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Multiple myeloma is, for many Bahraini families, a disease that has been managed in the kingdom and the
wider region for years. Diagnosis at King Hamad University Hospital or Salmaniya Medical Complex.
Induction with bortezomib, lenalidomide, and dexamethasone. Maintenance lenalidomide. Eventually a
relapse, often a second relapse, and a conversation about what comes after daratumumab-based
regimens have been exhausted. That conversation, in 2026, increasingly includes BCMA-directed CAR-T
cell therapy. Abecma is the first FDA-approved BCMA CAR-T for multiple myeloma. For a Bahraini patient
considering it, the operational reality is that Bahrain does not yet have an in-country certified cell therapy
centre administering commercial Abecma, and the practical pathway is cross-border to King Faisal
Specialist Hospital and Research Centre in Riyadh, the certified cell therapy programmes operating in Abu
Dhabi (Cleveland Clinic Abu Dhabi, Sheikh Shakhbout Medical City), the National Center for Cancer Care
and Research at Hamad Medical Corporation in Doha, King Hussein Cancer Center in Amman, or the wider
international Authorized Treatment Center network. Sidra Medicine in Doha is the paediatric gene therapy
reference centre and is not the relevant centre for adult multiple myeloma.

This page is meant to be the first honest read you get on Abecma for a Bahrain-based patient, written by
the team that would coordinate around your case if you decided to go forward. We assume your treating
haematologist has raised this with you, or you have raised it with them.

We will be specific about who Abecma is approved for, where it can be administered for a Bahraini-based
patient, what the workup decides, the cost in BHD and US dollars, how the NHRA and cross-border
pathways work, what insurance and MoH treatment-abroad funding may or may not cover, what the four-
week post-infusion restricted period demands operationally, and what life looks like in the year after
treatment.

What Abecma actually is, in plain terms

Abecma is an autologous BCMA-directed CAR-T cell therapy. The mechanism, told the way a family needs
to understand it, is that the patient's own T cells (white blood cells that fight disease) are collected from
blood through an apheresis session, shipped to Bristol Myers Squibb's manufacturing facility, genetically
engineered to express a chimeric antigen receptor that recognises B-cell maturation antigen (BCMA) on
the surface of myeloma plasma cells, and returned. After a short course of lymphodepleting chemotherapy
that creates space for the engineered cells to expand, the manufactured CAR-T product is infused once.



The cells then expand inside the body, recognise BCMA on myeloma cells, and kill them. The response is
durable in a meaningful proportion of patients. In the KarMMa-3 Phase 3 randomised trial, median
progression-free survival was 13.3 months on Abecma versus 4.4 months on standard combination
regimens, and the overall response rate was 71 percent versus 42 percent.

Abecma is not a chronic medication. It is a one-time cell therapy. The treatment arc, from leukapheresis to
the end of the post-infusion restricted period, is approximately three to four months. The follow-up is then
standard haematology surveillance for cytopenias, infections, and second-primary malignancies for fifteen
years per FDA REMS requirements.

What Abecma is not is an outpatient infusion in the way that a daratumumab dose is. The patient is
admitted for monitoring after the infusion, typically for seven to fourteen days, because the two main
acute toxicities (cytokine release syndrome and immune effector cell-associated neurotoxicity syndrome)
need to be recognised and managed in real time by a trained cell therapy team.

Who is currently a candidate, and who is not

The FDA-approved indication, as expanded in 2024, is adults with relapsed or refractory multiple myeloma
after two or more prior lines of therapy including an immunomodulatory agent (lenalidomide or
pomalidomide), a proteasome inhibitor (bortezomib or carfilzomib), and an anti-CD38 monoclonal
antibody (daratumumab or isatuximab). The patient must have been refractory to or relapsed on the last
regimen.

For most Bahraini patients arriving at this conversation, the prior-line floor is met. Standard MoH and
private-sector practice in Bahrain has aligned with international guidelines that anchor first-line on a
daratumumab-bortezomib-lenalidomide-dexamethasone quadruplet, with later lines built on
pomalidomide, carfilzomib, and isatuximab.

Beyond prior-line exposure, the eligibility threshold is performance status (typically ECOG 0 or 1, with
ECOG 2 considered case by case), adequate cardiac and pulmonary function for the lymphodepleting
chemotherapy, no active CNS involvement of myeloma, and no active uncontrolled infection.

If you are early in your disease course, with only one prior line, the case for Abecma now is harder than the
case for one of the BCMA-directed bispecific antibodies that are off-the-shelf and do not require a
manufacturing wait. We will be honest about that comparison. If you are deep into the disease, with rapid
progression on the most recent regimen, the manufacturing wait of four to five weeks becomes its own
constraint, and the bridging-therapy plan to control disease during that window matters more than usual.

The NHRA pathway and cross-border coordination

Bahrain's National Health Regulatory Authority (NHRA) has had a formal advanced therapy medicinal
products framework since 2019, including the Gene Therapy Products Registration and Control
Regulations. The regulatory framework is mature and the named-patient mechanism is available for
unregistered specialty therapies on a physician-initiated basis where the drug is approved by a recognised
reference authority (FDA, EMA, or MHRA), no clinically suitable locally registered alternative exists, and the
treating consultant and dispensing hospital assume clinical responsibility.



In practice, Bahrain does not have an in-country certified cell therapy centre administering commercial
Abecma as of 2026. The regulatory layer matters because it governs the import documentation and the
cross-border medical-record exchange. The operational layer is dominated by the destination centre's
certification, slot availability, and apheresis-to-infusion logistics.

For most Bahraini families, the practical pathway is one of four destination patterns: King Faisal Specialist
Hospital and Research Centre in Riyadh, which runs the deepest adult BMT and cell therapy programme in
the Gulf and announced in October 2024 the opening of an in-house point-of-care CAR-T manufacturing
facility for academic anti-CD19 products with an 80 percent cost reduction versus commercial pricing; the
National Center for Cancer Care and Research at Hamad Medical Corporation in Doha, where adult CAR-T
authorisation for commercial BCMA products is evolving; the Abu Dhabi certified centres (Cleveland Clinic
Abu Dhabi, Sheikh Shakhbout Medical City) with evolving CAR-T programme alignment; King Hussein
Cancer Center in Amman, accredited for adult cell therapy and a longstanding regional referral
destination; and the international Authorized Treatment Center network in the US and Europe.

For Bahraini-national families on MoH treatment-abroad funding, the choice of destination centre is often
shaped by which regional centre has an existing referral relationship with the MoH international office. For
expatriate residents and cash-pay families, the choice is shaped by slot availability, family logistics, and
clinician relationship.

The workup that decides eligibility

Several results need to land before the certified centre accepts the case.

A confirmed diagnosis of multiple myeloma with documented relapsed or refractory status and detailed
line-of-therapy history. Your haematologist's records typically cover this. Triple-class exposure (IMiD plus
PI plus anti-CD38 mAb) must be documented.

Bone marrow biopsy with cytogenetics, plasma cell percentage, and minimal residual disease assessment
as available.

Cardiac function including echocardiogram for left ventricular ejection fraction (typically 45 percent or
greater required for lymphodepletion).

Pulmonary function tests.

Hepatic and renal function panels.

Infectious disease screening, CMV serology, hepatitis B and C, HIV, and full immunisation review.
Recent imaging (PET-CT or skeletal survey) to characterise active disease and rule out CNS involvement.

A clinical rationale letter from your treating haematologist documenting the indication, prior treatment
history, refractoriness profile, and the proposed bridging-therapy plan during the manufacturing window.

The cell therapy centre's intake committee then evaluates the file. The committee typically meets weekly.
Acceptance, conditional acceptance pending further workup, or referral elsewhere is the typical outcome.

Peri-treatment protocol and the four-week restricted period

The treatment arc is structured.



Leukapheresis is a one-day outpatient procedure at the certified centre. Cells are shipped to BMS for
manufacturing. The wait between collection and infusion is typically four to five weeks.

Bridging therapy during the manufacturing window is determined by the treating haematologist. The goal
is disease control, not cure; the regimen is chosen for tolerability and short-course effectiveness rather
than long-term durability.

Lymphodepletion is a three-day course of fludarabine plus cyclophosphamide. It is typically outpatient or
short-stay inpatient. The purpose is to reduce existing T-cell populations so that the engineered CAR-T
cells can expand.

The infusion itself is a single intravenous administration at the certified centre. Inpatient monitoring
follows for seven to fourteen days. The team watches for cytokine release syndrome (a systemic
inflammatory response) and immune effector cell-associated neurotoxicity syndrome (a neurological
syndrome with confusion, tremor, seizure risk in severe cases). Both are managed with tocilizumab and
corticosteroids per established protocols. Most cases are mild to moderate; severe cases are uncommon
but possible.

After discharge from the inpatient monitoring period, the patient enters a four-week REMS-restricted
period. This is FDA-mandated. The patient must live within two hours of the treating centre. A caregiver
must be present continuously. No driving. No operating heavy machinery. The restrictions are because
delayed neurological events, while rare, can occur in this window.

For a Bahraini family pursuing treatment at KFSHRC Riyadh, this four-week period typically means residing
in Riyadh in family-style serviced accommodation near the hospital. For families at NCCCR Doha, Cleveland
Clinic Abu Dhabi, or King Hussein Cancer Center Amman, the same applies in those cities. We coordinate
the accommodation, the caregiver visa logistics where needed, and the daily-life support during the
restricted period.

The cost conversation, in the form a Bahraini family needs

Abecma's product list price in 2026 sits at approximately USD 419,500 for the cell-therapy product itself,
with the wholesale acquisition cost reported in some 2024 commercial contracts closer to USD 498,000.
That is the manufacturer's price. The full cost of care, including apheresis, manufacturing, bridging therapy
where used, lymphodepletion, the inpatient infusion and monitoring admission, supportive care for any
CRS or ICANS management, and the first year of intensive follow-up, adds substantially. Total real-world
cost of care for cross-border or cash-pay cases commonly runs USD 700,000 to USD 1.0 million, with
outliers higher when prolonged ICU support or sustained cytopenias drive admission length.

In Bahraini dinars at indicative 2026 cross rates, that is approximately BHD 158,000 for the product alone,
with total cost of care commonly BHD 264,000 to BHD 376,000.

For Bahraini-national families on MoH treatment-abroad funding, much of this cost may be underwritten
by the public sector. Bahrain's MoH treatment-abroad office maintains existing referral relationships with
KFSHRC Riyadh, Cleveland Clinic Abu Dhabi, and selected European centres; confirmation of CAR-T
eligibility under treatment-abroad funding runs through your treating haematologist and the MoH
referrals office. Reserve Meds does not speculate about MoH financial decisions on a public page.



For expatriate residents and self-pay families, the standard cash-pay-with-documentation pattern applies.
We separate every line in the quote: cell-therapy product, apheresis, bridging therapy, lymphodepletion
drugs, inpatient admission, supportive care, monitoring labs, accommodation during the restricted period,
our coordination fee. We do not put a markup on the manufacturer's drug price. Our coordination fee is
disclosed in writing before any funds move.

Private-insurer coverage for one-time cell therapies in Bahrain remains limited. AXA Gulf, Bahrain National
Insurance, GIG Bahrain, and the regional Bupa product handle these cases on a prior-authorisation basis;
approval is uncommon outside specific employer-group schemes. We provide the documentation packet
that increases approval likelihood.

The year after

The first three months after infusion are the highest-acuity period. The patient is in the post-infusion
restricted four weeks first, then transitions to intensive outpatient haematology follow-up. Cytopenias (low
blood counts) are common in this window. Infection prophylaxis (antibiotics, antivirals, antifungals) is
standard. Transfusion support, growth-factor support, and intravenous immunoglobulin for
hypogammaglobulinaemia are part of the daily picture.

After the first three months, follow-up shifts to monthly disease assessment through the first year and
then quarterly. Response assessment is by serum and urine protein electrophoresis, serum free light
chains, and bone marrow biopsy at standard intervals.

Long-term follow-up extends to fifteen years per the FDA REMS programme. The focus of long-term
surveillance is on cytopenias, infections, second-primary malignancies (including secondary haematologic
malignancies, which have been reported in CAR-T cohorts at low rates), and disease recurrence.

Practical implications for a Bahraini family: a substantial portion of three to four months is reorganised
around the treatment. Work and family responsibilities need to be redistributed during the restricted
period. The patient's ability to travel internationally is restricted for the first month and limited for the first
three months. We coordinate with the family on logistics, with the treating haematologist back home on
continuity of care, and with the destination centre on post-discharge handover.

What Reserve Meds does for a Bahraini family

Reserve Meds is a US-based concierge coordinator for cross-border specialty medicine. For a Bahraini
family pursuing Abecma, our scope depends on where you choose to be treated.

For families being treated at a regional centre (KFSHRC Riyadh, Cleveland Clinic Abu Dhabi, Sheikh
Shakhbout Medical City Abu Dhabi, NCCCR Doha, or King Hussein Cancer Center Amman) under MoH
treatment-abroad funding, we are most useful as a documentation and international second-opinion
concierge layer. The in-country and regional teams cover operational coordination. We can help with
international second-opinion clinical reviews from Authorized Treatment Center cell therapy specialists,
prior-authorisation documentation for private-insurance overlays, translation of medical records, and
continuity-of-care handover back to your treating haematologist in Bahrain.



For families pursuing international Abecma (US or European Authorized Treatment Center), the standard
Reserve Meds scope. NHRA documentation, qualified-centre liaison, named case-lead coordination from
intake through one-year follow-up, family travel and accommodation logistics for the restricted period
and the immediate follow-up, and the cross-border financial structure.

Reserve Meds is not your prescriber. We do not practise medicine. We do not manufacture Abecma. We
do not own or operate KFSHRC, KAMC, Cleveland Clinic Abu Dhabi, Sheikh Shakhbout Medical City,
NCCCR, King Hussein Cancer Center, or any other treatment centre. Clinical decisions stay with your
treating haematologist and the certified cell therapy programme.

We work cash-pay where applicable. Our coordination fee is disclosed in writing.

A note for families weighing this

For Muslim families thinking through the religious-ethical dimension, the Islamic bioethics consensus on
cell-based therapies for life-threatening illness is broadly permissive. CAR-T cell therapy is autologous,
meaning the patient's own T cells are edited and returned; there is no third-party donor, no human
embryonic material, and no inheritable change. Classical analogies in MENA religious jurisprudence to
blood transfusion and organ transplant typically extend without difficulty to autologous cell therapy.
Families typically consult both their treating clinician and their religious advisor before committing. We will
not pressure either conversation.

The conversation about goal of therapy with your treating haematologist is the central one. Abecma is a
one-time treatment with potentially durable disease control, not a guaranteed cure. For some patients,
deeper remission and meaningful time are the realistic goals. For others, a bispecific antibody on a
continuous schedule may better match the patient's preferences for treatment intensity and the family's
logistics. Both are valid choices. We support the conversation; we do not push a direction.

Families typically take between two and six weeks from first call to readiness for the formal workup. The
four-to-five-month treatment arc from leukapheresis through the end of the restricted period is the
operational reality. We are honest about that.

What to do if you want to start

If you have triple-class-exposed relapsed or refractory multiple myeloma and your treating haematologist
has raised CAR-T cell therapy, the first concrete step is a call with our case-lead so we can confirm the
right pathway for your family. KFSHRC Riyadh, the Abu Dhabi adult cell therapy programmes (Cleveland
Clinic Abu Dhabi, Sheikh Shakhbout Medical City), NCCCR Doha, King Hussein Cancer Center Amman, or
an international Authorized Treatment Center.

If you are earlier in the disease course or your case may better fit one of the bispecific antibody options
(teclistamab, elranatamab, or talquetamab), reach out anyway. We can discuss the comparison with your
haematologist and lay out the operational and financial picture for both pathways.

Most families reach us first on WhatsApp, which we hold open during Bahrain business hours and on
weekends for active cases.

Start your case on the portal, or open a WhatsApp conversation with the case-lead and we will take it from
there.



Reserve Meds's role

US-based concierge coordinator for cross-border specialty medicine. We are not the prescriber, not

the dispensing pharmacy, and not the manufacturer. All clinical decisions remain with your treating
physician.

Reserve Meds

Composite case examples. This document is for general information only and does not constitute medical advice. Please consult
your treating physician.

Reserve Meds is in pre-launch. Published timelines and cost ranges are indicative, not guarantees.
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