
Regenerative medicine has gone from fringe topic to locker room conversation in a relatively short time.
Professional athletes talk about platelet rich plasma, stem cells, and biologic injections the way they once talked
about ice baths and cortisone shots. Weekend warriors are asking whether they should try it instead of surgery.
Some patients arrive in clinic already quoting podcasts and YouTube doctors.

The core question underneath all of that noise is simple: who actually benefits from regenerative medicine after a
sports injury, and who is better served by more traditional treatment?

Having worked with injured athletes, from high school midfielders to aging triathletes and a few professionals, I
can tell you that candidacy is far more important than hype. The best results usually come from matching the right
person and injury to the right technique, at the right time.

This article walks through how I think about that decision, and addresses the most common questions people ask
on the way to that choice.

What is a regenerative medicine doctor?
Before you can decide whether you are a candidate, it helps to be clear about who is actually treating you.

A “regenerative medicine doctor” is not a single formal specialty. It is usually a physician who has completed
residency and board certification in another area, then added extra training in biologic and tissue based therapies.
In sports injury care, that base specialty is most often:

Physical medicine and rehabilitation (PM&R)

Sports medicine (usually family medicine or internal medicine with a sports fellowship)

Orthopedic surgery

Interventional pain management

These physicians learn to use a patient’s own cells, blood components, or biologic products to try to support
healing in tendons, ligaments, cartilage, muscle, and bone. Core examples include platelet rich plasma (PRP), bone
marrow or adipose derived cell preparations, prolotherapy, and sometimes amniotic or other donor tissue
products, depending on regulations.

The good ones do not just “do injections.” They evaluate biomechanics, load management, sleep, nutrition, and
traditional rehab. Regenerative medicine is a tool in a broader treatment strategy, not a magic standalone fix.

People sometimes ask, slightly off topic, how much regenerative medicine doctors make or whether this is one of
the highest paid doctor specialties. Income varies widely because much of this care is cash based. A sports
medicine physician who does a mix of insurance visits and a modest number of biologic procedures might earn in
the mid to high six figures in the Integrated Spine, Pain and Wellness Regenerative Medicine Doctor
Scottsdale United States. That is usually less than top orthopedic surgeons and interventional cardiologists, who
often occupy the “highest paid doctor specialty” lists, and more than some primary care fields that typically fall
near the “lowest paying doctor specialty” category. The pay matters mainly because it influences who offers these
services and how they are marketed.

What are the 4 types of regeneration, and how does that relate to
sports injuries?
Biologists often describe four general patterns of tissue response:
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1. Complete regeneration: the tissue returns almost exactly to its original structure and function. This is common
in the liver, rare in cartilage.

2. Incomplete regeneration: the tissue repairs but with some scarring or altered architecture. Think of a healed
muscle strain that never quite feels perfect.

3. Compensatory hypertrophy: remaining tissue enlarges to compensate for damaged parts. For example,
remaining muscle fibers getting stronger when others are lost.

4. Repair with scar formation: the body closes the gap with fibrous tissue instead of truly rebuilding the original
structure. Classic example: ligament tears that heal with scar.

Most sports injuries live in the gray zone between incomplete regeneration and scar repair. Regenerative medicine
tries to nudge that response toward more organized, functional tissue. For tendinopathy, that means thicker,
healthier collagen fibers instead of disorganized, painful scar. For joint cartilage, realistic goals are often slowing
further loss and improving the quality of remaining cartilage, not magically regrowing an entirely new surface.

Understanding this keeps expectations honest. When you have lost an entire meniscus or have bone on bone
arthritis, no biologic injection is going to “restore the knee you had at 18.” The right treatment may reduce pain
and improve function, but it works with biology’s constraints.

Core question: who is a good candidate for regenerative medicine after
sports injury?
When I evaluate someone for regenerative treatment, I mentally sort through five layers: the person, the problem,
the timing, prior treatments, and their expectations.



The person

A good candidate usually has decent baseline health and reasonable healing capacity. That does not mean being a
perfect specimen. Some of the best responders I have seen are in their 40s and 50s with a long athletic history
and a clean commitment to rehab.

Smoking, poorly controlled diabetes, significant immune disorders, advanced vascular disease, or heavy systemic
steroid use can all blunt healing. None of them is an automatic veto, but they do lower the likelihood of benefit. In
those cases, I talk very plainly about probabilities and often focus first on optimizing health basics before paying
for expensive injections.

Age matters, but not as much as people think. I have seen 60 year olds who look biologically younger than some
35 year olds because they sleep well, manage stress, lift weights, and eat sensibly. For degenerative problems like
chronic tendinopathy or early osteoarthritis, biological age counts more than the number on your driver’s license.

The problem

The specific injury or condition may be the single biggest factor.

Typical scenarios where regenerative medicine can be a reasonable option:

Chronic tendinopathy: tennis elbow, jumper’s knee, Achilles tendinosis, proximal hamstring tendinopathy

Partial ligament tears: some medial collateral ligament (MCL) and ulnar collateral ligament (UCL) injuries,
certain ankle ligaments

Early to moderate osteoarthritis: especially in the knee, sometimes in hip or shoulder

Recalcitrant muscle injuries: hamstring strains or calf tears that plateau with good rehab

Small focal cartilage defects in relatively healthy joints

Conditions where results tend to be less predictable or often disappointing:

Advanced “bone on bone” osteoarthritis with significant deformity

Complete ligament ruptures that clearly need surgical reconstruction, such as a fully torn ACL in a cutting
athlete

Large, chronic rotator cuff tears with major retraction

Diffuse, non specific pain without a clear structural diagnosis

A key point: imaging and symptoms both matter. An MRI might show a partial tear that looks like a good target,
but if the athlete has mild pain and full function, needling that area and injecting biologics may not be wise.
Likewise, if the pain pattern does not match imaging, I look harder for missed diagnoses before considering any
procedure.

The timing

Regenerative medicine tends to fit best in two windows.

First, subacute injuries that are not healing as expected despite appropriate early treatment. For instance, a high
level runner with proximal hamstring pain that has persisted for three or four months despite rest, graded loading,
and technique work.

Second, chronic problems that have plateaued. Many of my favorite success stories involve athletes who did 3 to 6
months of serious physical therapy, dialed in sleep, reduced training load, and still had a stubborn, focal pain
source we could target.



Immediate post injury care for most sprains, strains, and minor tears should still be guided by basic principles:
protection, early movement, progressive loading, and intelligent return to play. Trying to shortcut this process with
an injection in week one often adds risk and cost without proven benefit.

Prior treatments and rehab effort

This is one of the most honest filters. If someone has not yet done high quality, progressive rehabilitation, they
usually are not ready for regenerative therapies.

A “good candidate” in my mind has:

Completed a proper course of targeted physical therapy, not just three generic sessions

Adjusted training volume and intensity based on pain and performance

Worked on strength deficits and mobility limitations around the injured area

Given those changes at least several weeks, often months, to work

I get wary when someone tells me they have “tried everything” but, on closer questioning, never did more than a
few visits of passive therapy and some stretching.

Expectations and mindset

The people who handle regenerative treatment best tend to share a particular mindset. They see the injection as
one piece of a larger plan, not as a standalone cure. They are ready to commit to post procedure rehab, often with
a few weeks of stepped down activity before rebuilding.

They also accept uncertainty. When we talk about what is the success rate of regenerative medicine, honest
answers sound like ranges, not guarantees. For example, decent studies of PRP for tennis elbow show meaningful
improvement in a majority of patients compared with steroid or placebo, but not everyone improves, and some
would have improved with time and exercise alone.

Someone who needs a 100 percent promise that they will avoid surgery or be race ready by a specific date is often
setting themselves up for frustration, regardless of how good the procedure itself is.

A practical checklist: signs you may be a strong candidate
Here is one place where a short list actually helps people organize their thoughts. If several of these apply to you,
a regenerative consultation may be worthwhile.

1. Your injury has persisted more than 3 months despite serious rehab, load management, and basic traditional
treatments.

2. Imaging and clinical exam point to a focal, structurally defined problem that fits common regenerative
indications (such as chronic tendon pain or early arthritis).

3. You are generally healthy, or willing to improve modifiable factors like sleep, smoking, and blood sugar.

4. You are prepared for out of pocket costs and understand that insurance may not help much.

5. You are willing to engage fully in post procedure rehab and accept that results are not guaranteed.

If not many of these fit, you may still benefit from a visit with a sports medicine physician, but regenerative
therapies might not be the starting point.

Is regenerative medicine painful?



Pain during and after regenerative treatments varies by procedure and by person.

PRP injections into superficial tendons are usually uncomfortable but tolerable. There is a brief blood draw, then
the injectate is placed with or without ultrasound guidance. Many athletes describe a few seconds of intense ache
at the moment of injection, followed by soreness for several days. Non steroidal anti inflammatories are usually
avoided because they may interfere with the intended inflammatory signaling, so we use ice, acetaminophen, and
activity modification instead.

Injections into deep joint spaces or around spinal structures can be more intense. Most clinics use local anesthetic
and sometimes light oral or intravenous sedation. I tell patients to expect a few days of feeling worse before they
hopefully feel better. Severe pain, spreading redness, or fevers are red flag symptoms that must be evaluated
urgently to rule out infection.

Bone marrow derived cell procedures involve a harvest from the pelvis, which can be quite sore for a week or two.
In my experience, people tolerate this better than they fear it beforehand, but it is not a casual, “walk out and
forget” process.

So is regenerative medicine painful? There is discomfort, sometimes significant in the short term, but for most
athletes it is manageable and temporary. Proper preparation, clear expectations, and a good proceduralist make a
big difference.

What is the biggest problem with regenerative medicine?
If I had to name a single biggest problem, it would be mismatch: between marketing and evidence, between price
and proven value, and between patient expectations and realistic outcomes.

Several factors feed that:



Evidence quality is uneven. PRP for tennis elbow and knee osteoarthritis has better support than many newer,
more expensive “stem cell” packages, yet clinics often push the pricier option.

Terminology is abused. Many things get labeled “stem cell therapy” when, under current regulations in the
United States and similar countries, they actually involve minimally manipulated bone marrow or fat derived
cells with uncertain stem cell content.

Costs are often high and opaque. People pay thousands of dollars out of pocket without clear odds of benefit.

Regulations lag behind innovation. This opens the door for clinics, especially in poorly regulated environments,
to make claims that outpace what peer reviewed studies support.

Ethically grounded physicians handle this by talking openly about uncertainties, by refusing to oversell unproven
products, and by integrating regenerative techniques within standard care instead of presenting them as miracle
alternatives.

What are the disadvantages of regenerative medicine?
Because this question comes up often, it is useful to lay out the main downsides in a structured way.

1. Cost: Without reliable insurance coverage, out of pocket expenses add up quickly, especially for protocols that
involve multiple injections.

2. Variable evidence: Some indications are well studied, others are still experimental. Patients can end up paying
for treatments whose benefit over placebo is unproven.

3. Time and disruption: There is usually a recovery window with reduced training, sometimes for several weeks,
which can conflict with competition schedules.

4. Risk of complications: While major problems are rare in experienced hands, infections, bleeding, nerve
irritation, and post injection flares do occur.

5. Opportunity cost: Focusing on biologics sometimes delays or distracts from interventions that might help
more, such as well designed strength programs or timely surgery.

Notice that none of these criticisms say the therapies never work. They say you have to be careful about when and
how you use them.

Costs, insurance, and the practical side of paying for care
When people ask, “Will insurance pay for regenerative medicine?” the honest answer right now is “rarely, and only
for specific situations.”

Most commercial insurers in the United States still classify PRP, bone marrow concentrate, adipose derived cell
procedures, and many donor tissue products as experimental or investigational for musculoskeletal conditions.
That means they do not cover the procedure costs, though they may pay for associated imaging, physical therapy,
or basic joint injections with corticosteroids or hyaluronic acid.

What is the average cost of regenerative medicine for sports injuries? Numbers vary by region and practice type,
but typical ranges look like this:

PRP: often 500 to 2,500 USD per session, depending on concentration systems, body region, and whether
ultrasound guidance is used.

Bone marrow derived cell procedures: often 3,000 to 8,000 USD or more, especially if multiple sites are
treated.

Adipose derived procedures: in similar ranges, though these are more constrained by regulatory scrutiny.



Some branded protocols, such as Kinetix, bundle evaluation, imaging, biologic preparation, and injection into a
package price. People often ask, “Does insurance cover Kinetix?” or similar named programs. The usual pattern is
that the branded regenerative components are cash pay, while surrounding conventional care might be billable to
insurance. The only way to know is to ask both the clinic and your insurer specific, code based questions in
advance.

Given the numbers involved, I encourage patients to weigh expected benefit carefully. If 1,500 USD spent on a
high quality strength coach, three more months of targeted PT, imaging, and a carefully monitored return to sport
would likely get you as far as an injection, start there. Save cash based biologics for situations where they clearly
add something distinct.

What is the success rate of regenerative medicine?
There is no single percentage that applies across all uses. Instead, think in terms of “how strong is the evidence for
this specific therapy, for this specific condition, in someone like me?”

Examples, based on current data as of the mid 2020s:

Lateral epicondylitis (tennis elbow): multiple randomized trials suggest that PRP can outperform corticosteroid
injections and placebo over 6 to 12 months, with a majority of patients reporting meaningful improvement.
Not 100 percent, but significantly better odds than natural history alone.

Knee osteoarthritis: meta analyses indicate that PRP can improve pain and function compared to placebo and
often to hyaluronic acid, particularly in early to moderate disease. Benefits appear to wane over 12 to 24
months, which is not surprising given the progressive nature of arthritis.



Achilles and patellar tendinopathy: mixed results. Some trials show modest benefit, others find no significant
difference from placebo when both groups do good exercise programs. Technique, patient selection, and rehab
quality seem to matter.

For newer “stem cell” style interventions, where people ask “What country is best for stem cell treatment?” or
chase clinics abroad, high quality comparative trials are scarce. Some countries market themselves as leaders, but
much of that reputation comes from looser regulation rather than indisputable superior outcomes. If a clinic in
another country offers something far outside what is allowed under FDA or EMA rules, be particularly cautious.
Ask what peer reviewed data exists and what specific cell counts and product characteristics they can document.

In practice, I frame success rates in ranges. For a well indicated PRP treatment of chronic tennis elbow in a healthy
middle aged athlete, I might discuss a ballpark 60 to 80 percent chance of meaningful improvement, a smaller
chance of minimal change, and a small risk of being worse in the short term due to flare. For off label, poorly
studied applications, I do not quote percentages at all. I describe it as exploratory and only consider it after more
established options are exhausted.

Fasting, biohacks, and what actually regenerates cells
Another keyword that often surfaces online is, “Does fasting for 72 hours regenerate cells?” There are intriguing
animal studies showing that prolonged fasting can trigger stem cell activation and immune system remodeling in
mice. Some early human data suggests potential metabolic and inflammatory benefits of intermittent fasting and
periodic prolonged fasting in specific contexts.

That said, we are far from being able to prescribe “three days of fasting equals X percent better tendon healing” in
a responsible way. For athletes, extended fasting around the time of injury or heavy training can also impair
recovery by depriving muscle and connective tissue of needed nutrients.

As with most biohacks, the basics still dominate results: enough high quality protein, sufficient calories for healing,
micronutrients from a varied diet, 7 to 9 hours of sleep for most adults, and intelligent load management. These
are the quiet but powerful drivers of cellular regeneration that do not require hashtags or exotic supplements.

Celebrity stories: where did Joe Rogan get his stem cell treatment?
Many patients bring up famous cases. A common one is Joe Rogan, who has talked publicly about traveling to
Panama for stem cell treatment, reportedly at a clinic that offers high dose intravenous and possibly intra articular
infusions of cultured mesenchymal stem cells derived from donor tissue.

Stories like his are interesting but not a guide for the average athlete. People with large platforms often have
access to experimental protocols, concierge physicians, and repeated follow up that most patients do not. Their
anecdotes also rarely include granular details: exact diagnosis, imaging before and after, standardized outcome
scores, other concurrent treatments, and natural history.

When someone cites a celebrity recovery, I take it as a sign they are motivated and hopeful, not as clinical
evidence. Then we pivot back to their specific case and what is known, probable, and affordable.

How doctor incentives shape what you are offered
Since a few of the keywords touch physician income, it is worth recognizing how financial structures influence care.

Regenerative procedures are lucrative for some practices, especially in markets where insured reimbursement for
traditional visits is shrinking. A clinic that can charge 3,000 to 6,000 USD per patient for a series of injections has



strong motivation to present those injections as the centerpiece of treatment.

This does not mean every high priced procedure is a scam. It does mean you should be alert to how options are
framed. If a physician downplays physical therapy, strength training, and conservative management, or if surgery
and injections are the only two choices ever mentioned, seek a second opinion.

Interestingly, some of the highest paid doctor specialties overall, like orthopedic surgery and certain procedural
cardiology subspecialties, have less financial need to push unproven biologics because their core surgeries are
already well compensated. Some lower paying fields that move into regenerative work do so out of genuine
interest, though the cash pay aspect can be tempting there as well. None of this is inherently bad, but it is the
backdrop against which “medical advice” is offered.

Pulling it together
A good candidate for regenerative medicine after a sports injury is not simply someone who is injured and can
pay. It is someone whose specific diagnosis fits what biologic therapies can plausibly help, who has already
invested seriously in foundational rehab, who has enough health and healing capacity to respond, and who
understands both the potential and the limits of these treatments.

On the physician side, the best regenerative medicine doctors integrate these tools into thorough, evidence based
care instead of marketing them as standalone miracles. They are transparent about costs and success rates,
skeptical of overblown claims, and comfortable saying “no” when the odds of meaningful benefit are low.

If you find yourself at that crossroads, ask for a detailed explanation of your diagnosis, the rationale for any
proposed regenerative therapy, what high quality alternatives exist, and what concrete outcomes you can
reasonably expect over the next year. Then decide not just with your wallet and your hopes, but with a clear view
of what your own body, in your own circumstances, is likely to do.
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