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EVENT DESCRIPTION AND PROB ABLE CONSEQUENCES
017] |While verifving oyerability of Emergency Diesel Generator "DF-X-1B" following renlace

jment of the vertical shaft coupling as identified in LER 78-33/3L, the diesel tripped

(TT3]
(1= |om high crankcase pressure. Since the redundant diesel generator, DF-X-1i was operabl

5 15] |there was no effect on the health and safety of the publiec.
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS

Investigzation revealed a par:iallv aluggec‘. orifice plate to the cranmkcase vacuum

| ;1

O] |ejector. This resulted in reduced crankcase vacuum which had been noted om the disse!

[prior to trip. The restricticn was removed and DF-X-18 was rerun to verifvy a normal

[TT3] [crankcase vacuum of lk" to 2" Hg at full load and a minimum of 1" Hg at swvnchronous
{ Id l

sveed. Periodic checks will be performed to assure normal crankcase vacuum. (Continue
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LER 26-041/3L

Cause Description and Corrective Actions

It was realized upon PORC review of this incident on June 7, 1978 that chis fail.re
constituted a valid failure and that the Technical Specifications require testing

at an increased frequency. Testing at the increased frequency was implemented on
June 7, 1978.
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