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Executive Summary 

(U//f . .QUQ) On 12 January 2016, two Riverine Command Boats (RCBs) left Kuwait on a 259 

nautical mile (nm) transit to Bahrain. It was the longest transit the crews had ever attempted. 

Their tasking was to proceed directly from Kuwait to Bahrain via a standard Plan oflntended 

Movement (PIM) track, with a brief stop for refueling half-way through the transit. From the 

moment they left port, the two boats deviated from the PIM. While the original PIM would have 

kept the RCBs out of any territorial seas, the crews' unplanned and unauthorized deviation 

caused them to transit unknowingly through Saudi Arabian territorial seas and then through 

Iranian territorial seas off the coast of Farsi Island. When the RCBs were about 1.5 nm from 

Farsi Island, one of the two boats suffered an engine casualty. The boat went dead in the water 

to conduct engine repairs, while the second RCB stopped and waited. Shortly thereafter, Iranian 

Revolutionary Guard Corps Navy (IRGCN) patrol craft approached the RCBs in a threatening 

posture (with weapons uncovered). As the crews briefly attempted to evade and then 

communicate with the lranians, two more IRGCN vessels arrived. The RCBs, being 

overmatched, were then forced to reposition to Farsi Island where the crews were held overnight 

and interrogated. After learning the crews were detained, •••••••••••• 

Commander, Fifth Fleet (C5F) directed a military response while liaising with CNO and 

CENTCOM/Department of State. As a result of these efforts and diplomatic negotiations, the 

crews were released the next morning. 

(U//F.OUO) On 13 January 2016, (C5F) directed to 

conduct an investigation into the facts and circu~stances surrounding the incident. ••I 
••land his team completed a Command Investigation and presented it to •••••• 

on 28 February 2016. After a number of endorsements provided amplifying infonnation 

clarifying the findings of the Command Investigation, the Vice Chief of Naval Operations 

(VCNO) directed , Deputy Commander, U.S. Fleet Forces 

Command, to conduct a supplemental inquiry to provide a more comprehensive review of this 

incident, to include a discussion of the consequences of force disaggregation. This supplemental 

inquiry focused on four areas: 
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I. (U//FOUO) Pre-deployment Readiness. The investigation reviewed the pre-deployment 

command organization, manning, and training to determine whether there were 

deficiencies in those areas and if so whether those deficiencies contributed to the 

incident. 

2. (U//FOUO) Deployment Tasking and Readiness. By the time the detention incident 

occurred, the RCS crews were in the fifth month of a six month deployment, three 

months of which were disaggregated from their home port in Bahrain. The investigation 

reviewed the first five months of the deployment, focusing on the period of disaggregated 

employment to determine the effects of in-theater maintenance, sustainment training, 

command oversight, and disaggregated force employment on the transit. 

3. (C) Operational Tasking and Tactical Execution. The RCBs were tasked to conduct the 

259 nm transit with less than 24 hours' notice. The investigation reviewed the 

operational chain of command 's planning and tasking procedures. It also reviewed the 

tactical execution of the transit and operational planning and oversight as conducted by 

the Maritime and Tactical Operations Centers. 

4. (U//FOUO) International Law. The tasking letter to also 

directed the Judge Advocate General of ttle Navy to provide the investigation team with 

an analysis of U.S. and Iranian compliance with international law during the incident. 

VADM Breckenridge's comments on that memo are included as part of this report. 

Findings 

(U//FOUO) The findings of the investigation are as follows: 

I. (U//FOOO) Tactical and On-Scene Failures. The RCB Boat Captains and crews were 

derelict in performing their duties to expected norms and standards. They did not 

conduct mission planning or produce a Concept of Operations (CON OPS) brief; they did 

not review the PIM; they deviated from the PIM without authority; ••••••• 

•••••••••• they failed to report the engine casualty to the Tactical 
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Operations Center (TOC); they failed to report the sighting of unpredicted land; and they 

failed to maintain maneuver while repairing one of the RCB engines. 

2. (U//FQ.00) Supervisory Leadership Failures .•••••••••• ,Commander, 
I 

Task Force 56 (CTF 56) and········' Task Group 56.7 (CTG 56.7) 
I 

inappropriately tasked their subordinates beyond the capabilities and limitati.ons of their 

training and craft. They did not ensure adequate planning and preparation, and failed to 

conduct adequate risk management. CTF 56's "can do/will do" culture, especially in the 

face of short-notice tasking, frequently compromised appropriate risk management and 
I 

procedural compliance. 

3. (U//FOtJO) Operational Planning Failures. ---· (CTF 56) and __ _ 

(CTG 56. 7) failed to ensure that the transit was properly planned. The transit had lacked 

sufficient "go/no-go" criteria, did not have a fully-developed communications plan, did 

not anticipate the potential for interactions with the Iranian Revolutionary Guard Corps 

Navy (IRGCN) and Iranian Navy (fRfN), failed to provide Pre-Planned Responses 

(PPRs) for Iranian interactions. Contraryto (C5F) intent,-

and the C5F staff fai led to ensure the RCBs had surface or air 

overwatch during the transit. 

4. (G) Inadequate TOC/MOC Oversight. An atypical transit such as this should have been 

overseen at the CTF 56 Maritime OperatiOns Center (MOC) level, but····· 

failed to take ownership of the transit and delegated oversight to CTG 56.7. CTG 56.7 

then failed to plan for accountable and engaged Tactical Operations Center (TOC) 

oversight during the transit. As a result, junior watchstanders coordinated the transit; 

oversight was disjointed and ineffective, and incident response was passive and 

reactionary as events unfolded. 

5. (U//FOUO) Compliance with International Law. It was reasonable for Iran to investigate 

the unusual appearance of armed U.S. Naval vessels within territorial waters so close to 

its shores. However, the IRGCN's obstruction, at gunpoint, of the RCBs' transit 



infringed upon their right of innocent passage under international law and was 

disproportionate under the circumstances. Iran's boarding and seizure of the RCBs 

followed by the interrogation and video recording of the crew clearly violated established 

norms of sovereign immunity. The RCB crews, although not operating in accordance 

with established U.S. Navy procedures, did act consistently with international Jaw. 

6. (U//FOUQ) Pre-Deployment Training. The RCB crews received adequate pre­

deployment training in accordance with established Fleet training requirements. Pre­

deployment training and manning were not contributing factors to this incident. 

Causal, Contributin2, and Other Significant Factors 

(U//J1.0UQ) The factors that led to this incident are complex, but can be divi.ded into one of three 

categories. 

(U//F.Q.00) Category A: Causal factors that, if corrected, would have interrupted the chain of 

events and prevented the incident from occurring. 

l. (G)••••I (CTF 56) demonstrated poor leadership by ordering the transit on short 

notice without due regard to mission planning and risk assessment. He severely 

underestimated the complexity and hazards associated with the transit. He lacked a 

questioning attitude, failed to promote a culture of safety, and disregarded appropriate 

backup from his staff and subordinate commands. 

2. (S/IRElll••·······) The CTG 56.7 Commanding Officer, 

, exercised poor leadership in that he failed to set the conditions for 

success prior to the transit. When tasked with extending the RCBs in the Northern 

Arabian Gulf (NAG), he failed to adapt support and oversight of his disaggregated forces, 

resulting in degraded RCB maintenance, declining standards, and poor morale. -

••lfailed to provide appropriate oversight of CTG 56. 7 leadership to ensure the crews 

conducted proper voyage planning for the transit, and was derelict in his responsibility to 

review and approve the navigation track. He also fai led to properly train his TOCs and 
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