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Executive Summary  
This report discusses the way the countries of Spain, South Korea and Canada structured, handled and led their national responses to the COVID 19 pandemic and how health-system structures and models of governance contributed to their efforts and respective outcomes. The analysis will start with a description of the typology of healthcare in each country, namely, the level of centralisation or decentralisation and, accordingly, the level of the speed and efficiency of decision-making. It subsequently assesses the COVID-19 approach of every country and determines its strengths, weaknesses, and disparities in the capacity of the population and the health system, coordination, and leadership of the crisis. The report also evaluates the role of the political and public-health leaders in communicating, implementing, and justifying the interventions that they implemented during the pandemic and the role of the leadership style in influencing the level of trust and compliance of the population. The final part is a synthesis of cross-country lessons, which underscores the need to be prepared, coordinate governance, facilitate transparent communication and a strong public-health infrastructure. In general, the report gives a comparative insight into how various systems overcame the crisis and outlines the lessons to be learned in further emergencies.









Introduction  
This report entails a comparative analysis of the way Spain, South Korea and Canada structured their healthcare systems and reacted to the COVID-19 pandemic, with specific attention given to the role of centralised and decentralised governance. Centralisation is a decision-making process that is mainly based at the national level and enables uniformity of policies, quick coordination, but decentralisation is the distribution of power to regional or provincial levels and enables flexible and context-specific response (Saltman, 2018). It is vital to comprehend these structures since they determine the testing, tracing, restriction, and public-health capabilities of every country in the face of the crisis (Greer et al., 2020). The styles of leadership also play a crucial role: crisis leadership has an impact on the level of trust among the population, adherence to it, and the efficacy of health preparations (Ansell et al., 2021). As such, the report analyses the manner through which national leaders and the public-health authorities of the three countries communicated risk, mobilisation institutions, as well as coordinated their populations. The combination of system typologies, pandemic strategies, and leadership styles allows making crucial similarities, differences, and lessons to be learned by future health crises.  
Canada: Healthcare Typology and COVID-19 Systems Approach 
Healthcare system typology
In Canada, there is a highly decentralised, publicly funded health system with provincial and territorial governments having the primary responsibility for the organisation and delivery of healthcare as well as population-based health decision-making. The federal government offers funding via Canada Health Transfer, border control, national surveillance control, and vaccines and medical supplies (Marchildon, 2021). Even though the system of Canada is universal, fragmentation between 13 provincial and territorial jurisdictions tends to create disparities in the capacities of public-health, data systems, and health resources (Flood and Thomas, 2020). This decentralised structure had a potent influence on the response to COVID-19 in Canada.  
Early pandemic response and system functioning
COVID-19 came along, and the provinces used their constitutional power to impose emergency actions, such as lockdowns, school closures, wearing masks, and testing policies. The federal government organised border closures, global travelling restrictions, and national-level purchasing of PPE and vaccines (Wilson et al., 2020). Nevertheless, the lack of early surveillance (such as non-uniformity in testing criteria, large delays in reporting cases, or inadequate digital infrastructure) constrained the capacity of Canada to monitor surfacing outbreaks (Murthy et al., 2021). The care environments that were the most susceptible were long-term care environments, and they were the manifestation of chronic understaffing and the lack of control between provinces (Stall et al., 2020).  Nonetheless, lower transmission in the initial wave was observed in places like British Columbia and Atlantic Canada, which took early precautionary steps rapidly and were supported by robust institutions of public health, which indicate the possible value of decentralised local decision-making (Marchildon, 2021).  
The centralised and decentralised approaches.  
Canada proved to have a dual pattern of governance:  
Decentralised components  
· The timing and intensity of public-health restrictions were decided at the provincial level, creating tremendous inter-provincial differences.  
· Contact-tracing and testing were done separately in the provinces.  
· Long-term care homes were controlled at the provincial level, giving unequal standards and results.  
Centralised components  
· The federal government-controlled border closures, travel nationwide recommendations, and quarantine demands.  
· London procurement Centralised procurement obtained vaccines and subsequently delivered them to provinces.  
· Federal directions by the Public Health Agency of Canada (PHAC) tried to coordinate the national communications.  
Such interaction implied that the Canadian system had certain problems related to coordination at times but also gave provinces the possibility of provinces to respond to the epidemiological patterns.  
Advantages of Canada’s decentralised approach
One of the advantages of decentralisation was that it allowed provinces to adopt certain measures which were rather local and specific. Provinces that had robust public health infrastructures (e.g., British Columbia) responded rapidly, overly depended on local public health officers and showed comparatively better results in the initial waves (Asadi et al., 2020). Atlantic Canada used a “regional bubble, limiting the movement of people between provinces, which immensely minimised the importation of cases and transmission in communities (Murison and Mallory, 2021).  
Disadvantages and coordination challenges
Nonetheless, decentralisation also created significant problems in coordination, which are widely known in academic assessments. Independent decisions on tests, masks, and eligibility for vaccination were made at the provincial level, thus resulting in a fragmented policy (Flood & Thomas, 2020). This brought about confusion in society, hampered travel between the provinces and reduced harmonisation of national data.  There were also serious failures of long-term care LTC in Canada, where LTC contributed to most of the deaths during the first wave. Analysts claim that bad LTC outcomes were directly associated with decentralised governance, absence of federal standards, as well as provincial underregulation (Stall et al., 2020).  
Did Canada’s system yield positive outcomes?
Canada eventually reached high vaccination rates, which was largely due to centralised federal buying and nationwide investing in distribution (Wilson et al., 2020). The death rate in the Delta and Omicron waves was lower than in most other high-income nations. Nevertheless, initial waves revealed infrastructure weaknesses in the system, especially in long-term care, surveillance, and data infrastructure. Canadian results are mixed, and the system has been characterised by a dual nature because it is decentralised, thereby facilitating local adaptation of the system, but at the expense of national coherence.  According to comparative research, Canada had an overall good performance, although it had preventable mortality because of fractured governance and insufficient timeliness in major provinces (Marchildon, 2021).
Key lessons and implications
The Canadian experience of the pandemic brings out three salient lessons. To begin with, decentralised health systems require effective national coordination structures and data infrastructure that are interoperable to work efficiently during crises. Secondly, the necessity of reforming long-term care is supported by the harmful effects of regulatory fragmentation and long-term underinvestment, which are emphasised by Stall et al. (2020). Third, provincial and federal leaders should focus on the possibility of consistent communication; the lack of alignment in the message led to the loss of understanding in the population and adherence to it, and this process was studied by Murthy et al. (2021). Overall, the Canadian case shows that decentralisation may be used to promote flexibility, but it needs to have a high federal scaffolding, common data platforms and decisive leadership to prevent fragmentation at the national level in times of national emergencies.  

Spain: Healthcare Typology and COVID-19 Systems Approach 
Healthcare typology
Spain has a national health system (NHS) which offers universal, tax-financed coverage; however, the administration of the health services is highly decentralised in Western Europe. Since the devolution reforms of 2001, health planning, service delivery, hospital administration, and public-health interventions have been mostly within the territory of the 17 autonomous communities (ACs) in Spain, whereas the Ministry of Health continues to have over-coordinating and strategic policy structures (Valle, 2021). This structure grants significant local control in spending, human resources, surveillance, as well as response to crises. Even though the system of Spain has a robust primary-care base, the austerity measures introduced following the 2008 financial crisis reduced the number of employees, the infrastructure of the public-health system, and the capacity in emergencies, which made some regions vulnerable to COVID-19 in the first place (Garcia-Basteiro et al., 2020).  

Early pandemic response
One of the first and worst first-wave epidemics in Europe occurred in Spain. First, surveillance, testing, and contact tracing were both the responsibility of regional public-health agencies, but the rapid transmission of COVID-19 between February and March 2020 soon placed undue strain on local resources. The lack of testing, improper reporting systems, and the lack of epidemiological facilities were obstacles to proper transmission evaluation, and the central government declared a state of alarm on 14 March 2020, and temporarily centralised health authority (Erkoreka, 2022). Strict lockdowns, limited movement and the organised purchase of personal protective equipment (PPE) and medical equipment were introduced to the national government. This centralisation was to bring about harmony in the interventions, but created tensions with the ACs, with some of them claiming that the measures undermined regional competencies.  
Centralised and decentralised systems approach
The response to the pandemic in Spain alternated between centralised and decentralised:  
Centralised elements
The national government used its emergency powers to impose mobility restrictions on the whole country, interregional travel, and organise procurement. The central authorities also created a single surveillance system and gave national instructions on how to identify and report a case (Vampa, 2021).  
Decentralised elements
In June 2020, once the state of alarm ended, power was restored to the ACs, who put in place localised lockdowns, testing plans, school policies, and vaccination logistics. This reversal brought about significant changes in restrictions, capacity to trace, as well as epidemiological outcomes.  The pandemic journey in Spain was formed by this mixed model, which allowed the country to be more localised, but on the other hand, caused even greater fragmentation in areas where the coordination system failed.  
Advantages of the Spanish systems approach
Decentralisation allowed local-level responses to be tailored. Areas like Galicia and the Basque Country started early testing growth, did not have the same mortality as the ones in Madrid and Catalonia, and were better tracking it (Otero-Garcia et al., 2023). Innovation was also spurred by regional autonomy, including the creation of mass-testing centres and mobile tracing units in several ACs. Moreover, the local authorities had more insight into the demographic and socio-economic variables, which allowed them to conduct targeted outreach within the vulnerable communities. Following initial waves, increased cooperation between central and regional institutions, with their common data platforms and joint vaccination plans, enhanced the response in Spain.  
Disadvantages and coordination challenges
Nevertheless, decentralisation created significant disadvantages. To begin with, the incomplete surveillance capacity affected early detection; regional differences in testing criteria, case definition and frequency of reporting hampered national situational awareness (Garcia de Basteiro et al., 2020). Second, the nature of political tensions between the central government and regional authorities, especially Madrid, also blocked the introduction of restrictions, and this element has also led to the uneven communication with the population (Erkoreka, 2022). Third, inequalities in hospital resources and public-health capacity further expanded mortality and strain in the intensive-care unit (ICU). Areas that had chronically low systems of public-health systems were unable to keep up with the demand, highlighting the weaknesses of decentralisation in the absence of a strong national support (Vampa, 2021).  
Outcomes and lessons learned
Spain experienced one of the best death rates in Europe during the initial waves, particularly in long-term care facilities. These results were system fragmentation, lack of preparedness and lengthy political negotiation of competencies. However, later stages became much better: the introduction of vaccinations became very successful, surveillance networks became stronger, and ACs communicated better. Finally, the experience of Spain shows that decentralisation may encourage flexible and context-specific responses but demand a strong national readiness, interoperable data infrastructure, and established crisis response mechanisms, which will avoid fragmentation in the emergency (Otero‑Garcia et al., 2023).  

South Korea: Healthcare Typology and COVID-19 Systems Approach 
Healthcare typology
The health system in South Korea is a hybrid system that incorporates a national health insurance scheme, which is mandatory, with health care providers that are mostly privately operated. However, the system of public health is very centralised, regulated by the Ministry of Health and Welfare (MOHW) and the Korea Disease Control and Prevention Agency (KDCA). The experience of the 2015 MERS outbreak encouraged major changes in legislation that gave the KDCA increased competence in the areas of infectious disease surveillance, data access, and emergency response (Kim, 2020). These reforms created strong laboratory networks, digital infrastructure, and coordination capacity centralisation, which became central in COVID-19.  
Early pandemic response
South Korea has been faced with an early outbreak, which has been associated with the religious organisation Shincheonji in Daegu. The KDCA adopted a test-trace-isolate (TTI) strategy that was aggressive, instead of implementing nationwide lockdowns. PCR was rapidly scaled by the government using drive-through and walk-through centres, which were able to collect high-volume and low-risk specimens (Kwon et al., 2020). Accelerated partnerships between government and industry produced test kits faster. Credit-card records, mobile telephones, and CCTV footage were legally accessed to reassemble the case movements, which would make it easy to identify contacts in a short period (Park et al., 2020). This strategy provided the ability to make targeted quarantines and avoid mass closures during the first waves.  
Centralised and decentralised systems approach
Centralised elements
There was a high level of centralisation in the response to the pandemic in South Korea. The KDCA stipulated national testing, tracing policies, quarantine policies, and communication policies. Real-time data was availed by national dashboards, and PPE and medical supplies purchase was organised at the federal level (Oh et al., 2020).

Decentralised elements
The practice of COVID-19 testing, tracing, and quarantine was implemented at municipal health centres. The local governments had the power to make localised distancing rules; however, these rules were aligned with national rules. The central command system was strong and created coherence, whereas operational agility was maintained by the local actors.
Advantages of the Korean systems approach
The Test-Trace-Isolate (TTI) model, which was centralised in Korea, had a few benefits conferred on it. First, the time between the development of symptoms and isolation was reduced due to rapid testing and tracing, which kept the transmission rates low during the initial waves (Shin et al., 2021). Second, the tracing systems were enhanced with digital data that led to the accurate identification of clusters, which was very effective in controlling superspreading events. Third, the high national coordination was used to guarantee that there were uniform guidelines throughout the regions, and this avoided the disparities that were witnessed in the more decentralised systems. Lastly, the public trusted that guidelines were followed as the Korea Disease Control and Prevention Agency (KDCA) communicated clearly and provided briefings daily so that the people had high trust (Kim, 2020).
Disadvantages and challenges
Despite its success, the model used in Korea had shortcomings. The usage of personal information in the tracing resulted in ethical issues of privacy and possible stigma that have led to a discussion of proportionality and limits of surveillance (Park et al., 2020). The process was labour-based, and long waves led to workforce burnout and operational stress (Lee & Kim, 2022). With unusually high caseloads during the Omicron surge, it was proven that even effective TTI systems have limits that are not accompanied by other effective interventions like vaccination and adjusted distancing policies (Ryu et al., 2020). Small enterprises complained about inconsistent limitations on a local basis, too, but it was not as harsh as extended lockdowns in other nations.
Outcomes and lessons learned
In 2020 - 2021, South Korea registered relatively low mortality rates compared to most OECD members. Its fast testing, tracing and early isolation strategy was effective in suppressing early outbreaks and avoiding widespread lockdowns (Oh et al., 2020). Despite the overcapacity in later waves, Korea responded to the situation by implementing tiered distancing, increasing vaccination, and improving risk communication. The most important lessons include the importance of legal preparedness, investment in digital infrastructure, and effective leadership in the country. However, data privacy and a sustainable workforce for the benefit of public health also need to be safeguarded as a means of long-term resilience (Shin et al., 2021).

Leadership Analysis: Spain 
Overview of leadership context
The leadership of the response to COVID-19 in Spain occurred in a highly decentralised Spanish political system, where the national government and the 17 autonomous communities (ACs) shared the responsibility. The central Authority was held by Prime Minister Pedro Sánchez and the central Ministry of Health, and regional presidents and public-health directors had a lot of freedom. It has put a complicated leadership environment, often defined by negotiation and political tension. The researchers assume the hybrid political-technical nature of the leadership model that defined the pace and unity of the Spanish response to the pandemic (Valle, 2021).
National leadership: political coordination and crisis communication
Sánchez used a centralising and directive style of leadership when the first wave quickly emerged in March 2020, when he invoked the constitutional stipulation of a state of alarm to temporarily hand over pandemic powers on the federal level. The reason behind this measure was to put uniform restrictions and reduce the fragmentation of the regions. The move, although decisive, was controversial, especially in Madrid and Catalonia, where the regional leaders denounced the centralisation as being politically instigated. It has been shown that initial national communication was not consistent, and changes in the message related to mask use, testing, and travelling policy led to confusion among people (Garcia-Basteiro et al., 2020).  
Regional leadership: heterogeneity and political influence
The regional presidents assumed great powers and particularly following June 2020, when the process of decentralisation was reinstated. This would lead to divergent leadership styles:  
Proactive areas (e.g., Galicia, the Basque Country) had a vast number of technical specialists and early restrictions, as well as a high level of trust among the population (Otero-Garcia et al., 2023).  
More politicised or slower responses were found in Madrid, where the decision of the leadership tended to go against the recommendations of the nation. Scholarly commentaries suggest that inter-regional and inter-national leadership strife diminished policy and coherence and led to increased lethality in early waves (Vampa, 2021).  
This division of leadership was a symptom of Spanish political polarisation more generally and influenced when restrictions, communications, and long-term care protection were offered.
Leadership style
Spanish leadership adapted both autocratic and democratic (depending on the stage of the pandemic) during the COVID-19 pandemic. During the first wave, the central government assumed a more autocratic position by declaring the state of alarm and centralising the power, therefore, making quick and consistent decisions. This plan gave it the benefit of time and decisiveness, which is necessary in the case of a crisis. Nonetheless, the disadvantages were a decrease in stakeholder participation and political opposition of regional governments, which felt disempowered (Valle, 2021). Leadership became democratic-oriented after power was re-decentralised into the autonomous communities, as the leaders of the regions were involved in participative decision making. This not only led to customised interventions but also created more fragmentation, unequal restrictions and confusion to the people. Thus, the experience in Spain confirms the available literature showing that autocratic leadership in crisis can make one more decisive at the expense of collaboration, and democratic leadership can promote buy-ins but can slow down responsiveness (Ansell et al., 2021).
Centralised vs. decentralised leadership dynamics
The main issues of leadership in Spain were the result of centralisation and decentralisation. The centralised state-of-alarm period was transparent and consistent, and yet created accusations of going too far. On the other hand, the decentralised times increased local control but led to unequal actions, as regions implemented different curfew policies, reopening hospitality policies, and test strategies. The effectiveness of leadership was usually based on intergovernmental cooperation, which was not very consistent. Although committees like the Interterritorial Council were designed to liaise in making decisions, research shows that politics often overshadowed technical advice (Erkoreka, 2022). Lack of predetermined emergency coordination procedures also affected cohesive leadership.
Strengths of the Spanish leadership approach
Nevertheless, Spain had several leadership strengths. High uptake rates were caused by the decisive purchase of vaccines by the central government and its explicit national vaccination programme in 2021. The leadership also became more effective with time, as the risk communication was more coherent, and stronger collaboration between technical and political actors was achieved. Some ACs showed effective local crisis management in their leaders based in the region, with interventions designed to fit the demographic and epidemiological facts on the ground (Otero-Garcia et al., 2023). Later stages of leadership focused on transparency by creating open data portals that increased trust among the people and allowed researchers to track the differences in regions.
Weaknesses and leadership failures
Weaknesses in leadership in Spain focused on the lateness in taking immediate action, uncoordinated communication, and political rivalry. Analysts claim that the politicisation of politics compromised the leadership of public health and led to the inability to maintain consistent policies, especially in the second wave (Vampa, 2021). Long-term care leadership failures, like poor staffing and delayed protective services, were also key mortality factors. The other weakness was poor incorporation of scientific advisory bodies, which happened later in the pandemic; expert panels got power only a long time and thus denied evidence-based leadership early opportunities.

Overview of leadership context
The leadership of South Korea during the COVID-19 pandemic was a result of a very centralised system of governance by the public-health system, which was informed by the lessons learnt during the 2015 MERS outbreak. President Moon Jae-In, the Ministry of Health and Welfare, and the Korea Disease Control and Prevention Agency (KDCA) took centre stage. The reaction of South Korea is often applied as an example of the technocratic, transparent, and science-oriented leadership (Oh et al., 2020).
National political leadership
The national political leadership is another aspect that deserves attention in this paper.  
President Moon took the approach of an enabling and facilitative leader, allowing the health authorities to make decisions instead of having the presidency as the centre of decision-making. Political leadership was mainly focused on making sure that there is mobilisation of resources, cross-ministry coordination and maintenance of the trust of people. The leadership of Moon insisted on clarity and avoided undermining the threat, hence keeping the compliance high. The approval ratings of the government among the population shifted higher in the first months of the pandemic, which is a rare occurrence in other countries (Shin et al., 2021).
Technocratic leadership: KDCA and expert authority
The success of the South Korean leadership is based on the effective technocratic leadership within the country. Director of the KDCA Jeong Eun-kyung appeared in the spotlight of the response and held briefings daily and talked personally to citizens. Her leadership approach emphasised the scientific clarity, emotional calmness and explanations of tracing, testing and the level of risks. Research has shown that this expert-based leadership contributed to trust and allowed observing strict contact-tracing rules and quarantine (Park et al., 2020).  
The KDCA had a considerable degree of autonomy, organising the projects of testing, tracing algorithms and integration of digital data, as well as epidemiological modelling. The legislature and the executive mostly gave in to KDCA experts, hence minimising the level of political influence in the technical decisions.
Leadership style
The South Korean leadership in the times of the COVID-19 pandemic was associated with the use of technocratic, transformational, and democratic aspects. KDCA and President Moon used a democratic style of leadership, which is characterised by transparency, consultation to people and expert advice. It is a style that favours trust among people, shared responsibility, and being voluntary, which is emphasised in the literature addressing crisis-leadership (Shin et al., 2021). The emergency operations of the KDCA were also autocratic in terms of evicting emergency testing, tracing, and quarantine measures quickly. Although this boldness was effective in managing the spread, it brought about some disadvantages of ethical issues, privacy, and lack of involvement of the citizen in decisions. The combination of democratic communication and autocratic enforcement allowed South Korea to remain legit and efficient in its reaction.
Centralisation and coordination
The highly centralised form of South Korea helped it to take rapid and unified measures in leadership. The availability of tests, guidance on tracing, administration of quarantine and information-sharing regulations were dictated by national authorities. These measures were used in practice by local governments, and the flow of leadership was in the same direction, through central agencies (Oh et al., 2020).  
This centralised system of leadership prevented the inconsistency and delays of policies that had been witnessed in the decentralised countries. This was achieved through a national command structure that ensures standardised messaging, which researchers associate with more compliance and reduced behavioural fatigue (Shin et al., 2021).
Communication strategies
It was a significant strength of leadership through communication. Briefings conducted by KDCA made real-time data available and clarified the decisions that led to the development of policies and gave early warnings about clusters. The level of message transparency was very high, as detailed movement histories of proven cases were being disclosed. This transparency, despite being attacked because of the risk of privacy, reinforced the vigilance of people (Park et al., 2020).  
Leadership challenges and criticisms
Even at its strength, the leadership in South Korea had a few issues. The electronic surveillance system created ethical issues on privacy, data retention and civil liberties. Although it was effective, it put the vulnerable groups through stigma. According to scholars, it needs much more ethical control to resolve rights in the crisis of the future (Kim, 2020).  
The other challenge was workforce fatigue. The pressure of tracing and testing resulted in burnout of the staff in the field of public health, and the gap in leadership was shown to be a shortcoming in long-term workforce planning (Lee and Kim, 2022). Afterwards, the waves called upon the need of more political engagement because the TTI strategy was no longer enough when the caseloads reached the Omicron level.  
Leadership Analysis: Canada 
Federal leadership: coordination, communication and strategic direction
Prime Minister Justin Trudeau took a collaborative and communicative leadership style, which puts a priority on national unity, empathy, and the impact of scientific evidence. His administration put into place massive economic relief measures, organised national travel bans and took all the responsibility of buying vaccines. The briefings made by Trudeau every day throughout the initial months of the pandemic played a significant symbolic purpose, as they were intended to stabilise the population among the population and foster obedience. Research records quite elevated levels of social trust in federal leadership at initial phases, which is associated with consistency in the message and clear recognition of scientific doubt (Merkley et al., 2021).  
Federal-level Technical Leadership.  
PHAC conducted technical leadership at the federal level under the leadership of Chief Public Health Officer, Dr. Theresa Tam. Tam was a conservative and evidence-based technocratic leader. Her messages have been inconsistent during the beginning, as initially, she was criticised due to changes in her guidance on masks and travel—based on the fluctuating international evidence and shortages of PPEs, however, her messages became more uniform as the evidence stabilised. The studies also reveal that the federal government policy of using the position of the public-health experts as the centre of national communication enhanced the legitimacy of federal leadership in the long run (Maher and Van Rensburg, 2022).
Provincial leadership: heterogeneity and political dynamics
The provincial leaders had received considerable power during the pandemic, which created a leadership that was significantly different in Canada. These differences had a strong impact on the timeliness of policy action, the severity of action, and eventual health outcomes. The province of British Columbia became a bright example of active, evidence-based leadership. The tactic of calmness, compassion, and openness developed by Provincial Health Officer Dr Bonnie Henry also enabled effective compliance among the people and relatively positive initial results (Asadi et al., 2020). Similarly, the Atlantic provinces have also shown very well-coordinated leadership because they organised the so-called Atlantic Bubble and, thus, limited interprovincial movement, which resulted in exceptionally low numbers of cases (Murison & Mallory, 2021).
On the contrary, reactive or affected by political leadership was seen in the provinces like Ontario and Alberta. The two provinces took very long to implement restrictions at the most crucial times despite the skyrocketing cases and being warned by the scientific advisors themselves. Analysts argue that such delays, which were the effect of political pressure to protect economic activity, have directly led to ICU surges and avoidable morbidity (Murthy et al., 2021). These inequalities demonstrate the increase in inequalities in the quality of leadership across provinces due to having decentralised systems.
Leadership style
Leadership style
The Canadian leadership approach to the pandemic combined democratic and laissez-faire, as well as transformational aspects among the provinces. At the federal level, the strategy of Prime Minister Trudeau was mainly democratic, focusing on the sense of transparency, cooperation, and a focus on scientific expertise, which stimulated trust among people but could work only with effective cooperation of provinces. On provincial level leadership differed significantly but British Columbia leadership approach was more similar to transformational leadership where vision and regular communication was apparent; the situation in the provinces like Ontario and Alberta was more laissez-faire-like, where restrictions were postponed and decision-making was decentralised without a strong central guidance. It has been shown that laissez-faire leadership during crises generates slower responses and increases risk to the public health (Bass, 1990), which is also noticeable in the worse results of these provinces. These two leadership approaches can be used to explain the performance inequality in Canada regarding the pandemic.
Centralisation–decentralisation tensions in leadership
In Canada, issues of federal-provincial coordination significantly contributed to the leadership performance. The federal and provincial governments were responsible for surveillance, communication, as well as emergency measures, but without a common national approach. This disintegration had several tensions:
Fragmentation of policies took the form of provinces implementing individual testing standards, mask requirements, schooling policies, and reopening plans, creating confusion and conflicting with coherent national communication (Flood & Thomas, 2020).
Some inconsistencies in communication occurred as provincial leaders went against federal recommendations, which negatively affected the trust of the separate population and made it difficult to understand (Merkley et al., 2021). The leadership gaps in long-term care have continued since long-term care (LTC) was fully provincial. Provincial under-oversight, as well as a lack of labour, added to high LTC mortality (Stall et al., 2020). Even though decentralisation provided flexibility, including specific restrictions in Atlantic Canada, it also revealed the weaknesses of the federal system of Canada in a time of nationwide crisis without strong coordination frameworks.
Strengths of Canada’s leadership approach
Irrespective of the coordination issues, the leadership of Canada had a few strengths. One, the vaccine plan adopted by the federal government can be described as centralised procurement and provincial delivery, as it was very effective. Canada was able to sign early vaccine deals and ultimately became one of the key countries in the world with the highest vaccination rates (Wilson et al., 2020). Second, leaders in Canada enjoyed open and consistent communication among them, national and most provincial ones, which led to adherence in the early waves (Merkley et al., 2021). Third, chief medical officers were very prominent and powerful in several of the provinces, and it was a tradition of scientific leadership and people having confidence in the authority of expert judgment. Lastly, the joint action of the Atlantic provinces that created a bubble showed that the decentralised system may work whenever regional authorities are coordinated and cooperative (Murison & Mallory, 2021).
Leadership weaknesses and failures
The failure of leadership in Canada was mainly due to political factors, disunited leadership and institutional inadequacies. The problems with matching political leadership and scientific advice at the provincial level were exemplified in Ontario and Alberta, where decision-making was not timely. The disparities between provinces in the areas of testing, tracing, and restrictions led to the uneven results and the lack of national unity (Flood and Thomas, 2020). The largest leadership failure happened in long-term care, where delayed provincial action, systematic underfunding, and federal inaction resulted in excessively high fatality (Stall et al., 2020). Other factors that hampered leadership included the inability to use integrated national data systems that constrained situational awareness and coordination (Maher and Van Rensburg, 2022).
Overall assessment  
The COVID-19 leadership in Canada was ambivalent, as it showed excellence in federal leadership regarding the development of a vaccine and economic aid, but poor provincial leadership in the implementation of such measures, such as public health. Decentralisation helped to create responsive local leadership in a few of the provinces and destroyed the national coordination on issues where political decisions clashed with scientific guidance. Finally, the experience of Canada demonstrates that a successful leadership approach in a federal order should be based on the successful cooperation of intergovernmental relations, coordinated communications policies, and powerful public-health organisations, which can influence political decisions.
Conclusion 
[bookmark: _Toc215759168][bookmark: _Toc215761006]The comparative analysis of Spain, South Korea and Canada shows that health-system structure and leadership styles strongly shaped COVID-19 responses. Centralised systems, such as South Korea’s, enabled rapid testing, tracing and communication, supporting effective early containment (Oh et al., 2020; Shin et al., 2021). In contrast, Spain and Canada faced coordination challenges and fragmented policies typical of decentralised systems, contributing to delayed interventions (García-Basteiro et al., 2020; Flood & MacDonnell, 2020). Leadership differences also influenced outcomes: South Korea’s expert-led model fostered trust and compliance (Park et al., 2020), while Canada’s decentralised leadership produced variable provincial responses, from proactive measures in British Columbia to slower action in Ontario and Alberta (Asadi et al., 2020; Murthy et al., 2021). Three lessons emerge: stronger central–local coordination, transparent scientific leadership (Merkley et al., 2021) and investment in public-health and long-term care capacity to strengthen future preparedness (Stall et al., 2020; Otero-García et al., 2023).
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