Almost That Guy

By Lt. Hector Rivera, SH-60B  

 

I’ve read countless Approach articles since the early days of my career as a Naval Aviator and usually the “Swiss Cheese Theory” or “domino effect” reveals itself not too long after, “It was a dark and stormy night…” I always told myself I was never going to be “That Guy”. It was a dark night, and I almost was “That Guy”.

To say the first day of deployment has a few stressors both personally and professionally would be an understatement. For an HSL detachment going to sea the day is usually long, there are countless loose ends to wrap up and you still have to fly the aircraft to the ship, which in our case was a Cruiser. 

I was scheduled to fly from the beach out to the ship so we briefed at 0800. During the ORM brief, we made sure to cover the long day, which lay ahead. My squadron used a points based ORM system that attempted to give us triggers as to whether the mission was medium or high risk. If you did not get sufficient crew rest, give yourselves two points. If the points total added up to a certain amount, then permission to execute the mission must be granted by the Safety Officer or the Operations Officer. If the flight was deemed high risk, then the squadron Commanding Officer must be notified and approve the flight after ensuring the proper risk measures were to be taken by the Helicopter Aircraft Commander (HAC). That day my crew was considered a medium risk and we informed the appropriate Department Heads for approval.

While I was waiting to walk to the helicopter to launch, I received a phone call from my mother informing me that my grandfather was gravely ill. What timing. I briefly told my crew the news and told them I was fine to continue flying.

The flight out to the ship was without incident and we landed MAGNUM 446 and traversed her into the hangar. After the flight, I informed the other detachment HAC of the news and that I probably would not fly that evening due to the long day and the recent news. A few hours later our second detachment aircraft, MAGNUM 443, and the Detachment Officer In Charge arrived.

Our detachment was scheduled to conduct Deck Landing Qualifications (DLQ) that first night out to quickly re-base all the crews prior to crossing the Atlantic where the weather was forecast to be bad. We were scheduled to brief for the DLQ period at 1800, a full ten hours after my original brief that morning on the beach. We again discussed the long day that we had so far encountered. We also made it a point to thoroughly discuss vertigo procedures as we were very attune to the possible outcome after the recent loss of two crews in the LAMPS community.

So why does this story keep going and not end with our realization that a long crew day coupled with human factors was a high risk?  Frankly, I thought I could fly. I felt I had compartmentalized the issue regarding my Grandfather. What could go wrong?

The OIC, Lead Crewman, and I were hopping in the aircraft first to do a few quick sets of DLQs. The night was scheduled to have good illumination, 77 percent, but not until after midnight. It was also mostly cloudy making it a dark night. The first couple of approaches were okay. I was behind the curve a bit, getting slow a few times, but I was making timely corrections and just knocking the rust off.

We were in the trap, secured by the RSD Beams. 

“43 Ready to lift”, I reported over the radio. 

The Landing Signal Officer responded with the standard “Standby. Beams Open, Green Deck, Lift” 

I pulled power and came straight up just slightly above the HARS bar. I stabilized while the copilot cross checked the instruments. I was then cleared to come up and aft. As I attempted to get on the amber interface of the SGSI, the copilot kept prompting me to keep sliding aft and stop my climb. 

“Roger,” I said.

 

I could see myself out of position, way right and high, with no visual cues ahead of me. My copilot called for the corrections. I could even feel myself trying to make inputs but we weren’t getting back where we needed to go. 

I confessed, “I’ve got vertigo.”  

“I think I’ve got it too,” reported our aircrewman. 

I initiated a swap of controls. I felt disorientated. I felt dizzy. 

I was watching attentively, or so I thought, as my copilot brought us back down into the landing environment but something still wasn’t quite right. We were swaying over the cruiser’s flight deck and not landing. The roll of the ship was creating challenges earlier but I didn’t think this would be a problem. 

I tried to get my head back in the game and backed up the pilot at the controls as I saw we were forward of the line up line and prompted, “Easy back two.”

I began to feel better but still quite discombobulated as I keep backing up my copilot. 

I kept my scan outside making the required calls to get us back in the game and on deck but I wasn’t getting any feedback. 

“Does he also have vertigo?” I wondered.

I didn’t feel like I was still 100 percent but I might be better off taking the controls back considering that I was noticing our continued swaying. 

At that moment, I heard what sounded like someone screaming. I looked over and the OIC was yelling at me. He was lost comm! 

Instinctively I came back on the controls and we landed.

Once we landed, his radio mysteriously fixed itself.

“So, we were just lost ICS, with two of the three aircrew experiencing vertigo?” I stammered. 

“Yep.” 

“Fun.” I replied. 

“Well that’ll be enough fun for one night, I think we’ll go ahead and shut down now,” the OinC announced over the radio.

We shut down the aircraft and cancelled the rest of the flight schedule. We had had enough “fun” for one night. 

So what happened? 

What could we have done better? First, I should have been more realistic about my human-factors issue. I should have stuck to my original inclination to not fly that night. The health of my grandfather was weighing on me and I tried to press on. 

Second, perhaps we should have planned for only the fly-on for that first day, anticipating that it would be a long, taxing day for all personnel. Looking back now, it looked like a solid plan. We were not being too aggressive, only scheduling a single DLQ bag. But then again, it was the first day of long cruise. 

In regards to what happened over the deck, I believe it began with the initial pull above the HARS bar. I had no reference behind the HARS bar on which to judge my closure. Although the SPY-1 array is located just aft, it was extremely dark and hard to break out. Had I just pulled up to or right below the HARS bar, I could have kept my bearings by keeping it in my scan. Regardless, my scan broke down. I should have continued to scan my instruments. We exercised good Crew Resource Management and certainly performed a time-critical ORM assessment that allows us to tell our story here vice a mishap report. 

Lt. Rivera flies with HSL-44.

