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The nub of the argument 

• McLoughlin and Semkovska ‘claim that’  
– the CUAMI and CUAMI-SF are unvalidated & lack reliability  
– Evidence based on these scales (ie ↓ autobiog mem) should therefore 

be ignored by the FDA 
– ECT machines should be reclassified into less restrictive class 

• Main rebuttal by Sackeim 
– They didn’t know that ECT data ARE corrected for ‘normal forgetting’ 
– The scales show discriminative validity: 

• Persistent deficits with ECT 
• Deficits predicted by lower premorbid cog function 
• Consistency correlates with memory failure 
• Correlates with subjective memory impairment (Likert) 
• Correlates with postictal orientation recovery time 
• Correlates with specific EEG findings 

– Normal forgetting not relevant when comparing different forms of ECT 
 



Columbia University Autobiographical Memory 
Interview (CUAMI) 

 
– 281 questions about personal or event details 

• Illnesses, work, residence, travel, entertainment 
• events experienced by patients, families, friends 

– 185 require description (43 events + 142 event details) 
– Remainder Yes/No 
– 28  within < 1 year, 40 > 1 year ago 
– +ve, -ve and neutral memories 
– 1-3.5 hours 
– Scores restricted to loss of ‘previously known’ items about 

the events.  Reminded if event forgotten. 
– FORGETTING score  - can’t provide any info ODQ 
– CONSISTENCY score – includes forgetting and changes in 

description of events and details 
 
 



Short form 

• ‘Overkill’ in CUAMI:  
– Number of events 
– Emotional valence 
– Recent/remote 

• 5 queries for each of 6 events (selected bec max difference UL vs BL; high 
completion and same for depressed and nondepressed volunteers) 
– Last major overnight trip 
– Last New Year’s Eve 
– Last birthday 
– Most recent employment 
– Most recent medical illness 
– Details about important family member or friend 

• As before, queries only for items scoring 2 (provoking identifiable 
memory) at baseline 

• 2= fully consistent 
• 1=partially consistent 

 



Examples of studies which support discriminant 
validity of CUAMI 

• McElhiney 1995: 
• ↑Inconsistency ↑memory failure 

– BL>UL 
– no effect of dose, valence, recency 
– Inconsistency tracks memory failure  
– Effect size: inconsistency > memory failure, so preferred 
– Consistent memories better corroborated by family 
– Pattern with ECT same in ‘only corroborated memories’, so 

need for corroboration dropped 
– Doesn’t seem that get better memory immediately after 

course 
– Improvement doesn’t correlate with memory loss 



Threshold 

• Sackheim Prudic Devanand 

• RCT modality and dose 

• At 2months: R UL 6x ST < impairment than 
2.5xST  BL 

 



Ultrabrief? 

• Scakheim Prudic Nobler 2008 

• 0.3ms vs 1.5ms ; 6xST UL vs 2.5xST BL 

• BL, 1.5ms, longer course: all worse 

• Crossed over non-responders: they did worse 

• 2 and 6months: 0.3ms better   



Sackeim: final word 

• They quibble, however, that associations 
reported between CUAMI scores and specific 
neuropsychological9 and neurophysiological10 
measures were post hoc discoveries, implying 
chance relations. Here, they are simply wrong. 
As the original publications indicate, these 
findings reflected tests of hypothesized 
associations 

 



Standardized scores on the CUAMI for the 

ECT groups 

at multiple post-ECT time points. Scores 

were adjusted for the 

rate of inconsistency in healthy controls 

immediately after ECT. 

Thus, a score of zero reflects the extent of 

inconsistency in the 

healthy controls. Patients randomized to 

brief pulse ECT or who 

received crossover ECT had marked and 

persistent deficits relative 

to both controls and patients treated with 

ultrabrief stimuli. 
Figure is from Sackeim et al. 



Acknowledgement of limitation in 
early Sackeim study 

“The relatively small size of the normal control 
group [n = 16] and the absence of retesting of 
this group were important limitations. Without 
normative information on the extent of 
inconsistency in recall over time, it is impossible to 
determine whether the treatment groups that 
showed the least retrograde amnesia after ECT, 
nonetheless, had short- or long-term deficits. 
Rather, the demonstration of differences among the 
treatment conditions can only be interpreted as 
indicating relative (as opposed to absolute) 
differences in the magnitude of retrograde amnesia.’’ 



Sackeim 

• It is true that there are no formal reports on 
interrater reliability in administering and 
scoring these scales or test-retest reliability of 
the key dependent measures. 

 



Normal forgetting in healthy and depressed? 

• Semkovska & McLoughlin  
– CUAMI captures a mix of  

• loss of consistency (due to the effect of time) 

• lack of specificity (due to the effect of depression) 

• retrograde amnesia (due to the effect of ECT). 

– Need to correct for ‘normal’ rate of inconsistency 

– Consistency scores should decrease over time 

• Sackeim:  
– ‘We did correct for this, but didn’t report it’ 

– ‘such normative data were collected in almost all of our studies 
and informed scoring and interpretation’. 

 

 



S&M : Extent of normative data is… 
 

• One-off baseline scores for  
– CUAMI: 16 nondepressed controls reported in 1995  
– CUAMI-SF:  24 nondepressed controls reported in 2007 

• Recall consistency, the main ‘‘result’’ of these instruments, was 
strangely never assessed in the former study and not published for 
the latter group, although it was reported to be substantially better 
for the healthy controls than for patients treated with bilateral ECT.  

• No published normative data for recall consistency in depressed 
non-ECT samples that could be used to compare with depressed 
ECT samples. For example, what are the expected ranges for both 
baseline scores and percent recall consistency after 2 months for a 
25-year-old man, after 6 months for a 70-year-old woman, or after 
1 month for a depressed 55-year-old woman? Where can this 
information be found?  
 



More data than you think? 

 

• A normal control was carefully matched to the 
patient sample in all studies (except first one) 
and these normal samples were repeatedly 
assessed with these instruments.  

• Figure 1 presents previously unpublished 
normative data from one such study.  



Scores of healthy controls and 4 ECT groups on the 
CUAMI at immediately after ECT relative to baseline. Scores after 
ECT (or after 4 weeks for controls) and at baseline were 
standardized relative to the distribution of patients at baseline. 
The baseline normalized scores were then subtracted from the 
post-ECT normalized scores. Negative values reflect greater 
inconsistency. Pairwise comparisons showed that all groups 
significantly differed from each other, except healthy controls and 
patients who received ultrabrief RUL ECT. Data, previously 
unpublished, are from 1Sackeim et al.25 



Lack of transparency 

• No formal peer review of validity and reliability 
• Lack of published data on  

1. how consistent the test is and free from measurement error 
2. normative results are for populations of interest  

• healthy controls 
• depressed nonECT 
• depressed + ECT 
• different demographic features (eg, age and education),  

• ‘‘reliability’’ is being confused with ‘‘validity’’.  
– ‘To take just one example, as a proof that the CUAMI is ‘‘highly 

reliable’’, Sackeim lists (p. 180) a post hoc correlation with a 
one-item self-report of cognitive function’.  

 
 
 
 
 



S&M: Can’t improve performance 
compared to baseline 

• It is possible for somebody with a terrible performance 
at baseline to have ‘‘better’’ percent consistency of 
recall than somebody with a normal rate of consistency 
loss! Because of this 2-stage design (ie, a measure of 
retrospective memory function at baseline followed by 
a different measure of recall consistency), it is not 
possible to derive an effect size for the CUAMI for an 
individual group….. 

• In metaanalysis, We clearly stated that effect sizes 
cannot be generated with these data that only allow 
comparisons between groups. 
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Sackeim on S&M 

• They used the consistency scores in a recent 
meta-analysis so can hardly complain 

• They fail to admit their error or appreciate the 
substantial implications for their objections 

 


