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Executive Summary 

On June 7, 2023 PG&E crews responded to a Grade 3 leak at 15630 Alum Rock Ave. in San Jose 
(PM#44948405). As part of the leak repair process, two 4” Mueller line stopper fittings were successfully installed, 
and leak repairs were performed. Upon completion of the leak repairs, workers were in the process of installing 
and tightening two completion plugs with a wrench when a failure of the pressure boundary was experienced.  

At approximately 0300am on June 8th, the final completion plug had been installed and was being tightened with 
a wrench when it inadvertently blew out of the fitting and exposed two coworkers to a direct stream of gas at 
distribution pressure. This resulted in an uncontrolled release of gas without ignition causing injuries to one 
coworker in the form of metal shavings lodged in their face and eyes.  

Two coworkers working in the trench were evacuated and the crews were moved a safe distance from the gas 
stream. Emergency responders arrived and injured coworker was transported to a local hospital for treatment.  

The Cause Evaluation (CE) Team conducted interviews with the injured coworker (ICW) along with other 
coworkers (CW1, CW2) who were at the work site at the time of incident. The team also collected the 4” Mueller 
line stopper fitting and the equipment used to perform the operations involved in an incident, as well as consulting 
with subject matter experts (SME) on the use of Mueller machines and fittings. 

The CE Team completed a hazard barrier analysis of the expected controls around the work task, as well as 
utilized the HFACS (Human Factors Analysis and Classification System) to determine human performance 
precursors that may have contributed to the event.  

After reviewing the collected information, documentation and related factors, the direct cause for this incident is 
inadequate thread engagement due to debris. This is based on the SME evaluation of the equipment post 
incident where minimal thread damage is present, and the equipment performed as designed. 

The first apparent cause (AC1) is workers were qualified but not proficient 
with the Mueller Line Stopper process contained in Utility Procedure TD-
4150P-202 “Mueller Line Stopper (M2) H-17190 and H-17191 2-Inch 
Through 4-Inch Operation Using D-Series Drilling Machine”.  The second 
apparent cause (AC2) is less than adequate (LTA) job preparation (job 
plan/instructions) provided to workers. The failure to perform procedure steps 
7.14 and 7.15 for the reader to “attempt to raise boring bar to confirm 
completion plug engagement” was confirmed as all equipment was 
determined to be in serviceable condition post event.  

The third apparent cause (AC3) is 
that procedural guidance in TD-
4150P-202, step 7.22 does not 
have a mandatory requirement for
the use of Personal Protective 

Equipment (PPE) when encountering an AOC. Utility Standard: 
SAFE-1005S “Personal Protective Equipment Standard” requires that 
“PG&E must provide and ensure that personnel use protection 
suitable for the exposure.” In this case, the AOC stop work step was 
never entered and the standard eye protection that was sufficient for 

Figure 1: Proper completion plug 
thread engagement. 

Figure 2: Spring loaded equalization valve on 
4” plug. 
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non-AOC conditions did not adequately protect against the risk of flying debris, including metal shavings. 

A lack of proficiency combined with the failure to identify an AOC led them to further tighten the completion plug, 
which dislodged the only barrier between the workers and the energy source. 

Immediate Actions 

The following actions were taken immediately after the incident to ensure the safety of employees.

ICA#1: Grade 1 leak repaired; work area made safe. 
Completed: 6/8/2023 

ICA#2: Communication “Interim Controls to reduce Line of Fire hazard during installation of Completion Plug” 
distributed to Gas Operations, M&C / Leak Survey, GC, and Contract Partners. 
Completed: 6/20/2023 via email. 

ICA#3: Worker operator qualifications (OQ) pulled. 
Completed: 6/8/2023 

ICA#4: Add 5 Minute Meeting or tailboard as interim control. Topics to include mandatory requirement for the 
use of Personal Protective Equipment (PPE) when encountering an AOC. The intent is to implement before 
completion of Corrective Action 3 (CA-3). 

The following report will provide insight into the conditions leading up to the incident, as well as detail the data 
gathered to analyze possible causes. Additionally, it will document how the data analysis determined the 
cause(s) and how the identified corrective actions will prevent or mitigate recurrence as required in GOV-6102S 
and/or GOV-6102P-06. 

Problem Statement 

Requirement, Standard, or Management Expectation: 
- Utility Procedure: TD-4160P-42, “Installing Pressure-Control Fittings and Sleeves,” contains guidance for

the safe installation and removal of completion caps on Mueller Line Stopper Split Fittings.

Deviation or Defect: 
- On 6/8/2023, while installing a completion plug during a distribution system leak repair project, the

completion plug became dislodged and failed.

Consequences:  
- This resulted in a release of gas (Grade 1 leak) and projectile metal shavings that injured a coworker.

The coworker was treated at a local hospital for injuries to the eyes and face caused by the metal
shavings. The injured coworker is currently recovering at home pending additional treatment.

Significance:
- The failure of completion plugs to fully seat can cause gas leaks and potential injuries to workers. This

incident has been reported as a Pipeline Hazardous Material Safety Administration (PHMSA) Serious
Incident due to the hospitalization of the injured worker.
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Extent of Condition (EOC) 

The extent of condition (EOC) analysis for this event is limited to Mueller completion plugs in Gas operations. 
Per the inspection performed by the Methods and Procedures (M&P) pressure control group titled “Examination 
of Damaged Completion Plug” (Attachment B), it was determined that there is no condition present with the 
equipment or its application that would cause a repeat incident. Per the equipment evaluation performed (in 
Attachment B) “We found the Mueller fitting and its components as well as the equipment utilized to perform the 
pressure control operations to be in satisfactory condition and suitable to safely perform this work.”

No additional actions are needed.  

Causes 

Direct cause: Inadequate thread engagement caused by debris in thread surfaces. 

AC1: Workers were qualified but not proficient in the use of the Mueller machine. 

- Activity is infrequently performed by crews due to reduced use of Mueller machine.
- Failure to check thread engagement after first few turns per procedure.
- Inadequate thread engagement should have been visible to workers before attempting to

tighten completion plug.
- Workers may have been confused on differences between 2” and 4” plugs, as only 4” has

spring loaded equalization plug that may sound like leaking gas bypassing O-ring.

AC2:  Less than adequate (LTA) job preparation (job plan/instructions) provided to workers.  
- This combination led to workers who failed to identify an AOC condition and took the

wrong step of further tightening the completion plug, which dislodged the only barrier
between the workers and the energy source.

- Workers failed to implement AOC under TD-4050P-202 step 7.22.
- Gas leakage after removal of spring-loaded insert extractor should have been an

immediate sign something is wrong (AOC).

AC3:  TD-4150P-202, step 7.22 does not have a mandatory requirement for the use of Personal 
Protective Equipment (PPE) when encountering an AOC.  

- Utility Standard: SAFE-1005S “Personal Protective Equipment Standard” requires that
“PG&E must provide and ensure that personnel use protection suitable for the exposure.”

- When abnormal conditions are met, procedure guidance in TD-4150P-202 requires
workers to stop work (Step 7.22) and to: “Consider using additional levels of PPE such
as face shields and flash suits when encountering an abnormal operating condition
(AOC).”

- This is a barrier that may have protected the coworker from the failure of the pressure
boundary.







CAP Issue # 126324897 
Incident Title: GO San Jose Completion Plug Dislodging 

Page 9 of 38

Published 4 18 /2023 ernal  Internal  

Effectiveness Review Plan 
See Appendix H. 

Extent of Cause 

N/A – Not required for non-SIF ACE’s 

Operating Experience (OE) 

Internal Operating Experience: 

A review of past CAPs was performed between 2020-current using the following search terms: 
- Completion plug (80)
- Mueller (89)
- Line stopper (58)
- Eye injury (193)

The search yielded 420 hits, with zero relevant results. A discussion with a Mueller Machine Subject Matter 
Expert provided a cognitive search result of a similar eye injury incident in 2013 involving completion plugs 
(CAP #7000039). The CAP for the 2013 incident was reviewed: 

Summary: Incident when a completion plug blew from a 3-inch M2 fitting because the completion plug was 
improperly inserted. The incident resulted in an employee sustaining injuries and a release of gas; the injuries 
were from projectile metal shavings that blew along with the completion plug at distribution pressure.

Corrective actions for this incident were to add specific procedure steps added to TD-4150P-200 series adding 
requirements for counting the number of turns during completion plug insertion and adding information about 
the number of turns required. 

Methodology

To support a thorough understanding of tasks and work practices, subject matter experts were included on the 
investigation team. 

During the evaluation, statements, and interviews along with incident and process-related documents were 
reviewed by the evaluation team and described in the analysis table. 

Analysis

Analysis tools were selected for the cause evaluation to identify process breakdowns and to formulate effective 
corrective actions. The analysis tools are consistent with Enterprise Health & Safety procedures. 

The following analysis tools were used by the evaluation team: 

 Barrier Analysis 
 Human Factors Analysis and classification system (HFACS) 
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Controls in Place at Time of Event (Barrier Analysis) 

The CE Team evaluated what controls worked, failed, or were missing at the time of the incident to understand 
what drove the outcome of the event. (See Appendix J). Multiple failed or inadequate barriers were identified: 

Personal Protective Equipment (PPE): Utility Standard: SAFE-1005S “Personal Protective Equipment 
Standard” requires that “PG&E must provide and ensure that personnel use protection suitable for the 
exposure.” When abnormal conditions are met, procedure guidance in TD-4150P-202 requires workers 
to stop work (Step 7.22) and to: “Consider using additional levels of PPE such as face shields and flash 
suits when encountering an abnormal operating condition (AOC).” In this case, the AOC stop work step 
was never entered and the standard eye protection that was sufficient for non AOC conditions did not 
adequately protect against the risk of flying debris, including metal shavings. 
Based on interviews, the intent of this step is a stop work measure that is considered more conservative 
than only additional PPE, as we do not want workers proceeding in the face of uncertainty or for additional 
PPE to provide workers with a false sense of security. However, this step only protects workers when 
they look for and actively identify abnormal conditions to determine that additional PPE is needed.    

Pre-job brief / JSSA: Briefings adequately covered most applicable jobsite safety topics, including 
shoring, tool use and risks of deep piping. However, the AOCs specified in the procedure TD-4150P-202 
were not covered or discussed. In addition, crews were not aware they were in an AOC condition when 
gas leakage was identified by crews. 

Utility Procedure TD-4150P-202: Per interviews, it was determined that procedure guidance was 
available at the jobsite. SMEs also determined that procedure guidance is adequate to safely perform 
Mueller work using the equipment involved in this incident if the procedure is performed as written.  

Guidance in TD-4150P-202 specifies that workers discontinue the procedure and take additional 
measures “IF gas pressure does not exhaust…” after opening bypass/relief valve or bleeder valve(s). In 
this incident, workers continued to attempt to tighten the completion plug and were unaware that leaking 
gas was an abnormal condition. Interviews with workers also identified workers were unsure how to 
proceed when leaking gas was present. 

While the final step of completion plug installation is to snug using a wrench, the presence of leaking gas 
along with the failure to achieve the proper amount of thread turns or revolutions should have caused an 
AOC and stop work condition. 

Training/Proficiency: No gaps in training or qualifications were identified. While workers are trained on 
both smaller and larger Mueller equipment, workers confused the release of gas as normal for 4” fittings 
which is incorrect. Workers state they are performing less Mueller work than in the past and may lack 
proficiency, which creates an error prone situation. 

Procedure TD-4150P-202 implements AOCs upon gas leakage, including work stoppage and the 
consideration of additional PPE requirements. Workers instead attempted to tighten the leaking plug until 
they experienced failure. Interviews determined the workers did not view the gas leakage as abnormal. 

Human Factors Analysis & Classification System (HFACS) 
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HFACS tool is primarily designed to examine four broad categories developed to identify unsafe acts, identify 
the pre-conditions for the act/s to occur, and determine if supervisory or organizational level influences were 
present that allowed the event to occur. The HFACS analysis is summarized below. Based on the HFACS 
analysis, two key factors were identified that influenced this event. (See Appendix E).  

Unsafe Acts: 1. Inadequate information gathering: Workers did not associate leaking gas with inadequate thread 
engagement but rather with O-ring issues. This may be due to proficiency issues and the failure to review AOC 
conditions before performing work. 

2. Inadequate visual processing: The incident happened at approximately 0300 am with workers stated lighting
was adequate. Workers routinely work at night and have headlamps and other additional lighting tools readily at
their disposal. While the lack of thread engagement should be visible to the performer, it is not likely that
illumination caused this to go unnoticed.

3. Perceptual errors: Inadequate tactile/haptic processing: The process of installing completion plugs uses tactile
feel that is gained through years of experience. In this incident, workers were challenged with both limited
opportunities to perform Mueller plug work activity and PPE gloves that reduce tactile feel. This is why the
procedure (TD-4150P-202, step 7.15) requires that the thread engagement be checked after one full revolution
to ensure adequate thread engagement.

Subject matter experts who later inspected the equipment determined that this step 7.15 was skipped, as all 
equipment was in serviceable condition and the completion plug could not be dislodged. One SME described 
the thread engagement as being so solid after step 7.15 that “you couldn’t dislodge it by beating on it with a 
hammer”. 

Preconditions for Unsafe Acts: 1. Suboptimal ambient environment: Work takes place in an excavation at 0300 
am with limited lighting. However, workers report lighting was adequate. 

2. Fitness for Duty: No fitness for duty issues or reports of fatigue were identified during this investigation.

3. Planning – AOCs and stop work criteria in procedure TD-4150P-202 not discussed before starting work.

Supervisory Factors: Staffing/scheduling: During the course of the investigation, no evidence of time pressure 
or other workload related pressures were identified. (See Attachment A for work hour details). 

Organizational Influences: Policies / Procedures: Procedure TD-4150P-202 suggests but does not require that 
additional protection be worn in AOC such as those experienced in this incident. Per the procedure: 

Personal Protective Equipment (PPE) 
Use appropriate PPE at all times, including but not limited to: 
  Safety glasses
  Long-sleeved shirt
  Gloves
Consider using additional levels of PPE such as face shields and flash suits when encountering an abnormal
operating condition (AOC).

NOTE: Immediate Corrective Action (ICA2) implements “Full Face Protection (Face Shield / Welding Hood) 
recommended if a wrench is needed to tighten completion plug to achieve full seal.”  





CAP Issue # 126324897 
Incident Title: GO San Jose Completion Plug Dislodging 

Page 13 of 38

Published 4 18 /2023 ernal  Internal  

Examination of Mueller H-17190 4” M2 Fitting: Minor damaged noted on leading internal completion plug 
thread between 12 o’clock and 2 o’clock positions (see Figure 5). 

Inspection of D-5 Machine: Inspected all components no issues 
found .

Insertion of Completion Plug Under No Pressure: O-ring from 
replacement completion plug that was installed in M2 fitting was used 
in place of missing O-ring from damaged completion plug. Inserting 
equipment and damaged completion plug was installed onto D-5 
drilling machine to perform insertion of completion plug. 

1 full turn was completed, and boring bar was lifted, and thread 
engagement was confirmed. Ratchet handle was turned clockwise 
for 6 ½ additional turns equaling a total of 7 ½ turns falling into the 6 
to 8 total turns needed to fully insert completion plug per table 15 (of 
Utility Procedure TD-4150P-202). 

Conclusion: After extensive visual inspection and hands on operation of all equipment and fitting, 
following all applicable technical documents, we were unable to duplicate the incident that occurred in 
the field. We found the Mueller fitting and its components as well as the equipment utilized to perform 
the pressure control operations to be in satisfactory condition and suitable to safely perform this work.

Procedure Guidance 

As part of this review, utility procedure TD-4150P-202 was reviewed for technical accuracy by PG&E SMEs. 
Discussions with SMEs initially identified two potential scenarios for the failure to secure adequate thread 
engagement, which are 1. The completion plug became cross threaded (low probability) or 2. Debris in the 
threads prevented the completion plug from threading (medium probability).  

It was concluded that the procedure can be safely and effectively performed as written using the equipment 
involved in the incident. It was also determined that the procedure adequately addresses the two potential causes 
of the completion plug failure. Per TD-4150P-202: 

“7 Inserting Completion Plug: 
“7.14 Apply downward pressure on boring bar, AND rotate ratchet handle clockwise 
approximately 1 full turn until initial completion plug thread engagement is felt. 
7.15 Attempt to raise boring bar to confirm completion plug engagement. 
1. IF completion plug thread is not engaged, THEN repeat Step 7.13 and Step 7.14.

 “7.22 Open bleeder valve(s) on machine adapter nipple AND drilling machine, if applicable. 
1. IF gas pressure does not exhaust after opening bypass/relief valve or bleeder valve(s)
AND number of turns listed in Table 15 did not occur, THEN discontinue this procedure,
install additional fitting(s) to isolate the AOC, AND remove equipment to inspect and/or
remove defective fitting.”

These steps were added in 2014 after a similar incident occurred where a 3” Mueller plug became dislodged and 
injured a coworker (see CAP 7000039). Cross threading (scenario #1) was later ruled out due to the lack of 
thread damage on both the completion plug and Mueller H-17190 4” M2 Fitting. However, step 7.22 would have 
identified the leaking gas upon cross threading and stopped work before the incident occurred. 
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Analysis Conclusions: 

The results of the causal analyses, which are summarized below, led to the identification of corrective actions 
to prevent, or reduce the likelihood of recurrence of this incident due to the identified cause(s). 

Direct cause: Inadequate thread engagement caused by debris in thread surfaces. 

  1 
AC1: Workers were qualified but not proficient in the use of the Mueller machine. 

- Activity is infrequently performed by crews due to reduced use of Mueller machine
- Failure to check thread engagement after first few turns per procedure
- Inadequate thread engagement should have been visible to workers before attempting to

tighten completion plug
- Workers may have been confused on differences between 2” and 4” plugs, as only 4” has

spring loaded equalization plug that may sound like leaking gas bypassing O-ring.

2 AC2:  Less than adequate (LTA) job preparation (job plan/instructions) provided to workers.  
- This combination led to workers who failed to identify an AOC condition and took the

wrong step of further tightening the completion plug, which dislodged the only barrier
between the workers and the energy source.

- Workers failed to implement AOC under TD-4050P-202 step 7.22.
- Gas leakage after removal of spring-loaded insert extractor should have been an

immediate sign something is wrong (AOC)

3 AC3:  TD-4150P-202, step 7.22 does not have a mandatory requirement for the use of Personal 
Protective Equipment (PPE) when encountering an AOC.  

- Utility Standard: SAFE-1005S “Personal Protective Equipment Standard” requires that
“PG&E must provide and ensure that personnel use protection suitable for the exposure.”

- When abnormal conditions are met, procedure guidance in TD-4150P-202 requires
workers to stop work (Step 7.22) and to: “Consider using additional levels of PPE such
as face shields and flash suits when encountering an abnormal operating condition
(AOC).”

- This is a barrier that may have protected the coworker from the failure of the pressure
boundary.

Additional Findings 

AF-1 (CAP# 128119446): Evaluate if tools are available or can reasonably be developed to make Mueller 
process safer. 
Owner:  

End of Executive Summary 
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Appendix A: Event Description 

On June 7, 2023 PG&E crews responded to a Grade 3 leak at 15630 Alum Rock Ave. in San Jose 
(PM#44948405). As part of the leak repair process, two 4” Mueller line stopper fittings were successfully installed, 
and leak repairs were performed. Upon completion of the leak repairs, workers were in the process of installing 
and tightening two completion plugs with a wrench when a failure of the pressure boundary was experienced. 
All three individuals began workday on June 7th at approximately 7am, and continued work into 6/8 until the time 
of the incident. Coworker 2 arrived at Alum Rock incident jobsite at 2:30pm on June 7th.

At approximately 0300am on June 8th, the final completion plug to be installed inadvertently blew out of the fitting 
during wrench tightening and exposed two coworkers (CW2, ICW) to a direct stream of gas at distribution 
pressure. This resulted in an uncontrolled release of gas without ignition causing injuries to the employee 
operating the equipment in the form of metal shavings lodged in the face and eyes of the coworker. The injured 
coworker was also potentially struck in the head with either a tightening wrench and or the completion plug when 
the completion plug became dislodged. 

Two coworkers working in the trench were evacuated and the crews were moved a safe distance from the gas 
stream. Emergency responders arrived and injured coworker was transported to a local hospital for treatment. 

Background 

Mueller line stoppers are used for various applications in pipeline systems to temporarily halt the flow of liquids 
or gases within the pipeline. Common uses for line stoppers include maintenance and repair, system 
modifications, and emergency responses. It is often necessary to isolate a specific section of a pipeline without 
shutting down the entire system. Line stoppers allow for localized isolation, enabling technicians to work on the 
designated area while maintaining flow in other parts of the pipeline.  

In emergency situations, such as pipeline leaks or ruptures, line stoppers can be deployed to quickly isolate the 
affected area and allow for repairs. Section 7 of TD-4150P-202, “Inserting the Completion Plug”, provides 
guidance on the process the workers were engaged in at the time of incident (see below). 

7   Inserting the Completion Plug 

7.1   Attach machine adapter nipple to body of drilling machine, ensuring body gasket is in place,  
AND tighten using smooth-faced wrench. (See Table 13 for part numbers.) 
* For a complete listing of all tools and equipment, refer to GDS C-16.3.
7.2  Close bleeder valve(s) on machine adapter nipple AND drilling machine, if applicable.
7.3  Assemble inserting tool and boring bar adapter. (See Table 14 for part numbers.)
Table 14. Inserting Tool Part Numbers Tools and Equipment*
* For a complete listing of all tools and equipment, refer to GDS C-16.3.
7.4  Attach inserting assembly to boring bar on drilling machine AND tighten using smooth-faced
wrench.
7.5  Attach completion plug to inserting tool until threads bottom out.
NOTE: It may be necessary to rotate completion plug counterclockwise to align locking fork with
completion plug.
7.6  Engage locking forks on the inserting tool into the completion plug. (See Figure 12.)
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Figure 12. Inserting Tool and Completion Plug

2-Inch and 3-Inch Inserting Tool 4-Inch Inserting Tool

7.7 Lubricate O-ring on completion plug by using Mueller rubber stopper lubricant (part number 580657).
7.8 Retract boring bar to its uppermost position.
7.9 Attach assembled drilling machine to control valve by simultaneously rotating drilling machine AND boring 
bar clockwise; tighten assembly by using smooth-faced wrench.
7.10 Retract boring bar to its uppermost position AND hold in place.
WARNING: Bodily injury or equipment damage may occur if upward motion of boring bar is not controlled.
1. IF using slide gate valve, THEN place bypass/relief valve in bypass position, if applicable.
7.11 Fully open control valve.
7.12 Attach ratchet handle to top of boring bar, AND place operating pin in clockwise position.
7.13 Advance boring bar until completion plug contacts threads in fitting.
7.14 Apply downward pressure on boring bar, AND rotate ratchet handle clockwise approximately 1 full turn
until initial completion plug thread engagement is felt.
WARNING: Bodily injury or equipment damage may occur if upward motion of boring bar is not controlled.
7.15 Attempt to raise boring bar to confirm completion plug engagement.
1. IF completion plug thread is not engaged, THEN repeat Step 7.13 and Step 7.14.
7.16 Count number of full turns while rotating boring bar clockwise until completion plug comes to a positive
stop.
7.17 Compare number of turns, including initial completion plug thread engagement, to number of turns
required to fully insert completion plug. (See Table 15 for required number of turns.)
Table 15. Turns Required When Inserting Completion Plug
7.16 Release inserting tool as follows:
1. Place operating pin on ratchet handle in counterclockwise position.
2. Strike ratchet handle with a sharp blow by hand in a counterclockwise direction.
3. Rotate boring bar counterclockwise until disengaged from completion plug.
7.19 Retract boring bar to its uppermost position AND hold in place.
7.20 Remove ratchet handle from boring bar.
NOTE: A momentary flow of gas will exhaust from bypass/relief or bleeder valve.
7.21 IF using a slide gate valve, THEN place bypass/relief valve in relief position, if applicable.
7.22 Open bleeder valve(s) on machine adapter nipple AND drilling machine, if applicable.
1. IF gas pressure does not exhaust after opening bypass/relief valve or bleeder valve(s) AND number of turns
listed in Table 15 did not occur,
THEN discontinue this procedure, install additional fitting(s) to isolate the AOC, AND remove equipment to
inspect and/or remove defective fitting.
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2. IF gas pressure does not exhaust after opening bypass/relief valve or bleeder valve(s) AND number of turns
listed in Table 15 did occur,
THEN perform one of the following:
Discontinue this procedure, install additional fitting(s) to isolate the AOC, AND remove equipment to inspect

and/or remove defective fitting.
OR
Assess/evaluate area for potential hazardous/gaseous atmosphere, AND perform the following steps:

(1) Identify which safety equipment and PPE are needed.
(2) Follow Step 7.23 through Step 7.28 to prepare fitting for completion plug extraction.
(3) Go to Section 2, “Extracting,” AND follow Step 2.4 through Step 2.25 to remove and repair completion plug.
(4) Go to the beginning of Section 7, “Inserting Completion Plug,” to insert completion plug.

Injured Worker Work Schedule for Prior Week

5/29 Company Holiday worked IR 10am- 5pm 

5/30 7am -3:30pm

5/31 7am -3:30pm

6/1 7am -12pm – half day vacation 

6/2 7am -3:30pm  

6/3 6am – 7pm 

6/4 Off 

6/5 7am-9pm 

6/6 7am-3:30pm 

6/7 7am-12am 

6/8 12am – Injury 





CAP Issue # 126324897 
Incident Title: GO San Jose Completion Plug Dislodging 

Page 21 of 38

Published 4 18 /2023 ernal  Internal  

Appendix C: Extent of Cause Worksheet 

N/A; not required for ACEs.
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Appendix G: Additional Findings

Additional Findings: Conditions identified during an investigation, which are not causes, but that need to be 
addressed. They do not correct the problem, nor do they make it worse. 

AF-1 (CAP# 128119446): Evaluate if tools are available or can reasonably be developed to make Mueller 
proces
Owner:
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Appendix L: Attachments to Incident CAP 

 Attachment 1: Charter 

 Attachment 2: Cause Evaluator Qualification 

 Attachment 3: All Documents and Materials listed on Appendix I 


































