
Walk into any sports clinic or wellness center, and you will hear promises about stem cells, platelet-rich plasma,
exosomes, or “cellular regeneration.” Some of these treatments have real science behind them. Others are
expensive placebos, or worse, risky shortcuts.

The difference rarely shows up in the website branding. It shows up in how the physician answers your questions.

I have sat across from patients who were excited, anxious, often a little desperate. Chronic knee pain, worn-out
tendons, spine issues, autoimmune conditions that had not responded to standard care. Many had already spent
thousands of dollars on “regenerative” treatments without clear benefit. Almost all of them had one thing in
common: no one had really walked them through the questions they should have asked before saying yes.

This piece is meant to arm you with those questions, and just as important, with the context to interpret the
answers.

First, what is a regenerative medicine doctor?
There is no single residency program called “regenerative medicine.” When you ask, “What is a regenerative
medicine doctor?” you are really asking two things: which core specialty they trained in, and how they layered
regenerative techniques on top of that.

Most physicians who practice regenerative medicine originally trained in fields such as physical medicine and
rehabilitation (PM&R), sports medicine, orthopedic surgery, rheumatology, pain management, or sometimes
internal medicine or family medicine with additional procedural training. After that, they pursue fellowships,
specialized courses, and hands-on mentorship covering therapies like platelet-rich plasma (PRP), bone marrow
aspirate concentrate, fat-derived cell products, or biologic scaffolds.

A reasonable way to think about it: your “regenerative medicine doctor” is a specialist in a conventional field who
also uses biologic tools that try to stimulate or support your body’s own repair processes. The regenerative piece
should never substitute for a solid foundation in diagnosis, imaging, and conservative management.

If a clinic markets itself as “regenerative” but you cannot clearly identify the lead physician’s board certification or
original specialty, that is usually a warning sign.

The biggest problem with regenerative medicine right now
People often ask, “What is the biggest problem with regenerative medicine?” expecting me to say cost or access.
Those matter, but they are not the core issue.

The biggest problem is the gap between marketing and evidence.

On one hand, we have real, peer-reviewed data: PRP improving pain and function in mild to moderate knee
osteoarthritis, some tendon injuries responding better to certain biologic injections than to steroids, early but
promising work in specific wound and cartilage applications. On the other hand, we have clinics advertising stem
cells as a cure for almost anything: dementia, advanced Parkinson’s disease, autism, multiple sclerosis, heart failure,
spinal cord injury. The evidence for most of these claims is either extremely preliminary or flatly negative.

This evidence gap creates several downstream problems:

Patients cannot easily distinguish realistic hope from hype.



Doctors who are careful and honest sometimes lose patients to more aggressive marketers. Regulators struggle
because the field evolves quickly and the line between “minimally manipulated” tissue (often allowed) and “drug-
level” products (tightly regulated) can be blurred.

So when you sit with a doctor, one of the most important questions to ask is not “Can this help?” but “What is the
actual evidence for this treatment in my specific condition, at my severity level, with my overall health profile?”

If the reply consists entirely of anecdotes and celebrity stories, you are not hearing medicine. You are hearing sales.

Evidence and success rates: what you should hear when you ask
People naturally want to know, “What is the success rate of regenerative medicine?” There is no single number,
and anyone who gives one should make you suspicious. Success rates depend heavily on the condition, the
specific treatment, and how “success” is defined.



Take knee osteoarthritis as an example. For mild to moderate disease, multiple randomized controlled trials
suggest that PRP injections can improve pain and function for 6 to 12 months, sometimes longer, in roughly 60 to
70 percent of patients. That does not mean 70 percent are cured; it means they notice clinically meaningful
improvement compared with where they started or compared with a control group.

By contrast, when you look at advanced, bone-on-bone arthritis, outcomes from the same injection tend to be far
weaker. In that setting, a surgeon might reasonably advise that PRP is unlikely to delay the need for a joint
replacement for more than a short period, if at all.

Here is what you want to ask, and what you want to hear, when you explore success rates:

Ask the doctor to cite studies, not just personal experience. A seasoned clinician will often blend their own
outcomes with published data, but you should hear some reference to controlled studies, outcome scores, or
registries, not just “it works great.”

Ask how they define success. Less pain? More function? Avoiding surgery for a certain number of years? Any of
those can be valid, but they are different goals.

Ask what proportion of their patients see no benefit. Honest clinicians will acknowledge that a nontrivial share of
patients, sometimes 20 to 40 percent depending on the condition, do not respond meaningfully.

Ask how your age, weight, joint damage on imaging, and other conditions affect your odds.

If the answer is framed as “This works 90 to 100 percent of the time” with no nuance, you are not getting a
scientific explanation, you are getting a pitch.

Understanding the “four types of regeneration” in a clinical context



Textbooks sometimes describe four types of regeneration in biology: epimorphic regeneration (classic limb
regrowth in salamanders), morphallaxis (re-patterning in organisms like hydra), compensatory regeneration (like
liver regrowth in humans), and tissue-level or cellular regeneration.

At the bedside, patients rarely care about salamanders. What matters is how those ideas translate into actual
treatments. Clinically, most “regenerative medicine” falls into four practical categories, even if the biology under the
hood is more complex:

1. Blood-derived therapies, mainly PRP and related products, which concentrate platelets and growth factors to
support tissue healing.

2. Cell-based approaches, where cells from bone marrow or fat are concentrated and reinjected to influence the
healing environment. In regulated countries, these must be minimally manipulated to avoid being treated as
drugs.

3. Biologic scaffolds and tissue grafts, like cartilage patches or amniotic tissue products, intended to replace or
support damaged structures.

4. Gene or signal-modulating therapies, still largely in trial phases, that alter how tissues respond to injury or
inflammation.

When you hear a clinic talk about “stem cells,” it is worth asking which category they are really using. Many
so‑called stem cell injections in orthopedic settings are actually concentrated bone marrow or fat with a small
fraction of progenitor cells, not purified stem cell drugs. That distinction matters for safety, regulation, and likely
effectiveness.

Is regenerative medicine painful?
Most patients worry about pain, and rightly so. “Is regenerative medicine painful?” has a very different answer
depending on the procedure.

PRP injections into a superficial tendon or mild knee arthritis usually produce temporary discomfort, similar to or
slightly more than a typical steroid injection. The blood draw is like standard lab work. The main pain occurs during
and immediately after the injection, especially if the target is a sensitive structure, like the plantar fascia or certain
ligaments.

Bone marrow aspirate, where marrow is drawn from the pelvic bone, involves deeper needles and more pressure.
Performed with local anesthesia and sometimes mild sedation, most patients tolerate it, but a significant portion
describe it as clearly more uncomfortable than a routine injection. Soreness in the hip area can last several days.

Fat harvest procedures, where a small volume of abdominal or flank fat is removed with a cannula, also carry local
pain and bruising. Again, not at the level of major surgery, but more than a visit for routine imaging or blood
work.

A careful doctor will explain exactly what you should expect, how they manage pain during and after the
procedure, and what red-flag symptoms (like escalating, severe pain or fever) should prompt an urgent call. If the
discomfort is downplayed as “painless” or “you will barely feel it,” that is usually an oversell.

Who is a good candidate for regenerative medicine?
The best outcomes tend to appear in patients who have a clear diagnosis, moderate rather than end-stage
damage, and a realistic goal: better function and less pain, not magical tissue replacement overnight.



For musculoskeletal problems, stronger candidates often share a few features. They have imaging that shows
partial thickness tears, early to moderate arthritis, or inflamed tendons that have not responded fully to physical
therapy and standard care, but they are not yet at the point where bone is grinding on bone. They maintain a
decent baseline of strength and mobility, and they are willing to keep doing therapy and lifestyle changes after the
injection.

Poorer candidates tend to be people with severe structural collapse (for example, advanced hip osteoarthritis with
major deformity), uncontrolled systemic disease, or unrealistic expectations about what a single treatment can do.
That does not mean they can never benefit, but the probability of a disappointing outcome is higher, and a good
doctor will say that out loud.

The answer to “Who is a good candidate for regenerative medicine?” should always be individualized. Age, weight,
metabolic health, smoking status, prior surgeries, and willingness to follow rehab instructions all feed into the
decision. If you are told you are a “perfect candidate” without a careful look at your imaging and history, treat that
as a yellow light.

Money questions: cost, insurance, and physician income
Regenerative medicine in most countries sits awkwardly between established medical care and optional wellness
treatment. That shows up clearly in the financial side.

Patients routinely ask, “Will insurance pay for regenerative medicine?” In the United States, the short answer is
that most core regenerative procedures are not covered, with a few narrow exceptions. Some large insurers now
cover certain PRP injections for specific conditions, often after conservative therapy has failed. But bone marrow or
fat-derived cell procedures for orthopedic problems are, in most settings, cash-pay.

When people ask, “Does insurance cover Kinetix?” they are often referring to a specific clinic or branded therapy.
The reality is that branded regenerative programs are typically structured as out‑of‑pocket services. A particular
employer plan might cover associated imaging or evaluations, but the injection itself is usually not reimbursed. The
only reliable way to know is to ask both the clinic and your insurer directly, and insist on CPT and billing codes
rather than vague verbal assurances.

“What is the average cost of regenerative medicine?” varies widely by procedure and region. As of recent years in
the US:

PRP injections often run from about 500 to 2,000 dollars per treated area, depending on the complexity and
whether imaging guidance is used.

Bone marrow concentrate procedures commonly range from around 3,000 to 8,000 dollars, sometimes more for
multiple sites. Fat-derived cell procedures and combination packages can cost anywhere from 3,000 up to 10,000
dollars or more, especially at boutique centers.

Internationally, some countries advertise lower sticker prices, but travel, lodging, and repeat visits add up. Also, the
less regulated a market is, the greater the risk that you are paying for a product with no quality control.

Patients sometimes compare this with physician income and wonder, “How much do regenerative medicine
doctors make?” It depends heavily on their base specialty, location, and practice model. A PM&R or sports
medicine physician with a mixed practice that includes regenerative procedures might earn Regenerative Medicine
Doctor Scottsdale in the range of 250,000 to 500,000 dollars annually, sometimes more if they own a high-
volume cash-pay clinic. A surgeon who incorporates biologic injections as an adjunct to operations often falls into
higher earning brackets.

https://chanceeort497.brightsora.com/posts/which-country-is-best-for-your-stem-cell-needs-a-regenerative-doctor-s-checklist
https://chanceeort497.brightsora.com/posts/which-country-is-best-for-your-stem-cell-needs-a-regenerative-doctor-s-checklist


National surveys still show that the highest paid doctor specialty is usually something like orthopedic surgery,
plastic surgery, or certain interventional cardiology roles. At the other end of the spectrum, the lowest paying
doctor specialty categories tend to include primary care fields like pediatrics, family medicine, and preventive
medicine. Regenerative medicine is not its own salary category; it layers on top of those core specialties.

When you are the patient, the critical question is not what the doctor earns but what you are being promised for
the money you pay. Transparent, evidence-based conversations about expected outcomes should always precede
any financial commitment.

Core questions to bring to your first consultation
It helps to walk into the first visit with a short, concrete list. You do not need dozens of items, but you should
leave with clear answers to the essentials.

Here is a focused checklist of questions worth asking any regenerative medicine doctor:

What is your primary specialty and board certification, and how did you train in regenerative procedures?

What exact product or technique are you proposing for me, and what is the published evidence for it in my
specific condition?

What are the realistic chances of meaningful improvement for someone with my imaging and health profile,
and how long does that benefit usually last?

What are the total costs, what is included, and what, if anything, might my insurance reimburse?

What are the main risks and downsides, including what happens if I do nothing or choose standard surgical or
non-surgical options instead?

If you can get straightforward, calm, and specific answers to these five questions, you will already be ahead of
most patients making these decisions.

Safety, disadvantages, and red flags
No medical intervention is free of risk, and regenerative techniques are no exception. “What are the disadvantages
of regenerative medicine?” is a question that deserves an honest, detailed answer.

The most obvious disadvantage is cost, especially when treatments are not covered by insurance and need to be
repeated. If you are paying thousands of dollars for a procedure that has, at best, a moderate chance of
meaningful symptom relief, the financial risk is real.

Then there is the problem of false hope. For a person with progressive neurologic disease or end-stage joint
destruction, months spent pursuing unproven regenerative interventions can delay more effective standard
treatments or enrollment in high-quality clinical trials.

Procedure-related risks include infection, bleeding, post‑injection flare reactions, and in rare cases more serious
complications like nerve injury or unintended tissue damage. When unregulated or poorly characterized products
are injected, especially intravenously, the risks can increase dramatically and may include clots, immune reactions,
or organ damage.

You can protect yourself by watching for a few key red flags during your interactions with a clinic:

They claim high success rates for an extremely wide range of unrelated conditions, from autism to Alzheimer’s
to advanced heart failure, usually with the same product.



They cannot clearly explain whether their product is your own cells or donor-derived, how it is processed, and
what regulatory framework it falls under in your country.

They discourage you from discussing the plan with your regular physician or specialist, or they disparage all
conventional treatments as “toxic” or “obsolete.”

They require large, upfront, nonrefundable payments before you have had a serious, individualized medical
evaluation.

They rely heavily on celebrity endorsements and testimonials, with no reference to peer-reviewed evidence,
registries, or actual outcome data.

If you see two or more of these in play, it is wise to pause and seek a second opinion.

Celebrities, medical tourism, and “best countries” for stem cell
treatment
The question “Where did Joe Rogan get his stem cell treatment?” comes up surprisingly often in clinic
conversations. Public figures shape public expectations. Joe Rogan has described receiving stem cell therapy in
Panama, at a center associated with Dr. Neil Riordan. Other celebrities travel to clinics in Mexico, Germany, or
other locations.

That naturally leads to the question, “What country is best for stem cell treatment?” There is no single best
country. Each regulatory environment has trade‑offs.

Countries like the United States, much of Western Europe, and Japan tend to have tighter controls on cell
processing and marketing claims. That can slow the rollout of new therapies but generally improves product
quality and safety oversight. Some countries with more permissive or less enforced regulations allow treatments
that would be considered experimental or illegal elsewhere. Patients may access novel options earlier, but they also
shoulder more of the safety and evidence risk.

If you are considering travel for treatment, you should look beyond marketing language. Ask whether the product
is part of a regulated clinical trial, whether the center publishes its outcomes in reputable journals, and how
complications are handled after you fly home. An overseas website that looks polished is not the same thing as a
system that can take care of you if something goes wrong.

Medical tourism also creates a practical issue: follow-up. Even a well-done procedure loses value if your local
doctors have no records, no clear protocol, and no realistic way to coordinate rehab or manage late side effects.

Fasting, lifestyle, and the promise of “natural regeneration”
Lately, many patients have heard about fasting protocols and ask, “Does fasting for 72 hours regenerate cells?”
This question usually traces back to animal studies suggesting that prolonged fasting in mice can trigger stem cell
activity and enhance immune regeneration after chemotherapy. There are also small human studies hinting at
changes in certain biomarkers.

The honest answer is that a 72‑hour fast in humans may induce some cellular stress responses, autophagy, and
shifts in immune cell populations, but we are far from solid evidence that it “regenerates” tissues in the way most
people imagine. For a healthy person, supervised intermittent fasting or occasional prolonged fasting might be
safe. For someone with diabetes, heart disease, eating disorders, or frailty, a 72‑hour fast can be risky.

More broadly, lifestyle tools like sleep, nutrition, exercise, and smoking cessation have far more robust support for
improving tissue health and repair than any single exotic protocol. A credible regenerative medicine doctor will



integrate these basics into your plan, rather than selling fasting or injections as a magical reset button.

Bringing it all together in the exam room
The regenerative medicine space sits at a tricky intersection of real science, genuine patient need, commercial
pressure, and human hope. That combination makes thoughtful questioning essential.

A final practical step is to ask the doctor how they structure follow‑up. You want to know how often they will
reassess you, what metrics they track (pain scores, function tests, imaging), and what plan is in place if you do not
respond as expected. A responsible clinician will explain when they would recommend stopping further
regenerative treatments and moving toward other options, including surgery or different modalities.

If a clinic’s approach is “We will keep injecting until it works,” you are looking at a revenue model, not a treatment
plan.

Regenerative medicine will almost certainly keep evolving. New biologics, gene therapies, and engineered tissues
are already moving from the lab toward the clinic. Until they arrive, your best protection is a clear head, some
pointed questions, and a physician who can discuss both promise and limitation without flinching.

Integrated Spine, Pain and Wellness
7425 E Shea Blvd Suite 102, Scottsdale, AZ 85260
4806608823




