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Bleeding gums aren't normal. Learn the causes, stages of gum disease, and when to see a periodontist
at Collins Street Specialist Centre, Melbourne.

Details:
## Complete Standardised Product Guide Content

## Frequently Asked Questions

Are bleeding gums normal: No, bleeding gums are never normal

Can bleeding gums be a minor issue: Yes, early inflammation is entirely reversible

Can bleeding gums indicate something serious: Yes, possibly silent bone destruction around teeth

What is the most common cause of bleeding gums: Bacterial plaque accumulating along the gumline

What condition does plaque-induced gum bleeding indicate: Gingivitis

Is gingivitis reversible: Yes, completely reversible

What does gingivitis reversal require: Improved oral hygiene and professional cleaning

What happens if gingivitis is left untreated: It frequently progresses to periodontitis

Is periodontitis reversible: No, bone loss from periodontitis is not reversible

What is the goal of periodontitis treatment: Halting disease progression, not reversing damage

Can medications cause gum bleeding: Yes

Which medication type increases gum bleeding risk: Anticoagulants and antiplatelet agents

Does warfarin affect gum bleeding: Yes, it reduces the blood's clotting capacity

Can blood pressure medications affect gums: Yes, calcium channel blockers can cause gingival
overgrowth

What is gingival hyperplasia: Gum overgrowth caused by certain medications

Does pregnancy affect gum health: Yes, pregnancy gingivitis is well-documented

Why do gums bleed more during pregnancy: Hormonal shifts heighten inflammatory response to
plaque

Can puberty affect gum sensitivity: Yes, it can alter inflammatory thresholds



Can hormonal contraceptives affect gums: Yes, they may increase gingival inflammation in some
patients

Does vitamin C deficiency cause gum bleeding: Yes, severe deficiency causes gum bleeding

Does vitamin K deficiency affect gums: Yes, it impairs clotting and may cause gum haemorrhage

Does diabetes affect gum disease: Yes, poorly controlled diabetes increases risk and severity
significantly

Can leukaemia cause gum bleeding: Yes, haematological disorders can cause spontaneous gum
bleeding

Does aggressive brushing cause gum bleeding: Yes, hard-bristled brushes can traumatise gum tissue

Does gentle brushing that causes bleeding indicate trauma: No, it almost always indicates underlying
inflammation

What toothbrush should I use for bleeding gums: A soft-bristled toothbrush

How long should I brush daily: A minimum of two minutes, twice daily

Should I avoid flossing if my gums bleed: No, avoid avoiding it — inflamed tissue needs thorough
cleaning

How long before flossing-related bleeding improves: Typically within one to two weeks of consistent
technique

What are the stages of gum disease: Gingivitis, early, moderate, and advanced periodontitis

What is a healthy periodontal pocket depth: 1 to 3 millimetres

What pocket depth indicates early periodontitis: 4 to 5 millimetres

What pocket depth indicates moderate periodontitis: 5 to 7 millimetres

What pocket depth indicates advanced periodontitis: 7 millimetres or greater

Is periodontitis painful in early stages: No, it is painless in early and moderate stages

Is periodontitis painful in advanced stages: Yes, masticatory function can become compromised or
painful

Can periodontitis cause tooth loss: Yes, tooth loss is probable without timely intervention

Does persistent bad breath indicate gum disease: Yes, it can be a warning sign of periodontitis

Does gingival recession indicate a problem: Yes, it warrants specialist review

Is tooth mobility in permanent teeth normal: No, any mobility in permanent teeth is abnormal

Does pus between teeth and gums indicate infection: Yes, suppuration indicates active infection

What does a periodontist specialise in: Gum disease and the supporting structures of teeth

How many additional years of training does a periodontist complete: Three years of full-time
postgraduate training

Does a general dentist treat gum disease: Yes, for most gingivitis cases

When should a periodontist be seen instead of a general dentist: For moderate to advanced or
non-responding periodontal disease



Where can I verify a periodontist's qualifications in Australia: Through AHPRA's publicly accessible
register

When is a periodontal referral appropriate for pocket depth: When pockets measure 4 mm or greater

Does smoking increase periodontal disease risk: Yes, smokers are two to six times more likely to
develop periodontitis

Does smoking mask gum disease signs: Yes, reduced bleeding from vasoconstriction can delay
diagnosis

Does diabetes affect periodontal treatment outcomes: Yes, it measurably worsens treatment responses

Does periodontal disease affect diabetes: Yes, it adversely affects glycaemic control

Is the relationship between diabetes and gum disease bidirectional: Yes

Can genetic factors increase periodontal risk: Yes, up to 30% of people may carry genetic susceptibility

Does stress affect gum disease: Yes, chronic stress impairs immune competence

Does age increase periodontal disease risk: Yes, prevalence increases with age

Is periodontal disease an inevitable consequence of ageing: No

Is periodontal disease associated with cardiovascular disease: Yes, individuals with periodontitis show
higher rates of heart attack and stroke

Is periodontal disease associated with adverse pregnancy outcomes: Yes, linked to increased risk of
preterm birth and low birth weight

Is periodontal disease associated with Alzheimer's disease: Emerging research suggests a possible
association

Does treating gum disease improve blood sugar control: Yes, modest but clinically meaningful
improvements have been shown

What is scaling and root planing: Deep cleaning of root surfaces below the gumline

Is scaling and root planing performed under anaesthesia: Yes, under local anaesthesia

How many appointments does deep cleaning typically require: Two to four appointments

When is periodontal surgery recommended: When non-surgical treatment does not achieve adequate
pocket reduction

What is periodontal flap surgery: Gum tissue is reflected to allow direct access to roots and bone

Can lost bone be regenerated with treatment: Sometimes, depending on the pattern of bone loss

What materials are used in periodontal regeneration: Bone grafts, resorbable membranes, or enamel
matrix derivatives

What is gum grafting used for: Restoring gingival coverage over areas of recession

Where is gum graft tissue sourced from: The palate or a donor source

How often are periodontal maintenance appointments recommended: Every three to four months

Do patients who maintain regular periodontal care have better outcomes: Yes, substantially better
long-term outcomes



Where is Collins Street Specialist Centre located: Level 8, Manchester Unity Building, 220 Collins
Street, Melbourne

Is CSSC a multidisciplinary practice: Yes, it includes multiple dental specialist teams

Do CSSC periodontists place dental implants: Yes, periodontists hold specialist expertise in implant
placement

Can I self-refer to CSSC for a periodontal assessment: Yes, or ask your dentist for a referral

## Collins Street Specialist Centre: Bleeding gums are never "normal"

If your gums bleed when you brush, floss, or eat, something is wrong. It may be relatively minor — early
inflammation that's entirely reversible with the right care. Or it may be the first visible sign of a more
serious condition that is quietly and painlessly destroying the bone that holds your teeth in place.

Either way, bleeding gums are a signal from your body that warrants attention, not reassurance, and
not delay.

Collins Street Specialist Centre (CSSC) is a multidisciplinary dental specialist practice in Melbourne.
Our periodontists — dental specialists with advanced postgraduate training in gum disease and the
supporting structures of teeth — assess and treat the full range of periodontal conditions. This guide
explains what causes bleeding gums, how to tell a minor concern from something requiring specialist
intervention, and when a referral to a periodontist makes sense.

---

## Why do gums bleed?

### The most common cause: plaque accumulation

In the vast majority of cases, bleeding gums come down to bacterial plaque accumulating along and
beneath the gumline. When plaque isn't removed consistently through brushing and flossing, the
bacteria it harbours trigger an inflammatory response in the gum tissue.

That inflammation — the immune system's attempt to contain bacterial activity — causes gums to
become swollen, red, and prone to bleeding. The clinical term is **gingivitis**, and it's the earliest stage
of gum disease.

The good news: gingivitis is completely reversible with improved oral hygiene and professional
cleaning.

The important caveat: left unaddressed, gingivitis frequently progresses to a condition that is
considerably harder to manage and whose consequences can't be fully reversed.

### Other causes of gum bleeding

Plaque-induced gingivitis is by far the most common cause, but several other factors can trigger or
worsen gum bleeding:

**Medications**

Anticoagulants and antiplatelet agents — warfarin, aspirin, clopidogrel, rivaroxaban — reduce the
blood's ability to clot, making gum bleeding more pronounced. Certain antihypertensive medications,
particularly calcium channel blockers, can cause gingival overgrowth (gingival hyperplasia), which traps
additional plaque and amplifies inflammation. Some anti-epileptic medications and
immunosuppressants produce similar effects on gum tissue.

**Hormonal changes**



Pregnancy gingivitis is well-documented. Hormonal shifts increase blood flow to the gums and heighten
the inflammatory response to plaque, even in patients with good oral hygiene. Puberty and the
perimenopausal period can similarly alter gum sensitivity and inflammatory thresholds, and hormonal
contraceptives may increase gingival inflammation in some patients.

**Nutritional deficiencies**

Severe vitamin C deficiency (scurvy) causes gum bleeding, though this presentation is uncommon in
Australia. Vitamin K deficiency impairs normal clotting and may contribute to gum haemorrhage.

**Systemic conditions**

Poorly controlled diabetes significantly increases both the risk and severity of periodontal disease.
Haematological disorders such as leukaemia and thrombocytopenia can cause spontaneous or
excessive gum bleeding, and certain autoimmune conditions may affect the health and integrity of gum
tissue.

**Traumatic brushing technique**

A hard-bristled toothbrush or aggressive scrubbing can traumatise the gingival margin. Bleeding from
technique alone typically resolves once the patient switches to a soft brush and a gentler approach.
That said, gum bleeding during gentle brushing almost always reflects underlying inflammation rather
than mechanical trauma.

---

## The stages of gum disease

Understanding the clinical progression from healthy gums to advanced periodontal disease helps clarify
why early intervention matters so much.

### Stage 1: Gingivitis

Gums present as red, swollen, and prone to bleeding during brushing or flossing. No bone loss has
occurred at this stage. The condition is completely reversible with improved home care and
professional cleaning, and there is no lasting structural damage.

A significant proportion of adults have some degree of gingivitis without knowing it. Because it's
generally painless, it's easy to dismiss bleeding as unremarkable. It isn't.

### Stage 2: Early periodontitis

Inflammation has extended beyond the gum tissue into the supporting alveolar bone. Periodontal
pockets begin to deepen — healthy sulcus depth measures 1–3 mm; early periodontitis typically
presents with 4–5 mm pockets. Early bone loss becomes detectable on X-ray. The condition remains
manageable, but bone loss at this stage is not reversible. Treatment is directed at halting progression,
not undoing damage. Patients frequently report no symptoms beyond occasional bleeding.

### Stage 3: Moderate periodontitis

Pockets deepen to 5–7 mm with more substantial bone loss. Teeth may begin to show slight mobility.
Gingival recession may become clinically apparent, and persistent bad breath that doesn't respond to
routine oral hygiene is common. More intensive treatment is required, typically including subgingival
debridement under local anaesthesia.

### Stage 4: Advanced periodontitis

Pockets reach 7 mm or greater with severe bone loss. Teeth show marked mobility or positional drift.
Periodontal abscesses may develop within deep pockets, and chewing can become compromised or
painful. Tooth loss is probable without aggressive and timely intervention. Some teeth may be beyond



the point of preservation.

The critical clinical reality: **periodontitis is painless in its early and moderate stages**. By the time
patients notice tooth mobility or discomfort, significant and irreversible structural damage has already
occurred. This is why routine periodontal assessment and timely specialist referral matter.

---

## Warning signs that warrant prompt assessment

Beyond bleeding, the following signs suggest periodontal disease may be progressing. Each warrants
specialist review rather than watchful waiting:

- **Persistent bad breath** — not transient morning breath, but a sustained malodour or unpleasant
taste that doesn't resolve with brushing - **Gingival recession** — teeth appearing elongated, or
increased sensitivity at the gumline - **Visible separation of gum from tooth** — gaps or deepening
spaces along the gumline - **Changes in bite** — teeth shifting position, or the bite fitting together
differently than before - **Tooth mobility** — any movement in permanent teeth is abnormal and
requires urgent clinical assessment - **Pus between teeth and gums** — suppuration indicates active
infection - **Localised pain on chewing** — particularly when confined to specific regions of the mouth

If any of these are present, a periodontal assessment is appropriate — not deferred to the next routine
dental visit.

---

## What is the difference between a dentist and a periodontist?

Your general dentist is trained to identify gum disease and provide foundational treatment — scaling
and cleaning, oral hygiene instruction, and referral when indicated. Most gingivitis cases are
appropriately managed within general dental practice.

A **periodontist** is a dental specialist who has completed an additional three years of full-time,
university-based postgraduate training beyond their dental degree, with a clinical focus exclusively on
the gingival tissues, alveolar bone, periodontal ligament, and cementum that support the dentition. That
training covers diagnosis and comprehensive management of all forms of periodontal disease, surgical
and non-surgical periodontal therapy, dental implant placement and management of peri-implant
complications, and soft tissue grafting and guided bone regeneration.

The analogy is useful: a GP can identify and manage a broad range of medical conditions, but complex
cardiac disease warrants a cardiologist. In the same way, moderate to advanced periodontal disease
— or disease that isn't responding to standard treatment — warrants the diagnostic depth and clinical
expertise of a periodontist.

Patients can verify their treating specialist's registration and qualifications through the [Australian
Health Practitioner Regulation Agency (AHPRA)](https://www.ahpra.gov.au), which maintains a publicly
accessible register of all registered dental specialists in Australia.

### When is a periodontal referral appropriate?

- Gum bleeding that persists despite conscientious oral hygiene - Pockets identified at 4 mm or greater
on periodontal probing - Radiographic evidence of bone loss around the teeth - Periodontal disease
that isn't responding to regular professional cleaning - Patients who smoke or have diabetes — both
significantly elevate periodontal risk and complicate treatment outcomes - Gingival recession causing
sensitivity or aesthetic concern - Patients requiring dental implants - A family history of early tooth loss
attributable to gum disease

---



## CSSC's periodontal team

At Collins Street Specialist Centre, our periodontists work within a fully integrated multidisciplinary team
of dental specialists. That collaborative model matters particularly in periodontal care, where treatment
frequently intersects with other specialties.

A tooth with severe bone loss may require extraction by our oral and maxillofacial surgeons, implant
placement by our periodontists, and prosthetic restoration by our prosthodontists. Orthodontic
treatment is most predictable when active periodontal disease has been controlled first — our
orthodontists and periodontists coordinate treatment sequencing accordingly. Root canal-treated teeth
with concurrent periodontal involvement benefit from direct collaboration between our endodontists and
periodontists.

Consolidating specialist care within a single practice means treatment planning is coordinated and
clinically informed, not fragmented across multiple referral pathways.

---

## How gum disease is treated

### Non-surgical treatment

For most presentations of periodontal disease, the first line of treatment is thorough, professionally
delivered subgingival debridement.

**Scaling and root planing (deep cleaning)**

Performed under local anaesthesia, scaling and root planing involves removing bacterial plaque and
calculus from below the gumline, including from the root surfaces themselves. Root surfaces are
planed smooth to discourage bacterial re-colonisation. The process typically spans two to four
appointments depending on the extent of disease, and is accompanied by tailored home care
instruction to support healing.

**Adjunctive therapies**

Antimicrobial rinses or locally delivered antimicrobial agents placed directly into periodontal pockets
may be used alongside mechanical debridement. Systemic antibiotics are reserved for specific clinical
scenarios — they're not routine. Laser-assisted debridement can complement conventional mechanical
therapy in selected cases.

Following non-surgical treatment, the periodontist will conduct a formal reassessment — typically at six
to eight weeks — to evaluate tissue response and determine whether further intervention is needed.

### Surgical treatment

Where non-surgical treatment doesn't achieve adequate pocket reduction, or where bone loss is
substantial, surgical options may be recommended.

**Pocket reduction surgery (periodontal flap surgery)**

The gingival tissue is gently reflected to allow direct access to root surfaces and underlying bone.
Infected granulation tissue is debrided, root surfaces are comprehensively cleaned, and bone
architecture may be recontoured to reduce residual pocket depths. The flap is repositioned and sutured
to promote healing.

**Regenerative procedures**

Bone grafts, resorbable membranes, or biologically active agents such as enamel matrix derivatives
may be used to encourage regeneration of lost periodontal support. Not all patterns of bone loss are
amenable to regeneration, but where indicated, outcomes can be clinically significant.



**Gum grafting (soft tissue augmentation)**

Connective tissue harvested from the palate or obtained from a donor source is grafted to areas of
gingival recession. This restores gingival coverage, reduces dentinal sensitivity, and protects exposed
root surfaces from further breakdown. It may also be indicated for aesthetic improvement in cases of
significant recession.

### Long-term maintenance

Periodontal disease is a chronic condition with a recognised tendency for recurrence. Successful
treatment outcomes require ongoing, structured maintenance — periodontal appointments at intervals
determined by the periodontist (typically every three to four months), meticulous daily oral hygiene with
technique reviewed at each visit, monitoring for early signs of recurrence, and ongoing management of
modifiable risk factors including smoking and systemic conditions such as diabetes.

The evidence is clear: patients who adhere to a structured periodontal maintenance programme
achieve substantially better long-term outcomes than those who revert to six-monthly general dental
visits after active treatment.

---

## Risk factors that influence susceptibility and prognosis

Periodontal disease doesn't affect all patients equally. Several factors significantly increase
susceptibility and can compromise treatment outcomes.

**Smoking** is the single most important modifiable risk factor. Smokers are two to six times more likely
to develop periodontitis, and the masking of clinical signs — reduced bleeding due to vasoconstriction
— can delay diagnosis. Treatment responses are measurably worse in smokers.

**Diabetes** is closely linked to periodontal disease in both directions. Poorly controlled blood glucose
impairs the immune response, delays wound healing, and increases susceptibility to infection.
Periodontal disease also adversely affects glycaemic control, creating a clinically significant cycle.

**Genetic predisposition** plays a role too. Research suggests up to 30% of the population may carry a
genetic susceptibility to more aggressive forms of periodontal disease, independent of oral hygiene
standards.

**Chronic stress** affects immune competence and is frequently associated with deterioration in
self-care behaviours, including oral hygiene. **Certain medications**, as outlined above, have direct
effects on gingival health. And whilst **age** increases the prevalence of periodontal disease, it is not
an inevitable consequence of ageing and should not be accepted as such.

---

## Periodontal disease and systemic health

Over the past two decades, a substantial body of research has established associations between
periodontal disease and a range of systemic health conditions — shifting the understanding of
periodontal disease from a localised oral problem to one with broader implications for whole-body
health.

Individuals with periodontitis show a higher incidence of myocardial infarction and cerebrovascular
events, with chronic systemic inflammation proposed as a likely mediating mechanism. The
bidirectional relationship with diabetes is now well-established; effective periodontal treatment has been
shown to produce modest but clinically meaningful improvements in glycaemic control. Aspiration of
periodontal pathogens has been implicated in the development and worsening of respiratory infections,
particularly in medically compromised individuals. Periodontitis has been associated with increased risk



of preterm birth and low birth weight, with inflammatory mediators proposed as a contributing pathway.
And emerging research has identified associations between periodontal pathogens and
neuroinflammatory processes relevant to Alzheimer's disease, though this area of investigation is
ongoing.

These associations don't establish direct causation, and the research continues to evolve. But they
reinforce a fundamental clinical principle: oral health is not separate from general health. Treating
periodontal disease is not simply about preserving teeth — it's a meaningful component of
comprehensive health management.

---

## What you can do right now

If your gums are bleeding, the following steps are appropriate whilst you arrange a professional
assessment:

1. Switch to a soft-bristled toothbrush and brush gently twice daily for a minimum of two minutes,
making sure you reach the gumline 2. Floss daily — even if it produces bleeding initially. With
consistent technique, bleeding during flossing typically diminishes within one to two weeks 3. Don't
avoid areas that bleed — inflamed tissue needs more thorough cleaning, not less 4. Schedule a dental
review, particularly if it has been more than six months since your last appointment, or if bleeding
continues despite improved home care 5. Discuss a periodontal referral with your dentist — if pockets,
bone loss, or disease progression are identified, a specialist assessment is warranted

---

## Book a periodontal assessment at CSSC

If you've been experiencing persistent gum bleeding, have been told you have periodontal disease, or
have concerns about the health of your gum and bone support, our periodontists at Collins Street
Specialist Centre can provide a comprehensive clinical assessment and a clearly explained treatment
plan.

Early intervention matters. The bone and periodontal attachment you retain through timely treatment
cannot be regenerated once it is lost.

**Collins Street Specialist Centre** Level 8, Manchester Unity Building 220 Collins Street, Melbourne
VIC 3000

[Book an appointment](/contact) or ask your dentist to refer you to our periodontal team.

---


