
Regeneration sounds almost mythical when patients first hear it. The idea that damaged joints, nerves, or even
organs might repair themselves feels closer to science fiction than to clinic room reality. Yet the body regenerates
quietly every day, and modern regenerative medicine tries to harness that built‑in capacity in a more deliberate
way.

When people ask, “What is a regenerative medicine doctor?” they are usually not asking about definitions from a
textbook. They want to know what those physicians actually do, whether it hurts, if it works, whether insurance will
pay for regenerative medicine, and how to tell if they are a good candidate.

To answer those questions meaningfully, it helps to start with a clear picture of what regeneration is and the main
ways it happens in the body.

What doctors mean by “regeneration”
In simple terms, regeneration is the process by which the body replaces or restores cells, tissues, or organs that
are damaged, lost, or worn out.

Some of that is entirely routine. Your intestinal lining turns over every few days. Your skin replaces itself
continuously. Bone is constantly being broken down and rebuilt. That is regeneration at work, even if you never
notice it.

Other times, regeneration is a response to injury: a broken bone knitting, a liver recovering after part of it is
removed, or a child’s fingertip growing back if the injury occurs at the very tip.

Clinically, when we talk about regenerative medicine, we mean treatments that aim to enhance, guide, or mimic
those natural repair processes. Examples include platelet‑rich plasma (PRP), bone marrow or fat‑derived cell
concentrates, certain stem cell protocols in research settings, biologic scaffolds, and, emerging now, gene and
cell‑based therapies.

Before we get to those techniques, it helps to sort out the basic biology.

The 4 types of regeneration: a clinically useful framework
Biology textbooks use a few different ways to classify regeneration. You might see categories like epimorphic or
morphallactic regeneration in courses that cover salamanders and planaria. Clinicians rarely speak that way with
patients.



In practical, human medicine, the 4 types of regeneration that matter most are:

1. Physiologic regeneration

2. Reparative regeneration

3. Compensatory regeneration

4. Induced (or therapeutic) regeneration

Different authors use slightly different labels, but this four‑part framework maps well to what we actually see in
clinic and operating rooms.

1. Physiologic regeneration: the quiet background work

Physiologic regeneration is the ongoing, normal turnover of cells and tissues in a healthy body. Nothing dramatic
triggers it, and it does not feel like healing because there is no obvious injury.

Your body is a mosaic of tissues with very different regenerative tempos. Skin and gut lining turn over quickly.
Liver and bone regenerate more slowly. Neurons in the brain barely regenerate at all, if they do.

Practical examples:

Skin: Keratinocytes in the epidermis are replaced roughly every 4 to 6 weeks.

Gut: The intestinal epithelium can turn over in 3 to 5 days.

Blood: Most white blood cells and platelets last days to weeks; red blood cells last about 3 months, then are
replaced.

Bone: Entire skeletal remodeling cycles may take 7 to 10 years, although specific areas turn over faster.



Clinically, physiologic regeneration matters because it sets the baseline. When the body is sleep‑deprived,
malnourished, inflamed, or overloaded with toxins, this quiet background work slows or becomes disorganized.
That is part of why lifestyle changes often matter more than any injection or drug, especially in chronic
musculoskeletal pain.

It is also where questions like “Does fasting for 72 hours regenerate cells?” show up. Prolonged fasting has been
shown, in animal models and some early human data, to trigger stronger autophagy (cellular clean‑up) and to
influence stem and progenitor cells, particularly in the immune system. However:

The best data for dramatic immune cell “reset” effects come from mice, not humans.

In humans, prolonged fasting clearly changes metabolic and inflammatory signaling, but fully regenerating
tissues in a clinically meaningful way is not proven.

Fasting for 72 hours is risky for many people, including those with diabetes, frailty, eating disorders, or certain
medications.

In my own practice, I treat fasting like a possible adjunct in select, well‑screened patients, never a standalone
regenerative therapy. It is a lever on physiologic regeneration, not a magic reset button.

2. Reparative regeneration: healing after injury

Reparative regeneration is what most people picture when they think of healing. There is an injury, and the body
sets off a coordinated inflammatory and repair response.

Classic examples include:

A bone fracture that knits over weeks.

A muscle strain that repairs and regains strength.

Skin that re‑epithelializes after a cut or abrasion.

The key nuance is that reparative regeneration does not always restore full original structure. For some tissues, the
result is scar, not a true re‑creation of the original architecture.

In orthopedics and sports medicine, a good portion of what regenerative medicine doctors do is aimed at nudging
reparative regeneration toward a more complete, higher‑quality outcome. For instance:

PRP injections: Concentrated platelets from a person’s own blood are injected into a tendon or joint to amplify
growth factors at the injury site. This can stimulate more organized collagen deposition and better tendon
structure, especially in early or moderate tendinopathy.

Bone marrow concentrate or micro‑fragmented fat injections: These contain a mix of cells, signaling molecules,
and scaffolding components. In carefully selected patients with early osteoarthritis or focal cartilage damage,
they can help reduce pain and improve function, likely by calming inflammation and fostering higher‑quality
reparative tissue.

Biologic scaffolds: Some surgeons use extracellular matrix (ECM) products as patches or wraps to guide tissue
repair, especially in complex rotator cuff tears or ligament reconstructions.

Is regenerative medicine painful at this stage? Many procedures involve needles, and some, such as bone marrow
aspiration for cell concentrate, can be moderately painful without good local anesthesia. In-office PRP injections
tend to cause temporary pressure and soreness. Most patients describe the experience as uncomfortable but
tolerable, more like a dental procedure than like surgery.

3. Compensatory regeneration: when the body leans on its backups



Compensatory regeneration describes situations in which a tissue or organ cannot fully regrow the missing part,
but the remaining structure enlarges or adapts to restore function.

The classic example is the liver. A person can lose up to 60 to 70 percent of liver mass in a donation or surgical
resection, and the remaining segment can grow to restore overall function. The newly grown liver is not a clone of
the original anatomy, but functionally it can be close.

Other examples:

Kidney: If one kidney is removed, the remaining kidney often enlarges and increases its filtration capacity.

Heart: Cardiac muscle does not regenerate well, so after a heart attack the surviving myocardium remodels
and hypertrophies in a compensatory attempt to maintain output. Sometimes this adaptation eventually
becomes maladaptive and leads to heart failure.

Lung: After removal of part of a lung, the remaining lung tissue and chest cavity can remodel, increasing
volume and function relative to the new baseline.

In modern regenerative medicine, many therapies try to assist or refine compensatory regeneration rather than
trigger full organ regrowth. For example:

Biologic therapies after a heart attack aim to limit scarring, protect surviving cardiomyocytes, and improve
vascular supply. Stem cell injections into the heart have shown modest benefits at best in large trials, and their
mechanism seems more about paracrine signaling (releasing helpful molecules) than about truly creating new
heart muscle.

In osteoarthritis, the joint does not “grow a new surface,” but partial cartilage repair and improved synovial
environment can allow surrounding muscle and ligaments to compensate, stabilizing the joint so pain and
function improve even without perfect structural MRI changes.

When patients ask, “What is the success rate of regenerative medicine?” for conditions like knee osteoarthritis,
honest numbers vary:

For carefully selected patients with mild to moderate osteoarthritis who receive well‑prepared PRP, response
rates in published studies often land around 60 to 80 percent showing meaningful pain and function
improvement at 6 to 12 months.

For more advanced disease or poorly selected patients, success rates are lower, and results may be short‑lived.

True cartilage regrowth that looks like native cartilage on imaging is uncommon. Functional improvement is
more realistic than complete structural regeneration.

A large part of clinical judgment in this field is deciding when you can lean on compensatory regeneration and
when the disease is simply too advanced.

4. Induced or therapeutic regeneration: guided repair with medical tools

Induced regeneration is where most of the public interest lies. This is what people imagine when they think of
stem cells, gene therapy, or tissue engineering.

Here, we are not just watching what the body does. We actively intervene to change the behavior of cells and
tissues. Techniques range from relatively simple to highly experimental:

Platelet‑based therapies, bone marrow and fat‑derived cell concentrates, and prolotherapy injections.

Culture‑expanded stem cell treatments, typically in research settings and only occasionally allowed in clinical
practice within strict regulations.



Gene therapies that aim to correct or silence harmful mutations, some of which indirectly support regenerative
capacity.

Tissue engineering, where cells are grown on scaffolds outside the body, then implanted.

This is also where a lot of the hype and confusion comes in.

People often ask, “Where did Joe Rogan get his stem cell treatment?” His widely discussed treatment was in
Panama, at a private clinic marketed as the Stem Cell Institute. Facilities there have used high‑dose intravenous
mesenchymal stem cells, often derived from umbilical cord tissue. These protocols are largely outside standard US
regulatory frameworks, and while some patients report improvements, rigorous controlled data are limited.

That leads directly to another common question: “What country is best for stem cell treatment?” There is no single
best country. Different places offer different balances of regulation, safety, and innovation:

United States, Canada, Western Europe, Japan: Tighter regulation, slower approval of new methods, generally
safer and more evidence‑based, but fewer “miracle cure” options.

Panama, Mexico, parts of Eastern Europe and Asia: More permissive or less clear regulatory environments,
more clinics offering high‑dose or exotic stem cell therapies, but more variable quality and less robust data.

When patients are drawn to medical tourism, I urge them to look for three things: transparency about protocols,
published data in peer‑reviewed journals, and clear follow‑up processes including complication management.

What is a regenerative medicine doctor, really?
A regenerative medicine doctor is not usually a separate specialty with its own residency. Instead, it is a focus area
for physicians who come from existing fields:

Orthopedics

Physical medicine and rehabilitation (PM&R)

Sports medicine

Interventional pain medicine

Dermatology and plastic surgery

Cardiology or cardiovascular surgery

Hematology and oncology

Endocrinology and internal medicine in some cases

So when someone asks, “How much do regenerative medicine doctors make?” the answer depends on the
underlying specialty and practice model. A PM&R physician doing regenerative injections in a community clinic
may earn in the range of 250,000 to 400,000 USD annually. An orthopedic surgeon or interventional pain
physician running a high‑volume private practice with cash‑pay biologic procedures may earn significantly more,
sometimes 500,000 to 1 million USD or beyond.

That connects with the broader question, “Who is the highest paid doctor specialty?” In recent US compensation
surveys, neurosurgeons and orthopedic surgeons typically top the list, often in the 700,000 to 1 million USD
range in high‑earning situations. On the other end, “What is the lowest paying doctor specialty?” is usually
answered by fields such as pediatrics, preventive medicine, or family medicine, which often sit in the 200,000 to
260,000 USD range, depending on region and practice type.

Regenerative medicine is an overlay on top of these core specialties, not a salary category on its own.



Who is a good candidate for regenerative medicine?
The ideal candidate is not always the person who is suffering the most. Outcomes depend heavily on timing, tissue
health, and expectations.

Here is a pragmatic way to think about it:

1. The underlying condition should be structural but not completely destroyed. Mild to moderate osteoarthritis,
partial tendon tears, early degenerative disc changes, focal cartilage injuries, and certain ligament sprains often
respond better than end‑stage bone‑on‑bone arthritis or complete tendon ruptures.

2. The patient should be medically stable enough to heal. Poorly controlled diabetes, heavy smoking, severe
obesity, systemic inflammatory diseases, and chronic steroid use can blunt regenerative capacity.

3. The patient has already tried standard conservative care. Good physical therapy, activity modification, and core
medical management set a solid foundation. Regenerative injections work best as an addition, not a shortcut
around rehabilitation.

4. Expectations should be realistic. Many patients achieve 30 to 70 percent symptom improvement and delay or
avoid surgery for a time. Full restoration of a 60‑year‑old knee to a 20‑year‑old knee is not realistic.

5. The provider is disciplined about patient selection. A doctor who says “this will cure anything” is usually selling
something, not practicing medicine.

That last point relates directly to the biggest problem with regenerative medicine as it stands today.

The biggest problem and the main disadvantages
The science behind regenerative mechanisms is strong and growing. The problem is the gap between that science
and the way therapies are marketed and delivered.

Several disadvantages and challenges recur in practice:

First, evidence varies widely by condition and technique. Some applications, such as PRP for knee osteoarthritis or
chronic lateral epicondylitis, have reasonably good randomized trial data. Others, like many off‑label stem cell
protocols for neurodegenerative diseases, rely heavily on case series or anecdotes.

Second, regulation is patchy. In some countries, loosely regulated clinics mix legitimate therapies with unproven
ones. Patients cannot easily tell which is which. That blurs public understanding of what regenerative medicine can
actually deliver.

Third, cost and access are real barriers. The average cost of regenerative medicine procedures varies by country,
region, and complexity, but in the United States many in‑office PRP injections run between 500 and 2,500 USD
per treatment. Bone marrow or adipose‑derived cell procedures may range from 3,000 to 8,000 USD or more,
depending on how many joints or regions are treated.

Fourth, insurance coverage is limited. When people ask, “Will insurance pay for regenerative medicine?” the honest
answer is, often not. Many insurers view PRP, stem cell injections, and similar interventions as investigational for
most musculoskeletal indications. There are exceptions:

Some policies cover PRP for specific conditions, such as certain tendinopathies, if strict criteria are met.

Certain biologic products used in surgery or wound care may be covered because they have specific FDA
approvals.

Questions like “Does insurance cover Kinetix?” are hard to answer generically because “Kinetix” may refer to
branded regenerative injections or devices whose coverage varies by insurer and region. Most of those branded



orthobiologic injections are still considered elective and cash‑based in many markets.

Fifth, outcomes are not guaranteed. When regenerative treatments do not help, patients can feel they paid heavily
for hope. That does not necessarily mean the therapy is fraudulent. Even strong treatments in medicine have
non‑responders. The key is transparent communication about the probability and magnitude of benefit.

From a clinical standpoint, the main disadvantages of regenerative medicine are uncertainty, variability, and cost.
Those downsides can be Regenerative Medicine Doctor Scottsdale acceptable in specific contexts, but they
must be discussed openly.

Is regenerative medicine painful?
Pain depends on the procedure.

Simple PRP injections into soft tissue, done with good local anesthesia, usually involve brief discomfort during
the numbing process and a few days of soreness afterward.

Intra‑articular injections into a knee, hip, or shoulder can produce transient pressure and ache. Most patients
tolerate this without sedation.

Bone marrow aspiration from the pelvis, required for some cell concentrates, can be painful during the
procedure if not thoroughly numbed. Experienced operators typically use local anesthesia and, in some
settings, mild sedation.

Spine or nerve‑adjacent injections carry not only pain but also risk, so they are done with image guidance and
careful technique. Patients often describe these as more intimidating than inherently painful.

From years of seeing people walk in and out of procedures, what matters most is preparation and aftercare: clear
expectations, pre‑procedure analgesia, and a realistic post‑procedure activity plan.

How doctors use the 4 types of regeneration in everyday practice
Good regenerative medicine practices do not chase every new gadget. Instead, they line up treatments with the
underlying biology.

Here is how the four types of regeneration translate into clinical strategy:

Physiologic regeneration informs the basics: sleep, nutrition, metabolic health, hormonal balance, and physical
activity. For a middle‑aged patient with knee pain, addressing metabolic syndrome and sleep apnea often
does as much for joint symptoms as any injection.

Reparative regeneration guides timing. Intervening early in a tendon injury, when fibers are disorganized but
not fully torn, allows PRP or other biologics to enhance repair. Waiting until a tendon is nearly avulsed leaves
surgery as the main option.

Compensatory regeneration shapes rehabilitation. After joint injections, a skilled physical therapist helps
surrounding muscles and joints take over more of the workload, capitalizing on pain reduction to retrain
movement patterns.

Induced regeneration is reserved for specific situations. A well‑thought‑out PRP plan or a carefully indicated
bone marrow concentrate injection can be valuable tools, particularly in younger or middle‑aged patients with
localized damage who want to delay arthroplasty.

When someone asks for “stem cells in the knee” but the radiographs show nearly complete joint space loss and
large osteophytes, the honest answer is that biology has limits. At that stage, a joint replacement may be more
predictable and, in the long run, more cost‑effective.

http://query.nytimes.com/search/sitesearch/?action=click&contentCollection&region=TopBar&WT.nav=searchWidget&module=SearchSubmit&pgtype=Homepage#/Regenerative%20Medicine%20Doctor%20Scottsdale


What about success rates and long‑term outcomes?
Patients rightly want numbers, even though medicine is rarely that simple.

Across conditions, a few patterns emerge:

Soft tissue tendons and ligaments often respond better than advanced weight‑bearing cartilage.

Younger age, better metabolic health, and earlier disease correlate with higher success rates.

Many treatments show the strongest benefit in the 3 to 12 month window. Some maintain benefit beyond 2
years, especially with good rehabilitation; others taper off.

When colleagues ask, “What is the success rate of regenerative medicine?” in musculoskeletal practice, I usually
answer in ranges and specific use cases:

Chronic tennis elbow with well‑targeted PRP: a good majority, perhaps 70 to 90 percent, achieve meaningful
relief based on multiple trials.

Mild to moderate knee osteoarthritis with PRP: roughly 60 to 80 percent show clinically important
improvement at 6 to 12 months, with some maintaining benefit beyond that.

Advanced bone‑on‑bone arthritis: success rates fall sharply, and symptoms often return, which is why I rarely
recommend high‑cost biologics in that scenario.

A candid pre‑procedure discussion of those ranges is as important as the injection itself.

Balancing hope, hype, and reality
Regeneration is not a single technology. It is a spectrum of mechanisms the body already uses, which doctors can
sometimes amplify or redirect. Understanding the four main types of regeneration helps patients and clinicians
align expectations with biology.

Physiologic regeneration reminds us that sleep, nutrition, and metabolic health are not “soft” interventions but
central pillars. Reparative and compensatory regeneration show why timing matters and why early, thoughtful
treatment can change the trajectory of joint Regenerative Medicine Doctor Scottsdale and soft tissue disease.
Induced regeneration, including PRP and stem cell‑based approaches, offers real promise in selected scenarios but
comes with cost, regulatory, and evidence gaps.

The most trustworthy regenerative medicine doctors I know are not the ones with the flashiest websites. They are
the ones who are willing to say “no” when biology, imaging, and clinical context suggest that a procedure is
unlikely to help.

If you are considering regenerative treatment, ask your prospective physician three things: How does my condition
fit into the types of regeneration you are trying to enhance? What are the realistic ranges of benefit and the
alternatives? And how will we decide together whether the outcome justifies the cost and risk?

Those conversations, more than any single technology, are what make regenerative medicine genuinely
regenerative rather than merely expensive hope.
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