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SUMMARY 

      This is a discussion of a training incident that happened within the 
Commonwealth of Virginia; however, all of the participants and jurisdictions are 
not named in this document.  This document is for corrective informational 
purposes. 
      During a Confined Space Rescue Technician course, two individual 
participants were rendered incapacitated while participating in a supplied air 
breathing apparatus (SABA) skills station.  These students participated in all 
aspects of the Confined Space Rescue Technician course and had been 
operating making horizontal entries into a controlled confined space.  The two 
students in question were properly attired in PPE relevant to confined space 
entry and had the appropriate number of additional students manning the back-
up station as well as the air management and communications station.  The 
students, as a group, had worked through several entry exercises where they 
exchanged air cylinders to maintain proper air flow for the entrance.  The 
students were utilizing an air cart as the breathing air manifold for the students 
that made entry.  This cart was designed with two air cylinder hook-ups to ensure 
that constant air flow would be maintained.  The students had exercised the 
transfer from one cylinder to the other and the exchange of replenished air 
cylinders for depleted ones.  Again, this maintained a constant air flow capability. 
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      The students were managed by two highly trained instructors.  There were 
twenty students in the course.  During the third evolution of the entry exercises, 
several students retrieved the 150’ high-pressure line from the rescue truck on 
scene to support the training exercise.  In lieu of continuing air cylinders, the 
students decided to utilize equipment from their apparatus so that they could 
become more familiar with its capability.  At the time of this switch, the instructor 
was not aware that the high-pressure line had been connected to the air cart 
instead of an additional cylinder.  The two entrants were operating on 100’ 
umbilicus with escape pack SABA.  The communications station alerted the 
instructor that he had lost communications with the entry team and could hear 
what he could only describe as “snoring” through the headset.  The instructors 
immediately intervened and discovered that both entrants were unconscious and 
cyanotic.  The atmosphere conditions within the training prop were at normal 
ranges prior to teams entering.  Once the entry team was removed from the 
training prop and their SABA was removed, they both regained consciousness.   
      It was determined that the addition of the 150’ high-pressure line was the 
culprit that exposed the two entrants to an oxygen-deficient environment within 
the SABA. 
 
 
**In conjunction with this incident that happened in Virginia, there had been 
several accounts of air line management incidents in other areas of the country 
that are very similar to this scenario.  There are studies from Texas and California 
that highlight the same type of issue where air lines were not properly purged 
prior to the lines being utilized in a supplied air breathing system.  One such 
scenario is almost identical to this one and another was where the umbilical lines 
were 300’ and not purged.  The results were basically the same.** 
 
 

RECOMMENDATIONS FOR IMMEDIATE 
CORRECTIVE ACTIONS 

 

• The recommendation is that we purge any and all air lines that were 
introduced and utilized in a SABA system for a minimum of 90 seconds 
prior to its use.  Through multiple in-house independent studies, it has 
been determined that the air can be very “stale” in a line that has not been 
purged.  Oxygen levels in such lines can be as low as 6-12%.  These levels 
can be immediately toxic to anyone exposed. 
 



Air Line Incident 
Blue Sheet 
Page 3 of 5 
 

• Ensure that all equipment to be utilized in confined space training and 
rescue operations has been fully tested, both for hydrostatic integrity and 
air quality. 

• Ensure that during a training exercise that we maintain a minimum of a 6:1 
student to instructor ratio. 

• Ensure that instructors in training scenario reiterate with emphasis to the 
participants the importance of proper air management and communication 
with the instructors to ensure all safety measures are being met. 

 

 

PHOTOS/SITE DIAGRAMS/MAPS 

• There are no photographs or site diagrams of this incident. 

 

 


