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[bookmark: _Toc216712167]Executive Summary
The report addressed how the organisational structures and leadership methods affect the national response to COVID-19 in Spain, South Korea and Canada. It is evaluated in two dimensions which are interconnected with each other, centralisation of the health-system and the crisis-leadership of Salvatore Illa, Chung Sye-kyun as well as Justin Trudeau. All these factors together influenced the pace, alignment, and capability of interventions based on pandemic-related problems.
The Spanish system was so decentralised that there was no ease in the coordination of the process at an initial stage and the national government, in its turn, resorted to the State of Alarm and temporarily centralised the power. According to the initial dismal results, unified reporting, additional control by the national level and the strong system of vaccination logistics could improve performance. Public health apparatus in South Korea were structurally centralised, legally enforced, and eased rapid mass testing, digital tracing and even transparent communication resulting in some of the lowest initial rates of mortality in the world. The federal Canadian system allowed the provinces to develop their own interventions to fit themselves, but resulted in high rates of inconsistency in testing capability, long-term care performance and policy consistency, and did not allow the federal leadership to be effective despite high rates of communication efficiency and high vaccine uptake.
Comparative findings revealed that the structural power greatly affects leadership performance. The centralised systems enhanced the speed and clarity of the decision-making process yet in the case of the decentralised systems, there had to be effective coordination mechanisms to result to the same. The report concludes that the optimal reaction to pandemic is whereby there are convergence between the system design, the leadership capacity, and the ability to swiftly co-ordinate during the periods of uncertainty.
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[bookmark: _Toc216712168]1. Introduction
This report will explore the impact of the organisational systems and leadership styles on the COVID-19 response in Spain, South Korea and Canada. The report compares the design and functioning of their health systems and the leadership behaviour of key decision-makers to assess the role of structural configurations and leadership styles in the determination of the coherence, pace and responsiveness of national responses (Stephen et al., 2021). It uses the systems thinking theory and the contemporary theory of leadership to find out the reason behind the difference in the outcome of countries with different institutional structures.
One of the main determinants of the pandemic performance is the organisational structure because it defines how the authority, resources, and the duty to carry out the duty to ensure the populace are allocated. Centralised systems are able to respond consistently over short periods of time, but decentralised systems are able to respond more attentively to particular interventions; at the same time, coordination is an issue (Kaye et al., 2021). Another perspective of evaluation based on the leadership theory is transparency, decisiveness, collaboration and trust. The selected jurisdictions have conflicting governance models, which enable making a good comparative analysis of the role of structure and leadership in the shared contribution to pandemic management.


[bookmark: _Toc216712169]2. Reassessing Structural Models and National Response Frameworks in the COVID-19 Crisis
[bookmark: _Toc216712170]2.1 Spain: Decentralised Health Governance and Crisis Response
[bookmark: _Toc216712171]2.1.1 Structure of the Health System
Marked by a high degree of decentralisation, the health system of Spain is characterised by 17 Autonomous Communities that are the key players in planning, financing and providing health services (Erkoreka and Hernando-Pérez, 2022). This form of governance came as a consequence of the reforms that were introduced in the late 1990s and early 2000s to increase the responsiveness of the regions and to unify the democratic process of decentralisation following the transition to the post-dictatorship era (Emami et al., 2024). By 2020, the central Ministry of Health was playing a less significant role in regulation, strategic coordination, pharmaceutical policy and national surveillance, with an estimated 90 percent of the public health spending under the control of the regional government (Ferrinho et al., 2022). This decentralisation of activities led to a system where regional authorities were running large systems of primary care and were operating the infrastructures of hospitals with a large degree of autonomy.
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Figure 1: Health System of Spain (Ferrinho et al., 2022)
The concept of decentralisation used to be viewed as advantageous before the COVID-19 pandemic due to the presence of positive community-based care and the ability to align services to the needs of the local population. It was known that the North, commonly abbreviated as Navarre and the Basque Country, had heavy investments in both the public health and the sustainable surveillance systems. However, the decentralisation process also contributed to the great inequality in the infrastructure of public health, the opportunities of digital reporting, and the staff. Despite the comparatively large health spending of Spain, 10.7 percent of the GDP in 2020, the standard ICU bed was quite low, approximately 9.7 per 100,000 people (Borghi and Brown, 2022). This was one of the structural weaknesses as the first wave of the pandemic hit, and the rapid growth of hospitalisations overwhelmed hospitals in Madrid, Catalonia and the other highly populated regions.
[bookmark: _Toc216712172]2.1.2 Pandemic Organisation and Decision-Making 
The first case of the pandemic was confirmed on January 31, 2020. The way Spain is set up to govern itself in a decentralised way affected how the initial reaction to the epidemic was carried out (Balmford et al., 2020). The regional authorities were to implement security measures with regard to case detection, contact tracing and containment, but the Ministry of Health was to arrange the flow of information and offer general guidance. As the cases began to rise drastically in early March, the discrepancies between regional policies, such as school-closure policy, the restrictions on events, and testing standards, created a feeling of chaotic responses among the population, and it was hard to coordinate the entire increase in the whole country.
After understanding that there was a need to act jointly, on 14 March 2020, the central government declared a State of Alarm, temporarily re-centralising control of the regional health systems, the first time it had done so since the 1960s (Chibi and Galea, 2025). This step enabled the Ministry of Health to make orders on the national level, even out the limitations, and even centralise major logistics, including redistribution of the amount of ICU beds, military support, and national acquisition of protective equipment (Homayounifar et al., 2025). It became possible to put an immediate nationwide lockdown, including the restriction of movements, business closures, and curfews, through the State of Alarm.
[bookmark: _Toc216712173]2.1.3 Data, Policies, and Evaluation Based on Evidence
Fragmented information systems slowed down the response efforts at the initial phase. Epidemiological reporting support systems, definitions and schedules were diverse in Autonomous Communities and hindered the harmonisation of nationally collected information and limited early situational awareness (Hegele and Schnabel, 2021). In the middle of 2020, Spain adopted harmonised reporting protocols, which would make the data more consistent and enable more targeted interventions. By the end of 2020, the number of confirmed deaths was over 50,000, but excess mortality analysis showed a much higher death toll (Emami et al., 2024).
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Figure 2: The mortality rate associated with the coronavirus (COVID-19) in Spain (Statista, 2020)
After the first wave, however, Spain had made a lot. Both PCR and antigen diagnostics contributed to the rapid increase in testing capacity (the number of tests per day had dropped to fewer than 20,000 in March, but increased to more than 700,000 tests per day in December). The vaccination, which had begun in December 2020, became one of the most successful in Europe. Spain had good primary care networks with regional logistics that entirely covered 78 percent of the population by October 2021 (Hu et al., 2020).
[bookmark: _Toc216712174]2.1.4 Assessment of Core Advantages and Structural Limitations
The decentralised model of Spain was stated. Local control supported certain interventions and mobilisation of local networks, particularly in the process of vaccination. The first response, however, revealed such structural restraints as disjointed surveillance, absence of cohesive preparedness and political wrangles that stalled concerted efforts. Temporary re-centralisation helped to solve some of the shortcomings, but could not help to eliminate underlying disparities. Generally, the pandemic has demonstrated the elasticity of the health system in Spain, along with its flaw, which is the decentralised system (Yikilmaz et al., 2024).
[bookmark: _Toc216712175]2.2 South Korea: Command and Control of Public Health that is Centralised and Rapid Containment
[bookmark: _Toc216712176]2.2.1 Centralised Public Health Apparatus
The pandemic influenced South Korea to have a robust and unified form of governance regarding the problem of public health, which is, in fact, mostly due to the reforms which have been introduced in the country after the MERS outbreak in 2015 (Greer et al., 2022). Weaknesses in surveillance, laboratory coordination, and transparency had also led to an unwarranted spread and amplified panic amongst the people during MERS. The government responded by introducing major changes that strengthened the power of the KDCA, invested in the modernisation of the infectious disease surveillance system, improved emergency communication schemes and legal tools to enforce quarantine and gather mobility-related data in the event of an outbreak.
[image: Health Security System]
Figure 3: Health Care System in South Korea (Hegele and Schnabel, 2021)
The KDCA became the national command centre for the management of infectious diseases by 2020. It was mandated to do surveillance, testing strategy, epidemiological investigation, risk communication, and inter-ministerial coordination. The health system was instituted on a broader scope of law, which allowed swift distribution of resources and sharing of information between the government agencies and individual labs. The health spending was estimated to be 8.4 percent of the GDP, and the ICU bed capacity was estimated to be 10.6 beds per 100,000 population, which was sufficient to contain it early (Ferrinho et al., 2022).
[bookmark: _Toc216712177]2.2.2 Pandemic Organisation and Decision-Making
On 20 January, South Korea reported its first case and national emergency response measures were activated. Rather than countrywide lockdowns, the government concentrated on the initial identification of the cases, the mass testing, the active contact tracing, and the effective communication to the population (Chibi and Galea, 2025). The governments held briefings on a daily basis with the presentation of comprehensive epidemiological data, clarification of policy choice and risk clarification, which contributed to the establishment of high-levels of trust and obedience among the population.
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Figure 4: COVID-19 testing in South Korea outperformed other nations(Greer et al., 2022)
The plan was pegged on regulatory flexibility. The government made the certification of the diagnostic test kits speedy, and the laboratories, which were private at the same time, initiated the production. By the time a massive outbreak was found in Daegu at the end of February, South Korea had a system in place to conduct PCR tests nationwide, and it was linked to a religious group (Cummings de-Winton et al., 2025). The government did not impose any huge lockdowns; rather, the specific measures were presented to eradicate the high-risk facilities, issue quarantine orders, and deploy mobile testing units.
[bookmark: _Toc216712178]2.2.3 Tests, Surveillance and Tracing- Technologized
The adoption of technology in dealing with the pandemic defined South Korea. The country recorded fewer than 1,000 PCR tests daily in January and had over 20,000PCR tests per-day in 2020, the country had over 100,000PCR tests per-day (Klebe et al., 2021). The use of walk-through and drive-through testing sites enabled the sampling to be collected within a short period of time and minimised the risk of exposing health-workers. These inventions were utilised to become global models of mass testing strategies.
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[bookmark: _Hlk216028808]Figure 5: Comparison of the US and SK in Terms of Daily Trials per-Capita (Klebe et al., 2021)
A wide range of digital evidence, including mobile phone GPS and credit card logs, CCTV video and QR-code entry logs, was involved in contact tracing so that single movement trends could be reproduced with high accuracy. This reduced the time on the top contacts tracing taken at the onset of the outbreak by more than 24 hours to under 6 hours by April 2020 (Aida and Shoji, 2022). The public health authorities also informed the people about the risk level and the places of exposure using digital dashboards. One of the causes why the low rate of deaths alone in 2020 was about 1.6 deaths per 100,000 residents, which is one of the lowest in the world, is these steps, which proved the great efficiency of immediate and localised containment.
[bookmark: _Toc216712179]2.2.4 Assessment of Core Advantages and Structural Limitations
The benefits of the centralised system of governance in South Korea were high: it was quick, flexible, very closely integrated between the government and the business and digitally endowed. The fact that people trusted the government more facilitated the process of obeying the regulations of testing and quarantine, and the legal system ensured that the government could take action. The ability to prevent the nationwide lockdowns indicated the effectiveness of local containment using high-quality data.
However, the problems of the system were also present. The surveillance through digital means was extensively employed, and this was a source of privacy problems, especially regarding the printing of histories of movement, which at times revealed personal sensitive information. Additionally, the work pressures on the teams of the public health were rather high due to the intensive process of contact tracing, requiring the hiring of additional representatives and the use of extended hours (Lal et al., 2020).
[bookmark: _Toc216712180]2.3 Canada: Federal-Provincial and Health Authority and Performance and Pandemic
[bookmark: _Toc216712181]2.3.1 Decentralised Provincial Federal power
The health system in Canada is basically decentralised, where the provincial and territorial governments are the central players in the provision of the primary role in public health, hospitals, long-term care and most of the containment measures. The federal government also plays a supporting role: it is subsidised through the Canada Health Transmission, it oversees the control of the border and international travel, it also purchases vaccines, it also plans the national course of action, and it also oversees the federal monitoring of the population through the PHAC. It, however, does not have constitutional powers to impose provincial-level restrictions and this results in a high level of diversity among jurisdictions.
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Figure 6: Canada Health care System (Lee and Li, 2021) 
The health spending rate in Canada was one of the highest in OECD in 2020 - approximately 12.7 per cent of GDP - which implied that Canada entered into the covid crisis with a high-level of health spending. Mean ICU capacity was about 12.9 beds per 100,000 people, and this was a medium buffer upon the occurrence of initial increases. Nevertheless, the long-term care (LTC), which is also a provincial regulation, had structural gaps that were also a highly disadvantageous feature. The LTCs were poorly staffed, with poor infrastructure and used short-term employees who worked in other facilities as well. Such structural challenges contributed to catastrophic outcomes during the first upsurge because the covid death cases in Canada among the LTC residents were more than 80 per cent during the initial months of the pandemic.
[bookmark: _Toc216712182]2.3.2 Pandemic Organisation and Decision-Making
Canada had its first case on 25 January 2020. At the initial stages, federal and provincial governments had been moving in the same direction. PHAC issued nationwide recommendations, and provincial health authorities altered the rules based on the local epidemiological realities. The federal government devised border controls, travel warnings, quarantine policies and school shutdowns, restrictions, and business restrictions were met by provinces. However, as the provinces were independent, these actions were disproportional because the time and the degree of their execution varied. To use the example, other provinces have been quick to close down venues and increase testing, and others withhold some of the actions due to economic or political motives.
This was a significant first step by the federal government to declare quarantine on international travellers using the Quarantine Act. The lockdowns, mask requirements, and closed workplaces were further legalised by the provinces, which already had their emergency declaration.
[bookmark: _Toc216712183]2.3.3 Information, Policy and Evidence-Based Evaluation
The effect of covid on Canada's data systems were insufficiently prepared to support the scale and speed of the pandemic. Cases, laboratories and digital reporting tools had varied definitions in the provinces, and it took time to bring the national statistics together (Lee and Li, 2021). The inability to conduct real-time surveillance at PHAC was restricted by the lack of harmonisation of data standards and the existence of weak interoperability between provincial systems. Such were the anxieties of several autonomous reviews that required modernisation of the surveillance structure in Canada.
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Figure 7: The availability of covid data dashboards (Lv, Luo and Duckett, 2021)
Despite early inconveniences in data, Canada embraced numerous evidence-based policies, including border restrictions, mask recommendations, and screening strategies. The capacity to test many times more by 2020, with numerous new testing possibilities within the provinces: drive-throughs, pilot programs on rapid testing, and expanded networks of laboratories (Greer et al., 2022). The central administration played an important role in the purchase of the vaccines, and they pre-contracted with different manufacturers. The provincial authorities now had the mandate of distribution and prioritisation.
[bookmark: _Toc216712184]2.3.4 System Strengths and Weaknesses
The model applied in Canada, decentralisation, provided an opportunity to the provinces to adjust the interventions to the local context, but it also created serious problems of coordination. The provinces with greater public health capacity, such as British Columbia or the Atlantic provinces, had demonstrated early success in controlling the transmission. However, the shortcomings of LTC, decentralised surveillance, and the absence of inter-provincial coordination in the country undermined the national unity. The pandemic revealed that the pan-Canadian data control should be more robust, LTC control must be given more attention and improved, and the surge capacity planning must be improved.
[bookmark: _Toc216712185]2.4 Comparative Analysis Decentralisation vs Centralisation
The extent of centralisation in the three countries had a strong correlation with the speed and cohesiveness of the first response to the pandemic. The centralised model enabled the South to decide in a short duration, carry out mass testing in a timely manner and offer uniform instructions, thus resulting in low mortality and no lockdowns in the entire country. The problem of fragmented surveillance and unequal regional policies existed in the first wave, during which Spain and Canada, both systems of decentralisation, had a problem. The attempts of Spain to overcome such constraints were supported by the temporary re-centralisation, and Canada attempted to do so with the help of federal-provincial negotiation during the crisis. This difference is explained by the fact that South Korea was virtually under surveillance on the spot, and the reporting of Spain and Canada was delayed, which could not give early control. In spite of these differences, decentralised models were helpful once the initial coordination was improved, and as a result, the measures could be tailored at the local level and offered an effective logistics of vaccination.


[bookmark: _Toc216712186]3. Analytical Review of Leadership Models Applied Across the Three Nations
[bookmark: _Toc216712187]3.1 Spain’s Governance Style and Executive Decision-Making in Crisis
[bookmark: _Toc216712188]3.1.1 National Governance Environment Surrounding Leadership Behaviour
The decision affecting the pandemic response in Spain in the process of building their response during the first critical wave was the leadership of the Minister of Health between January 2020 and January 2021 (Salvador Illa). His leadership took place in a very arid climate that was marked by a decentralised health system in Spain, a high degree of political fragmentation and the deteriorating epidemiology. In the regions, the governments had the responsibility for surveillance, testing, and clinical care, but the national outcomes were under the political control of Illa. Madrid, being politically opposed, could not allow a central influence, hence making it difficult to have coordination (Shu and Wang, 2021).
[bookmark: _Toc216712189]3.1.2 Leadership Style of Salvador Illa (Transformational, Crisis, Adaptive Leadership)
The actions of Illa in the pandemic can be discussed in the context of various leadership theories. His attempt to give regular national messages in the State of Alarm (14 March 2020) meets the requirements of Transformational Leadership, which is aimed at collective identity, shared purpose, and shared vision (Bass and Riggio, 2006). The theme of unity and collective sacrifice was the goal of Illa to create unity among politically polarised parts through the story. However, the transformational effects were limited since he lacked direct control over regional systems, and this hindered his ability to deliver the same messages across.
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Figure 8: Crisis Leadership theory (Aida and Shoji, 2022)
The Crisis Leadership theory and Crisis Leadership, as put forward by Boin et al., in particular, the model of sense-making, decision-making and coordination, were devastating setbacks to Illa. In the month of February, Spain failed to determine community transmission due to fragmented surveillance systems. Containment decisions were lagging behind worsening indications, and categorical sense-making was put off. As soon as the State of Alarm was declared, Illya performed better in the domains of decision-making and meaning-making by Boin, which helped to make the country more coherent and the process of communication more effective through the daily briefings with Fernando Simón.
Adaptive leadership may also be interpreted as a form of leadership whereby Illa succeeded in engaging the stakeholders to respond to uncertain and complex situations (Heifetz et al., 2009). He had to strike a balance between conflicting sides, including local self-rule, politics, economic destabilisation and social health requirements. Even between these pressures, he was not able to strike a balance. Although during the re-centralisation period he was good at harmonising among regions, he failed to make all the Autonomous Communities have an identical long-term move after emergency powers were withdrawn.
[bookmark: _Toc216712190]3.1.3 Key Decisions and Leadership Actions
Illa made a number of consequential decisions. The power of control over health services was concentrated by the proclamation of the State of Alarm, and it was possible to enforce a strict lockdown in Spain. His Ministry of Health headed national purchases of PPE and ventilators, but in the initial stages, there was a shortage. Daily press conferences, which were conducted along with epidemiologist Fernando Simón, were an important instrument of communication. The initial planning of the vaccine plan was also led by Illa, who stepped down in early 2021 to run for the position of region.
3.1.4 Leadership Strengths and Weaknesses
The leadership of Illa had some merits particularly that he was able to remain composed and his technocratic way of communication that was extremely reassuring during the period of acute uncertainty. His emphases on unity and scientific instructions worked to stabilise the population on trust in a politically polarised environment. He was also successful in consensus-building during the process of vaccination in Spain. However, his leadership was not perfect either. Illa underestimated the pre-emptive transmission in February 2020 and was hesitant to advocate pre-emptive measures. The poor implementation was caused by poor control over the regional governments especially in Madrid. His ICU expansion has been criticised as being slow and his absence of PPE has been criticised, and academics have termed the Spanish initial response as reactive rather than anticipatory.
[bookmark: _Toc216712191]3.1.5 Analytical Evaluation
A good case in point is the example of Illa, which proves that decentralised systems may erode the authority of the crisis and contribute to the politics of struggle. The absence of legal power, the gross political disintegration and the epidemiological condition turning more and more complicated all abridged his possibilities of exercising the proactive leadership. Even though the communication and coordination demonstrated by Illa proved to be effective during the centralised phase of the response, the overall impact of the system was constrained by the structure of the system itself. 
[bookmark: _Toc216712192]3.2 Leadership Dynamics Shaping South Korea’s Pandemic Response
[bookmark: _Toc216712193]3.2.1 Structural and Political Conditions Influencing Korean Leadership
The South Korean national leadership of pandemics was founded on the prime minister, who is Chung Sye-kyun, leader of the CDSCHQ. Unlike in Spain or Canada, Korea possessed a very centralised, legally empowered system of public health with good authority vested in the KDCA. Post-MERS reforms had bestowed more power on emergencies, and more digital monitoring and chains of command were established. Chung began the pandemic with a comprehensive system of governance, established trust between people, and quality bureaucracy. This integration of the leadership power with the structure of the system led to favourable conditions in order to take decisive action.
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Figure 9: Technocratic Leadership Characteristics (Homayounifar et al., 2025)
[bookmark: _Toc216712194]3.2.2 Leadership Style of Chung Sye-kyun (Technocratic, Distributed, Transformational Leadership)
The leadership style of Chung can be examined according to three complementary frameworks. Firstly, he was a perfect Technocratic Leader, who prioritised a strong importance on evidence-based choice making, rule-based management, and scientific mastery. His reliance on KDCA experts and established cooperation with line ministries was an institutional model that is competence-driven and has a proper process (Tessema et al., 2021).
Second, his leadership was characterised by the aspects of Distributed Leadership as he took much operational responsibility and delegated it to the KDCA, the industry partners, and the local governments. The theory of distributed leadership has highlighted the benefits of joint authority, and particularly the situations of complex crisis, whereby no single actor can perform all the endeavours (Klebe et al., 2021). Chung used his position to give scientific and administrative agencies strength, and testing, tracing, and supply chain logistics expanded rapidly.
Third, he resorted to the elements of Transformational Leadership and appealed to the aspect of transparency, frequent communication, or appeal to social responsibility to encourage people to collaborate. Korea has prioritised the use of public messages that promote unity, civic responsibility, and safety of the community, which resulted in high compliance and trust, and OECD surveys recorded above 70 percent in 2020 (Stephen et al., 2021).
[bookmark: _Toc216712195]3.2.3 Key Leadership Actions
Chung did not take long to respond to the first-reported case on 20 January 2020 by activating national emergency procedures. He was the chairperson of the fast-tracking plan in Korea, including the exemptive regulation in the production and deployment of diagnostic tests and drive-through and walk-through testing centres. He planned cross-ministerial cooperation between the Ministries of Health, Interior, Justice and ICT, in particular, the border control and data-sharing and the enforcement of the quarantine rules. His role was important in stabilising the supply chains of PPE, which implied a close partnership with the manufacturers in the private sector. The daily public briefings, which shaped the opinion of the people and their participation, were facilitated by transparency and responsibility.
[bookmark: _Toc216712196]3.2.4 Leadership Strengths and Weaknesses
Among the strengths displayed by Chung was the fact that he was a leader who had good leadership qualities that helped him make quick and evidence-based decisions because of his scientific background. His open communication led to the generation of confidence among the people and this helped Korea to shun lockdowns on the entire country. Others were able to delegate efficiently to KDCA experts enabling technically autonomous operations where the number of tests per day had reached more than 100,000 by May 2020 (Emami et al., 2024). More than 24 hours of contact tracing were shortened to less than six hours, which facilitated more focused containment and economic activity. The coordination across ministers also helped in efficient mobilisation of public health, technological and regulatory resources. Nonetheless, it was weak on major privacy issues in regards to digital tracing, the high workload among the health teams of the population, and its dependence on institutional benefits like the presence of advanced digital infrastructure and robust state-industrial connections that raise the question of the applicability of the leadership model to other countries.
[bookmark: _Toc216712197]3.2.6 Analytical Evaluation
An example of how centralisation and technocratic rule can be useful in the formation of a swift solution to a crisis is the Leadership of Chung. His style fitted with institutional architecture that was incorporated in Korea, and a feeling of cohesion between power and action was formed (Shu and Wang, 2021). This was in contrast to Spain or Canada, where the leadership instructions were translated into working implementation. The combination of the factors of technocracy, distributed and transformational, allowed him to follow a strict scientific method and win over the confidence of the people. As per the conditions of crisis leadership that Boin offers, Chung was quite good at sense-making, decision-making, and coordination, which is the indicator of anticipatory, rather than reactive, leadership. The quality of such congruence of leadership and systems is reflected in the outcome of Korea, with 1.6 deaths per 100,000 in 2020 (Lv, Luo and Duckett, 2021).
[bookmark: _Toc216712198]3.3 Approach to leadership in Canada
[bookmark: _Toc216712199]3.3.1 Leadership Context
The leadership of the country in Canada was below the control of the Prime Minister named Justin Trudeau. However, contrary to control of power in the hands of the ministers of Spain or the unitary system of command in Korea, Trudeau was operating in a very decentralised federal system where the provinces had constitutional authority in matters of public health, hospitals and containment (Saunes et al., 2021). This limited his power over pandemic policy. The provinces were free to either follow the federal recommendations or not, and this created much disparity in the jurisdictions. Trudeau was rather perceived as a better national communicator, financial booster and coordinator than a real crisis commander. This was the model that determined the way he led and how far he was able to influence.
[bookmark: _Toc216712200]3.3.2 Leadership Style of Justin Trudeau (Transformational Leadership and Crisis Communication)
Various theoretical styles were employed by the leadership of Trudeau. Firstly, he demonstrated certain aspects of Transformational Leadership, particularly in his emphasis on cohesion, empathy and social cohesiveness. His periodic briefings, which frequently utilised the inclusive language (We will get through this together), were used to generate a sense of national identity and continue to maintain morale at a high level despite the uncertainty (Ohrling, Carlsson and Brommels, 2022).
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Figure 10: Transformational Leadership (Klebe et al., 2021)
Second, he showed Crisis Communication principles that can be characterised as transparency, emotional reassurance, and the explanation of the federal actions. The communication strategy of Trudeau was that of reducing anxiety and maintaining trust, which is also consistent with what crisis literature says, empathy and honesty as stabilising factors.
[bookmark: _Toc216712201]3.3.3 Key Leadership Actions
The main decisions of the time of Trudeau were the shutdown of non-essential travel in March 2020 to reduce transmission; the establishment of the Canadian Emergency Response Benefit (CERB), which supported 8.9 million people; the procurement of one of the major per-capita vaccine collections (Mathieu et al., 2021); and funds sent to the provinces and Indigenous communities to increase emergency health services. One of the few areas where the federal authority was explicit was the federal Quarantine Act, which was drafted by Trudeau to guarantee that international travellers were isolated.
[bookmark: _Toc216712202]3.3.4 Leadership Strengths and Weaknesses
The strengths of Trudeau are communication, coalition-building, and social protection. His empathetic communication style empowered the faith of the individuals and emphasised the strength of the community. Another strategy that he implemented was the power of federal spending, which was economic stabilisation and assistance to the provincial health systems. The procurement policy helped Canada acquire a large number of vaccines at a very early stage, and this may have led to a fast increase in the number of vaccinated people since April 2021. 
However, with the structural limits, Trudeau could hardly do anything with his leadership. He had no authority to regulate the national population health using equal policies, and provinces had different responses. The inflexible and fragmented early testing scale-up may have been viewed as reflecting the intergovernmental coordination gaps. In Canada, the vaccine rollout in the early part of 2021 was slower due to low domestic production capacity, and it caused delays in comparison to other nations.
[bookmark: _Toc216712203]3.3.5 Analytical Evaluation
This is one of the aspects of the leadership of Trudeau, since there is a clash of humanistic communication and minimal executive power (Mattei and Del Pino, 2021). His form of collaboration would have been wanting in the political culture of more centralised systems, but it was adapted well to the Canadian culture. Though he had been very successful in the process of meaning-making and financial mobilisation, he was not so influential in decision-making and coordination of his operations. The executive leadership in Canada during the crisis was diluted in response to federalism, unlike in Korea, where there was a unified system or a temporary re-centralisation in Spain.
[bookmark: _Toc216712204]3.4 Comparative Leadership Discussion
The leadership style and institutional authority interaction led to the performance of leadership throughout the COVID-19. The central form of South Korea had allowed the technocratic and the distributed leadership of Chung Sye-kyun to deliver the action quick and coordinated as well as the extremely low mortality (Smith et al., 2022). There was a devolution and internal politics limiting Spanish leadership under Salvadore Illa and it could not attain early coherence despite the strengths of technocracy and the flexibility. Justin Trudeau who has been in the context of the federal system of Canada was forced to adopt a mixture of mutual and understanding leadership, however, the provincial autonomy had unequal outcomes and led to disastrous failures in long-term care.

[bookmark: _Toc216712205]4. Conclusion
The comparative analysis of three country reveals that the effectiveness of the response to COVID-19 in a country depended on the communication between the health scheme structure and the leader's capacity. The coordination was centralised as it is with South Korea, and that enabled rapid decision-making as well as free flow of communication and mobilisation of testing and surveillance through these, which has led to low mortality rates. Both the non-centralised models, Spain and Canada, had shown local flexibility benefits, although they both had problems with initial data integration, common sense, and political fit that constrained the effectiveness of leadership. The examples also show how the leadership style contributes to the development of civic dependence and the implementation of policies: technocratic and open styles were in high demand to ensure obedience in South Korea, whereas in Canada, the structural fragmentation was partly reduced due to collaboration and compassionate dialogue. Broadly, the comparison can be made, where no centralisation or decentralisation can be adequate to decide on the outcome; however, the performance of the crisis is determined by the presence or absence of convergence between the system design, distribution of power and mobilisation ability in the situation of uncertainty.
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