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A.	Personal Statement
I started on faculty at the University of Southern California Norris Comprehensive Cancer Center in February 2013 after completing my oncology fellowship at the Cleveland Clinic. Before my fellowship I had earned a masters degree in Medical Informatics from the University of Texas Health Science Center at Houston with special focus on decision making in 2002. I later earned a Doctor of Philosophy degree from the University Texas Health Science Center in Public Health with special focus in Health Economics and Healthcare Policy as it pertains to quality of care. At the Cleveland Clinic I trained in medical oncology with a focus on GU malignancies and was mentored by Dr. Brian Rini. My research into intermittent VEGF targeted therapy was very well received in the scientific community and resulted in an ASCO GU podium presentation, a Cancer article and was the basis for a clinical trial at the Cleveland Clinic. 
[bookmark: _GoBack]I have authored a book about quality in health care that is used as a teaching textbook at the School of Public Health at the University of Texas Health Science Center at Houston. Individualized/Personalized and high quality care is an important component of my research and I have presented my work at ASCO and ASCO GU on screening for Lynch syndrome and performing prostatectomies at high volume centers, respectively.  
As is evident, my background affords me a unique perspective into the challenges of providing health care to the public at large. Being a medical oncologist with special focus in GU oncology places me at the cutting edge of drug development and in direct contact with patients with a first hand understanding of the current clinical outcomes and challenges and obstacles in the road forward. Focusing on a desperate disease in bladder cancer, I have found that many patients, for one reason or another, cannot even be treated by modestly effective Cisplatin based chemotherapy. Motivated to make an option available to such patients, and building on the experience with eribulin as a single agent chemotherapy for these patients, I proposed an investigator initiated trial of gemcitabine and eribulin combination in metastatic setting. I was successful and this trial is currently open in multiple member centers in California Cancer Consortium. 
In my position as a California Cancer Consortium member, I am mentored by Dr. David Quinn and Dr. Primo Lara. In addition, I have access to senior investigators and scholars of experimental therapeutic throughout the country for collaboration and mentorship. Given our position as a nationally recognized center of excellence for GU cancers and a referral destination we have an impressive volume of patients. Consequently, we are constantly looking for ways to improve outcomes for our patients and providing more effective therapies, especially for patients who can’t receive the current standard of care due to their comorbidities has been an area of focus for us.
B.	Positions and Honors
ASCO Merit Award	2012	American Society of Clinical Oncology
ASCO GU Merit Award	2011	American Society of Clinical Oncology
Hematology/Oncology Fellow	2009-2012	Cleveland Clinic Foundation
PGY3 Internal Medicine Resident	2008-2009	Cleveland Clinic Foundation
PGY1&2 Internal Medicine Resident	2006-2008	University of Texas Health Science Center- Houston
Research Fellow	2004-2006	University of Texas Health Science Center- Houston
Adjunct Assistant Professor, Medical Informatics	2002-2007	University of Texas Health Science Center- Houston
C.	Contribution to Science
Individualized/Personalized patient care is an area of interest of mine and I will offer the following 5 examples of my contributions to the state of science. I see this in complete alignment with my current efforts in immunotherapy and development of biomarker of outcomes as these, too, will allow us to offer individualized/personalized care to our patients. 

1. Intermittent Therapy for Metastatic Renal Cell Carcinoma
With the advent of VEGF targeting agents, a new era began in the management of renal cell carcinoma. Very quickly we had more drugs in clinical practice that we had treatment strategies. As a result important questions such as can there be treatment breaks, and if yes, can we retreat patients with the same drug, were emerging with no clear answer. At the time I was at Cleveland Clinic, a premier center for renal cell carcinoma. I designed a retrospective study of all of the patients with metastatic renal cell carcinoma at our center who had gone on treatment breaks for various reasons. Given the rarity of such examples, I also partnered with the investigators at Institute Gustave Roussy, a premier institution for renal cell carcinoma in France to share data. I presented the results of our work in an oral presentation in Kidney Cancer Association meeting in 2010 and also oral presentation at ASCO GU in 2011 and the manuscript was published in Cancer in 2011. A number of clinical trials around the world focused on finding an answer to these questions as we were presenting our findings, including at Cleveland Clinic.  
1) Sadeghi S, Albiges L, Wood L, Black S, Gilligan T, Dreicer R, Garcia J, Escudier B, Rini BI. Cessation of VEGF-targeted Therapy in Metastatic RCC Patients: Feasibility and Clinical Outcome. Cancer. 2012 Jul 1;118(13):3277-82.
2) Sadeghi S, Rini BI, Angiogenesis Inhibitor Therapy in RCC in Renal Cell Cancer: Principles and Practice, Lara and Jonasch, editors. Springer; 2012 edition March 13, 2012. ISBN-10: 3642218571.
3) Sadeghi S, Albiges L, Wood L, Black S, Gilligan T, Dreicer R, Garcia J, Escudier B, Rini BI. Cessation of VEGF-targeted Therapy in Metastatic RCC Patients: Feasibility and Clinical Outcome. ASCO GU Symposium, Oral Presentation, Feb 19, 2011, Orlando, Florida.
4) Sadeghi S, Wood L, Black S, Dreicer R, Garcia J, Rini BI. Cessation of VEGF-targeted Therapy in Metastatic RCC Patients: Feasibility and Clinical Outcome. Kidney Cancer Symposium, Oral Presentation, October 2, 2010, Chicago, Illinois.

2. Screening for Lynch Syndrome
There are about 150,000 cases of colorectal cancer each year and about 4000 of those may have genetic mutations known as Lynch syndrome. With the advent of germline testing, and immunohistochemistry stains, a group of investigators advocated universal testing of all 150,000 patients each year to identify the 4000 who may have Lynch syndrome. Two major groups backed these recommendations with cost effectiveness analyses. In a letter to the editor in 2010, my colleagues and I pointed out some of the flaws of the most recent of those studies that advocated screening of the general population, and not even those with colorectal cancer, in search of Lynch syndrome. At that time, my colleagues and I had already begun an investigation of our own. Our results clearly demonstrated that there was no need for universal testing, subjecting all patients and families with colorectal cancer to additional testing to find the 3% who may have Lynch syndrome. Rather, we recommended that currently available and validated predictive models for Lynch syndrome would be as effective and more cost effective than universal screening. Our results were presented at ASCO 2013 and opened a conversation that ultimately resulted in chances in guidelines for screening for Lynch syndrome. The manuscript was published in JNCI earlier this year and was well received. It remains the most comprehensive and in depth study of the subject to date and is published in one of the most influential journals today.
1) Barzi A, Sadeghi S, Kattan MW, Meropol NJ. Comparative Effectiveness of Screening Strategies for Lynch Syndrome. J Natl Cancer Inst. 2015 Mar 20;107(4).
2) Sadeghi S, Barzi A, Kattan MW, Meropol NJ. Screening for Lynch Syndrome in the General Population- Letter to the Editor. Cancer Prev Res (Phila). 2011 Mar;4(3):471.
3) Sadeghi S, Barzi A, Kattan M, Meropol N. Use of predictive models (PMs) in colorectal cancer (CRC) for diagnosis of Lynch syndrome (LS): A process measure for quality of care. ASCO’s Quality Care Symposium 2012 Poster, Nov 30, 2012, San Diego, California.
4) Sadeghi S, Barzi A, Kattan M, Meropol N. Use of clinical criteria for Lynch syndrome (LS) risk assessment: An economic decision analysis. ASCO 2012 Poster Discussion, June 3, 2012, Chicago, Illinois.

3. Improving Screening for Colon Cancer
While controversy exists whether cancer screening if effective in reducing cancer mortality, screening for colorectal cancer seems to be an entirely different circumstance altogether compared to breast, prostate or lung cancers. The difference is in the opportunity adenomas present as precancerous lesions the simple removal of which will eliminate the risk of cancer in the individual for years. Yet, with this opportunity presently at our disposal, the most recent development in screening for colorectal cancer is a DNA test that detects cancer with a sensitivity no better than other currently available tests and costs orders of magnitude more than other stool tests. In a carefully designed study comparing effectiveness of all currently available screening strategies for colorectal cancer, we demonstrated that focus should be in detection of adenomas. A small improvement in adenoma detection is more effective in terms of saving lives, reducing the incidence of cancer, and even costs than raising the sensitivity of a stool test such as DNA testing to 100%. This study was presented as a poster discussion in ASCO this year and was well received. The manuscript is under review. 
1) Barzi A, Lenz HJ, Quinn DI, Sadeghi S. Colonoscopy versus less invasive approaches for colorectal cancer (CRC) screening (Scr): A strategic perspective. ASCO Poster Discussion, Chicago, IL, June 2015.
2) Barzi A, Lenz HJ, Quinn DI, Sadeghi S. Comparative Effectiveness of Screening Strategies for Colorectal Cancer: Exploring the Path to Improved Screening. Under Review.
3) Barzi A, Directo M, Dasu S, Lenz HJ, Sadeghi S. Saving lives and costs through screening (Sc) for colorectal cancer (CRC): Implications for limited-resource healthcare systems (LRHS). ASCO 2013 Poster Discussion, Chicago, June 2013.

4. Biomarkers of urothelial carcinoma, CEA, CA19-9 and CA 125 
My colleagues and I are currently looking at these tumor markers in bladder cancer patients to further explores their capacity as biomarkers of response to definitive therapy. To date we have data on more than 90 patients who have completed neoadjuvant chemotherapy and surgery for bladder cancer and we have interesting findings. We have previously reported our data in the American Urological Society meeting in 2015 and the data from our larger set of patient will be presented early next year. This is our effort to not only have prognostic information, but also to have ways to predict patients who may have lower or higher risks of failure and fine tune their plan of care accordingly.  

1) Bazargani S, Shah S, Ahmadi H, Schuckman A, Cai J, Miranda G, Dorff T, Sadeghi S, Quinn D, Djaladat H, Daneshmand S. Epithelial Tumor Markers (CA 125, CA 19-9 and CEA) Trends in Patients Undergoing Treatment for Invasive Bladder Cancer. PD-2309. AUA Annual Meeting 2015.

5. Prostatectomy at High Volume Centers
Evidence supports that outcomes for radical prostatectomy improve with experience, yet, still many radical prostatectomies for cancer happen in less experienced hands. The centralization and referral for radical prostatectomy to high volume centers is controversial in terms of its economics and also is a politically sensitive topic for the medical community at large. In an effort to explore the ramifications of a policy change in the way radical prostatectomies are performed, my colleagues and I conducted a study. We concluded that there is up a $2000 cost savings as a result of fewer recurrences and need for treatment of metastatic cancer, if prostatectomies were to be referred to a high volume center. We presented or analysis in ASCO GU. Our manuscript is accepted for publication in Prostate Cancer and Prostatic Diseases. 
1) Barzi A, Klein EA, Dorff TB, Quinn DI, Sadeghi S. Prostatectomy at High vs. Low Volume Centers: A Decision Analysis. ASCO GU 2014 Poster Presentation, San Francisco, CA, January 2014.
2) Barzi A, Klein EA, Dorff TB, Quinn DI, Sadeghi S. Prostatectomy at High Volume Centers Improves Outcomes and Lowers the Costs of Care for Prostate Cancer. Under Review.

http://www.ncbi.nlm.nih.gov/sites/myncbi/sarmad.sadeghi.1/bibliography/48637118/public/?sort=date&direction=ascending
D.	Research Support

Phase II Trial of Gemcitabine-Eribulin (GE) in Cisplatin Ineligible Patients With Advanced or Unresectable Urothelial Carcinoma of the Bladder
This investigator initiated multicenter phase II trial is sponsored by NCI-CTEP. 
The goal of the trial is to assess the efficacy signal for the combination in patients with metastatic urothelilal carcinoma who are not candidates for Cisplatin chemotherapy. These are very unfortunate patients that do not even have the option of benefiting from the only effective (only modestly effective) therapy available for this disease. As such, many centers were interested in opening this trial. 
I developed this concept based on phase I/II data of single agent eribulin in 2013 and successfully secured NCI-CTEP support for the concept. This trial is currently open at California Cancer Consortium member institutions. 

As a fellow, I received to ASCO Merit Awards one for my work on intermittent targeted therapy in renal cell carcinoma and also one for my work on screening for Lynch Syndrome. 

My work for Lynch Syndrome was supported by a grant from Cleveland Clinic Foundation. I was the principal investigator.
