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Background
• Rising role of RWE: Real-world evidence (RWE) databases are increasingly 

recognized as essential resources in both clinical research and health 
economic (HE) studies, providing valuable insights into healthcare practice 
outside of controlled clinical trials.

• Policy alignment: Health decision makers are making a concerted effort to 
develop policies informed by real-world information, emphasizing the 
importance of reliable data sources for evidence-based decision-making.1

• Gaps in the literature: Past publications on RWE databases have been 
predominantly focused on USA and Europe. Reports covering Asia-Pacific 
countries are relatively limited and often lack detail on data accessibility and 
the availability of health resource utilization (HRU) and cost data.2,3,4

• Study objective: The aim of this study was to provide a comprehensive 
overview of RWE databases in the Asia-Pacific region including China, India, 
Japan, Malaysia, South Korea, Thailand, Taiwan, and Singapore with a critical 
assessment of their accessibility and health economics content.

Discussion & Conclusion
Across eight Asia-Pacific countries, RWE databases capture HRU and cost data with 
varying coverage and accessibility. Japan’s private datasets provide rich content and 
are open to researchers, while South Korea, Taiwan, and Singapore offer 
comprehensive but restricted access. India, China, Malaysia, and Thailand face 
fragmentation. Expanding access would enhance health economic research and 
support more informed coverage and reimbursement decisions.

Results
A total of 123 RWE databases are identified across the Asia-Pacific region for 
the analysis. Figure 1 shows type of RWE databases available by countries.

Figure 1: Distribution of RWE databases by data-types across Asia-Pacific

Overview of RWE databases in Asia-Pacific countries
Asia-Pacific exhibits rapid but uneven RWE development. Some countries 
have comprehensive government-held claims databases and registries, while 
others remain fragmented across hospital electronic health records (EHRs), 
private claims, and vendor platforms. The common challenges include access 
restrictions, interoperability gaps, variable quality, and governance hurdles 
despite growing regulatory and multi-stakeholder initiatives.
China (CN): China's RWE databases are rapidly advancing, supported by 
diverse data sources and evolving National Medical Products Administration
(NMPA) guidance. However, challenges persist around data quality, access, 
standardization, and record linkage. Multi-stakeholder initiatives and 
platforms are accelerating RWE generation, aiding research, regulation, and 
patient-care insights globally. 
India (IN): India’s RWE databases are nascent and fragmented, drawing from 
hospital EHRs, disease registries, limited claims sources, and commercial 
platforms. Even though digitization and vendors improve data analytics, 
inconsistent standards, limited private coverage, restricted access, and 
governance hinder linked RWE studies nationwide.
Japan (JP): Japan’s RWE databases include registries, EHRs, and claims, 
supported by growing regulatory engagement. However, limited data 
linkage, access restrictions, variable quality, and methodological gaps 
continue to slow broader standardization and acceptance.
Malaysia (MY): Malaysia’s RWE databases are emerging, but fragmented, 
sourced from hospital EMRs, disease registries, limited claims, and pilot 
platforms. Digitization and academia-industry initiatives increase database 
availability but inconsistencies in standards, restricted access, weak linkage, 
variable quality and governance hinder scaling.

Singapore (SG): Singapore’s RWE infrastructure is mature, built on 
comprehensive EHRs, national registries, payer datasets, and commercial 
platforms. It provides strong data quality and interoperability, but remains
constrained by private-sector gaps, access restrictions, and alignment issues.
South Korea (SK): South Korea’s RWE landscape is advanced, using national 
claims, hospital EHRs, registries, and government programs; Ministry of Food 
and Drug Safety (MFDS) guidance aids uptake, but access limits, cross-sector 
linkage gaps, standardization needs, and lack of governance gaps continue to 
persist. 
Taiwan (TW): Taiwan’s RWE infrastructure is robust, centered on the National 
Health Insurance Database, registries, EHRs, and the Health and Welfare Data 
Center. Regulatory support enables pharmaco-epidemiological research, but 
data linkage and standardization remain the major challenges. 
Thailand (TH): Thailand’s RWE is expanding from EHRs, national registries, 
claims, and pilot datasets. HTA initiatives support research, but public–private 
fragmentation, inconsistent standards, interoperability gaps, data quality, and 
access restrictions limit RWE studies.

Figure 2: Database accessibility and content
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Methods
A systematic search was conducted to identify RWE databases in the Asia-
Pacific region, drawing from PubMed/MEDLINE, Google Scholar, 
ResearchGate, ISPOR resources, and internal repositories. The search 
encompassed peer-reviewed publications and indexed registers, with study 
lists reviewed to uncover gaps between findings and known databases. Each 
database was evaluated for accessibility and classified into three tiers: high 
(open access with minimal restrictions), moderate (conditional access via 
collaborators or managed queries), and low (limited or unclear access). 
Databases were also assessed for completeness of health economic data, 
focusing on health resource utilization (HRU)—including inpatient care, 
diagnostics, surgeries, outpatient visits, emergency services, and medication 
use—and direct cost data across care settings. Based on data richness, 
databases were categorized as rich (comprehensive HRU and cost data), 
moderate (partial availability), or poor (minimal usable information), 
supporting a tiered framework for mapping RWE resources across the region.

Figure 2: Database accessibility and health economics content

Figure 2 illustrates the distribution of data types categorized by different levels 
of accessibility and content richness.. The analysis shows that three databases 
in Japan offer both high accessibility and rich content, whereas five databases 
in Thailand provide rich content but limited access. Overall, most databases 
exhibit constraints in either accessibility, content depth, or both in Asia-pacific 
countries.
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