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ABSTRACT
Experts in forensic medicine are often
requested to give an opinion on bodily
damage resulting at work. General hazards in
a work environment include electricity, fire,
inflammable gases, high pressure gases and
liquids, powerful or sharp moving machinery
and fall. When an occupational trauma is
complicated with an unexpected sequelae the
forensic pathologist is in a dilemma. We
report a workman who was brought
following blunt head and chest trauma
complicated with a facial palsy and lobar
pneumonia.
Case study
A 53 year old security officer was brought to
the hospital following improperly fixed gate
falling on to him while at work. He was
recruited by the security company two
months back and was appointed to this place
without informing the condition of the gate.
History revealed that he was unconscious for
a few minutes and remained to have
dizziness and vertigo. Next day he developed
profound left lower motor neurone facial
nerve palsy. He had fractures of the right
petrous temporal bone, and a left scapula.
Two weeks later he developed shortness of
breath and fever, which was diagnosed as left
sided lobar pneumonia.
Conclusion
Fracture of the bones and the facial nerve
damage could be easily categorized as
grievous injuries. Chest trauma may result in
localized pulmonary contusion which can be
complicated as an infection presenting late.
The appreciation of the association between
the infection and initial injury

needs thorough scientific basis since the
category of hurt is crucial in formation of
medico legal opinion.
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INTRODUCTION
Injuries due to workplace accidents are on
the rise worldwide.1 A survey done in year
2000 shows 15% of the injuries are due to
occupational health hazards.2 According to
the statistics of the Ministry of Health
regarding occupational health, out of the fatal
accidents, 30% are from construction
industry and 30% from electrocutions. Most
of these hazards and accidents are
preventable.2
An injury or pathological process that affects
an employee as a result of an event at work
can be claimed for compensation according
to international laws.3 Experts in forensic
medicine are often requested to give an
opinion on bodily damage resulting at work.
General hazards in a work environment
include electricity, fire, inflammable gases,
high pressure gases and liquids, hot gases and
liquids, powerful or sharp moving machinery
and fall. When an occupational trauma is
complicated with an unexpected sequelae the
forensic pathologist is in a dilemma. We
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report a man who was brought following a
blunt head and chest trauma complicated
with a facial nerve palsy and lobar
pneumonia as a consequence of occupational
trauma.

that the gate was not fixed and he was
expected to operate the gate and was not
under the influence of alcohol at the time of
the incident. Thus, this is a case to be
considered for payment of workman’s
compensation.

CASE STUDY
A 53 year old security officer was brought to
the hospital following an improperly fixed
gate falling on to him while at work. He was
recruited by the security company two
months back and was appointed to this place
without informing the condition of the gate.
History revealed that he was unconscious for
a few minutes and continued to have
dizziness and vertigo. The next day, he
developed profound left lower motor
neurone facial nerve palsy. He was found to
have fractures on the left petrous temporal
bone, and left scapula. Two weeks later, he
developed shortness of breath and fever
which was diagnosed as left sided lobar
pneumonia. Medico legal examination
revealed that he was not under the influence
of alcohol at the time. He is a chronic
alcoholic and a smoker, but was previously
healthy. He was reviewed on 17/12/2015,
and the neurologist recommended a nerve
conduction study and EMG, which indicated
severe left facial nerve injury with no
evidence of reinnervation and suggested
nerve repair.
DISCUSSION
Anybody who faces an accident, or suffers
from an injury or disease resulting in the total
or partial disability of the workman for a
period exceeding seven days3 due to their
occupation, is eligible for compensation
awards and medical care that is paid by the
employer according to the workers’
compensation laws of the country. The
occurrence must be unexpected to be
considered accidental in the context of
compensation.4 However, if an injury is
sustained as a result of conduct not expected
from the employee, coverage under Workers’
compensation will be denied.5 The fall of
the gate in this case was unexpected and was
accidental. This man was unaware of the fact

He was given inward treatment for 34 days
where his earning capacity was totally
affected (temporary total disability) during
the period. He had an un-displaced fracture
of the left petrous temporal bone and
profound facial nerve palsy of the same side
on the following day. The facial nerve palsy
following trauma, is uncommon which
occurs in 1.5% patients of skull base
fractures.6 In most of the cases, spontaneous
recovery follows. However, the opinion of
the neurologist in this case was that the
damage will be permanent. He will most
probably be left with facial nerve damage
resulting in paralysis of facial muscles and
loss of sensation of anterior 2/3 of the tongue
and loss of secret motor functions of the
submandibular, sublingual and lacrimal
glands. Complications of Bell's palsy include
disfigurement or permanent contracture from
irreversible facial nerve damage, eye damage
(corneal ulcers and infections), chronic
spasm of facial muscles and/or eyelids, and
chronic taste abnormalities. Involuntary
contraction of certain muscles may result
from misdirected re-growth of nerve fibers.
Psychological trauma may accompany facial
disfigurement in some individuals.7 The
onset of facial nerve palsy may be immediate
or delayed. Delayed facial nerve paralysis
occurs usually after 1-10 days of trauma and
commonly due to entrapment of nerves
within the fibrous tissue or oedema, and
chances of recovery are high. Immediate
facial nerve palsy occurs due to
stretching/compressing/crushing the part of
the nerve, where recovery chances are low
and late.8 The facial nerve paralysis was
observed in this man on the following day.
However, before a conclusion is made
regarding whether the damages are
permanent, it is important to review him
since there are some patients who had fully
recovered after 6 months.9 The Workman
Compensation Act of Sri Lanka includes
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severe facial scarring or disfigurement as
75%, permanent total loss of vision as 50%
and total loss of taste as 25% to loss of
earning capacity.3
On the other hand, criminal negligence
causing bodily harm is an indictable offence.
In this case, the hospital authority is
responsible for recklessly employing this
man at this unfixed gate without ensuring his
safety. Thus, forensic medical examination
is required in categorizing the bodily harm or
hurt. Fracture of the bones and facial nerve
damage could be easily categorized as
grievous injuries under limbs ‘g’ and ‘f’ of
the section 311 of the penal code.10
This man developed a lobar pneumonia while
being managed for the fractures in the ward.
The appreciation of the association between
the infection and initial injury needs
scientific basis before concluding the
category of hurt. Chest trauma, specially the
fracture of the scapula, can result in
contusion of the adjacent lung. It takes an
average of six hours for the characteristic
white region to show up on a chest X-ray, and
sometimes contusion may not become
apparent for 48 hours.11 The initial chest Xray of this man did not show any pulmonary
contusions and further X- rays were not taken
until he developed pneumonia in two weeks.
However, considering the extent of the
fracture, it is highly likely for him to get
contusions of the adjacent lung.
Pulmonary contusion is associated with
complications including pneumonia12 and
acute respiratory distress syndrome, and it
can cause long-term respiratory disability.
As many as 20% of people with pulmonary
contusion develop pneumonia.13 Infection
that occurs within 72 to 96 hours of injury is
termed ‘early onset pneumonia’. Both early
onset as well as late onset pneumonias (as in
our case) are reported following pulmonary
contusions.14 The risk of pneumonia in lung
contusion begins almost immediately after
acute traumatic damage. Both gram-positive
and gram-negative bacteria are responsible
for pneumonia in trauma patients. However,
a late onset pneumonia has an equal mix of

gram-positive and gram-negative bacteria as
the offending microbe that is isolated on the
culture.15 Contused lungs are a good culture
media for growth of bacteria. Contusions
induce inflammation with high local
concentrations
of
pro-inflammatory
mediators stimulating chemotaxis and
activation of neutrophils.16 Further, impaired
chest movements, and cough reflex also
predispose the infection. In patients with
trauma, significant risk factors for
pneumonia include age, gender, pulse rate,
systolic blood pressure, obesity, Glasgow
Coma Scale motor score and ventilation on
admission.17
The pneumonia in this man was a left lower
lobar pneumonia which was developed two
weeks after the chest trauma. By definition,
this can also be considered as a nosocomial
or hospital acquired pneumonia, which is
contracted by a patient in a hospital at least
48–72 hours after being admitted. It is
usually caused by bacterial infections.
Common risk factors include, mechanical
ventilation, old age, decreased filtration of
inspired air, disease states that result in
respiratory tract obstruction, trauma,
(abdominal)
surgery,
medications,
diminished lung volumes or decreased
clearance of secretions.
However, the
pneumonia in this man was a left lower lobar
pneumonia which is the area that could have
been badly affected by the trauma on the
lower scapular area suggesting the
relationship to the trauma.
In addition to the chest trauma, this 53 year
old man had other risk factors to develop
pneumonia which include chronic smoking
and chronic alcoholism leading to chronic
pulmonary damage and consequently
immune suppression. However, this man was
previously healthy and acquired all these
complications following the traumatic event.
Lobar pneumonia needs proper anti-bacterial
therapy. The mortality rate of hospital
acquired pneumonia remains high at 30%
even with treatment.18 This indicates the
seriousness of the condition. However, since
the condition is a remote complication of the
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initial trauma and it is contributed by his
existing weaknesses, the category of hurt was
concluded as endangering life.

CONCLUSIONS
This man was an unfortunate victim of blunt
force trauma associated with two uncommon
complications following an accident at the
work place. The case highlights the
importance
of
proper
scientific
investigations considering the differential
diagnosis in establishing the causal
relationship in remote complications
associated with medico legal trauma in
proper administration of justice.

Lower motor facial nerve palsy

Left scapular fracture

CT scan showing petrouse
temporal bone fracture

Abrasion on the back of the
chest

CXR showing left lobar
pneumonia
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