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[bookmark: _Toc216688705]1. Introduction 
The COVID-19 pandemic highlighted major differences in how countries organise and manage healthcare systems and public health emergencies. This report compares the healthcare structures and pandemic responses of Spain, South Korea, and Canada, examining how system organisation, leadership styles, and vaccination task forces influenced outcomes. Each country adopted unique strategies shaped by levels of centralisation, government capacity, and cultural expectations. Leadership approaches played a critical role in communication, decision-making, and public compliance during the crisis. By analysing these elements, this report provides insight into how structure and leadership shape the effectiveness of pandemic management across different jurisdictions.
[bookmark: _Toc216688706]1.1 Healthcare Systems and COVID-19 Approaches 
Spain operates a predominantly public universal healthcare model, managed at the regional level but funded nationally. During COVID-19, this decentralised structure initially led to fragmented decision-making, with regions responding at different speeds (Perna, 2025). National lockdowns and strict containment policies eventually unified the response. Spain relied heavily on hospital-based care, which resulted in early system strain during the first wave (Perna, 2025).
South Korea, by contrast, has a highly coordinated and technologically integrated healthcare system with strong government oversight. Its response focused on rapid testing, digital contact tracing, and strict border controls (Chen et al, 2021). Efficient coordination between national health agencies enabled early intervention, preventing overwhelming strain on hospitals (Chen et al, 2021).
Canada’s healthcare system is publicly funded but administered provincially, creating a decentralised structure like Spain’s. The pandemic response varied among provinces, leading to inconsistencies in masking rules, vaccination rollout, and public health messaging (Morgan et al, 2022). Over time, Canada implemented federal coordination tools, including national vaccine procurement and unified guidelines to support provincial responses (Morgan et al, 2022).
[bookmark: _Toc216688707]1.2 Centralisation and Decentralisation Approaches in COVID-19
Centralisation involves decision-making and control being directed from a single national authority, while decentralisation distributes responsibility across regional or local governments (Jugl, 2023). During COVID-19, centralised approaches enabled rapid, uniform implementation of measures, as seen in South Korea’s coordinated testing and contact tracing system (Zahariadis et al, 2023). In contrast, decentralised systems such as those in Spain and Canada allowed regional autonomy but also led to inconsistent policy enforcement and varied public health outcomes (Jugl, 2023). Leadership was essential in guiding either model, as effective communication, trust-building, and timely decision-making determined how well governments could mobilise resources and secure public cooperation during the pandemic response (Zahariadis et al, 2023).
[bookmark: _Toc216688708]2.1 Spain’s Healthcare System 
Spain’s healthcare system, known as the National Health System (Sistema Nacional de Salud, SNS), operates under a publicly funded universal healthcare model (Casasnovas et al, 2021). While funding and national regulation originate from the central government, the administration and delivery of healthcare services are decentralised to the autonomous regional governments (Sendra et al, 2021). These regions have authority over hospitals, public health interventions, and local policies, making Spain one of the most decentralised health systems in Europe (Sendra et al, 2021). Before the pandemic, this model was praised for equitable access and cost efficiency, though it was also criticised for fragmentation and variability in service quality (Casasnovas et al, 2021).
Spain experienced one of the most significant initial waves of COVID-19 in Europe, placing considerable pressure on its health system (Sendra et al., 2021). The country’s decentralised governance model contributed to uneven policy implementation, as autonomous communities introduced public health measures at varying times and with differing levels of strictness (Martin-Moreno et al., 2022). Early containment was further hindered by limited coordination mechanisms, including inconsistencies in data collection and the absence of harmonised emergency response protocols (Casasnovas et al, 2021). As a result, disparities emerged across regions, with some health services facing critical shortages in hospital capacity, diagnostic resources, and personal protective equipment, while others demonstrated greater preparedness and resilience (Sendra et al., 2021).
Recognising these challenges, the Spanish government invoked a state of alarm in March 2020, temporarily centralising authority over health services (Martin-Moreno et al, 2022). Decision-making shifted to the Ministry of Health, enabling unified policies such as national lockdowns, mobility restrictions, and centralised procurement of PPE and vaccines (Sendra et al, 2021). The return to central control demonstrated both the strengths and weaknesses of Spain’s hybrid healthcare model: while decentralisation supports local tailoring in normal circumstances, it proved less efficient during sudden nationwide public health emergencies requiring coordinated action (Casasnovas et al, 2021).
[bookmark: _Toc216688709]2.1.1 The Benefits of Spain’s Healthcare System During COVID-19 
A major strength of Spain’s healthcare system during the pandemic was its universal accessibility (Martin-Moreno et al, 2022). Because health services were publicly funded, residents, including vulnerable groups and undocumented migrants, could access testing, treatment, and vaccination without financial barriers (Perna, 2025). This contributed to improving equity in pandemic response and encouraged widespread compliance with vaccination efforts once doses became available (Martin-Moreno et al, 2022). Additionally, regional health authorities demonstrated adaptability, expanding ICU capacity, repurposing public buildings, and mobilising additional workforce rapidly in response to local surges (Martin-Moreno et al, 2022).
The decentralised structure also supported flexible responses tailored to regional epidemiological trends (Martin-Moreno et al, 2022). Some regions, such as Andalusia and Galicia, implemented innovative digital surveillance systems and mass testing strategies (Perna, 2025). This regional autonomy allowed experimentation and policy learning across the system. Over time, best practices were shared between jurisdictions, contributing to a more resilient strategy in subsequent waves (Perna, 2025).
[bookmark: _Toc216688710]2.1.2 The Disadvantages of Spain’s Healthcare System During COVID-19 
Despite these benefits, the decentralised nature of Spain’s healthcare system contributed to significant fragmentation during the early stages of the pandemic (Martin-Moreno et al, 2022). The absence of consistent emergency preparedness standards resulted in variations in testing availability, hospital capacity, and public health guidance across regions (Perna, 2025). This inconsistency affected national coordination and made it challenging to track infections uniformly. The delay in central government intervention allowed the virus to spread rapidly, particularly in densely populated regions such as Madrid and Catalonia (Martin-Moreno et al, 2022).
Another major weakness was the system’s heavy reliance on hospital-based care rather than community-based preventive health infrastructure (Perna, 2025). The lack of integrated long-term care oversight contributed to catastrophic outcomes in nursing homes, where many of Spain’s early deaths occurred (Perna, 2025). Additionally, shortages of PPE and ventilators exposed systemic supply chain vulnerabilities (Martin-Moreno et al, 2022). These limitations highlighted that while decentralisation can improve efficiency in normal conditions, it can also hinder rapid crisis mobilisation without strong national emergency coordination mechanisms (Perna, 2025).
[bookmark: _Toc216688711]2.2 South Korea’s Healthcare System 
South Korea’s healthcare system is characterised by strong national oversight and coordinated governance, with healthcare policy and public health emergency planning directed at the central government level (Lee et al, 2023). National authorities are responsible for setting strategic priorities, regulating service provision, and ensuring system-wide consistency (Hur et al., 2020). Although healthcare services are largely delivered through privately operated hospitals and clinics, these providers function within a tightly regulated framework that enables alignment with national public health objectives (Hur et al., 2020). This high degree of central coordination facilitates efficient communication between government bodies and healthcare institutions, supporting rapid decision-making and effective mobilisation of resources during periods of crisis (Chen et al, 2021).
Before the emergence of COVID-19, South Korea had developed a robust public health infrastructure and legal mechanisms designed to respond to large-scale infectious disease threats (Hur et al., 2020). These frameworks allowed authorities to act decisively by streamlining approval processes, enhancing inter-agency cooperation, and enabling the timely exchange of health data (Lee et al, 2023). As a result, national leadership was able to implement a coordinated response at an early stage of the outbreak, reducing delays associated with fragmented governance structures (Chen et al., 2021). Compared with more decentralised health systems, this approach enabled faster operational readiness and improved national alignment during the initial response phase (Lee et al., 2023).
Throughout the pandemic, South Korea’s centrally guided healthcare governance supported the rapid rollout of extensive testing programmes, comprehensive contact tracing, and mandatory isolation measures (Chen et al., 2021). National public health agencies directed surveillance strategies, while local authorities focused on implementation within their jurisdictions, ensuring consistency across regions (Hur et al., 2020). The use of digital tools and real-time data analysis enabled early identification of outbreaks, reducing reliance on widespread lockdowns (Lee et al, 2023). This experience illustrates how a centrally coordinated public health system, supported by institutional capacity and public cooperation, can effectively manage health emergencies while minimising social and economic disruption (Hur et al., 2020).
[bookmark: _Toc216688712]2.2.1 The Benefits of South Korea’s Healthcare System During COVID-19 
One of the most significant strengths of South Korea’s healthcare system during COVID-19 was its ability to respond rapidly and cohesively (Ko et al, 2023). Centralised leadership enabled the government to scale up testing capacity within weeks, including drive-through and walk-in testing centres nationwide (Heo et al, 2020). Central procurement and distribution of test kits and PPE ensured consistency and avoided regional competition for resources. This rapid response limited hospital overcrowding and kept mortality rates comparatively low during early waves (Moon et al, 2024).
Another key benefit was the integration of technology into public health management. The government used digital contact tracing tools, mobile alerts, and real-time data dashboards to track outbreaks and inform the public (Ko et al, 2023). Clear, transparent communication from national leaders and health authorities fostered public trust and high compliance with health measures (Heo et al, 2020). Vaccination rollout was also centrally coordinated, ensuring equitable distribution and prioritisation of high-risk populations (Heo et al, 2020). These factors highlight how strong centralisation, when combined with preparedness and public trust, can produce effective pandemic outcomes (Moon et al, 2024).
[bookmark: _Toc216688713]2.2.2 The Disadvantages of South Korea’s Healthcare System During COVID-19 
Despite its effectiveness, South Korea’s centralised approach raised concerns regarding privacy and civil liberties. Extensive use of personal data for contact tracing, including location tracking and transaction records, sparked ethical debates domestically and internationally (Heo et al, 2020). While these measures were legally permitted under emergency laws, critics argued that the lack of decentralised oversight limited opportunities for public accountability and individual consent (Ko et al, 2023).
Additionally, South Korea’s healthcare system faced challenges related to workforce fatigue and hospital strain during later waves (Moon et al, 2024). Although hospitals were well-coordinated, the heavy reliance on a centralised command structure placed sustained pressure on national institutions and healthcare workers (Moon et al, 2024). Smaller private providers sometimes struggled to adapt to rapidly changing national directives (Ko et al, 2023). Furthermore, the system’s success relied heavily on cultural norms of compliance and trust in government, raising questions about whether such a centralised model would be equally effective in societies with lower institutional trust (Heo et al, 2020).
[bookmark: _Toc216688714]2.3 Canada’s Healthcare System 
Canada’s healthcare system operates under a publicly financed framework in which overall policy direction and funding arrangements are established at the national level, while the planning and delivery of healthcare services are primarily the responsibility of provincial and territorial governments (Habbous et al., 2023). This governance structure results in a high degree of decentralisation, granting subnational governments authority over hospitals, public health agencies, workforce management, and emergency preparedness (Tuite et al., 2020). Before the pandemic, this model was widely viewed as beneficial for allowing provinces to tailor healthcare services to the local population's needs. However, it also produced notable differences in system capacity and access to care across jurisdictions (Tuite et al., 2020).
As COVID-19 spread across the country, Canada’s decentralised governance model strongly influenced the nature of its public health response (Tuite et al., 2020). Provincial governments independently introduced measures such as movement restrictions, masking policies, testing programmes, and vaccination rollouts, leading to considerable variation in both the timing and intensity of interventions (Fisman et al., 2024). While some provinces implemented early and stringent controls, others adopted a more cautious or delayed approach, contributing to uneven patterns of transmission and outcomes nationwide (Tuite et al., 2020). In the early phase of the crisis, coordination between federal and provincial authorities was challenged by differing priorities and interpretations of public health risk (Habbous et al., 2023).
Over time, the federal government adopted a more prominent coordinating role in areas requiring national-level action, including international travel regulations, vaccine acquisition, and economic support initiatives (Fisman et al., 2024). Centralised mechanisms were used to negotiate and secure vaccine supplies, which were subsequently allocated to provinces according to population-based formulas (Habbous et al., 2023). This blended governance approach underscored the complexity of Canada’s healthcare system, illustrating how decentralised service delivery can coexist with targeted centralisation during nationwide emergencies that demand coordinated negotiation and resource mobilisation (Fisman et al., 2024).
[bookmark: _Toc216688715]2.3.1 The Benefits of Canada’s Healthcare System During COVID-19 
One of the primary strengths of Canada’s healthcare system during the pandemic was universal access to care (Shapiro and Stanton, 2022). COVID-19 testing, treatment, and vaccination were provided at no direct cost to individuals, reducing financial barriers and supporting equitable access across socio-economic groups (Shapiro and Stanton, 2022). Federal involvement in vaccine procurement ensured that Canada secured sufficient doses, allowing provinces to focus on local distribution and prioritisation strategies. This collaboration ultimately supported a high national vaccination rate (Chen et al, 2023).
Decentralisation also allowed provinces to tailor responses to local epidemiological conditions. Regions with lower case numbers were able to ease restrictions earlier, while hotspots implemented stricter measures (Chen et al, 2023). Local public health authorities played a key role in community engagement, culturally appropriate communication, and targeted interventions (Shapiro and Stanton, 2022). Over time, provinces shared lessons learned, improving system adaptability (Tuite et al, 2020). This flexibility demonstrated how decentralised governance can support context-specific decision-making during prolonged public health crises (Shapiro and Stanton, 2022).
[bookmark: _Toc216688716]2.3.2 The Disadvantages of Canada’s Healthcare System During COVID-19 
Despite these strengths, Canada’s decentralised healthcare system resulted in significant policy fragmentation during the pandemic. Inconsistent public health messaging, varying lockdown rules, and differing vaccination timelines created public confusion and, at times, reduced compliance (Shapiro and Stanton, 2022). The lack of a unified national pandemic strategy limited the ability to respond swiftly and uniformly, particularly during early waves when rapid containment was critical (Chen et al, 2023).
Another major weakness exposed by the pandemic was the limited integration of long-term care within Canada’s healthcare system. Long-term care facilities fall largely under provincial jurisdiction and are often privately operated, leading to uneven standards and oversight (Tuite et al, 2020). This contributed to disproportionately high mortality rates among elderly residents (Chen et al, 2023). Additionally, staffing shortages and limited surge capacity highlighted systemic underinvestment in public health infrastructure (Tuite et al, 2020). These challenges underscore that while decentralisation supports autonomy, it can also weaken national crisis coordination without strong federal leadership and clearly defined emergency roles (Shapiro and Stanton, 2022).
[bookmark: _Toc216688717]3. Leadership Styles 
[bookmark: _Toc216688718]3.1 Leadership Styles in Spain During COVID-19 
Spain’s management of the COVID-19 crisis was largely directed by Prime Minister Pedro Sánchez and the national government, functioning within a governance framework characterised by significant political and administrative decentralisation (Rodríguez, 2020). Sánchez’s leadership style during the crisis can be characterised as predominantly directive and centralised, particularly during the initial emergency phase (Parker, 2022). When infection rates surged rapidly in early 2020, the government declared a state of alarm, suspending regional autonomy in health decision-making (Rivas-De-roca et al, 2021). This shift reflected a crisis leadership approach, where authority was consolidated to enable swift action, including nationwide lockdowns, mobility restrictions, and centralised procurement of medical supplies (Rodríguez, 2020).
However, Spain’s leadership also demonstrated elements of collaborative and adaptive leadership as the pandemic evolved (Parker, 2022). Following the first wave, decision-making authority was gradually returned to the autonomous regions, with the central government adopting a coordinating and supervisory role (Rivas-De-roca et al, 2021). This approach reflected an attempt to balance national oversight with regional expertise. Leadership communication relied heavily on expert guidance from public health officials, though political negotiations with regional leaders sometimes complicated policy consistency (Parker, 2022). Overall, Spain’s leadership style fluctuated between central command and negotiated governance, shaped by constitutional constraints and political realities (Rodríguez, 2020).
[bookmark: _Toc216688719]3.1.1 Advantages of Spain’s Leadership Style During COVID-19 
One of the main advantages of Spain’s leadership approach was its ability to exercise decisive authority during the most critical phase of the pandemic. The declaration of the state of alarm enabled the central government to override fragmented regional responses and implement uniform measures across the country (Gutiérrez, 2022). This decisive action aligned with authoritative leadership theory, which is often effective in emergencies where rapid decision-making is essential (Campolongo and Osuna, 2024). National lockdowns, border controls, and movement restrictions helped slow transmission during the first wave and prevented further collapse of overstretched hospitals (Rivas-De-roca et al, 2021).
Another strength was the government’s reliance on scientific and technical expertise to inform policy decisions. Regular press briefings featuring health experts reinforced the legitimacy of interventions and demonstrated elements of evidence-based leadership (Campolongo and Osuna, 2024). Over time, the leadership adopted a more adaptive style, adjusting restrictions based on epidemiological indicators and regional capacity (Rivas-De-roca et al, 2021). The collaborative phase that followed allowed autonomous communities to tailor responses to local conditions while operating within a national framework. This flexibility helped maintain political stability and reduced resistance from regional governments, highlighting the importance of situational leadership in prolonged crises (Gutiérrez, 2022).
[bookmark: _Toc216688720]3.1.2 Disadvantages of Spain’s Leadership Style During COVID-19 
Despite its strengths, Spain’s leadership approach also revealed significant weaknesses. The initial response was criticised for being reactive rather than proactive, with delays in recognising the severity of the outbreak (Gutiérrez, 2022). Leadership communication in the early stages underestimated risks, which limited preparedness and public awareness (Parker, 2022). From a leadership theory perspective, this reflected shortcomings in anticipatory and transformational leadership, as opportunities to mobilise society early were missed. The abrupt shift to centralised control also generated political tension, particularly in regions with strong autonomy movements, undermining trust and cooperation (Campolongo and Osuna, 2024).
Furthermore, inconsistent communication and frequent policy changes weakened public confidence over time. The oscillation between centralised and decentralised decision-making created confusion among citizens regarding rules and responsibilities (Parker, 2022). Leadership messaging sometimes appeared politicised, especially when disagreements emerged between national and regional authorities. This reduced the effectiveness of collaborative leadership, as coordination depended heavily on political alignment rather than shared public health goals (Gutiérrez, 2022). The lack of a unified long-term vision for managing subsequent waves further exposed limitations in strategic leadership, demonstrating how fragmented authority can undermine coherence during extended public health emergencies (Campolongo and Osuna, 2024).
[bookmark: _Toc216688721]3.2 Leadership Styles in South Korea During COVID-19 
South Korea’s management of the COVID-19 crisis was guided by President Moon Jae-in in collaboration with key public health institutions, most notably the Korea Disease Control and Prevention Agency (KDCA) (Kim, 2022). The leadership style demonstrated during the crisis can be described as technocratic, participative, and evidence-based, with strong elements of transformational and adaptive leadership (Cho and Roh, 2025). Rather than relying on coercive lockdowns, leaders emphasised transparency, expertise, and public cooperation. Decision-making was guided by epidemiological data, scientific modelling, and lessons learned from previous outbreaks such as MERS (Lee and Kim, 2020).
Leadership authority was highly centralised, yet execution was decentralised to local governments under clear national guidance (Cho and Roh, 2025). This reflects a systems leadership approach, where national leaders set strategic direction while empowering operational agencies to act efficiently (Kim, 2022). Communication was frequent, factual, and consistent, with daily briefings reinforcing trust and accountability (Cho and Roh, 2025). By positioning public health experts at the forefront, political leaders reinforced legitimacy and minimised partisan conflict. Overall, South Korea’s leadership prioritised competence, preparedness, and collective responsibility, enabling rapid mobilisation without widespread public resistance (Lee and Kim, 2020).
[bookmark: _Toc216688722]3.2.1 Advantages of South Korea’s Leadership Style During COVID-19 
A key advantage of South Korea’s leadership style was its strong commitment to transformational leadership, which focused on motivating collective action rather than enforcing compliance through strict restrictions (Çelik, 2022). Transparent communication built high levels of public trust, encouraging voluntary adherence to testing, isolation, and mask-wearing guidelines (Schwak, 2023). This trust reduced the need for economically damaging lockdowns and allowed social and economic activities to continue with minimal disruption (Çelik, 2022). Leaders consistently framed the pandemic as a shared national challenge, reinforcing social solidarity (Kim, 2022).
Another major strength was the effective use of evidence-based and adaptive leadership. South Korean leaders demonstrated agility by rapidly approving diagnostic tests, scaling up testing infrastructure, and adjusting policies in response to emerging data (Kim, 2022). Centralised coordination ensured consistency, while decentralised implementation enabled rapid local responses (Schwak, 2023). The integration of technology into public health leadership, such as digital contact tracing and real-time alerts, enhanced situational awareness and response speed (Kim, 2022). This leadership model proved highly effective in preventing healthcare system overload and maintaining low mortality rates, illustrating how strong institutional leadership can translate preparedness into measurable outcomes (Çelik, 2022).
[bookmark: _Toc216688723]3.2.2 Disadvantages of South Korea’s Leadership Style During COVID-19 
Despite its effectiveness, South Korea’s leadership approach raised ethical and governance concerns, particularly regarding privacy and civil liberties (Schwak, 2023). The extensive use of surveillance technologies for contact tracing, supported by centralised authority, led to public debate about data protection and long-term implications for individual rights (Çelik, 2022). From a leadership ethics perspective, this highlighted the tension between utilitarian crisis leadership and democratic accountability (Schwak, 2023). While public trust remained relatively high, critics argued that citizens had limited opportunity to challenge or influence these measures (Cho and Roh, 2025).
Additionally, South Korea’s leadership success was context-dependent. High public compliance was influenced by cultural norms that prioritise collective responsibility and trust in institutions (Schwak, 2023). This raises questions about the transferability of this leadership model to countries with lower institutional trust or stronger resistance to state authority (Schwak, 2023). Prolonged reliance on centralised leadership also placed sustained pressure on public health officials and healthcare workers, contributing to fatigue during later waves (Cho and Roh,2025). These limitations demonstrate that while technocratic and centralised leadership can be highly effective in emergencies, it must be balanced with safeguards for rights, workforce sustainability, and long-term public engagement (Çelik, 2022).
[bookmark: _Toc216688724]3.3 Leadership Styles in Canada During COVID-19 
Canada’s response to the COVID-19 pandemic was overseen at the national level by Prime Minister Justin Trudeau, working in conjunction with provincial leaders and public health officials (Attaran, 2020). The leadership approach adopted throughout the crisis emphasised cooperation, consultation, and clear risk communication, aligning with principles of transformational and shared leadership (Keeley, 2023). Owing to the decentralised nature of Canada’s healthcare governance, federal authorities focused primarily on facilitating coordination, providing strategic direction, and fostering intergovernmental consensus rather than exercising direct authority over healthcare delivery (Shaban and Brunet-Jailly, 2022).
Federal leaders emphasised empathy, transparency, and social solidarity in public messaging, frequently acknowledging uncertainty and encouraging collective responsibility (Attaran, 2020). Daily briefings became a central feature of leadership communication, with public health experts prominently involved (Keeley, 2023). This approach aligned with participative leadership theory, aiming to build trust and voluntary compliance rather than enforce rigid mandates (Shaban and Brunet-Jailly, 2022). However, because provinces retained decision-making authority over public health measures, leadership during the pandemic was fragmented across multiple political actors, creating a complex and layered governance environment (Attaran, 2020).
[bookmark: _Toc216688725]3.3.1 Advantages of Canada’s Leadership Style During COVID-19 
One of the key advantages of Canada’s leadership approach was its strong emphasis on empathetic and transparent communication (McLellan, 2022). Leaders consistently framed the pandemic as a shared societal challenge, prioritising compassion for vulnerable populations and frontline workers (Cameron, 2021). This aligns with transformational leadership, which seeks to inspire cooperation through shared values and moral purpose (Cameron, 2021). Clear messaging around public health guidance and financial supports helped maintain public trust during prolonged periods of uncertainty (Attaran, 2020).
Another strength was the effective use of collaborative and distributed leadership across federal, provincial, and local levels. While decentralisation led to variation, it also allowed leaders closest to communities to adapt policies to local needs (McLellan, 2022). Federal leadership was particularly effective in areas requiring national coordination, such as vaccine procurement, border controls, and economic relief programmes (Attaran, 2020). By securing vaccines centrally and distributing them equitably to provinces, federal leaders mitigated competitive fragmentation (Attaran, 2020). This division of leadership responsibilities demonstrated how shared leadership models can function effectively in federated systems during complex crises (Cameron, 2021).
[bookmark: _Toc216688726]3.3.2 Disadvantages of Canada’s Leadership Style During COVID-19 
Despite these strengths, Canada’s leadership approach also revealed significant limitations. The heavy reliance on collaborative and consensus-based leadership sometimes resulted in slow decision-making, particularly during the early stages of the pandemic (Keeley, 2023). The absence of a strong, unified national strategy led to inconsistent policies across provinces, including differing lockdown rules, testing protocols, and vaccination timelines. From a crisis leadership perspective, this highlighted the weaknesses of decentralised authority when rapid, coordinated action is required (Cameron, 2021).
Additionally, leadership messaging was occasionally undermined by political disagreements between federal and provincial leaders (Keeley, 2023). Conflicting public statements created confusion and reduced compliance in some regions (Cameron, 2021). This fragmentation limited the effectiveness of strategic leadership, as long-term planning and national alignment were difficult to sustain (McLellan, 2022). Furthermore, Canada’s leadership approach struggled to address systemic weaknesses in long-term care, an area that suffered disproportionately high mortality (Cameron, 2021). These shortcomings demonstrate that while empathetic and collaborative leadership can build trust, it must be supported by clearer authority, accountability, and preparedness structures to be fully effective during large-scale public health emergencies (Keeley, 2023).
[bookmark: _Toc216688727]Conclusion 
This report explored the ways in which national healthcare arrangements and leadership strategies influenced how Spain, South Korea, and Canada responded to the COVID-19 crisis. The analysis identified the organisation of authority, particularly how decision-making power was distributed between central and regional levels, as a key factor shaping the efficiency and coherence of pandemic responses. Although all three countries maintained broad access to healthcare, differences in institutional readiness, governance capacity, and emergency leadership produced markedly different results. The experience of the pandemic underscored that the effectiveness of a healthcare system is not defined by its structure alone, but by its ability to respond flexibly, coordinate effectively, and sustain performance under crisis conditions.
From a systems perspective, South Korea’s centrally coordinated healthcare governance enabled rapid mobilisation, technological integration, and consistent national implementation of public health measures. Spain and Canada, with more decentralised systems, faced early challenges related to fragmentation and uneven regional responses. However, decentralisation also allowed flexibility and local adaptation during later phases of the pandemic. These cases illustrate that hybrid models, where central authority strengthens coordination while regions retain operational autonomy, may offer the most resilience during prolonged public health crises.
Leadership styles further influenced the success of pandemic responses. South Korea’s technocratic and evidence-based leadership fostered public trust and compliance, while Spain’s fluctuating leadership approach revealed tensions between central authority and regional autonomy. Canada’s empathetic and collaborative leadership strengthened social solidarity but struggled with consistency and speed. Overall, the pandemic underscored the importance of decisive, transparent, and adaptive leadership aligned with healthcare system structures. Strong leadership, supported by clear governance frameworks, is essential for effective crisis management in future global health emergencies.
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