Is That Light Bright, or What?

By Ltjg. Benjamin Foster, SH-60  
Two and a half months in the Gulf and CVOA 4.  Every pilot in the air wing has memorized the position of Farsi Island, knows the oil platforms burning through the haze are off to the west, and the cycles run every hour, plus or minus, until after midnight when flight operations cease.  Not to mention the ship’s position hasn’t changed since the last port call and you brief with the same pilot you flew with the night before despite the fact both of you got off alert early this morning.  In this type of environment where briefs, people, aircraft, and operations are familiar, complacency leads good people into bad situations. So how do we battle back when the mission must be performed and nothing seems to be going our way? Operational Risk Management.    

I was scheduled to fly a plane guard mission on the night of the Straits of Hormuz transit. The ship turned the corner to depart the Straits just after sunset.  As “pinky time” turned to black, the carrier increased speed and extinguished all but her running lights. This change to shipboard lighting had not been briefed to any of the flight crews prior to flight operations that day. 
To ensure continuous coverage for the Strike Group, helicopter land/hot pump times for the three airborne helicopters were staggered by 30 minutes. After sunset at 1815 the cultural lighting and starlight were basically non-existent, but illumination for the night was predicted to be a decent 60 percent after a 2050 moonrise.  As the first aircraft came in for the first night landing the carrier continued its deceptive lighting. Its crew decided to remain goggled for the landing, due to the lack of normal shipboard lighting. However, in this lighting configuration a floodlight emanating from behind parked aircraft bloomed the crew out on their approach to spot 3, a spot which hadn’t been used for night landings during workups or the last five months of cruise. The landing was challenging due to the washout effect the floodlight had on the spot, but it was safely executed. The crew in the next helicopter experienced a similar landing.   

Then came my flight with the XO. I briefed for the right seat and the XO for the left. At the time of the brief I was unaware of the use of spot 3 and the NVD approaches, so I gave a standard NATOPS brief.  We walked a little early to get night adapted and it was at this point we noticed the fantail was clobbered, requiring side step vice up the angle approaches. We also took note of the different flight deck lighting. The XO commented on these obvious deviations from the normal routine, but noted that the crews who had just landed were relatively current with NVD landings. Both HACs had recently completed a beach detachment where they had completed night NVD landings; on the other hand, he would be flying with me, a newer junior officer who had his last NVD landing at the FRS about 11 months prior.  While we waited for our aircraft to take chocks and chains on spot 3, the XO asked if I had done any NVD landings on the boat.  I offered that I done a couple night slide-in landings, but not on NVDs. This is when ORM really kicked in for the XO.  The XO identified the hazards: young, inexperienced pilot, straits transit, and Spot 3 NVD departure, slide-in NVD approach.  He assessed the risk:  risk was high for inexperience and operational requirement.  The risk decision:  switch seats so he would be doing the landing, and ask tower to turn down the floodlights.  Controls implemented: ask tower to adjust the lights if possible.  Supervise: Tower adjusted the lights so they impacted the smallest portion of our field of view; I was moved to the left seat.  

Our landing unfortunately met with the same circumstances as the previous landings except for the fact that there were two crews landing simultaneously because it was the end of flight operations for the night. The moon had risen by this time illuminating the deck, but again, the ship was in a new “deceptive lighting” configuration, the third in a block of five hours.  After the flight I found CV NATOPS does permit NVD approaches provided crews prebrief such an approach, are not IMC, and have sufficient illumination/visibility.  CV NATOPS goes on to discuss the recommended deck lighting configuration.  

The straits transit and its corresponding helicopter operations were completed due to operational necessity.  However, an inexperienced and unbriefed NVD crew both in the helicopter and in the tower could have turned NVD operations into a night NVD aircraft mishap.  Without making the conscious effort to mitigate the risks inherent to this entire evolution, our crew could easily have ended the night on the business end of a mishap report. Thankfully, the ORM process provided a valuable tool, which in this case allowed the XO and me to continue our mission in what we determined to be a safer manner.
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