Table S1
Assessment Approaches for Adult Autism Evaluation
	Instrument
	Type
	Proprietary
	Informant Required
	Telehealth-Native
	DSM-5-TR Mapped
	Adult Validation
	Camouflaging
and/or Masking Addressed
	Strengths
	References

	ADOS-2 Module 4
	Semi-structured observation
	Yes, WPS
	No; direct observation
	No; in-person administration
	Originally DSM-IV; mapped to DSM-5-TR
	Most widely validated adult observational tool; adult sensitivity 92%, specificity 57% in a specialist referral sample (Adamou et al., 2021); pooled meta-analytic evidence shows high sensitivity but variable specificity in higher modules (Kılıncel et al., 2026)
	Not explicitly; camouflaging can reduce observable features
	Widely used; standardized administration and scoring; structured behavioral observation
	Lord et al., 2012; Kamp-Becker et al., 2018; Maddox et al., 2017; Adamou et al., 2021; Kılıncel et al., 2026

	ADI-R
	Semi-structured informant interview
	Yes, WPS
	Yes; caregiver/informant with early childhood knowledge
	Possible by phone/video; not telehealth-designed
	Originally DSM-IV; revised use with DSM-5
	Developed primarily in pediatric samples; adult accuracy uncertain, with reduced reliability in adults without intellectual disability (Fusar-Poli et al., 2017)
	No
	Strong developmental-history structure; detailed early-life symptom review
	Lord et al., 1994; Huang et al., 2020; Wigham et al., 2019; Fusar-Poli et al., 2017

	3Di-Adult
	Computerized informant interview
	Yes
	Yes; informant required
	Possible remotely
	DSM-5
	Preliminary; sensitivity 81-95%, specificity 92-93% across two independent adult samples (Mandy et al., 2018; Krijnen et al., 2024)
	No
	Brief relative to longer developmental interviews; structured dimensional scoring
	Mandy et al., 2018; Wigham et al., 2019; Krijnen et al., 2024

	DISCO
	Semi-structured dimensional interview
	Training access required
	Preferred; can emphasize current presentation if informant unavailable
	Not designed specifically for telehealth
	Can be applied across diagnostic systems
	Used in adult clinical/epidemiological work; limited indexed validation literature
	Not explicit
	Dimensional, whole-person approach; lifespan coverage; supports differential diagnosis
	Wing et al., 2002; Wigham et al., 2019

	ACIA
	Clinical interview
	Not established in retrieved literature
	No; direct interview with adult
	Not established in retrieved literature
	DSM-5
	Limited independent validation identified in retrieved literature
	Not confirmed in retrieved literature
	Developed specifically for adult assessment; direct adult interview
	Wigham et al., 2020; Goodwin et al., 2026

	TADA
	Telehealth diagnostic assessment tool
	Not established in retrieved literature
	No required informant
	Yes; developed specifically for telehealth
	Yes; organized around DSM-5-TR criteria
	Pilot n = 32 adults (22 autistic, 10 non-autistic); favorable participant and clinician acceptability ratings
	Yes; explicitly incorporates masking, identity, and mental health
	Telehealth-native; developed with autistic adults and diagnostic experts
	Coleman et al., 2026

	MIGDAS-2
	Sensory-based interview-guided observation
	Yes, WPS
	No; direct interview and observation
	Can be administered remotely in clinical practice
	DSM-5
	Limited indexed adult validation literature
	Yes; emphasizes sensory and individual differences
	Sensory-based, individualized clinical approach; attends to context and experience
	Monteiro, 2018

	RCPsych Diagnostic Interview Guide
	Semi-structured clinical interview guide
	No
	Preferred dual-informant structure; direct adult probes included
	Not designed for telehealth, but adaptable
	Organized by DSM criterion domains
	Designed for adult clinical assessment; not a scored psychometric instrument
	No explicit camouflaging framework
	Non-proprietary; DSM-domain organization; supports clinical judgment over algorithmic scoring
	Berney et al., 2017

	Present protocol
	Structured multi-method telehealth framework
	No
	Not required; collateral accepted when available
	Designed for telehealth
	Yes; DSM-5-TR criterion-level decision form
	Present shared-information agreement study: N = 100 adults; kappa = .684; 86.0% agreement with blinded expert review
	Yes; explicitly considers masking, camouflaging, compensatory strategies, sensory experience, burnout, and environmental fit
	Telehealth-native; interview guide adapted with autistic and clinical input; no required informant; non-proprietary; DSM-5-TR criterion-level documentation; integrates multiple evidence sources
	Present study


Note. Instruments differ in purpose, target population, administration context, access requirements, and evidence base; published estimates come from different samples, referral contexts, and reference standards. ACIA = Autism Clinical Interview for Adults; ADI-R = Autism Diagnostic Interview-Revised; ADOS-2 = Autism Diagnostic Observation Schedule, Second Edition; DISCO = Diagnostic Interview for Social and Communication Disorders; DSM-5-TR = Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision; MIGDAS-2 = Monteiro Interview Guidelines for Diagnosing the Autism Spectrum, Second Edition; RCPsych = Royal College of Psychiatrists; TADA = Tele-ASD Diagnostic Assessment Tool for Adults; WPS = Western Psychological Services
Table S2
STARD-Informed Reporting Checklist
	STARD Item
	Reporting Recommendation
	Location in Manuscript

	1
	Identification as a diagnostic agreement study
	Title/Abstract

	2
	Structured summary
	Abstract

	3
	Scientific and clinical background
	Introduction

	4
	Study objectives and hypotheses
	Introduction

	5
	Study design
	Method

	6
	Eligibility criteria
	Method

	7
	Basis for identifying eligible participants
	Method

	8
	Participant recruitment
	Method

	9
	Participant sampling
	Method

	10a
	Index test details
	Method; Supplemental Table S3

	10b
	Reference classification details
	Method; Supplemental Table S5

	11
	Rationale for reference classification
	Method

	12a
	Blinding of clinical classification interpreters
	Method

	12b
	Blinding of expert review classification interpreters
	Method

	13a
	Statistical methods for agreement and variability
	Method

	13b
	Statistical methods for variability
	Method

	13c
	Handling indeterminate or missing results
	Method

	14
	Participant flow (tabular)
	Supplemental Table S4

	15
	Baseline demographic and clinical characteristics
	Table 1

	16
	Clinical classification/blinded expert review results
	Table 2

	17
	Time interval between original assessment and expert review
	Method

	18
	Cross-tabulation of clinician classification and expert review
	Table 2

	19
	Agreement estimates
	Table 3; Supplemental Table S7

	20
	Adverse events
	Not applicable

	21
	Study limitations
	Discussion

	22
	Implications for practice
	Discussion

	23
	Registration number and registry
	Title page; Method

	24
	Protocol availability
	Method/Supplemental materials

	25
	Funding sources and role of funders
	Title page


Note. STARD = Standards for Reporting Diagnostic Accuracy Studies. This checklist is informed by STARD 2015 (Bossuyt et al., 2015). STARD was designed for studies evaluating diagnostic accuracy against an independent reference standard. The present study uses a shared-information agreement design instead of an independent reference standard; STARD is applied here as the closest applicable reporting framework for structured diagnostic evaluation studies.
Table S3
Structure and Content of the Present Telehealth Adult Autism Assessment Framework
	Domain
	DSM-5-TR Mapping
	Core Areas Assessed
	Role in Diagnostic Formulation

	Developmental history
	Criterion C; supports Criteria A and B
	Early social communication, peer relationships, play, sensory differences, routines or rigidity, school history, family observations, and timing of first concerns.
	Establishes developmental onset and contextualizes current social-communication and restricted/repetitive features.

	Social-emotional reciprocity
	Criterion A1
	Conversational reciprocity, social initiation and responsiveness, emotional sharing, social motivation and fatigue, and developmental change.
	Contributes to evaluation of social-emotional reciprocity within Criterion A.

	Nonverbal communication
	Criterion A2
	Eye contact, facial expression, gesture, body language, prosody, synchrony, interpretation of nonverbal signals, and masking or compensation.
	Contributes to evaluation of nonverbal communication within Criterion A.

	Relationships and social understanding
	Criterion A3
	Friendship and relationship history, peer-group participation, workplace or school relationships, social rules and confusion, conflict patterns, masking, and support needs.
	Contributes to evaluation of developing, maintaining, and understanding relationships within Criterion A.

	Repetitive behaviors
	Criterion B1
	Repetitive motor movements, stimming, echolalia or repetitive speech, repeated viewing or listening, object-use patterns, and regulatory function.
	Contributes to evaluation of restricted and repetitive behaviors within Criterion B.

	Routines and sameness
	Criterion B2
	Responses to change, transition difficulty, rituals, planning rigidity, rule-bound behavior, routine dependence, and impact of unexpected events.
	Contributes to evaluation of insistence on sameness and related patterns within Criterion B.

	Restricted interests
	Criterion B3
	Focused interests, intensity, depth, duration, time investment, identity relevance, developmental course, and functional or social impact.
	Contributes to evaluation of highly restricted or fixated interests within Criterion B.

	Sensory features
	Criterion B4
	Sensory sensitivity, seeking and avoidance, interoception, pain or temperature differences, food texture, sound, light, smell, touch, and sensory impact.
	Contributes to evaluation of sensory reactivity or sensory interests within Criterion B.

	Functional impact
	Criterion D
	Impact on work, school, relationships, daily living, burnout, mental health, sensory access, communication, independent living, accommodations, and support needs.
	Evaluates clinically meaningful functional impact, environmental mismatch, accommodations, and support needs.

	Differential diagnosis
	Criterion E and broader differential-diagnosis integration
	Consideration of psychiatric, developmental, medical, sensory, and contextual explanations, including ADHD, anxiety, OCD, trauma, depression, psychosis, intellectual disability, and social communication disorder.
	Integrates competing explanations and evaluates whether autism provides the best overall account of the presentation.


Illustrative Domain Specification: Social-Emotional Reciprocity (Criterion A1)
Example question: “What is it like for you to make conversation at small social events, like small talk?”
Example probes: “Let’s say you are at a small work gathering where you are a newer employee. When you get into a conversation, what do you do? What does it look like on the outside to others? What thoughts are you having or how are you feeling as it is happening? Does it seem to flow easily back-and-forth?”
Documentation requirement: At least two adult examples and, when available, one developmental example, distinguishing autism-related reciprocity differences from anxiety, introversion, depression, or trauma-related communication.
Rating anchor: Clearly evident = convergent examples across contexts and developmental periods.
Decision rule: Must be rated clearly evident for an autism diagnosis to proceed.
Note. DSM-5-TR = Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision; ASD = autism spectrum disorder. This table summarizes the assessment framework used in the present study. One domain (social-emotional reciprocity) is illustrated in full below the table, including its example structured probe, documentation requirement, rating anchor, and decision rule, to demonstrate the format and rigor of the complete protocol. The remaining domains are summarized at the level of criterion mapping and core content only. The complete clinician-facing interview guide is intentionally not specified to this level of detail for all domains; the protocol is designed as an adaptable clinical framework rather than a fixed, standardized instrument.

Table S4
Participant Selection and Case Flow
	Step
	Selection or Review Stage
	Cases Retained or Status

	1
	Completed adult autism assessment records were queried from the structured electronic health record data warehouse from engineering team independent of research project.
	Initial completed assessment records identified.

	2
	Clinician eligibility and case-completeness criteria were applied, including clinician tenure, documentation quality, completion of assessment sessions, and completed diagnostic determination.
	Ineligible or incomplete cases were excluded before sampling.

	3
	Eligible sampling frame after clinician eligibility and case-completeness criteria.
	2,130 cases.

	4
	Cases were selected using computer-generated random selection within predefined strata and released to the blinded expert reviewer in sequential batches across the 13-week review period; each subsequent batch was provided after the expert had completed ratings for the preceding batch. Original diagnostic outcomes were masked from the analyst and blinded expert reviewer during case selection and packet preparation.
	Cases selected for blinded expert record review.

	5
	Analytic sample included in blinded expert record review.
	N = 100.

	6
	Alternate cases.
	No alternate cases were included in the analytic sample.

	7
	Practice cases.
	Three non-study practice cases were used to pilot the rating system and were not included in the analytic sample.


Note. Practice cases were used only to pilot the expert rating system and were excluded from the analytic sample.


Table S5
Expert Reviewer Rating Form Domains and Rating/Codebook Anchors
	Rating Domain
	Response Format
	Codebook Anchor

	A1: Social-Emotional Reciprocity
	Not evident; Maybe; Clearly evident
	Evidence relevant to DSM-5-TR Criterion A1.

	A2: Nonverbal Communication
	Not evident; Maybe; Clearly evident
	Evidence relevant to DSM-5-TR Criterion A2.

	A3: Relationships
	Not evident; Maybe; Clearly evident
	Evidence relevant to DSM-5-TR Criterion A3.

	B1. Stereotyped or repetitive behavior
	Not evident; Maybe; Clearly evident
	Motor movements; repetition; echolalia; verbal behaviors (DSM-5-TR Criterion B1).

	B2. Adherence to routines or resistance to change
	Not evident; Maybe; Clearly evident
	Change; transitioning; flexibility; transitions; routines (DSM-5-TR Criterion B2).

	B3. Restricted, fixated interests
	Not evident; Maybe; Clearly evident
	Interests that are unexpected in range, intensity, or focus (DSM-5-TR Criterion B3).

	B4. Sensory responses
	Not evident; Maybe; Clearly evident
	Under- or oversensitivity to pain, temperature, or specific stimuli; seeking out stimuli; visual inspection (DSM-5-TR Criterion B4).

	C. Signs of autism in childhood from SCQ symptoms and follow-up
	Not evident; Maybe; Clearly evident
	Signs from the SCQ and any follow-up (Early History Form, phone call, etc.); signs from any time in childhood are included and need not be from ages 4-5 (DSM-5-TR Criterion C).

	C. Client-described early signs of autism in childhood
	Not evident; Maybe; Clearly evident
	Client-described childhood signs of autism (DSM-5-TR Criterion C).

	D. Functional impact described by client
	Not evident; Maybe; Clearly evident
	Functional impact described by the client (DSM-5-TR Criterion D).

	D. Functional impact described in ABAS-3 and other ratings
	Not evident; Maybe; Clearly evident
	Functional impact documented in the ABAS-3 or other ratings (DSM-5-TR Criterion D).

	DSM-5-TR Autism Diagnosis
	Single choice: Autism spectrum disorder; Not autism spectrum disorder
	Final blinded expert determination based on available clinical documentation.

	Degree to which masking/camouflaging appeared to contribute to presentation
	Single choice: No evidence of masking or camouflaging, even at expected levels; Some evidence within expected limits for most people (e.g., trying to be polite); Evidence for extreme masking or camouflaging which causes distress; Other (free text)
	Reviewer judgment of the extent to which compensatory strategies contributed to presentation.

	Level (if autism)
	Single choice: L1 social-communication and RRB; L2 social-communication and RRB; split levels, L1 social-communication and L2 RRB; split levels, L2 social-communication and L1 RRB; Other (free text)
	DSM-5-TR support level for cases classified as autism; not analyzed in the present study.

	Areas of diagnostic ambiguity or concern?
	Open-text field
	Reviewer could document competing diagnoses, diagnostic ambiguity, or other concerns relevant to classification. Responses were subsequently recoded into non-mutually exclusive descriptive themes.

	Cultural, contextual, or other considerations
	Open-text field
	Reviewer could document cultural, racial, ethnic, linguistic, gender-related, or other contextual factors potentially relevant to interpretation. Responses were subsequently recoded into non-mutually exclusive descriptive themes.

	Rate the quality of information to make a confident diagnostic determination
	Single choice: Excellent; Good; Fair; Poor
	Excellent = comprehensive information, very confident in determination; Good = adequate information, reasonably confident; Fair = some key information missing but could form opinion; Poor = insufficient information for confident determination.


Note. ABAS-3 = Adaptive Behavior Assessment System, Third Edition; ASD = autism spectrum disorder; DSM-5-TR = Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision; L1/L2 = DSM-5-TR support Level 1/Level 2; RRB = restricted and repetitive behaviors; SCQ = Social Communication Questionnaire. Rating-domain labels and response options reproduce the expert review form. The 11 criterion-level items were rated on a three-option grid. “Poor” was an available information-quality response but was not assigned to any study case. The masking/camouflaging item was not required during data collection and was left blank for 30 cases; one additional case was coded as possible extreme masking/camouflaging from an “Other” free-text response and is reported separately in Table S9. Open-text responses for diagnostic ambiguity or concern and cultural/contextual considerations were recoded into non-mutually exclusive descriptive themes. Disagreement direction was not rated by the blinded expert; it was derived analytically after the blinded expert classification was linked with the original clinician classification.

Table S6
Preregistration Deviations and Rationale
	Preregistered Plan
	Final Approach
	Rationale

	Sensitivity, specificity, and predictive values with expert classification as the criterion standard (Hypotheses 2-3)
	Reported as positive and negative percent agreement and directional concordance with blinded expert review
	Expert review relied on substantially shared assessment materials and is not an independent criterion standard; accuracy terminology was therefore replaced with agreement terminology.

	Comparison of kappa and accuracy metrics with published ADOS-2 Module 4 benchmark ranges
	Preregistered kappa threshold (≥ .66) retained; published instrument estimates presented as context only
	Published estimates derive from different populations, designs, and information conditions and are not psychometric benchmarks for a shared-information agreement design.

	ROC analysis with AUC
	Not conducted
	Dichotomous ASD/non-ASD classification did not provide a continuous decision variable suitable for threshold-varying ROC analysis.

	Positive and negative likelihood ratios
	Not conducted
	Not conducted because blinded expert review was not an independent reference standard; likelihood ratios calculated against this classification could be misleading if interpreted as diagnostic-accuracy estimates.

	Information-quality agreement analysis as standalone analysis
	Included as part of broader subgroup analyses
	Equivalent results, but analytic framing differed from the preregistration to more accurately represent findings.

	Exploratory demographic subgroup analyses
	Conducted as preregistered
	Agreement was examined descriptively across the prespecified demographic subgroup domains; estimates were interpreted as exploratory because of small within-group sample sizes.

	Exploratory subgroup analyses by co-occurring conditions and collateral-information availability
	Not conducted
	Co-occurring conditions and collateral-information availability were not consistently extracted as structured variables in the analytic dataset.

	Missing exploratory case-feature ratings
	Available-case approach
	Missing values were not imputed; cases were excluded only from analyses involving the missing feature variable.

	Differential diagnosis or co-occurring condition analyses
	Not analyzed using parallel clinician structured data
	Clinician determinations were available only as binary ASD/non-ASD outcomes without parallel structured rationale or differential diagnosis documentation.


Note. ASD = autism spectrum disorder; AUC = area under the curve; ROC = receiver operating characteristic.


Table S7
Expanded Agreement Metrics
	Metric
	Estimate
	95% CI
	CI Method

	Percent agreement
	.860
	.779, .915
	Wilson

	Cohen’s kappa
	.684
	.531, .836
	Analytic/asymptotic

	Prevalence index
	.340
	.170, .500
	Bootstrap

	Bias index
	.020
	.000, .100
	Bootstrap

	PABAK
	.720
	.580, .840
	Bootstrap

	Gwet’s AC1
	.749
	.613, .867
	Bootstrap

	Positive agreement
	.896
	.832, .937
	Wilson

	Negative agreement
	.788
	.675, .869
	Wilson

	PPA with expert-positive classifications
	.909
	.816, .958
	Wilson

	NPA with expert-negative classifications
	.765
	.600, .876
	Wilson

	Clinician-positive concordance with expert review
	.882
	.785, .939
	Wilson

	Clinician-negative concordance with expert review
	.812
	.647, .911
	Wilson

	Clinician-negative/expert-positive discordance rate
	.091
	.029, .167
	Bootstrap

	Clinician-positive/expert-negative discordance rate
	.235
	.100, .382
	Bootstrap

	Balanced agreement
	.837
	.755, .912
	Bootstrap

	Bangdiwala’s B
	.767
	.655, .873
	Bootstrap


Note. CI = confidence interval; PABAK = prevalence-adjusted and bias-adjusted kappa. Directional metrics use blinded expert review as the reference classification for descriptive agreement only and are not interpreted as criterion validity against an independent reference standard. Percent agreement, kappa, PPA, NPA, and both concordance metrics use the same CI method reported in the main text (Wilson or analytic/asymptotic); the remaining metrics, which lack closed-form variance estimators, use nonparametric percentile bootstrap procedures.


Table S8
Aggregate Descriptive Summary of Discordant Cases by Disagreement Direction
	Disagreement Direction
	n
	Percent of Full Sample
	Percent of Discordant Cases
	Key Pattern

	Clinician ASD / Expert non-ASD
	8
	8.0%
	57.1%
	All eight included at least one competing consideration documented by the expert reviewer.

	Clinician non-ASD / Expert ASD
	6
	6.0%
	42.9%
	Four of six had no competing alternative diagnosis documented by the expert reviewer; across the remaining two cases, documented competing considerations included social communication disorder and social anxiety.

	Total discordant
	14
	14.0%
	100.0%
	Discordance occurred in both directions.


Note. ASD = autism spectrum disorder.


Table S9
Expert Reviewer Case-Feature Ratings and Qualitative Diagnostic Notes
	Domain
	Category
	n
	%

	Information quality
	Excellent: comprehensive information, very confident in determination
	39
	39.0

	Information quality
	Good: adequate information, reasonably confident
	43
	43.0

	Information quality
	Fair: some key information missing but could form opinion
	18
	18.0

	Masking/camouflaging evidence
	No evidence of masking or camouflaging, even at expected levels
	15
	15.0

	Masking/camouflaging evidence
	Some evidence within expected limits for most people
	52
	52.0

	Masking/camouflaging evidence
	Evidence for extreme masking or camouflaging causing distress
	2
	2.0

	Masking/camouflaging evidence
	Possible extreme masking/camouflaging noted in free text
	1
	1.0

	Masking/camouflaging evidence
	Missing/not recorded
	30
	30.0

	Diagnostic concern documented
	No diagnostic concern documented
	47
	47.0

	Diagnostic concern documented
	Any diagnostic concern documented
	53
	53.0

	Diagnostic concerns by agreement status
	Concordant cases with diagnostic concern
	43/86
	50.0

	Diagnostic concerns by agreement status
	Discordant cases with diagnostic concern
	10/14
	71.4

	Diagnostic concern themes
	Anxiety or social anxiety
	21
	21.0

	Diagnostic concern themes
	ADHD/attention concerns
	14
	14.0

	Diagnostic concern themes
	Trauma, PTSD, abuse, or repeated exposure to death
	13
	13.0

	Diagnostic concern themes
	OCD or obsessive-compulsive concerns
	6
	6.0

	Diagnostic concern themes
	Eating, ARFID, food texture, or body-image concerns
	4
	4.0

	Diagnostic concern themes
	Sensory, hearing, auditory-processing, epilepsy, or learning-disability concerns
	4
	4.0

	Diagnostic concern themes
	Mood, bipolar, or depression concerns
	2
	2.0

	Diagnostic concern themes
	Social communication disorder/differential diagnosis
	2
	2.0

	Cultural/contextual consideration documented
	No cultural/contextual consideration documented
	95
	95.0

	Cultural/contextual consideration documented
	Any cultural/contextual consideration documented
	5
	5.0

	Cultural/contextual themes
	Linguistic/English-as-a-second-language context
	2
	2.0

	Cultural/contextual themes
	Trauma, family, substance-use, or life-stage context
	2
	2.0

	Cultural/contextual themes
	Gender identity/context noted
	1
	1.0

	Cultural/contextual themes
	Other diagnostic/contextual uncertainty
	1
	1.0


Note. Percentages are calculated using the full sample as the denominator (N = 100), except for diagnostic concerns by agreement status, where percentages are calculated within concordant cases (n = 86) and discordant cases (n = 14). Diagnostic concern and cultural/contextual consideration fields were open-text fields and were recoded into non-mutually exclusive themes; therefore, theme counts may sum to more than the number of cases with any documented concern. The masking/camouflaging item was not required during data collection; cases without a response are reported as missing/not recorded, and one “Other” free-text response indicating possible extreme masking/camouflaging is reported separately.
