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ABSTRACT 
 
Nosocomial infection remains a complex problem in hospitals, with high morbidity and mortality. It cause a longer 
treatment time and spend a lot of cost. WHO reported nosocomial infection prevalence varies between 3% - 21%, and 
surgical wound infection include 5% - 34% of the total number of nosocomial infections. This research comparing 
Chlorhexidine gluconate 0.2% and Povidone iodine 1% as an antiseptic to decrease density level of intraoral germs in 
maxillofacial fracture surgery. The result is there is no difference between the use of Chlorhexidine gluconate 0.2% and 
1% povidone iodine as an antiseptic in reducing the level of intra-oral bacterial density in maxillofacial fracture 
surgery (p = 0.698). Chlorhexidine gluconate 0.2% as an antiseptic on the intra-oral maxillofacial fractures can 
significantly reduce the level of intra-oral bacterial density (p = 0.0001). Povidone iodine 1%  as an antiseptic on the 
intra-oral maxillofacial fractures can significantly reduce the level of intra-oral bacterial density (p = 0.0001). 
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INTRODUCTION 
 
Nosocomial infection remains a complex problem in 
hospitals, with morbidity, mortality is high and cause a 
longer treatment time and spend a lot of cost. WHO 
reported nosocomial infection prevalence varies 
between 3% - 21%, and surgical wound infection 
include 5% - 34% of the total number of nosocomial 
infections (Singhal 2002). Surgical wound infection 
rates head neck surgery cases in Dr. Soetomo smaller 
than the number of cases of surgical wound infection in 
neck head overseas. Samsul Huda (2002) reported from 
30 patients with maxillofacial fractures who do not get 
any open surgery wound infection. In 2003, out of 60 
patients with head neck surgery found two patients 
(3.3%) with surgical wound infections (Prog 2003). 
 
One of the marketed oral antiseptic that has been tested 
and widely distributed are Chlorhexidine gluconate. 
Chlorhexidine gluconate to have as broad spectrum 
antimicrobials, against Germs vegetative gram-positive 
and gram negative, yeast, fungi and protozoa and 
viruses, also have properties attached to the persistence 
after an oral structures (Russell 1986, Mandel 1994). 
Effectiveness in terms of preventing formation of 
plaque, gingivitis and speed up wound recovery 
operations have been reported in writing in the literature. 
In addition Chlorhexidine gluconate also proven to 

protect patients from infection and help the resolution of 
existing infections (Ferreti et al. 1987) and cause a 
decline in the incidence of disease in soft tissue and 
intra-oral density of the Germs. 
 
Chlorhexidine gluconate 0.2% is a liquid that can easily 
wiped throughout orofaring for at least 30 seconds, is 
also an antiseptic that is inexpensive, nontoxic, minimal 
absorption in the skin and can save the use of 
therapeutic antibiotics by 43% (De Riso 1996). 
 
Antiseptic oral and other types of easily obtained in the 
market is the usual antiseptic containing povidone 
iodine 1%. Compound of povidone iodine is povidone 
with pivoidone or Polyvinyl polymer (Ruhadi 1983, 
Burks 1998). Active preparations povidone iodine can 
reduce the density of aerobic and anaerobic bacteria as 
much as 30-40% (Addy et al. 1977, Ruhadi 1983). 
Besides that povidone iodine can be used in various 
forms, such as scrap for surgery, or skin cleansing with 
detergent base or in other forms. Povidone iodine is also 
useful to reduce the significant incidence of post 
operative wound complications in the surgical cavity 
and orofaring. Povidone iodine was chosen because it 
practically is already available in containers that can be 
used disposable, without dilution, and not cause 
interference flavor sauce patients after using it, and with 
cheaper prices. 
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Chlorhexidine gluconate proved superior to povidone 
iodine and alcohol when used as a skin antiseptic for 
catheter installation. Mimoz et al (1993), analyzing the 
level of contamination of blood cultures between groups 
using Chlorhexidine gluconate solution, and povidone 
iodine for antiseptic solution before taking blood 
specimens. Rate of blood culture contamination was 
1.4% (14 of 1019 cultures) when using Chlorhexidine 
gluconate versus 3.3% (34 of 1022 cultures) when using 
povidone iodine (Mimoz 1993, Sadovsky 2000). 
 
During this 0.2% Chlorhexidine gluconate is used as an 
antiseptic on all intra-oral head neck surgery at Dr. 
Soetomo. In a recent study has shown that using oral 
antiseptic Chlorhexidine gluconate 0.2%, would be 
contributed to various clinical use (De Riso 1996). 
 
The research is specifically about the comparative 
effectiveness of intra-oral antiseptics using 
Chlorhexidine gluconate and povidone iodine in 
maxillofacial fracture surgery until now there has never 
been, but research on the use of antiseptic surgery in 
general in lot was found. 
 
This study compared the effectiveness of the use of 
Chlorhexidine gluconate 0.2% and 1% povidone iodine 
as an antiseptic in surgery intra-oral maxillofacial 
fractures in the lower density of the Germs, carried out 
in Section Surgery - Head Neck Surgery Division Dr. 
Soetomo. 
 
 
MATERIALS AND METHODS 
 
This study is an experimental research design with pre-
test and post-test design to compare the effectiveness of 
intra-oral antiseptic Chlorhexidine gluconate 0.2% and 
1% povidone iodine in reducing bacterial density in the 
intra-oral maxillofacial fracture surgery. This study 
consisted of two groups of independent samples, namely 
the 0.2% Chlorhexidine gluconate and povidone iodine 
1% group. 
 
The population covered is all of patients with 
maxillofacial fractures in Section Surgery General 
Hospital. Soetomo month period October 2005 until 
January 2006. Samples were taken from patients with 
maxillofacial fractures who meet the criteria for 
inclusion and exclusion criteria and in accordance with 
a representative sample size. Due to absence of previous 
research as well as from literature and previous research 
journals, and research results is a large data sample 
kualitiatif then determined using non-parametric 
approach using the Rule of Thumb as many as 60 
patients, - each group consisted of 30 patients. Samples 
are taken randomly and conducted in single blind study 

(single blind study). Single Blind is a way of random 
sampling, where the object of research does not know 
the types of antibiotics that will be used, as well as 
microbiological analysis of the inspection. Bacterial 
culture examination were performed before and after 
exposure to antiseptics in both groups of samples to 
determine the decrease in bacterial density level 
(effectiveness). Furthermore, different test done to 
decrease the level density of the Germs of the two 
antiseptics. 
 
 
RESULTS 
 
Distribution of modes of injury research sample 
includes two women (3.3%) due to a criminal case, four 
people (6.7%) due to workplace accidents and 54 people 
(90%) due to traffic accidents. 
 

Table 1 Distribution of Mode of Injury Research 
Sample 

Mode of Injury Total Percentation 
Criminal 2 3.3 % 

Work Accident 4 6.7 % 
Accident 54 90 % 

Total 60 100 % 
 
Age distribution of this sample consisted of 60 samples 
divided into two study groups. All the samples (100%) 
came from samples ranging in age from 15 to 59 
years.Gender distribution of samples covering all 52 
people (86.67%) men and 8 women (13.37%) women. 
 

Table 2 Distribution of Sex Research Sample 
 

Sex Total Percentation 
Male 52 86.87 % 

Female 8 13.33 % 
Total 60 100 % 

 
Table 3 Distribution of Maxillofacial Diagnostic 

Research Sample 

 
The sample fracture type distribution includes 24 people 
(40%) simple fractures, 30 men (50%) segmental 
fractures and six people (10%) fractures communitive. 
Distribution of accompanying diagnostic samples 
include six persons (10%) without brain injury, 22 
persons (36.7%) with mild brain injury, 22 persons 

Diagnosis of Maxillofacial Total Percentation 
Fracture of Zygoma 6 10 % 
Fracture of Maxila 22 36.7 % 
Fracture of Mandibula 10 16.7 % 
Combined Fracture 22 36.7 % 
Total 60 100 % 
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(36.7%) with brain injuries and 10 were women (16.7%) 
with severe brain injury. 
 

Table 4 Distribution of Types of Fractures Research 
Sample 

Type of Fracture Total Percentation 
Simple Fracture 24 40 % 
Segmental Fracture 30 50 % 
Communitive Fracture 6 10 % 
Total 60 100 % 

 
Table 5 Distribution of Research Sample broadcaster 

Diagnosis 
Other Diagnosis Total Perrcentation 

Without Injury 6 10 % 
Light Brain Injury 22 36.7 % 
Moderate Brain Injury 22 36.7 % 
Severe Brain Injury 10 16.7 % 
Total 60 100 % 

 
Distribution of oral hygiene samples include eight men 
(13.3%) with good condition, 30 people (50%) with the 
condition of medium and 22 men (36.7%) with poor 
oral hygiene conditions. 
 
Table 6 Distribution of Research Sample Oral Hygiene 

Oral Hygiene Total Percentation 
Good 8 13.3 % 
Moderate 30 50 % 
Poor 22 36.7 % 
Total 60 100 % 

 
Waiting time distribution operations research sample 
included six men (10%) with a 1-3 day waiting period, 
16 people (36.7%) with a 4-7 day waiting time and 38 
people (63.3%) with seven more waiting time days. 
 

Table 7 Distribution of Waiting Time Operations 
Research Sample 

Waiting Time Total Percentation 
1 - 3 days 6 10 % 
4 - 7 days 16 26.7 % 
> 7 days 38 63.3 % 
Total 60 100 % 

 
Distribution of sample treatment class includes 10 
women (16.7%) with grade I/VIP, eight people (13.3%) 
with grade II and 42 men (70%) with class III treatment. 
 
Distribution of antibiotic prophylaxis sample includes 
30 men (50%) with Cefazolin and 30 people (50%) with 
Ceftriaxone. 

 
Table 8 Distribution of Research Sample Nursing 

Classes 
Class of Curement Total Percentation 

Class I/VIP 10 16.7 % 
Class II 8 13.3 % 
Class III 42 70 % 
Total 60 100 % 

 
Table 9 Distribution of Research Sample Antibiotics 

Prophylaxis 
AB Profilaxis Total Percentation 

Cefazolin 30 50 % 
Ceftriaxone 30 50 % 
Total 60 100 % 

 
Distribution density of the Germs pre sample includes 
10 men (16.7%) with low density or germ count, 50 
people (83.3%) of low density solid Germs. 
 

Table 10 Distribution of Density Level Pre Germ 
Antiseptic Research Sample 

Colony of Germs 
Preantiseptic 

Total Percentation 

Counted 10 16.7 % 
Density 50 83.3 % 
Total 60 100 % 

 
Distribution density of the Germs post sample included 
17 men (28.3%) with no bacterial growth, 34 people 
(56.7%) of low density countless Germs and nine 
people (15%) of low density solid Germs. 
 

Table 11 Distribution Level Density Germ Antiseptic 
Research Sample Post 

Colony of Germs Post Total Percentation 
No growth 17 28.3 % 
Counted 34 56.7 % 
Density 9 15 % 
Total 60 100 % 

 
Table 13  shows that of all the research sample, most 
(63.3%) had a waiting time> 7 days. Among the sample 
is mostly (86.8%) had a solid level of germ colonies. 
 
Table 14  shows that of all the research sample who 
were diagnosed as a fracture communitive, 100% had 
levels of Germs that are dense colonies. While at the 
segmental and fracture simple fracture that has a solid 
level of bacteria colonies are respectively 83.3% and 
79.2%. 
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Table 12 Distribution of Germ Colonies Density Level Research Sample 
Pre Post Density Level of Germs Colony 

Total Percentation Total Percentation 
No growth - - 17 28.3 % 
Counted 10 16.7 % 34 56.7 % 
Density 50 83.3 % 9 15 % 
Total 60 100 % 60 100 % 

 
Table 13 Cross Tabulation and Waiting Time Colony Pre Germ Antiseptic 

Colony of Germs  Pre  
Counted Density 

 
Total 

Waiting 
Time 

1-3 days Count 
% within Waiting Time 

% within Colony of Germs  Pre 

2 
33.3% 
20.0% 

4 
66.7% 
8.0% 

6 
100% 
10.0% 

 4-7 days Count 
% within Waiting Time 

% within Colony of Germs  Pre 

3 
18.8% 
30.0% 

13 
81.3% 
26.0% 

16 
100% 
26.7% 

 > 7 days Count 
% within Waiting Time 

% within Colony of Germs  Pre 

5 
13.2% 
50.0% 

33 
86.8% 
66.0% 

38 
100.0% 
63.3% 

Total Count 
% within Waiting Time 

% within Colony of Germs  Pre 

10 
16.7% 

100.0% 

50 
83.3% 

100.0% 

60 
100% 
100% 

 
Table 14 Cross Tabulation Type Fractures and Colonial Germ Antiseptic Pre 

Colony of Germs  Pre  
Counted Density 

 
Total 

Type of 
Fracture 

Simple 
Fracture 

Count 
% within Fracture Type 

% within Colony of Germs  Pre 

5 
20.8% 
50.0% 

19 
79.2% 
38.0% 

24 
100.0% 
40.0% 

 Segmental 
Fracture 

Count 
% within Fracture Type 

% within Colony of Germs  Pre 

5 
16.7% 
50.0% 

25 
83.3% 
50.0% 

30 
100.0% 
50.0% 

 Communitive 
Fracture 

Count 
% within Fracture Type 

% within Colony of Germs  Pre 

0 
.0% 
.0% 

6 
100% 
12.0% 

6 
100.0% 
10.0% 

Total Count 
% within Fracture Type 

% within Colony of Germs  Pre 

10 
16.7% 

100.0% 

50 
83.3% 

100.0% 

60 
100.0% 
100.0% 

 
Table 15 Cross Tabulation of Oral Hygiene Antiseptic Pre Germs and Colonies 

Colony of Germs  Pre  
Counted Density 

 
Total 

Oral 
Hygiene 

Good Count 
% within Oral Hygiene 

% within Colony of Germs  Pre 

7 
87.5% 
70.0% 

1 
12.5% 
2.0% 

8 
100.0% 
13.3% 

 Moderate Count 
% within Oral Hygiene 

% within Colony of Germs  Pre 

3 
10.0% 
30.0% 

27 
90.0% 
54.0% 

30 
100.0% 
50.0% 

 Poor Count 
% within Oral Hygiene 

% within Colony of Germs  Pre 

0 
.0% 
.0% 

22 
100.0% 
44.0% 

22 
100.0% 
36.7% 

Total Count 
% within Oral Hygiene 

% within Colony of Germs  Pre 

10 
16.7% 

100.0% 

50 
83.3% 

100.0% 

60 
100.0% 
100.0% 
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Table 15  indicates that of all study samples with 100% 
poor oral hygiene have a solid level of bacteria colonies. 
While in the medium and good oral hygiene which has a 
dense colony of Germs that are respectively 90% and 

12.5%. This suggests that oral hygiene is one factor that 
determines the level of intra-oral bacterial density. 
 

 
Table 16 Cross Tabulation Sex and the Colony Germ Antiseptic Pre 

 
Colony of Germs  Pre  
Counted Density 

 
Total 

Sex Male Count 
% within Sex 

% within Colony of Germs  Pre 

9 
17.3% 
90.0% 

43 
82.7% 
86.0% 

52 
100.0% 
86.7% 

 Female Count 
% within Sex 

% within Colony of Germs  Pre 

1 
12.5% 
10.0% 

7 
87.5% 
14.0% 

8 
100.0% 
13.3% 

Total Count 
% withinSex 

% within Colony of Germs  Pre 

10 
16.7% 

100.0% 

50 
83.3% 

100.0% 

60 
100.0% 
100.0% 

 
Table 17 Cross Tabulation Waiting Time, and Oral Hygiene Antiseptic Pre Germ Colonies 

 
Colony of Germs  Pre  

Waiting Time Counted Density 
Total  

1-3 days Oral 
Hygiene 

Good 
 

Count 
% within Oral Hygiene 
% within Colony of Germs  Pre 

2 
100.0% 
100.0% 

0 
.0% 
.0% 

2 
100.0% 

33.3% 
  Moderate Count 

% within Oral Hygiene 
% within Colony of Germs  Pre 

0 
.0% 
.0% 

4 
100.0% 
100.0% 

4 
100.0% 

66.7% 
 Total   Count 

% within Oral Hygiene  
% within Colony of Germs  Pre 

2 
33.3% 

100.0% 

4 
66.7% 

100.0% 

6 
100.0% 
100.0% 

4-7 days Oral 
Hygiene 

Good  Count 
% within Oral Hygiene 
% within Colony of Germs  Pre 

3 
75.0% 

100.0% 

1 
25.0% 
7.7% 

4 
100.0% 

25.0% 
  Moderate  Count 

% within Oral Hygiene 
% within Colony of Germs  Pre 

0 
.0% 
.0% 

10 
100.0% 

76.9% 

10 
100.0% 

62.5% 
  Poor  Count 

% within Oral Hygiene 
% within Colony of Germs  Pre 

0 
.0% 
.0% 

2 
100.0% 

15.4% 

2 
100.0% 

12.5% 
 Total   Count 

% within Oral Hygiene 
% within Colony of Germs  Pre 

3 
18.8% 

100.0% 

13 
81.3% 

100.0% 

16 
100.0% 
100.0% 

> 7 days Oral 
Hygiene 

Good  Count 
% within Oral Hygiene 
% within Colony of Germs  Pre 

2 
100.0% 

40.0% 

0 
.0% 
.0% 

2 
100.0% 

5.3% 
  Moderate  Count 

% within Oral Hygiene 
% within Colony of Germs  Pre 

3 
18.8% 
60.0% 

13 
81.3% 
39.4% 

16 
100.0% 

42.1% 
  Poor Count 

% within Oral Hygiene 
% within Colony of Germs  Pre 

0 
.0% 
.0% 

20 
100.0% 

60.6% 

20 
100.0% 

52.6% 
 Total   Count 

% within Oral Hygiene 
% within Colony of Germs  Pre 

5 
13.2% 

100.0% 

33 
86.8% 

100.0% 

38 
100.0% 
100.0% 
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Table 18 Cross Tabulation Oral Hygiene, Germs and Class Colony Care 
 

Colony of Germs  Pre Class of Curement 
Counted Density 

Total 

Class I/VIP Oral 
Hygiene 

Good 
Moderate 

Poor 

2 
0 
0 

0 
4 
4 

2 
4 
4 

 Total  2 8 10 
Class II Oral 

Hygiene 
Moderate 

Poor 
 6 

2 
6 
2 

 Total   8 8 
Class III Oral 

Hygiene 
Good 

Moderate 
Poor 

5 
3 
0 

1 
17 
16 

6 
20 
16 

 Total  8 34 42 
 
Although the study sample proportions between males 
and females was 86.7% compared to 13.3%, by 5:16 the 
table , the level of the dense colonies of bacteria 
obtained more or less equal between males and females 
is 82.7% and 87.5%. This shows that gender does not 
affect the level of intra-oral density of the Germs. 
 
Table 17  shows that the percentage of samples with 
oral hygiene status was worse in the study group and the 
waiting time interval of 1-3 days, 4-7 days and> 7 
consecutive days was 66.7%, 75% and 94.7% . At oral 
hygiene and the same time interval as , the percentage 
rate of the dense colonies of bacteria pre succession was 
66.7%, 81.3% and 86.8%. 
 

Table 19 Distribution of Sample Research Group of 
Germs 

 
Group of Germs Total Percentation 

Coccus gram (+) 30 40 % 
Basil gram (-) 42 56 % 
Fungi 3 4 % 
Total 75 100 % 

 

Table 20 Distribution Group Germs Coccus Gram (+) 
Sample Research 

 
Coccus gram (+) Total Percentation 

Staphylococcus 
coagulase negatif 

15 50 % 

Staphylococcus aureus 14 46,67 % 
Streptococcus non 
haemoliticus 

1 3,33 % 

Total 30 100 % 
 

Table 21 Distribution Trunk Group Germs Gram (-) 
Sample Research 

 
Basil Gram (-) Total Percentation 

Klebsiella pneumonia 19 45.2 % 
Acinetobacter spp 10 23.8 % 
Pseudomonas 
aeruginosa 

5 11.9 % 

Pseudomonas spp 2 4.76 % 
Escherichia coli 2 4.76 % 
Enterobacter aerogenes 4 9.52 % 

Total 42 100 % 

Table 22 Distribution Pattern Sensitivity (%) Germs Coccus Gram (+) to Various Antimicrobial 
 

Total of Germs (Percentation of Sensitivity) 
No Coccus Gram (+) SXT 

Sulfamethoxaz
ol - 

trimethoprime 

 
DA 

Clindamycin 

 
AML 

Amoxycillin 

 
KZ 

Cefazolin 

 
CN 

Gentamycin 

1 Staphylococcus 
coagulase negatif 

7/15  (46.7%) 8/14 (57.1%) 10/14 (71.4%) 8/14 (57.1%) 6/15 (40%) 

2 Staphylococcus 
aureus 

11/14 (78.6%) 7/14 (50%) 12/14 (85.7%) 8/14 (57.1%) 11/14 (78.6%) 

Total 18/29 (62.1%) 15/28 
(53.6%) 

22/28 (78.6%) 16/28 (57.1%) 17/29 (58.6%) 
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Total of Germs (Percentation of Sensitivity) 
No. Coccus gram (+) TE 

Tetracyclin  
C 

Chloramphenicol 
FOS 

Fosfomycin  
MEM 

Meropenem  
1 Staphylococcus coagulase 

negatif 
11/15 (73.3%) 9/14 (64.3%) 1/1 (100%) - 

2 Staphylococcus aureus 2/14 (14.3%) 9/14 (64.3%) 2/2 (100%) 2/3 (66.7%) 
Total 13/29 (44.8%) 18/28 (64.3%) 3/3 (100%) 2/3 (66.7%) 

 
Table 23 Distribution Pattern Sensitivity (%) Germ Stem gram (-) to Various Antimicrobial 

Total of Germs (Percentation of Sensitivity) 
No. Basil Gram (-) SXT 

Sulfamethoxazol 
- trimethoprime 

AML 
Amoxycillin  

AMC 
Amox - clavulanic acid 

CN 
Gentamycin  

1 Klebsiella pneumoniae - 5/19 (26.3%) 11/19 (57.9%) 15/17 (88.2%) 
2 Acinetobacter spp 1/1 (100%) 5/10 (50%) 3/10 (30%) 5/9 (55.6%) 
3 Pseu. Aeruginosa - - - 3/5 (60%) 

Total 1/1 (100%) 12/29 (41.4%) 16/29 (55.2%) 23/31 (74.2%) 
 

Total of Germs (Percentation of Sensitivity) 
No. Basil gram (-) FOS 

Fosfomycin  
SCF 

Sulbactam/Cefoperazone 
CXM 

Cefuroxime 
sodium 

CTX  
Cefotaxime 

AK 
Amikacin 

1 Klebsiella 
pneumoniae 

2/2 (100%)  9/17 (52.9%) 11/19 (57.9%) 18/19 
(94.7%) 

2 Acinetobacter spp 1/1 (100%) 1/1 (100%) 3/9 (33.3%) 3/10 (30%) 7/10 (70%) 
3 Pseu. Aeruginosa - - - 1/5 (20%) 5/5 (100%) 

Total 3/3 (100%) 1/1 (100%) 12/26 (46.2%) 15/34 (44.1%) 30/34 
(88.2%) 

 
Total of Germs (Percentation of Sensitivity) 

No. Basil Gram (-) MEM 
Meropenem 

CIP 
Ciprofloxacin 

CAZ 
Ceftazidime 

FEP 
Cefipime  

1 Klebsiella pneumoniae 18/19 (94.7%) 16/19 (84.2%) - 2/2 (100%) 
2 Acinetobacter spp 8/10 (80%) 8/10 (80%) 1/1 (100%) 1/1 (100%) 
3 Pseu. aeruginosa 4/4 (100%) 5/5 (100%) - - 

Total 30/33 (90.9%) 29/34 (85.3%) 1/1 (100%) 3/3 (100%) 
 

Table 24 Types of Antibiotics For coccus bacteria Gram (+) 
Type of Antibiotics Sensitive Resistant 

SXT (Sulfamethoxazol - trimethoprime) 19 (63.3%) 11 (36.7%) 
DA (Clindamycin) 15 (51.7%) 13 (44.8%) 
AML (Amoxycillin) 22 (75.9%) 7 (24.1%) 
KZ (Cefazolin) 17 (58.6%) 11 (37.9%) 
CN (Gentamycin) 18 (60%) 10 (33.3%) 
TE (Tetracycline) 14 (46.7%) 16 (53.3%) 
C (Chloramphenicol) 19 (65.5%) 10 (34.5%) 
FOS (Fosfomycin) 3 (100%) - 
MEM (Meropenem) 2 (66.7%) 1 (33.3%) 
SCF (Sulbactam/Cefoperazone) - 2 (100%) 
AK (Amikacin) - 2 (100%) 
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Table 25 Types of Antibiotics For Bar Germs Gram (-) 

 
Type of Antibiotics Sensitive Resistant 

SXT (Sulfamethoxazol - trimethoprime) 1 (33.3%) 2 (66.7%) 
AML (Amoxycilin) 12 (28.6%) 30 (71.4%) 
AMC (Amox - clavulanic acid) 16 (38.0%) 19 (45.2%) 
CN (Gentamycin) 25 (64.1%) 9 (23.1%) 
FOS (Fosfomycin) 3 (100%) - 
SCF (Sulbactam/Cefoperazone) 1 (33.3%) 2 (66.7%) 
CXM (Cefuroxime sodium) 15 (38.5%) 23 (59%) 
CTX (Cefotaxime) 18 (42.9%) 11 (26.2%) 
AK (Amikacin) 36 (85.7%) 5 (11.9%) 
MEM (Meropenem) 38 (92.7%) 2 (4.9%) 
CIP (Ciprofloxacin) 33 (78.6%) 7 (16.7%) 
CAZ (Ceftazidime) 1 (33.3%) 2 (66.7%) 
FEP (Cefipime) 3 (100%) - 

 
Table 18  shows that the class does not affect the 
treatment of the density of the Germs and hygiene level 
of the patient's mouth, but oral hygiene affects the 
density of the Germs patients pre antiseptic. 
 
There is 3 types of bacteria samples. 60 samples 
obtained 72 germ research, consisting of 30 groups of 
bacteria that are gram positive coccus and 42 germ 
which is a group of gram-negative rods and 3 is the 
fungus Candida. 30 gram-positive bacteria coccus group, 
50% are germ Staphylococcus coagulase (-), 46.7% 

bacteria Staphylococcus aureus and 3.3% non-
haemolyticus Streptococcus bacteria. 42 gram-negative 
bacterial rod group, most were Klebsiella pneumonia 
(45.2%) and the smallest is Pseudomonas spp and 
Escherichia coli (4.76% each). 
 
Prior to conducting an analysis of research data. need to 
test normality of data distribution. Distribution 
normality test results using the T test sample 
Kolmogorov Smirnov (one sample KS) on several 
variables of the study are as follows: 

 
Table 26 Distribution of Data Normality Test Results 

 
Research Variables Z Test p 

Group of Intervention by Chlorhexidine gluconate 0.2% 
Density Level of Pre Antiseptics Germs 
Density Level of Post Antiseptics Germs 

 
2.941 
1.292 

 
0.0001 
0.071 

Group of Intervention by Povidone iodine 1% 
Density Level of Pre Antiseptics Germs 
Density Level of Post Antiseptics Germs 

 
2.501 
2.054 

 
0.0001 
0.0001 

 
Table 26  shows that the number of colonies of bacteria 
pre antiseptic treatment in both groups have a 
distribution that is not normal (p <0.05). The number of 
colonies of bacteria after antiseptic povidone iodine 
group has a distribution that is not normal (p <0.05). 
Whereas in the group of Chlorhexidine gluconate. a 
normal distribution (p = 0.071). However. all data in 
both treatment groups. has the ordinal data scale. 
Furthermore. for the sake of the analysis will be 
performed non-parametric test. 
 
Different test to level the density of the Germs before 
and after the second group was given an antiseptic on 

the research carried out by using the Wilcoxon Signed 
Rank Test. Table 27  shows that there are real 
differences between the level of intra-oral bacterial 
density pre and post delivery of Chlorhexidine 
gluconate 0.2% (p = 0.0001). Povidone iodine on the 
research group also conducted tests using Wilcoxon 
Signed Rank Test to see differences in bacterial density 
levels before and after the administration of antiseptics. 
 
Table 28  shows that there are real differences between 
the level of intra-oral bacterial density pre and post 
administration of povidone iodine (P = 0.0001). 
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Table 27 Wilcoxon Signed Ranked Test Results Density Level Intra Oral Germs Between Before and After Giving 

0.2% Chlorhexidine gluconate 
 

Research Variable N Z Test P 
Chlorhexidine Gluconate 0.2% 30 - 4.388 0.0001 

Negative ranks 
Positive ranks 

ties 

 23 
0 
7 

 

Table 28 Results of Wilcoxon Signed Ranked Test Intra Oral Level Germs Between Density Before and After Giving 
1% Povidone Iodine 

 
Group of Interventions n Z Test P 

Povidone Iodine 1% 30 - 4.613 0.0001 
Negative ranks 
Positive ranks 

Ties 

 24 
0 
6 

 

 
To compare the effectiveness of antiseptic 
Chlorhexidine gluconate 0.2% and 1% povidone iodine 
used Mann-Whitney U-test. From the test results using 
SPSS ver 10.5. (accompanying statistical test) showed 
no significant difference between these two types of 
antiseptic in reducing the density of bacteria in intra-
oral maxillofacial fracture surgery (p = 0.698). 
 
 
DISCUSSION 
 
In the last two decades of trauma on the face of 
increasing. where traffic accidents as the main cause. as 
the progress of this industry and the increasing mobility 
of people is also increasing the number of traffic 
accidents (Wijayahadi 2006). Occurrence of traffic 
accidents is determined by various factors which are 
related to one another. that if one of them run the fair is 
not going to give the imbalance so that the accident 
occurred. One factor is the human factor as a user of the 
vehicle. These human factors such as age and sex is 
very influential at all. Nearly two-thirds of Ruda forced 
on traffic accidents occur in young people (Huelke 
1975). Because age affects the emotions of a rider and 
how to make decisions when driving a vehicle (Berger 
1975). The young rider is very easy to challenge and be 
accompanied by a lack of experience in handling the 
vehicle. so it is very dangerous in the situation that 
arises suddenly when driving a vehicle. Such conditions 
are generally found in young men than young women 
(Berger 1975). 
 
It was found the biggest causes of maxillofacial 
fractures were traffic accidents that is equal to 90% of 
everything is a motorcycle accident. In Nigeria is a 
developing country like Indonesia. are also a lot of 
maxillofacial fractures caused by traffic accidents is 

equal to 83%. while in advanced countries such as 
Germany turned out to cause traffic accidents by 29% 
only (Huda 2002). While other causes such as crime and 
accidents in a row for 3.3% and 6.7%. 
Male patients experienced more of maxillofacial 
fractures by 86.87% compared to the percentage of 
women was 13.33% with a ratio of male: female = 6.7: 
1. in Nigeria the ratio of male: female = 3: 1. in Canada 
the ratio of male: female = 3: 1. in Germany the ratio of 
male: female = 2: 1. The  can be understood because the 
men of productive age in the social life of being the 
most active with high mobility (Huda. 2002). 
 
Productive age groups have a higher risk because they 
have high mobility. it can be seen from the results of 
this study in which 100% of productive age (15-59 
years). Maxillofacial fractures in Nigeria a lot 
happening at the age of 20-29 years is 59.0%. and in 
developed countries like Canada a lot happen at around 
the age of 25 years. Sukerena get the age of 21-30 years. 
35% and 73.46% patients under 30 years old (Sukerena 
1983). Maxillofacial trauma and the severity of the 
lesion resulted in a very wide variation. Maxillofacial 
fractures can occur only one place or complex. in a 
collision with a low or high power. The pattern of 
maxillofacial fractures vary from country to country. It 
is heavily influenced by the type of vehicle. vehicle 
speed. road conditions and the use of seat belts 
(Sukerena 1983). 
 
Fractures and fracture maxillary fracture combination is 
the most ie respectively 36.7%. followed by 16.7% of 
mandibular fractures and zygoma fractures by 10%. 
Research conducted Urip Murtedjo and friends (1991-
1995) reported 102 maxillofacial fractures get 58.85% 
of mandibular fractures. maxillary fractures 13.73%. 
21.57% zygoma fractures and a combination of only 



Comparative Effectiveness Chlorhexidine Gluconate 0.2% and Povidone-Iodine 1% as an Antiseptic (Hantoro Ishardyanto) 
 

 262

5.88% of fractures. Thus the contrast of the pattern of 
maxillofacial fractures is very much influenced by the 
pattern of the accident itself (Wijayahadi 2006). 
Mechanism of trauma involving both the direction and 
strength of long bone trauma as in other largely 
determine the kind of frakturnya. The greater the 
strength of the trauma. the likelihood of multiple 
fracture and komunitif more frequently and vice versa 
(Monoarfa 1986). 
 
Suffered fractures due to traffic accident is usually 
much different from that suffered because of fights. 
Therefore. much power can be much larger. the traffic 
accident victims tend to get multiple fractures. complex 
or crushed. while the patient because the fight could 
suffer a single and simple fractures (Fonseca 1991). 
 
Studies involving the number of maxillofacial fractures 
showed remarkable consistency. Moderate 53% of 
patients received unilateral fractures. 37% of patients 
received two fractures. and 9% had three fractures. 
however. many writers claim with simple fractures. 
multiple and komunitif. Can be said that approximately 
50% of patients with maxillofacial fractures have more 
than one fracture (Fonseca 1991). 
 
From the results of this study. a simple fracture of as 
much as 40%. while the segmental and komunitif 
fractures by 50% and 10%. Any force that is large 
enough to cause the maxillofacial fractures. can injure 
any other organ system in the body. Head trauma is the 
largest broadcaster of trauma. this is understandable. 
especially in any traffic accident. because the 
location/topography of the facial bones and skull bones 
are very close together and interconnected. Nearly half 
of all cases of maxillofacial fractures who were treated 
along with other trauma. Other researchers have 
concomitant trauma in the maxillofacial fractures were 
investigated in 1447 cases. 231 patients with head injury. 
While Schultz get 54% with a head injury (Sukerena 
1983). 
 
In this study. 10% without a brain injury. 36.7% with 
mild brain injury. brain injury to 36.7% with 16.3% 
with moderate and severe brain injury. Most surgery 
waiting time is more than 7 days at 63.3%. whereas 
26.7% of 4-7 days and 1-3 days as much as 10%. this is 
because of other concomitant diseases. especially brain 
injuries that require first penangganan. maxillofacial 
fractures while the operation is done after the condition 
is stable. Most of the samples treated in the ward as 
much as 70% class III. whereas class II and class I/VIP 
in a row as much as 13.3% and 16.7%. This was due to 
government programs is the social safety net aimed at 
middle-bottom communities. 
 

Antibiotic prophylaxis is often recommended in patients 
with trauma. Risk will become infected is much higher 
in dirty wounds or traumatic wound infections and 
compared the surgical wound. and antibiotics to prove 
its value if given prophylaxis (Topazian 1991). 
 
To get the maximum benefits of protection and reduce 
infection rates. antibiotic prophylaxis should be 
administered within three hours after the entry of 
bacteria inoculated into the network. Hemostasis 
products such as fibrin will be able to isolate the 
bacteria from the body's defense and provide enough 
opportunity for the growth of Germs which will create 
an aggressive infection (Topazian 1991). 
 
Various foreign literature mentions the use of antibiotic 
prophylaxis in clean contaminated 
surgery/contamination in the area of the head neck. 
includes a combination of Cefazolin and Clindamycin. 
Gentamycin. On publication of a prospective 
experimental study conducted by Rodrigo JP in 1997 
proved that the use of prophylactic-Clavulanat 
Amoxicillin. Clindamycin. Cefazolin and Gentamycin 
combination as effective as surgery in the head at the 
neck (p = 0.018). Of the 159 patients who were divided 
into three groups. the incidence of surgical wound 
infection prophylaxis in the use of Amoxicillin-
Clavulanat amounted to 22.8%. while the use of 
Cefazolin and Clindamycin. Gentamycin combination 
are respectively 26% and 21.2%. According Subirana 
FX (2001). from 60 patients who will undergo surgery 
head neck. which was divided into two groups. the 
incidence of surgical wound infection prophylaxis in the 
use of combinations-Gentamycin Clindamycin and 
Ceftriaxone in a row amounted to 23.3% and 33.3 %. 
The figure was not statistically different (Rahardja 
2003). 
 
In this study. divided into two groups for the use of 
antibiotic prophylaxis. namely Cefazolin and 
Ceftriaxone. Cefazolin group is for patients with 
maxillofacial fractures who were treated at the 
Department of Surgery Head and Neck Ceftriaxone 
group for patients who were treated at the Plastic 
Surgery Dr. Descriptive. Ecological relationship 
between microorganisms and humans is exemplified in 
the oral cavity. Since birth. the oral cavity is exposed to 
a variety of different microorganisms in the local 
environment and geographical environment. Oral cavity 
consists of the major and minor. each a separate set of 
micro environments that are not easily influenced by 
major events in the oral cavity. Oral cavity guarded by a 
single microbial ecosystem. Factor is the main regulator 
of salivary flow rate decreased by nearly 0.0 mL/min 
during sleep. close to 0.4 mL/min at rest and increased 
to 2.0 mL/minute after stimulation (Peterson 2001). 
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It is shown from the research sample. most (63.3%) had 
a waiting time of more than seven days. because with a 
brain injury. And among these samples. most (86.8%) 
with a dense colonies of bacteria. due to a decreased 
salivary flow rate during that patients with decreased 
consciousness. except that the longer the remaining food 
in the mouth causing Germs increasingly crowded. One 
factor that may influence the infection in patients with 
trauma is a long waiting time at the hospital pre-surgery. 
Trying to stay in hospital a short preoperative factors 
known to reduce the tendency of infection through 
reduction in waiting time. where the colonization of 
bacteria in the can from the hospital could have 
happened (Topazian 1991). 
 
Significantly. the greater force required to cause 
multiple types of fractures and komunitif. Additional 
energy is absorbed due to blunt trauma causes damage 
to the wider soft tissue. tissue ischemia and tissue 
necrosis. This causes bacteria to enter. grow and 
berkolonisasi. Colonization is a complex process 
because not only bacteria and lingkungannnya 
interactions but also interactions between different 
bacteria. This study showed that of the entire research 
sample. which was diagnosed as a fracture komunitif. 
100% had levels of Germs that are dense colonies. 
While at the segmental and fracture simple fracture that 
has Germs that dense colony level are respectively 
83.3% and 79.2%. 
 
According to Weyman (1971) of children with cerebral 
palsy had oral hygiene conditions are even worse than 
normal children. Winer (1969) says that children with 
cerebral palsy have lost value and the value of dental 
caries was higher than normal children. This is because 
children with cerebral palsy is less cooperative in 
treatment and has the limitation of motion resulting in 
the incomplete movement of muscles around the mouth 
and tongue movements during chewing that result in 
self-cleansing mechanism does not occur (Koestini 
1981) and mechanically cleaning difficult (Kunti 2002). 
Oral cavity can be achieved as early entrance for many 
microorganisms from a variety of different types. 
Microorganisms in water. food. air and on the hands are 
always ready to get entrance into the oral cavity. Oral 
microflora most numerous and diverse type. 
 
Oral cavity can be regarded as an ideal incubator for 
Germss. Oral cavity has a temperature of about 350 to 
360 C and abundant moisture. Leading suppliers of 
various types of food and oxygen pressure varied. Many 
types of aerobic bacteria. facultative and anaerobic find 
a comfortable condition for growth (Fairbanks 1993). 
 

In the oral cavity. microflora. microflora that are 
fundamentally different according mouth anatomy. The 
population of Germss that form on the surface of the 
tooth crown are collectively different from the kinds of 
Germss that live in the gum pockets. and this is different 
again to those found on the tongue and cheek mucous 
membrane. Salivary microbial populations represent the 
types of Germss. which had separated from the whole 
surface of the mouth as a result of the effect of washing 
the mouth through saliva (Fairbanks 1993). 
 
Quantitative and qualitative relationships oral 
microorganisms change with the appearance of teeth. 
loss of teeth. denture usage. type of diet. hygiene/oral 
health and the level of a person's health (Nolte 1982). 
The number of microorganisms that can be removed 
from the oral cavity by rinsing the mouth in a day varies. 
the variation here in the number of organisms that can 
be removed from the washing the oral cavity. The 
highest number there in the morning when I wake up. 
Due to breakfast. brush teeth and rinse your mouth. this 
number decreased. Gradual increase was recorded 
before lunch. after which it declined again. The pattern 
of improvement followed by decline seen again after 
dinner. Counts done on the next morning was the 
highest and reflects a long incubation period of the night 
(Nolte 1982). 
 
There are significant variations in the number of 
microorganisms that were bred or as determined by 
direct counting of intra-oral. These variations are the 
result of many factors. such as differences in the 
techniques used in obtaining the sample. the type of 
culture media used. and the conditions surrounding the 
plates were incubated breeding. age and general health 
person (Nolte 1982). 
 
There seem to be the upper limit reached by microflora 
to grow in the oral cavity. It gives the impression that 
there are factors that are always working to control and 
limit the oral microflora populations. One of them is 
"flushing" through saliva. Mechanism of chewing helps 
dispel microorganisms from the tooth surface. Flow of 
tissue fluid from submucosal capillary into the crack 
through the healthy gums will help to remove the 
organisms from this region. Epithelial cells of the peel is 
discarded along with the microorganisms and be 
swallowed with saliva. In addition there are anti-
microbial systems that work with the involvement of 
humoral antibodies (Nolte 1982). 
 
The conditions in the mouth seems to favor a system 
that continuously adjusted. Intrinsic nutrients derived 
from the mucous membranes. an accumulation of 
salivary glycoproteins on the tooth. and the liquid from 
the gap teeth always keep a supply of nutrients to 
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microorganisms whose numbers more or less constant. 
the food we eat add to the intrinsic supply. Intra-oral 
environment is varied in many ways. for example. is not 
that simple microflora. microflora complicated nature. 
There is also a difference in breeding frequency. the 
need for nutrients. and the symbiosis of the antagonism 
between "members" of certain oral microorganisms 
(Nolte 1982). 
 
From what is known about the breeding test tube and 
what has been learned about the organisms intra-oral 
and oral environment. microorganisms in the oral cavity 
represent two phases of the growth curve of an 
accelerated phase and stationary phase. 
 
Distribution of types of bacteria obtained from the 
results of this study. 56% is a group of Gram-positive 
cocci. 40% is the group of Gram-negative rod. and 4% 
were fungi. For gram-positive cocci bacteria. 50% 
Staphylococcus coagulase negative. Staphylococcus 
aureus and 46.67%. 3.33% non haemoliticus 
Streptococcus. Whereas for gram-negative rod bacteria. 
most of Klebsiella pneumoniae (45.2%). In this study 
we took samples in the area of mucosal bucoginggival 
because in those areas we will be doing incisi during the 
operation. So kind of Germs are found in this research is 
a type of bacteria in the mucosa bucoginggival. while if 
the sample taken from the tooth surface. between the 
teeth. saliva or elsewhere in the oral cavity. the type and 
number of bacteria will also be different. 
 
Streptococcus is the most common bacterial groups in 
the human oral cavity and the most frequent in the oral 
cavity infections. A total of 80% oral cavity pyogenic 
infections caused by bacteria group. Most aerobic and 
facultative Streptococcus is aerobic. only a small 
portion that is obligate anaerobes. Streptococcus non 
haemoliticus or gamma type which does not hold 
hemolisa in the media surrounding the colony. Included 
in this group is Streptococcus faecalis (Setya 1991). 
 
Streptococcus viridans β hemoliticus or groups are most 
frequently associated with infections that occur in the 
oral cavity. Streptococcus viridans group is divided into 
four species namely, S. salivarius. S. sanguis. S. mitis. S. 
mutans. The majority of bacteria isolated from root 
canals of non vital 60-90% were gram-positive bacteria 
and Streptococcus viridans was the largest group (Setya 
1991). 
 
Staphylococcus is a gram-positive bacteria and not 
forming spores are most resistant to physical and 
chemical agents. These bugs can be found in the human 
body although in very small quantities. is aerobic and 
facultative aerobic microorganisms. In the currently 
known three Staphylococcus species. namely: S. aureus. 

S. epidermidis. S. saphrophyticus. Staphylococcus 
aureus is the most important species as a cause of 
inflammation in humans and is the most pathogenic and 
virulent. Staphylococcus aureus is relatively rarely 
found in the oral cavity. but has a substantial role as a 
cause of infections that occur in the oral cavity. Nolte 
(1982) says that in cases of osteomyelitis 90% the cause 
is Staphylococcus aureus (Setya 1991). 
 
Enterobacteriaceae family is a group of gram-negative 
bacteria did not form rods which are facultative 
anaerobes berspora. Among the normal flora of the 
human oral cavity bacteria presence is only temporary. 
Genus of the family Enterobacteriaceae present in the 
oral cavity is Serattia. Enterobacter. Klebsiella. 
Klebsiella few and rarely found in the oral cavity. was 
found as the harmful bacteria due to some reasons such 
as poor oral health. dental caries. periodontitis. alcohol 
drinkers and leukemia (Setya 1991). 
 
Most soft tissue infections in the mouth caused by a 
mixture of the bacteria contained in orofaring or oral 
cavity. which can play a role in different sections. Since 
the start of the era of antibiotics. infections in the neck 
that comes from sources relatively more frequent teeth. 
salivary glands at the base of the mouth also becomes 
the gateway for such infections. The dominant bacteria 
from mixed infections appear to be Streptococcus or 
Streptococcus haemoliticus non haemoliticus who 
obtained more than 30% of cases. Staphylococcus is a 
bacteria often found with lower frequency in 
Streptococcus. Diphtheroids. Bacteroids. Coliform. 
Spirochaetes. Spirilla and Pneumococcus also exist 
although not in all cases. In the maxillofacial region. 
approximately 70% of the microorganisms contained in 
a type of gram-positive infections (Setya 1991). 
 
According to the research that has been reported that in 
the normal flora of the oral cavity there are also fungi. 
Usually is Candida albicans. Ravant and Rabeau (1936) 
found more than 80% of Candida albicans in the oral 
cavity of healthy. while Todd (1937) found that 14.7% 
of the throat and mouth are Candida albicans. He also 
states that women have greater incidence than men that 
is equal to 30.4% and 15.7%. Knighton (1939) argued 
that the oral cavity which there are no toothed 32.5% 
while the incidence of Candida albicans would be even 
more when using a partial denture (Setya 1991). From 
this research we found 4% of Candida albicans. 
 
Intra-oral Germs that often lead to infection and intra-
oral maxillofacial region of the facultative anaerobic 
streptococci are bacteria. Germs obligate anaerobic 
gram-positive cocci. obligate anaerobic bacteria gram-
negative rods. On that basis then we can choose the type 
of antibiotic that can be used as therapy when the 
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infection occurs. Spectrum antibiotics varies. no one can 
kill or inhibit the growth of Germs that cause infection. 
Types of antibiotics that are often used as therapy on 
infections and intraoral maxillofacial region is penicillin 
V which is the drug of choice for mild to moderate 
infections. Ampicillin and Amoxicillin is recommended 
for broad spectrum. Cephalosporin groups that have a 
bactericidal effect for bacteria streptococci. 
staphylococci. anaerobic bacteria and some aerobic 
gram-negative rods. In addition Eryhtromycin groups 
that have an effective bacteriostatic effect for bacteria 
streptococci. staphylococci and some anaerobic bacteria. 
Clindamycin effective for bacteria streptococci. 
staphylococci. and for all anaerobic bacteria. 
Tetracycline is an antibiotic that has been used since 
1950. Metronidazole is bactericidal to all anaerobic 
bacteria but can not for the facultative anaerobic 
bacteria such as streptococci. Fluoroquinolones are a 
relatively new group of antibiotics with a broad-
spectrum antibacterial effects. The first group of 
fluoroquinolones group is Ciprofloxacin. an activity for 
Streptococcus. and anaerobic bacteria in intra-oral 
infection is very small (Peterson 2001). 
 
From the research. we found that the sensitivity of 
Clindamycin. Amoxycillin. Cefazolin and Gentamycin 
against gram-positive coccus bacteria are respectively 
51.7%. 75.9%. 58.6% and 60% with each percentage of 
antibiotic resistance is amounted to 44.8%. 24.1%. 
37.9% and 33.3%. While the sensitivity of Gentamycin. 
Cefuroxime sodium. Cefotaxime and Ciprofloxacin for 
gram-negative rod bacteria are respectively 64.1%. 
38.5%. 42.9% and 78.6% with the percentage of each 
antibiotic resistance amounted to 23. 1%. 59%. 26.2% 
and 16.7%. Gentamycin is still sensitive enough for use 
as antibiotic prophylaxis for both gram-positive coccus 
bacteria and gram-negative rod bacteria. While still 
more sensitive than Amoxycillin and Cefazolin 
Clindamycin for gram-positive coccus bacteria. In 
surgery. is not unusual for a complication such as an 
infection. Infection is an invasion of pathogenic 
microorganisms. followed by breeding of these 
microorganisms in the body causing the body to respond 
diseases. According to the research Thoma (1969) says 
that in the oral cavity showed various types of 
microorganisms that can become pathogenic (Setya 
1991). 
 
In this study. oral antiseptics material used was of 0.2% 
Chlorhexidine gluconate and povidone iodine 1%. 
which is capable of killing all microorganisms mouth 
cavity. both normal and pathogenic flora. According to 
Longworth (in 1971). Chlorhexidine gluconate is an 
antiseptic that is very good. effective and has 
bacteriostatic properties against gram-positive 
microorganisms and gram-negative (Setya. 1991). Only 

Chlorhexidine gluconate is available in the form of 
packaging a L. 5 L and 25 L. and still need to 
concentrate aqueous sterile mengencerkannya in 1:30 
ratio. in addition Chlorhexidine gluconate provides 
some side effects that need attention is the change in the 
taste of soy sauce. mouth irritation and the tip of the 
tongue (De Riso 1996). In granting without dilution or 
too thick cause burns. 
 
Like Chlorhexidine gluconate. povidone iodine is an 
antiseptic that can reduce the number of aerobic and 
anaerobic bacteria as much as 30-40% and also serve to 
reduce the significant incidence of post operative 
complications in the surgical wound cavity and 
oropharinx. During this povidone iodine has also been 
frequently used as a mouthwash. is also easy to get it. 
Already available in containers that can be used 
disposable (100 ml). we no longer have to dilution. and 
no soy taste disturbance patients. and with prices far 
cheaper than Chlorhexidine gluconate. 
 
From the observation density decrease intra-oral 
bacteria after disinfection of the oral cavity do with 
Chlorhexidine gluconate 0.2% and 1% povidone iodine 
and then performed a statistical test Wilcoxon Signed 
Rank Test and Mann-Whitney U-Test. showed that 
there was no significant difference between 
Chlorhexidine gluconate 0.2% and 1% povidone iodine. 
Test Wilcoxon Signed Rank Test statistic and Mann-
Whitney U-Test performed on the  results. show that 
0.2% Chlorhexidine gluconate and povidone iodine 1% 
was as effective in killing microorganisms intra-oral. So 
in this case the use of povidone iodine 1% can be used 
as an alternative choice for oral antiseptic if not 
obtained 0.2% Chlorhexidine gluconate. 
 
 
CONCLUSION 
 
There is no difference between the use of Chlorhexidine 
gluconate 0.2% and 1% povidone iodine as an antiseptic 
in reducing the level of intra-oral bacterial density in 
maxillofacial fracture surgery (p = 0.698). 0.2% 
Chlorhexidine gluconate as an antiseptic on the intra-
oral maxillofacial fractures can significantly reduce the 
level of intra-oral bacterial density (p = 0.0001). 1% 
povidone iodine as an antiseptic on the intra-oral 
maxillofacial fractures can significantly reduce the level 
of intra-oral bacterial density (p = 0.0001). 
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