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Introduction
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release) ventral hernia repairs with microporous
reduced weight polypropylene mesh.
 Hemorrhage was defined as clinical symptoms
associated with a hematoma identified on CT.
 Demographic, operative, and surgical outcome
data were analyzed with univariate statistics.

Conclusions

 Hemorrhage following retromuscular hernia repair can be successfully managed both nonoperatively or with a
minimally invasive surgical approach.

* Perioperative AC or antiplatelet therapy is not associated with a greater need for operative intervention when PO
hemorrhage occurs.



