Midnight Swim in the Pacific Anyone?
By Lt. Zachary Farrar, SH-60B  
It may be cliché, but it was a dark and stormy night. We launched on the Alert 60 at about 2200 on a patrol to locate a suspected narcotics vessel. There were intermittent rain showers and clouds were scattered between 300 and 500 feet with an overcast layer at 700 feet. It was about as dark as it gets out at sea, which is very dark. I was the aircraft commander of the SH-60B that we were flying from our frigate in the Eastern Pacific. My crew consisted of a first cruise helicopter second pilot (H2P) and a first cruise sensor operator (AW3). 

Shortly after the call was made over the 1MC to launch the alert-60 aircraft, I visited combat for an appraisal of the alert tasking, and assembled my crew in the hangar for our ORM and NATOPS briefs. In the ORM brief we identified that it was late, that the weather was less than ideal, and that my H2P had been awake for the past 16 hours (something that we’ll revisit later). Having identified these hazards, we discussed the associated risks: that crew fatigue may affect our ability to aviate; that the weather could worsen and force us to recover below minimums; that NVG performance would be degraded in the very-low light conditions and that cloud avoidance would be difficult. To control these risks, we discussed monitoring our own and each other’s fatigue level, keeping an eye on the weather situation and NVG performance, noting that if any of the conditions worsened, we would knock it off and return to the ship. We had flown together for the past three months of cruise, felt that we knew how to operate safely in the maritime environment, and knew each other well enough to identify if one of us was having trouble. 

We launched from the ship, delivered our “Ops normal” report, and proceeded with our mission. Our Night Vision Goggles (NVGs) helped quite a bit, but with the low light level and occasional precipitation, visibility was still limited. We were able to avoid the cloud layer, for the most part, and could pick out the navigation lights of the surface contacts 10 to 15 miles away. This was a vast improvement over the 1 to 2 mile unaided visibility. 

At about 0115, after three hours of search and surveillance, we returned to the ship and started preparations for recovery. I was sitting left seat, serving as the airborne tactical officer (ATO), and my H2P was the pilot in the right seat. We received a “Green deck” call and started our approach two miles out at 200 feet. When we began our approach to the ship, we realized how dark it really was. All we could see of the ship looking outside of the NVGs were the sequencing lineup lights on the flight deck. Looking through the goggles didn’t improve the situation much. The ship was a small green speck, barely visible in a sea of pitch black. 

Shortly after beginning our approach, my copilot informed me that his TACAN DME readout was malfunctioning. The range indicator had a stuck digit and was indicating 6.2 miles at 1.2 miles. Noting that inside a mile we could ignore the broken digit, that the tenths digit was working fine, and that we were already at a mile from the ship, we felt comfortable with the H2P remaining at the controls. At one mile out we were right of lineup, but correcting well. We hit our one-half mile checkpoint only slightly right of lineup and began our descent to one-quarter mile and 125 feet, right on profile. I called for the lineup lights to be set to steady and we hit the one-quarter mile checkpoint on the numbers. We leveled off at about 100 feet at just before the DME indicator clicked down to 0.1 miles from the ship. I called out that we were high and needed to come down to get back on profile and avoid losing sight of the ship.

This is where we “accelerated our lives.” My copilot informed me that the lineup lights were too bright and asked me to have tower bring them down. Although the ship had set the lineup lights to normal NVG intensity, the extreme low-light conditions that night caused that intensity level to be too much on short final. I looked up from my instruments and radioed tower to turn off the lineup lights. Immediately following my radio transmission, my low altitude warning tone sounded, which was set at 45 feet. I looked down at my radar altimeter and witnessed a descent through 30 feet. As I called, “Power, power!” and assisted with a decisive collective pull, the LSO called out that we were low, and that he had lost sight of us. Our aircrewman marked our lowest altitude at 10 feet above the water on his radar altimeter display. To complicate the situation, my aggressive collective input caused the aircraft to yaw, temporarily overloading the automatic flight control system’s (AFCS) heading-hold feature. This resulted in a flashing Master Caution Light with an associated AFCS Degraded Caution Light. Having your Master Caution Light flash at you 10 feet away from a nighttime swim in the Eastern Pacific isn’t exactly the most comfortable feeling in the world. 

We completed the waveoff without further incident, shook it off, and came back around for another approach. I asked my copilot how he was feeling and he responded that he was able to try again. I decided to leave my H2P at the controls believing that with more help from me, he would be able to safely pilot the aircraft to the back of the ship. I felt that he was at a sufficient experience level to fight through the adverse conditions and gain invaluable experience from the situation. I was wrong. 

The second approach was set up nicely, but inside the quarter-mile checkpoint, we stayed high. I called for the waveoff inside 0.2 miles as we started to lose sight of the flight deck. My copilot initiated a waveoff with my assistance but once clear of the ship, he continued to climb through 600 feet (where the cloud deck was) at 30 knots and 10 degrees right wing down. He had a clear case of vertigo and either could not or would not identify it. I took the controls and descended back to 200 feet and accelerated to a safe airspeed. Following the second missed approach, we stopped training and I retained the controls for our third and final approach. 

I started my approach in the same manner: 200 feet and about a mile and a half. I hit my checkpoints slightly right of lineup until I reached one-half mile and started my descent. At one-quarter of a mile, I was a bit high. We recognized it and corrected back to profile just outside 0.1 mile, where we started to get slow. I leveled off at 50 feet, about 100 yards behind the boat and crept my way over the flight deck. We crossed the flight deck at about 45 feet and got in position to land. My aircrewman coached me into position and we put the aircraft safely on deck. We cancelled our original clearance for three additional practice landings and called for the chocks and chains. Our one landing was difficult enough; training was over and there was no reason to continue. 

Once we were safely on deck, we shut down and started to realize how close we had come to a nocturnal swim call. Our training helps us to keep a very calm demeanor even in the closest of calls, and this was no exception. It wasn’t until after the flight that we felt the full magnitude of what had happened. 

The next day, we got all the aircrew on the detachment together to discuss the event and how we could prevent it from getting that close ever again. We asked: What have we done wrong and how could we have prevented it? 

We had treated this approach too much like a routine mission. We should have done a more thorough analysis of the risks that we identified in the brief and then re-visited them while airborne. It was a dark night, much darker than average, and my pilot needed me to provide more frequent updates on his range and altitude. This was amplified by the fact that my pilot was understandably fatigued from being awake and active for the past 20 hours, and his situational awareness and instrument scan was degraded. 

My pilot’s long day begs the question: Did he violate crew rest? We had identified OPNAV 3710.7T, NVG, and SOP crew rest requirements as a detachment before deploying. The only hard requirement while at sea is provided by the 3710.7T. It states that if a crewmember is on “continuous alert and/or flight duty (required awake)” in excess of 18 hours, he shall be provided with 15 hours of off-duty time. The schedule had allowed for more than 8 hours of both sleep and uninterrupted rest in accordance with the 3710, but when, exactly, does your crew-day begin while underway? Is it when you roll out of your rack or is it when you begin working in an official capacity?  My co-pilot hadn’t awoken at 0600 for anything work-related; he just felt that it was time to get up. His workday didn’t officially start until he assumed the alert at 1400, so by OPNAV standards, he was well within his maximum 18-hour crew day. This is a common issue with deployed aviation detachments. The guidance provided by HSM Wing Atlantic is that the “monitoring, evaluation, and control of each aircrew member’s fitness to fly are primarily the responsibility of the individual.” We are continually tasked with meeting a dynamic tactical environment and it is imperative that we exercise constant vigilance in monitoring our level of readiness. 

Another factor that led to the situation we found ourselves in was my focus on training. The two points at which I decided to leave my co-pilot at the controls, first following the DME degradation and then following the first missed approach, should have been preceded by a thorough re-visiting of ORM. I had a strong desire to provide real-world training and looked at the adverse conditions as an excellent opportunity. I remember my most challenging experiences as simultaneously the most valuable experiences that I have had in the aircraft. I reasoned that by backing him up and helping him to conquer a challenging situation, it would provide him with invaluable training and an enhanced confidence level that could someday save his life while flying as an aircraft commander with an inexperienced H2P. Regardless of whether he should have stayed at the controls or not, we should have taken the time to re-visit ORM as a crew and decide how best to proceed following each of challenges we faced that night. It’s a process that we discuss regularly but don’t always utilize to its fullest extent when we need it most.

It ultimately comes down to knowing yourself, your limitations, and the limitations of the other people in the aircraft. Being able to identify when your or another’s performance is degraded and communicating that is crucial to the safe completion of the mission. That is where we failed – identifying our personal degradations and communicating that to each other. My pilot never admitted that he was having trouble controlling the aircraft. Perhaps that was a result of his inexperience and inability to recognize when we were in trouble, or perhaps he just didn’t know his own limitations. In either case, I was ultimately responsible for the safe conduct of the flight and should have either provided more assistance for him to remain at the controls, or taken over myself. 

We came too close for comfort that night. The situation could have easily gone the other way and we could have lost the aircraft and possibly the crew. Fortunately we survived to tell the tale of how we nearly went for a swim on a dark and stormy night in the Eastern Pacific.

Lt. Farrar flies with HSL-46.

