer range
(9/72, 13%, P < 0.0001). The agreement between the RIA-
GADA and ELISA-GADA was 87.9% (j statistic = 0.675, 95%
CI 0.556–0.795) for acute-onset type 1 diabetes, and 72.6% for
SPIDDM (j statistic = 0.374, 95% CI 0.230–0.519), and 79.2%
(j statistic = 0.063, 95% CI -0.240 to 0.365) for fulminant type
1 diabetes (Table 2). Furthermore, the titers of GADA by the
RIA kit were significantly correlated with those by the ELISA
kit in patients with acute-onset type 1 diabetes (r = 0.78,
P < 0.0001) and SPIDDM (r = 0.90, P < 0.0001), but not in
patients with fulminant type 1 diabetes, when excluding
patients whose GADA titers exceeded the assay range as well
as those negative for both RIA-GADA and ELISA-GADA
(Figure 1a–c).

Patients with RIA-GADA alone have different clinical
characteristics
Patients were divided into four groups according to their RIA/
ELISA results for GADA (Table 1) and the clinical and
immunogenetic data were compared in patients with acute-
onset type 1 diabetes and SPIDDM, especially in subjects with
discrepant GADA results, to examine the clinical significance of
RIA-GADA and ELISA-GADA. Data were analyzed for acute-
onset type 1 diabetes and SPIDDM combined (Table 3), and
then for both subtypes separately (Tables S1 and S2). As shown
in Table 3, patients with RIA-GADA alone had an older age at
onset, less diabetic ketoacidosis at onset, were more obese, and
had higher F-CPR levels compared with the other three groups.
The former two results were mainly attributed to the clinical
features found in SPIDDM (Table S2). Furthermore, the mean
GADA level in patients with RIA+/ELISA+ was significantly
higher than that in the RIA+/ELISA- group or RIA-/ELISA+

group regardless of subtypes of type 1 diabetes (Tables S1 and
S2; P < 0.0001).
A higher BMI and higher F-CPR in patients with RIA-

GADA alone were observed in both patients with acute-onset
type 1 diabetes and SPIDDM (Figures 2 and 3). However,
regarding gender difference, the duration of diabetes, and the
frequencies of disease-susceptible HLA-DRB1*04:05 and -
DRB1*09:01, there were no significant differences among the
four groups, even when analyzed separately for the acute-onset
type 1 diabetes and SPIDDM (Tables S1 and S2). In contrast,
the clinical and immunological characteristics in patients with

ELISA-GADA alone were similar to those in patients positive
for both RIA-GADA and ELISA-GADA (Table 3, Figures 2
and 3).
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Figure 1 | Correlation between the titer of GADA by RIA and ELISA in
patients with acute-onset type 1 diabetes (a), slowly progressive type 1
diabetes (b), and fulminant type 1 diabetes (c). Autoantibody-positive
sera by either assay and those within the assay range were used in this
analysis. N.S., not significant.
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Differences in the GADA affinity detected by RIA-GADA and
ELISA-GADA
In confirming the previous preliminary finding that the RIA-
GADA kit identifies both high- and low-affinity GADA,

whereas the ELISA-GADA kit identifies only high-affinity
GADA12, GADA affinity was analyzed in a total of 113
patients, including 42 patients with acute-onset type 1 diabetes,
62 with SPIDDM, and 9 with fulminant type 1 diabetes. As

Table 3 | Clinical characteristics according to groups in patients with acute-onset and slowly progressive type 1 diabetes

RIA+/ELISA+ RIA+/ELISA- RIA-/ELISA+ RIA-/ELISA- P value*

n 230 41 29 67
Subtype of type 1 diabetes

Acute-onset 138 (60%) 9 (22%) 15 (52%) 37 (55%) <0.0001
SPIDDM 92 (40%) 32 (78%) 14 (48%) 30 (45%)

Female 142 (62%) 23 (56%) 12 (41%) 34 (51%) N.S.
Onset age (years) 42.9 – 16.2 51.4 – 14.3a 40.8 – 18.4 47.6 – 19.1 0.0061
Duration (years) 4.9 – 7.0 8.3 – 10.2 6.0 – 7.6 5.9 – 8.1 N.S.
DKA at onset (+/-)† 119/93 7/31a 11/13 30/34 0.0003
BMI (kg/m2) 21.3 – 3.5 26.0 – 4.3a,b,c 20.6 – 3.6 22.4 – 3.6 <0.0001
F-CPR (ng/mL) 0.79 – 0.79 2.09 – 1.40a,b,c 0.93 – 0.94 1.01 – 1.23 <0.0005
RIA-GADA (U/mL) 67.2 – 84.5 5.3 – 4.1 N.A. N.A. <0.0001
ELISA-GADA (U/mL) 898.7 – 863.4 N.A. 82.2 – 367.0 N.A. <0.0001
HLA-DRB1*04:05 (+) 98/352 (28%) 8/56 (14%) 11/46 (24%) 27/92 (29%) N.S.
HLA-DRB1*09:01 (+) 119/352 (34%) 14/56 (25%) 16/46 (35%) 30/92 (33%) N.S.

Data are n (%) or mean – SD. Autoantibody levels were determined in patients positive for corresponding autoantibody. BMI, body mass index;
DKA, diabetic ketoacidosis; ELISA, enzyme-linked immunosorbent assay; F-CPR, fasting C-peptide; GADA, glutamic acid decarboxylase autoantibody;
HLA, human leukocyte antigen; N.A., not applicable; N.S., not significant; RIA, radioimmunoassay; SPIDDM, slowly progressive type 1 diabetes. *P
value by Kruskal-Wallis test or Chi-square test; aP < 0.005 vs RIA+/ELISA+, bP < 0.001 vs RIA-/ELISA+, cP < 0.001 vs RIA-/ELISA- by Dunn’s multiple
comparison. †Data for DKA at onset were unavailable in 18 patients with RIA+/ELISA+, 3 with RIA+/ELISA-, 5 with RIA-/ELISA+, and 3 with
RIA-/ELISA-.
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shown in Figure 4, wide variations were observed in the com-
petition curve, and GADA affinities ranged from 1.1 9 105 to
1.2 9 1011 L/mol. In patients with acute-onset type 1 diabetes
and SPIDDM, high-affinity GADA (>1010 L/mol) was observed
in 24% (9/37) of RIA+/ELISA- sera, 92% (22/24) in RIA-/
ELISA+ sera and 98% (42/43) in RIA+/ELISA+ sera (Figure 5).
Thus, 36% (29/80) of RIA-GADA-positive sera had low-affinity
GADA, which was significantly higher than that of ELISA-
GADA-positive sera (4%, 3/67, P < 0.0001). Of note, three of
nine patients with fulminant type 1 diabetes, which is consid-
ered non-autoimmune type 1 diabetes, also had high-affinity
GADA (Figure 5), although their GADA titer was low; ELISA-
GADA 9.8 and 13.1 U/mL for RIA-/ELISA+ sera, and RIA-
GADA 2.1 U/mL for RIA+/ELISA- sera (Figure 1c). The results
confirmed that while the RIA-GADA kit identifies both low-
and high-affinity GADA, the ELISA-GADA kit identifies high-
affinity GADA exclusively. In addition, our data also revealed
the presence of high-affinity GADA in patients with fulminant
type 1 diabetes.
Besides this, we analyzed the serial changes in GADA affini-

ties in five samples from RIA-/ELISA+, (three acute-onset type
1 diabetes and two SPIDDM), 10 from RIA+/ELISA- (two
acute-onset type 1 diabetes, four SPIDDM, and four fulminant
type 1 diabetes), and 9 from RIA+/ELISA+ (five acute-onset
type 1 diabetes and four SPIDDM) in which the serum volume
was sufficient for affinity analysis (Figure S1). On follow-up,
GADA affinity remained relatively constant in most patients,
with affinity changes >1 log observed in only one SPIDDM
patient with RIA-GADA alone. While this patient initially had
high-affinity GADA, it became low-affinity GADA over follow-
up periods.

ELISA-GADA predicts the early decline in endogenous insulin
secretion in SPIDDM patients
To clarify the association of the difference in GADA kits and
GADA affinities with the progression of type 1 diabetes, we
examined the rate of change in F-CPR for 3 years from the
baseline (ΔF-CPR) in 133 patients (73 acute-onset type 1 dia-
betes and 60 SPIDDM), while excluding those in an insulin-
dependent state (F-CPR <0.6 ng/mL) at the time of enrollment.
Since the patients with RIA-GADA alone showed higher F-
CPR levels in both acute-onset type 1 diabetes and SPIDDM,
we investigated whether the ΔF-CPR differed between RIA-
positive and ELISA-positive patients. As shown in Figure 6, the
ΔF-CPR among the four groups was not statistically significant
in patients with acute-onset type 1 diabetes (P = 0.13 by
Kruskal-Wallis test; Figure 6a), which contrasted with the statis-
tically significant difference in DF-CPR among the four groups
of SPIDDM (P = 0.04 by Kruskal-Wallis test; Figure 6b). The
mean DF-CPR in patients with RIA+/ELISA+ (-33.2 – 9.5%)
was significantly greater than that of patients who were positive
for RIA-GADA alone (2.6 – 14.6%, P < 0.05) and negative for
both assays (13.3 – 12.9%, P < 0.05), but not so when com-
pared with patients with ELISA-GADA alone (Figure 6b).
We next analyzed the association between the serial change

in F-CPR and GADA affinity in 24 SPIDDM patients (Fig-
ure 7). Over 3 years, the F-CPR gradually decreased in high-
affinity RIA-/ELISA+ and RIA+/ELISA+ patients, whereas it was
maintained in patients with RIA-GADA alone, regardless of
GADA affinity. Furthermore, the F-CPR levels were signifi-
cantly higher over time in patients with RIA-GADA alone than
in those in the RIA+/ELISA+ group, regardless of GADA affin-
ity (P < 0.05). Also, while there was no significant difference in
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the F-CPR levels between patients with ELISA-GADA alone
and RIA+/ELISA+ group, the mean ΔF-CPR in patients with
RIA-GADA alone was significantly higher than that in patients
positive for ELISA-GADA (9.1 – 12.3% vs -22.2 – 8.3%,
P < 0.05).

DISCUSSION
In the present study, we showed that: (i) the diagnostic sensitiv-
ity of the ELISA method is higher than that of the RIA method
in acute-onset type 1 diabetes, whereas about 40% of SPIDDM
patients with low-titer RIA-GADA were negative by ELISA; (ii)
patients with RIA-GADA alone showed different clinical

characteristics compared with ELISA-GADA-positive patients;
(iii) detectable GADA affinities differed between RIA and
ELISA methods; (iv) the ELISA-GADA was superior to the
RIA-GADA in identifying SPIDDM patients with early reduc-
tion in endogenous insulin secretion.
Evaluating the quantity (antibody titer) and quality (epitope,

affinity) of anti-islet autoantibodies is very important in the
diagnosis and prediction of type 1 diabetes. Consequently,
many studies have been conducted on the clinical significance
of GADA, which has the highest prevalence among anti-islet
autoantibodies, resulting in an accumulation of evidence15,16.
However, as GADA may not always reflect insulitis, it should
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be interpreted with caution especially when distinguishing
between SPIDDM and type 2 diabetes, which can affect man-
agement strategies. Therefore, a GADA assay that can provide
a more accurate diagnosis is desired.
The present study investigated the differences in the concor-

dance rate and affinity between the RSR-RIA, used for over
20 years as a standard kit in general clinical practice in Japan,
and the new RSR-ELISA in three subtypes of type 1 diabetes.
In patients with acute-onset type 1 diabetes, the diagnostic sen-
sitivity of the ELISA-GADA proved superior to that of the
RIA-GADA. Fourteen of 15 patients with acute-onset type 1
diabetes who were ELISA-positive but RIA-negative had
ELISA-GADA titers of <37.5 U/mL, corresponding with the
cut-off value of RIA-GADA 1.5 U/mL17. These results were
similar to those reported in patients with childhood-onset type
1 diabetes18. In addition, as with the patients with acute-onset
type 1 diabetes, all 14 SPIDDM patients positive for ELISA
alone also had an ELISA-GADA titer of <37.5 U/mL. These
results indicate that the ELISA-GADA is superior to the RIA
method in detecting GADA in the low-titer range.
On the other hand, in SPIDDM patients, 32 of 124 patients

(26%) were RIA-positive but ELISA-negative, and 42% were in
the low-titer range (RIA-GADA ≤20 U/mL), which was signifi-
cantly higher than that in patients with acute-onset type 1 dia-
betes in the same titer range (13%, P < 0.0001). These results

were consistent with recent studies which reported that 25–30%
of GADA-positive patients with SPIDDM initially diagnosed by
RIA methods had been determined as negative by the ELISA
method19,20. Several possible explanations exist for the greater
number of cases of SPIDDM with RIA-GADA positivity alone.
First, we speculate that more patients with low-affinity GADA,
identified mainly by the RIA method, may exist in SPIDDM
than in acute-onset type 1 diabetes. However, as the frequency
of low-affinity GADA in patients positive for RIA alone was
similar between acute-onset type 1 diabetes and SPIDDM (88%
vs 72%), this hypothesis is unlikely. Second, differences in
GADA epitopes between acute-onset type 1 diabetes and
SPIDDM may be associated with these discordant results. Pre-
vious studies demonstrated that unique epitopes for SPIDDM
lie in the N-terminal region of GAD65, and RIA-GADA assays
using N-terminally truncated GAD65 (aa 96–585) improved
the clinical phenotyping of autoimmune type 1 diabetes and
the prediction of future insulin therapy21,22. The GAD65 anti-
gen used in RSR-RIA and RSR-ELISA was truncated and
lacked aa 2–45 in the N-terminal region and a full-length pro-
tein, respectively. Therefore, it is assumed that the conforma-
tional change due to the removal of the N-terminal 45 amino
acids creates SPIDDM-specific unique epitopes that can be
detected only by the RIA method. Future studies investigating
differential responses to the two N-terminally truncated
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GAD65 antigens (aa 46–585 and aa 96–585) in the RSR-RIA
should resolve this issue. Third, GADA, which was positive for
RIA alone, may result from immunization with a cross-reactive
molecule. Sera from both RIA+/ELISA- and RIA+/ELISA+

groups can be completely absorbed by native antigen molecules
and thus are not biochemically false-positive.
Taking advantage of the serial samples from the TIDE-J

study, a prospective follow-up study of Japanese type 1 diabetes,

we verified the significance of ELISA-GADA and RIA-GADA
in the declining b-cell function after onset. In acute-onset type
1 diabetes, the reduction in endogenous insulin secretion for
3 years from the baseline (DF-CPR) was more significant in
three groups positive for either RIA-GADA or ELISA-GADA
compared with GADA-negative patients (Figure 6a). However,
DF-CPR in SPIDDM positive for RIA-GADA alone was com-
parable to that of GADA-negative patients with a phenotype
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more similar to type 2 diabetes (2.6 – 14.6% vs 13.3 – 12.9%,
P = 0.66; Figure 6b). Since approximately 70% of SPIDDM
patients with RIA-GADA alone had low-affinity GADA in this
study, the results are consistent with previous reports that low-
affinity GADA has prolonged preservation of residual b-cell
function23. These results indicate that while the RIA-GADA
detects both disease-irrelevant and disease-relevant signals,
ELISA-GADA detect disease-relevant signals exclusively. The
exact reasons for the ELISA method detecting only high-affinity
antibodies are still unknown. As high-affinity antibodies bind a
greater amount of antigen in a shorter period than low-affinity
antibodies, further studies are required to examine the kinetics
of an antigen–antibody reaction between the RIA and ELISA
methods. Other possible reasons for this discrepancy may be
related to different assay principles. The ELISA-GADA assay is
a bivalent assay in which autoantibodies in serum link to both
the antigen on the ELISA plate and the biotinylated antigen,
thereby potentially increasing the specificity. Furthermore,
unlike RIA method, which detects only IgG, the ELISA method
captures all immunoglobulins, including IgG, IgM, and IgA.
Of note, the serial changes of F-CPR in SPIDDM patients

who were positive for RIA-GADA alone were superimposed
between patients with high-affinity and low-affinity GADA
(Figure 7). These results suggest that GADA affinity may not
be associated with destructive insulitis in SPIDDM positive for
RIA-GADA alone. Another possible reason might be related to
the titers of GADA. We and others have reported the associa-
tion between the GADA titer and insulin dependence in
patients with SPIDDM, namely SPIDDM patients with lower

RIA-GADA titers (<10 U/mL) who have a slower decline in
endogenous insulin secretion than those with RIA-GADA titers
of ≥10 U/mL24–26. In fact, approximately 90% of patients with
SPIDDM with RIA-GADA alone had RIA-GADA titers of
<10 U/mL. However, about 80% of the RIA+/ELISA+ patients
used in the affinity study also had RIA-GADA titers of <10 U/
mL, so the relationship between low titers of GADA and a
reduction in endogenous insulin secretion is still unknown.
Future studies with longer follow-ups of these patients are
required to confirm this hypothesis.
Importantly, our data demonstrated that about 10% or fewer

of the fulminant type 1 diabetes were positive for GADA by
either the RIA or ELISA method. Furthermore, we showed for
the first time that high-affinity GADA was detected in patients
with fulminant type 1 diabetes, despite most of the patients
with GADA-positive fulminant type 1 diabetes having low titers
and a low affinity of GADA and only one patient showing
RIA+/ELISA+. Therefore, we project that the presence of GADA
in fulminant type 1 diabetes may be incidental and thus have
little clinical significance.
This study has several limitations to report. First, the number

of subjects was relatively small, especially for a study concern-
ing patients with fulminant type 1 diabetes, which could affect
the concordance rate and correlation between the two assays.
Second, most of the sera with discrepant RIA and ELISA
results were obtained from long-standing patients, so further
investigations involving new-onset patients are necessary. Third,
the endpoint titers of GADA were not measured. As a possibil-
ity exists that endpoint titration could affect the correlation
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between the two assays, it would be helpful for future studies
to examine this.
In summary, our study revealed that bivalent ELISA for

GADA is superior to the RIA method, not only in diagnostic
performance of type 1 diabetes but also in identifying patients
at high-risk of early progression in SPIDDM.
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Figure S1 Serial changes of GADA affinity in three groups positive for either RIA-GADA or ELISA-GADA.

Table S1 Clinical characteristics according to groups in patients with acute-onset type 1 diabetes.

Table S2 Clinical characteristics according to groups in patients with slowly progressive type 1 diabetes.
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