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EDITORIAL

Upper gastrointestinal endoscopy (esophago-
gastroduodenoscopy) is still the best supporting tool for 
the diagnosis and treatment of acute non-variceal upper 
gastrointestinal bleeding.1 Endoscopy can clearly detect 
most of the gastrointestinal bleeding-caused including 
erosion, ulcer, Dieulafoy’s lesion, polyp, and cancer.2 
Besides for the diagnostic purposes, we can perform 
many treatments to stop upper gastrointestinal bleeding 
directly with endoscopy. The treatments for stopping 
or hemostasis of the upper gastrointestinal bleeding 
include injection sclerotherapy of adrenalin 1/10,000 
– 1/20,000, injection of fibrin glue, endoscopic clips 
i.e. hemoclips or triclips, thermal treatment such as 
heat probe, bipolar probe or argon plasma coagulation 
(APC), endoscopic ligation, and embolization 
treatment.3 

The timing of endoscopy in acute upper 
gastrointestinal bleeding is controversial.4 Some 
gastrointestinal endoscopy experts proposed urgent or 
emergency endoscopy (diagnostic and treatment) which 
is defined as gastrointestinal endoscopy procedure that was 
done as soon as possible (< 6 hours) in urgent or emergency 
situation such acute gastrointestinal bleeding. Early 
endoscopy is defined as gastrointestinal endoscopy 
procedure that is done after the patient stabile, between 
6 hours and 24 hours hospital admission.  Elective 
endoscopy is defined as gastrointestinal endoscopy 
procedure which is done electively after the patient is 
stabile or usually after 24 hours hospital admission.4 
Bjorkman et al, found the timing of endoscopy (urgent 
vs elective) did not affect the resource utilization or 
patient outcomes and length of stay. Urgent endoscopy 
had more high-risk endoscopic lesions than elective 
endoscopy. Targownik et al, found that there was no 
significant difference of adverse bleeding outcomes 

between urgent/emergency endoscopy and early 
endoscopy procedure.5 Lee JG et al found that early 
endoscopy is significantly reduced hospital stay and 
costs.6

In this issue Siregar et al, found that elective 
endoscopy does not affect the mortality and recurrent 
bleeding; however the length of stay is significantly 
correlated to the timing of endoscopic procedures. 
There were controversies about the timing of 
endoscopy in acute non-variceal upper gastrointestinal 
bleeding, further studies are required to know which 
one is the best timing of endoscopy procedure, urgent/
emergency or early or elective. 
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