
Many people are more afraid of the needle than the diagnosis. I see it every week: highly motivated patients who
have read about stem cells, platelet-rich plasma (PRP), or “regeneration,” but hesitate because they imagine
unbearable pain, sky-high bills, and a giant question mark over safety.

Regenerative medicine sits at an odd crossroads. It is full of promise, crowded with marketing, and still catching up
on long-term data. No wonder people arrive with a list of questions: Is regenerative medicine painful? Who is a
good candidate? Will insurance pay for regenerative medicine? Is it all hype?

Let’s walk through what actually happens in the exam room and procedure suite, how it feels during and after, and
what to look for when you are deciding whether it makes sense for your situation.

What exactly is a regenerative medicine doctor?
Patients often assume “regenerative medicine doctor” is a formal specialty like cardiologist or dermatologist. It is
not. It is a practice focus layered on top of a core specialty.

Most physicians who offer regenerative procedures come from one of a few backgrounds: physical medicine and
rehabilitation, sports medicine, orthopedics, anesthesiology with pain medicine training, sometimes rheumatology
or interventional radiology. A smaller group comes from dermatology, plastic surgery, or even primary care with
additional training.

So when you ask, “What is a regenerative medicine doctor?”, you are usually talking about a doctor who:

Completed residency and often fellowship in a recognized specialty.

Obtained additional training in biologic injections, image guidance (ultrasound or fluoroscopy), and cell or
tissue handling.

Chooses to focus practice on treatments that aim to repair or modulate tissue, not just relieve symptoms.

This distinction matters for pain expectations. A sports medicine doctor who injects PRP into knees all day will have
a much better feel for how to numb the area and manage post-procedure soreness than a provider who added
“stem cell” to their website after a weekend course.

If you remember nothing else, remember this: ask what their base specialty is, how many similar procedures they
perform each month, and what they do for anesthesia.

Is regenerative medicine painful?
The honest answer: usually not “surgical” pain, but often a mix of needle sting, deep pressure, and a few days of
soreness that can be significant, especially in joints and spine.

Three distinct phases matter here.

First, there is the numbing. Most procedures involve local anesthetic at the skin and along the needle track. That
part burns for 5 to 20 seconds. For small joints or soft tissue, that is the worst part for many people. For larger
joints or deeper structures, you may feel a spreading pressure as the numbing medicine goes in.

Second, there is the actual injection of the regenerative product. PRP or bone marrow concentrate is thicker than
saline, so you feel pressure rather than sharp pain. In joints with inflammation, like an arthritic knee, that pressure
can temporarily intensify pain. Spine injections can create a deep ache, sometimes radiating briefly down a leg or
arm.



Third, there is the flare afterward. PRP and similar treatments deliberately provoke a controlled inflammatory
response. For 24 to 72 hours, that joint or tendon usually feels more painful than before the procedure. Patients
describe it as bruised, heavy, throbbing, or “angry.” After that window, pain typically subsides toward baseline,
then slowly improves over weeks if the treatment is effective.

When people ask, “Is regenerative medicine painful, or just uncomfortable?”, what they are really asking is whether
this is closer to a dental filling, a cortisone shot, or a surgical recovery. For most orthopedic applications it is
between a cortisone shot and minor arthroscopy in terms of discomfort and downtime. Short, intense moments,
followed by a few rough days, then gradual improvement.

There are exceptions. Small joint or tendon PRP around the elbow or ankle may feel like a painful flu shot, then a
sore bruise for a day or two. Bone marrow aspiration from the pelvis can be strongly uncomfortable despite
numbing, more like deep tooth pain in the hip. Lumbar disc injections are often the most intense, and many
physicians use sedation in those cases.

Types of procedures and how they feel
Not all regenerative techniques feel the same. Understanding the categories will help set realistic expectations.

Platelet-rich plasma (PRP) is probably the most common. Blood is drawn from your arm, spun in a centrifuge, and
the platelet layer is injected into the target area. The blood draw is straightforward. The injection itself varies. A
superficial tendon, like a tennis elbow, tends to produce a sharp, localized sting that fades. A hip or knee PRP often
brings a heavy, full sensation, then aching for a few days.

Bone marrow aspirate concentrate (BMAC), sometimes marketed as “stem cell” treatment, involves taking bone
marrow, usually from the pelvic bone. A needle goes into the bone after local anesthesia. Many patients feel
drilling pressure and a deep ache more than sharp pain, but a small portion do describe more intense discomfort
during aspiration. Once the concentrate is prepared, the injection experience is similar to PRP but can be more
sore at the donor site for several days.

Adipose-derived cell procedures use fat as the starting material, often taken through a small liposuction-like step.
If it is a minor aspiration under local anesthetic, most people tolerate it, but the area can feel bruised and tight for
a week. Large-volume fat harvesting, which is less common in joint work and more typical in aesthetic medicine,
has a bigger recovery profile.

Allogeneic (donor-derived) products such as amniotic fluid, umbilical cord tissue, or exosomes are generally
injected without the need for harvesting from your own body, so the main discomfort is the injection itself. These
products are controversial in many countries, partly for regulatory reasons and partly for scientific ones, but in
terms of pain they are usually simpler.

Finally, there are biologically informed techniques like prolotherapy, which uses irritant solutions such as dextrose.
These injections intentionally cause local inflammation to prompt the body’s repair process. They are often more
painful in the 48-hour window after injection than PRP, even though the procedure itself is similar.

Most clinics offer options to manage anxiety and discomfort: oral medication, nitrous oxide, or IV sedation for
more invasive procedures. If pain is your primary fear, speak up early. A realistic plan can often turn the experience
from dreadful to tolerable.

What are the 4 types of regeneration?
This question comes up in two different contexts.



Biologists use “types of regeneration” to describe how organisms regrow tissues. Four broad patterns are often
mentioned: epimorphosis (like a salamander regrowing a limb), morphallaxis (repatterning existing tissue, as in
some simple animals), compensatory regeneration (like the liver growing to restore mass), and tissue-specific
renewal (ongoing cell turnover, such as skin or blood).

In clinical regenerative medicine, people more often group approaches into four practical categories: cell-based
therapies, biologic scaffolds, gene or molecular therapies, and stimulation techniques. Therapies commonly offered
in orthopedic and sports clinics usually fall into the first and fourth buckets, for example PRP, bone marrow
concentrate, fat-derived cells, and mechanical or injection-based methods that stimulate your own tissue
responses.

It helps to remember that, no matter which label is used, your body does the real work. The treatment sets the
stage. Your own cells do the regeneration.

Who is a good candidate for regenerative medicine?
The sweet spot for orthopedic and sports applications is fairly consistent. The ideal candidate has a clearly defined
structural problem that is not yet at the extreme end, has tried conservative care, and wants to avoid or delay
surgery.

Age does not disqualify you, but the health of your tissue and overall metabolic status matter. An athletic 65-
year-old with moderate knee arthritis and good strength may respond better than a sedentary 45-year-old with
severe obesity, diabetes, and advanced cartilage loss. Smoking, poorly controlled blood sugar, and chronic steroid
use all impair healing.



People often ask about fasting protocols here, especially, “Does fasting for 72 hours regenerate cells?” Extended
fasting does trigger cellular housekeeping pathways such as autophagy, and in some animal studies, prolonged
fasting cycles have influenced immune cell populations. In humans, evidence that a 72-hour fast meaningfully
regenerates tissues in a clinical sense is still early and limited. Short versions: fasting can be a metabolic stressor
that may influence cell behavior, but it is not a substitute for targeted regenerative treatment, and it is definitely
not something to take on right before a procedure without your doctor’s input. You do not want to show up
depleted or lightheaded for an injection that already makes some people woozy.

The best candidates are those who:

Have a diagnosis for which there is at least some supportive evidence that regenerative approaches help.

Are willing to adjust activity and rehabilitation for several weeks.

Understand that success rates vary, and a single injection is not a guaranteed cure.

That last point deserves emphasis. When people ask, “What is the success rate of regenerative medicine?”, the
honest answer is: it depends heavily on the condition, technique, and provider skill. For knee osteoarthritis treated
with PRP, randomized studies often show meaningful pain relief in roughly half to two-thirds of patients over 6 to
12 months. For advanced bone-on-bone arthritis, the numbers drop. For certain tendon problems, success rates
can be high when diagnosis and technique are precise. A generic “80 percent success” claim on a website is usually
a red flag.

What are the disadvantages of regenerative medicine?
Beyond pain, several downsides deserve clear discussion.

The biggest problem with regenerative medicine right now is the gap between marketing and evidence. There are
conditions where data are reasonably strong, others where early results look promising but not definitive, and still
others where claims far outrun the science. Patients often struggle to sort them apart.

Cost is another major disadvantage, which we will unpack shortly. Many of the most widely promoted procedures
are not covered by insurance, so you pay out of pocket.

There is also the time factor. Improvement, when it happens, usually takes weeks to months as tissue gradually
remodels. If you need immediate relief for an event next week, regenerative approaches alone are unlikely to be
magic.

Finally, while serious complications are uncommon when done by trained physicians in a controlled setting, they
are not zero. Infection, bleeding, nerve irritation, and flare of inflammation are real Regenerative Medicine Doctor
Scottsdale possibilities. In the spine or near critical structures, technical skill and imaging guidance are essential to
reduce risk.

None of these disadvantages make the field illegitimate. They simply argue for a careful, individualized decision
rather than a reflexive leap at the newest treatment.

Pain control strategies that actually work
A lot of fear fades when people understand that pain is anticipated and planned for, not ignored.

Common practical strategies include pre-procedure analgesics that do not interfere with platelet function, such as
acetaminophen; local anesthesia along the needle track; and slow, deliberate injection rather than rushing the
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material in. For anxious patients, short-acting oral medications, nitrous oxide, or, in some centers, light IV sedation
help them stay calm and still.

After the procedure, clinics usually recommend a specific mix of icing or heat, protected weight-bearing, and
medications that avoid blunting the intended inflammatory response. Nonsteroidal anti-inflammatory drugs are
often limited for several days before and after PRP or similar treatments, because they can affect platelet and
prostaglandin pathways. Opioids are seldom necessary, but a brief rescue prescription is sometimes given for spine
or bone marrow procedures.

You can make a big difference for yourself by planning your schedule. Trying to return to a 12-hour shift the day
after a knee PRP is asking for misery. So is booking a red-eye flight the same evening you have a lumbar injection.
Build in a cushion of quiet days.

What does it cost, and will insurance pay for regenerative medicine?
This is where the rubber meets the road for many families.

Most commercial insurers in the United States still view PRP, bone marrow concentrate, and similar injections as
investigational. That means they generally do not cover them, at least at the time of writing. There are exceptions
for certain indications in some plans and countries, and the landscape shifts year by year, but you should not
count on insurance to pay for regenerative medicine unless you have explicit preauthorization.

The phrase “Does insurance cover Kinetix?” comes up with branded protocols and clinics that market specific
regenerative packages. In almost every case, the answer is no for the biologic portion itself. Sometimes the
evaluation visit, imaging, or a related covered procedure is billed to insurance, while the PRP or cell processing fee
is direct-pay.

What is the average cost of regenerative medicine in an orthopedic setting? Prices vary widely by region and
complexity. Rough anchors, in US dollars:

For single-joint PRP, many clinics fall in the 500 to 1,500 range per session. Bone marrow concentrate injections
into a joint often fall somewhere between 2,500 and 5,000, sometimes more if multiple sites are treated. Expanded
“cell culture” treatments that require lab processing, where allowed, or international stem cell programs can easily
run into five figures.

The most important financial question is not just “How much does it cost?” but “What is my realistic chance of
benefit, and how many treatments are usually needed for my diagnosis?” Paying 4,000 dollars out of pocket for a
20 percent chance of modest improvement may still be reasonable for some people and unacceptable for others.
There is no one correct answer. The wrong move is to pay that amount based on vague promises and glossy
brochures.

Medical tourism and “best country” questions
Media and podcasts have driven a huge wave of interest in stem cell tourism. Joe Rogan has spoken openly about
his stem cell treatment in Panama, at a clinic associated with Dr. Neil Riordan. That center is often cited by patients
asking, “What country is best for stem cell treatment?”

There is no single best country. Different nations have different regulatory frameworks. The United States and
much of the European Union tightly regulate expanded cell culture and certain allogeneic products. Mexico,
Panama, and some Asian countries have more permissive environments for treatments that are not yet approved



in the US or EU. That can allow earlier access to potentially helpful therapies, but it also increases variability in
oversight and quality.

If you are considering international treatment, the comfort question becomes bigger. How will pain control be
handled when you are far from home? What happens if you have a complication a week later, back in your own
country? Is there clear follow-up communication between the foreign clinic and your local physicians?

Travel also interacts with discomfort. Sitting on long flights or car trips right after a spine or hip procedure often
aggravates pain. Ideally, you would have a few recovery days where you are treated, before any long journey.

Money, careers, and the business side
Some patients, especially those in healthcare, ask pointed questions about economics. You may have heard that
regenerative medicine is lucrative. There is some truth to that, but context matters.

“How much do regenerative medicine doctors make?” is hard to answer cleanly because these doctors are not
tracked as a separate specialty. Income varies by underlying specialty, geography, and how a practice is structured.
A sports medicine or interventional pain physician who focuses on cash-pay regenerative work in a wealthy city
may out-earn many colleagues in traditional insurance-based practice. Others who integrate regenerative options
into a standard clinic may simply use it as one revenue stream among many.

More broadly, “Who is the highest paid doctor specialty?” in the US is typically surgical subspecialties and
procedural fields: orthopedic surgery, interventional cardiology, neurosurgery. On the other end, “What is the
lowest paying doctor specialty?” is often primary care fields such as pediatrics, family medicine, or sometimes
infectious disease, when measured by average salary surveys. These are broad generalizations, not guarantees for
any individual physician.

The reason this matters for you is transparency. When a high-ticket procedure is also a major income source for
the clinic, the potential for bias grows. That does not make the recommendation wrong, but it increases the
importance of second opinions and seeing data specific to your condition.

How to interview a regenerative medicine clinic
The best way to balance hope with realism is to ask concrete questions before you sign anything. Used together,
the questions below form a simple checklist you can bring to your visit.

1. What is your core specialty, and how long have you been performing this specific procedure?

2. How many procedures of this exact type do you do in an average month?

3. What evidence exists for this treatment in my diagnosis and severity level, and what outcomes do your own
patients tend to see?

4. What are the most common complications or side effects you see, and how do you handle them?

5. What will I feel during and after the procedure, how long will it last, and what specific steps will we use for pain
control?

If a clinic cannot answer these without hand-waving, or if they guarantee a result, reconsider. Real medicine deals
in probabilities, not promises.

Balancing discomfort against potential gain



For many patients, the central decision is not, “Is there any pain?” It is, “Is the likely pain and cost worth the
potential improvement in my function and quality of life?”

Some people come in unable to walk a block without stopping, or unable to sleep because of shoulder or hip pain.
For them, a week of worsened discomfort and a month of careful rehabilitation feels like a fair price to pay for a
meaningful shot at walking with less pain. For a recreational runner with a minor ache and good function, the
same calculus may tilt the other way.

Regenerative medicine is not a magic reset for every joint or tendon, and it is not a trivial spa treatment. It sits
squarely in the middle: biologically serious, often uncomfortable but usually manageable, and worth considering
when conservative care has stalled and surgery feels too drastic.

If you approach it with clear eyes, informed questions, and realistic expectations about pain, cost, and odds of
success, it can be a powerful tool in the right circumstances rather than a costly disappointment.
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