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[bookmark: _Toc216001218]1.1 Background & Context
The COVID-19 significantly affected the situation on the global level and posed severe problems to the national health systems. The pandemic demonstrated that the organization of a health system and the type of leadership that runs it can have a powerful influence on the performance of a country. The useful countries of comparison include Spain, South Korea, and Canada since they have quite distinct health-systems structures and leadership styles. These variations altered the speed at which they operated, the manner in which they used resources, and the means at which they interacted with the populace (Filip et al., 2022).
[bookmark: _Toc216001219]1.2 Purpose of the Report
The report examines the impacts of the manner in which health systems and leaders operated on the responses to COVID-19 in Spain, South Korea, and Canada. It validates the extent of centralisation or decentralisation of each system and looks at the leadership styles employed in the crisis. This helps in establishing the module learning outcomes because it connects leadership, systems thinking, and performance in health sectors (Carta et al., 2023).
[bookmark: _Toc216001220]1.3 Structure of the Report
Section 2 discusses the way in which health systems of each country are established and how central planning or regional distribution of control influenced their response to the pandemic. Section 3 discusses the behavior of the national leaders and the impact that they had on the decisions and outcomes. Section 4 concludes the key discussion and identifies the lessons on future health emergencies.
[bookmark: _Toc216001221]2. CRITICAL ANALYSIS: HEALTH-SYSTEM STRUCTURE & CENTRALISATION/DECENTRALISATION
[bookmark: _Toc216001222]2.1 Overview of System Approaches
Many ways can be created in order to have a health system. A massive distinction is in the form of whether it is centrally run or locally. When it is centralised, the national government is the one that makes most of the crucial decisions such as emergency, planning and funding. The regulations are pretty similar in all locations and information passes through a single authority. In case it is decentralised, the local regions, states or provinces are better placed to make decisions regarding health services. They own the money, administer hospitals, and select their own plans of public health. It might cause disparities between regions, yet it also allows the local leaders to respond to the needs of the community (Sujata Sapkota et al., 2023)
Governance frameworks and systems thinking explain the significance of health-system design in the face of COVID -19. System thinking refers to viewing the whole system and not a single part. To illustrate, there should be cooperation between testing, hospitals, and data, leaders, communication, and supply chains. Governance refers to the decision-maker and decision-doer in the event of a crisis.
The COVID-19 revealed how the organizing of the system had a great impact on the response that a particular country had during the outbreak. A centralised system could move with speed and could establish nationwide regulations whereas a decentralised system had difficulties coordinating at times. The pandemic demonstrated that the communication was necessary, information was to be shared, and decisions were to be made clearly to contain the infections. Since the systems of Spain, South Korea, and Canada were extremely different, so was the outcome of the COVID-19 (Mustafa et al., 2021).
[bookmark: _Toc216001223]2.2 Spain: System Organisation & COVID-19 Response
2.2.1 Structure of Spanish Health System 
The health system of Spain is very decentralised. The nation is subdivided into 17 self-governing communities and most of the health services are organised and provided through these regions. The national Ministry of Health provides a general direction and general laws on a national level, whereas day-to-day decision-making regarding the hospitals, actions of the public health, staffing, and budgets are handled by the governments on a regional level. It implies that healthcare in Spain might be different in each region based on the priority and available resources (Ricciardi and Tarricone, 2021).
A decentralized organization was perceived to be powerful prior to the pandemic since regions comprehended their needs and could develop health services that meet the needs of local populations. Nevertheless, decentralization also implied the variation in the readiness rates, digital infrastructure, and population health. Disease surveillance was done in different ways across regions, as well as the resources of the hospitals were at varying levels. These differences were more evident when COVID-19 was introduced. The situation was hard in terms of coordination in the country as every region made their own decisions and information sharing could not always be very easy and quick. The national Ministry of Health did not traditionally gain control in all its aspects and this became a problem when the pandemic demanded immediate and coordinated response throughout Spain (Meckawy et al., 2022).
2.2.2 Pandemic Measures and Centralisation Shift 
At the beginning of 2020, when the number of new COVID-19 cases in Spain was high, the government announced the national emergency. This transferred authority to the regions to the national government hence decisions on matters of health were made in a single location to all regions. The national government had to deal with things like lockdowns, travel restrictions, school shutdowns, and rules in hospitals.
The chief motivation behind relocating power was to control the hospital resources and particularly the ICU beds, which were highly strained. Taking central decisions, Spain would be able to dispatch equipment, ventilators, and personnel to any area where they were necessary. These same rules were made by the government regarding mask wearing, testing, and shutting of businesses. They also ensured that data reporting was the same across the board in order to make the national government have an impression of the spread of infections across the nation (Page et al., 2024).
The country unveiled a very strict lockdown in March 2020. They were all required to remain home except making essential trips. The goal was to make the virus spread slower and prevent the breaking down of hospitals. Some of the power was slowly restored to the local regions after the first wave but national government made the big decisions. The subsequent waves still required the cooperation of national and regional governments with each other, and disagreements, primarily regarding limits and business assistance. Yet holding on to power at the national government became effective to a period of time, as this assisted the country to take a united action in the hardest months.
2.2.3 Strengths, Weaknesses & Outcomes 
There were good and bad aspects in the way Spain addressed COVID-19. One of the good aspects was that the national government retained authority and had rules that were equal across the board initially. The tight lockdown reduced the number of people who contracted the virus and the central government was able to offer assistance to all the regions equally. There was more collaboration among hospitals and the shortages were handled in a more systematic manner. The other positive factor was the vaccination drive that subsequently turned out to be one of the best in Europe due to the substantial number of people who took it (Abad González et al., 2021).
Nevertheless, it had a number of weaknesses. The initial wave was fast in responding to the Spanish and initial delays enabled the spread of the virus. It was difficult to move swiftly before national control was implemented as regional division did. Although the state of emergency was over, the central government had to argue on the reopening rules and economic restrictions with some regions, which slowed down decision-making during the subsequent waves. There was a loss of trust in the populace due to political disagreements and hodgepodge communication. The mixed effects of the system in Spain on health outcomes were observed. Spain experienced a very high mortality rate and the hospitals were highly pressured in the first wave. Some areas, particularly Madrid and Catalonia were overwhelmed with ICU capacity. The vaccination process was smooth and subsequent waves had less devastating effects on hospitals (Ferrer et al., 2021).
[image: The Covid-19 outbreak in Spain. A simple dynamics model, some lessons, and  a theoretical framework for control response - ScienceDirect]
Figure 1: Spanish Health System (Guirao, 2020)
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2.3.1 Structure of Korean Health System 
The health system in South Korea is predominantly government run particularly in areas of disease control and emergency response. The Korea Disease Control and Prevention Agency (KDCA) once known as KCDC has a significant national role in treating infectious diseases. It deals with surveillance, testing rules, contact tracing, and quarantine rules and data systems. Due to this powerful national organization, the country is able to raise the responses throughout the nation in a short amount of time and regularly (Jang, Lee and Park, 2025).
Powerful collaboration between the government and the private health providers is also beneficial in the health system. The majority of hospitals and Labs are privately owned, although governed by the Ministry of Health and KDCA. Digital network is good in South Korea, and health data is connected to numerous systems. This allows individuals to report fast and communicate information when outbreaks occur.
2.3.2 Pandemic Measures 
When the COVID-19 emerged, South Korea was very fast in its response. Among the initial things they did was to make mass testing fast and easy. KDCA, the health agency in collaboration with the private companies designed test kits within a few weeks and established drive-through testing centers across the nation. This assisted South Korea in identifying cases at an early stage and isolating individuals until the virus got a large audience (Yoo et al., 2021).
Digital contact tracing was another important strategy. The data of the mobile phones, credit card, and CCTV cameras helped the government to trace where the infected individuals had visited. Although this was a privacy cause, it enabled the government to easily detect contacts and prevent additional infections. Individuals got text messages at the locations where an infected individual had been. The system was transparent and information updated on a daily basis (Jang, Lee and Park, 2025).
2.3.3 Strengths, Weaknesses & Outcomes 
South Korea retaliated with a number of strengths. The largest strength was the early response to the virus. It was a centralised system that was prepared thus actions took place quickly. Mass tests, computer tracking, and messaging contributed to maintaining the number of cases at the beginning of the pandemic. An effective data system allowed the authorities to monitor infections immediately, and hospitals were quickly gaining capacity. The level of trust in the population was elevated due to the openness of information and its stability (Braithwaite, 2024).
The other advantage was that South Korea did not impose lockdown on the entire nation. This assisted in maintaining the economy as opposed to most other locations. The clusters could be identified by the government and terminated in a very short time, relieving the health services. Fatalities remained at a low rate with the number of ICU beds being normally sufficient (McCabe et al., 2021).
[image: An analysis of the dynamic spatial spread of COVID-19 across South Korea |  Scientific Reports]
Figure 2: Korean Health System
[bookmark: _Toc216001225]2.4 Canada: System Organisation & COVID-19 Response
2.4.1 Structure of Canadian Health System 
The health system in Canada is much decentralized. Money and national guidelines are provided by the federal government, and all the provinces and territories operate the national healthcare services. This involves hospitals, community health departments, residential care facilities and ambulatory health services. Due to this arrangement, there are differences in health rules throughout the country and provinces may create their own rule in case of a crisis.
This decentralization implies that there is no single national health plan that deals with emergencies in Canada. Rather, it depends on the success of the federal and provincial governments in collaborating. Provincially, public health agencies tend to work independently. Prior to COVID-19, there have been strong public health systems in some provinces and also, there were those that were grappling with shortages. Exchange of data between the provinces and the federal government used to be slow and lack of digital compatibility among the provinces meant that national monitoring was challenging (Smith et al., 2022).
2.4.2 Pandemic Response Dynamics 
The federal government dealt with border restrictions, traveling restrictions, and purchasing vaccines when COVID-19 came. It provided national advice and financial assistance. However, lockdowns, mask requirements, school closings, school testing plans had to be implemented by the provinces. This brought a lot of disparity in the country (van Eijken and Rijpma, 2021).
There was also a difference between provinces with regard to testing capacity. There were those that began mass testing prematurely and those with difficulty. There was ambiguity in communication where federal and provincial leaders delivered various messages. Due to that fact, there were individuals who were puzzled on what rules to be followed.
2.4.3 Strengths, Weaknesses & Outcomes 
The decentralized system in Canada was strong in a number of ways during the COVID-19. Plans of provinces were allowed to be created according to the local needs. Certain provinces have restrictions that are within the size of the population and health care capacity. People and businesses overcame the economic effect with the significant financial assistance provided by the federal government (Wang and Kang, 2023).
The disparity in health outcomes in Canada was high. Other provinces were characterized by low mortality rates, and some outbreaks were serious. The number of hospitals was overwhelmed in a number of areas. The introduction of the vaccination process was slower than in other nations and got better with the time as the supply was higher.
[image: Chart - Proportion of Canadians following precautions to protect themselves or others against COVID-19, Canada, September 2020]
Figure 3: Canadian Health System (Government of Canada, 2021)
[bookmark: _Toc216001226]2.5 Comparative Analysis across Three Countries
2.5.1 Impact of Centralisation vs Decentralisation 
The comparison of Spain, South Korea, and Canada reveals how the government structure altered how they responded to the pandemic. The structure of Spain was decentralized thus initially regions had their way and it was long before they could collaborate. The national government move to nationalize and control everything centrally made the measures more consistent, although delaying initial outcomes was detrimental (Chen et al., 2021).
In case of South Korea, the situation was the reverse. The centralised system allowed it to be fast in its action, establish definite rules nationally and conduct large numbers of tests. The government was in an authoritative position that it could contain the outbreak in the shortest time possible. Quality data, solid leadership and rapid decisions maintained low infections. This demonstrates that centralised control may be effective when there is an outbreak of the disease.
2.5.2 Systems Thinking Evaluation 
System thinking comes in handy to explain why the outcomes were not similar. The South Korea collected data, communication and governance effectively. Every element of the system was integrated, thus, they were able to respond promptly. At the beginning, Spain lacked any coordination due to the disparity in approach between regions. The system began to perform when the national government assumed the process of making any decision. There was poor integration of the provinces in Canada; there was no even distribution of data and planning. Also supply chain management varied; South Korea was well organized in terms of central coordination; Spain and Canada were short at various periods. In South Korea, public communication was most uniform and in Canada, most varied (Hwang and Hwang, 2025).
2.5.3 Implications for Future Pandemic Governance 
The three nations demonstrate that an unambiguous leadership, a proper communication system, and interconnected data systems are critical whenever a pandemic occurs in the future. When centralizing the leadership, it might contribute to making the decisions quickly during the emergencies, yet, in case of decentralization of the power, it should be provided with the means of coordination. To safeguard vulnerable populations, countries ought to allocate resources to digital surveillance, strategize their supply chains, and establish country regulations. 
[image: Data Comparison For Population Among Three Countries | PowerPoint Templates  Download | PPT Background Template | Graphics Presentation]Figure 4: Comparative Analysis (Slideteam.net, 2025)
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[bookmark: _Toc216001228]3.1 Leadership Theory Overview
Leadership is of significant influence when a country is facing a crisis such as COVID19. A lot of leadership theories can make them comprehend what the national leaders do. Being a leader in crisis implies that one has to make hasty decisions, cope with uncertainty, and speak intelligibly when things go awry. It requires leaders to lead the masses and ensure the system is running despite the lack of all the facts. Adaptive leadership refers to adjusting plans when the conditions change. It includes picking up on errors, heeding professionals, and revising policies in the event that new hazards arise. Transformational leadership motivates individuals by creating a shared purpose and fostering trust, unity and collaboration. Such leaders develop trust and make people feel that they are feeling better even when things are not okay. Shared or distributed leadership implies that power is not concentrated in the hands of an individual but is shared among teams, agencies, and experts. This can be used to organize activities in various regions in case of a pandemic (1⁎, Chen and Sun, 2024).
Such theories are related to the functioning of the health system since the leaders determine how the components liaise, communicate to one another, utilize data and win the trust of the populace. Good leaders are able to make decisions quicker, assist the system to collaborate improved and make individuals comply with the health regulations. A lack of good or vague leadership may lead to confusion, indecisive reactions and a diminished health outcome. Such knowledge of these theories can explain why nations managed the COVID-19 pandemic in different ways.
[image: What leadership style do you feel comfortable with? A quick overview!]
Figure 5: Leadership Theory (www.linkedin.com, n.d.)
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3.2.1 Key Leadership Figures & Decisions 
The COVID-19 reaction in Spain was primarily conducted by two national leaders, including the Prime Minister Pedro Sánchez and the Minister of Health, Salvadora Illa. During the first wave, the cases of infection grew rapidly, and hospitals were overloaded in Spain. In March 2020 the government announced a state of emergency in the country. This enabled the central government to make all health related decisions on behalf of the entire country. The move left the governments of the regions powerless, and the national leaders with power temporarily (Rebolledo and Jordi Rodríguez-Virgili, 2022).
The health policies were under the leadership of Salvador Illa. He imposed lockdown regulations, addressed the population, and ensured that medical supplies were availed to the population. He also collaborated with scientists in order to understand how the virus classified. Prime Minister Sánchez frequently addressed the nation and told them why the situation was serious and why it was necessary to impose strict restrictions. They both attempted to unite the nation in the turbulent times.
One of the initial choices was to put one of the tightest lockdowns across Europe. Individuals had to remain within their homes unless there were any critical engagements. They also coordinated the movement of medical resources in the regions and the rapid increase in hospital capacity. These steps were to reduce the transmission rate and stabilize the health system (Plümper and Neumayer, 2020).
3.2.2 Leadership Style Evaluation 
The Spanish leaders during the initial phases of the COVID-19 were reactive rather than proactive. Crisis leadership requires fast and brutal decisions, which the government of Spain took longer than other countries. The response was not as effective because by the time the entire nation was under lockdown, most of the people were already infected. The decisions made became more decisive and transparent after the government assumed power. The leadership behavior of the leaders also reflected characteristics of the transformational leadership particularly on how they addressed the masses. Prime Minister Sánchez made an attempt to inspire people and emphasized being united. He employed emotional language to appeal to all the people to follow the rules. Illa (the Minister of Health) provided updates on a daily basis and attempted to remain calm and credible. Nevertheless, it was difficult to communicate since after the regions were reinstated with powers some areas conveyed different messages (Jankelová and Joniaková, 2021).
The leaders of Spain were not collaborative. The structure of the government was such that it was difficult to make the 17 regions to follow suit. They did not even agree on the opening up time and ways to maintain restrictions even when the country had a state of emergency. This demonstrated that leaders were not able to adjust their projects and collaborate. In some cases, politics slowed decision making.
The confidence that people had in the government increased and decreased due to the pandemic. They were fond of the powerful national regulations sometimes. On other occasions they have been misled due to misleading signals by the regional and national officials. Overall, the leaders of Spain combined emotional speaking and powerful national choices, yet, they struggled to time things, coordinate, and ensure the smooth transition of policies (Vázquez-Martínez et al., 2024).
3.2.3 Impact on Health-System Performance 
The decisions in leadership made a significant impact on the functioning of the health system in Spain. The first wave allowed hospitals to collaborate more easily, due to the emergency, to share supplies and transfer patients where necessary. That assisted the system in the most difficult months. Buyership of equipment was also accelerated by leadership and subsequent assistance in making a very successful vaccination campaign (Moreno-Domínguez et al., 2024).
Nevertheless, its initial delays and difficulty in collaboration with the local governments did not allow to prevent its spread successfully. The system overstretched in a number of places and numerous individuals lost their lives. Leadership issues also damage the confidence of the people particularly where various regions issued contradictory directives. Although this later improved, these initial weaknesses demonstrated how leadership transforms the efficiency of the system, collaborative and health performance.
[image: Frontiers | Crisis leadership in COVID-19: A qualitative study of Norwegian  business leaders]
Figure 6:Crisis leadership(Dale Oen et al., 2022)
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3.3.1 Key Leadership Figures & Decisions 
The reaction of South Korea was organized by several prominent personalities that had definite and visible positions. Jeong Eun-Kyeong, the director of Korea Disease Control and Prevention Agency (KDCA) was voted one of the most reliable leaders in the field of health. She provided the daily updates and simplicity of science, as well as, guided the national policies. She used technical knowledge and facts as her leadership (Oh et al., 2021).
The other influential leader was Prime Minister Chung Sye-kyun. He planned emergency response of the country, through collaboration with all ministries. He ensured that testing, contact tracing, quarantine centers, and supplies were operating well in all places. His approach was down-to-earth, centred on accomplishment, rather than politics.
The South Korean government made aggressive measures at the beginning of the pandemic. It rapidly added the number of tests, certified new test kits in weeks, and established large drive-through testing facilities. It also deployed digital contact-tracing applications to locate infected individuals within a short period of time. The government was on high alert at the borders and kept visitors in quarantine. It provided definite guidelines to the citizens and publicized information freely. These decisions allowed South Korea not to implement a nationwide quarantine and did not lose the trust of the population.
3.3.2 Leadership Style Evaluation 
The leadership in South Korea demonstrated excellent adaptive leadership. The more new data came in (e.g. new variants or cases) leaders changed policies again. Based on the experiences they got during the MERS outbreak, they applied the lessons within a short time frame to the COVID-19. This ability to adapt and learn in the moment served to put the pandemic into check (Jung, 2025).
Another leadership style was founded on the utilization of data and the expert opinions, which is akin to shared leadership. South Korea allowed scientific experts to play a major role instead of simply depending on politicians. The most prominent voice of the pandemic response was made by Jeong Eun-Kyeong, whose steady messages was very calming and allowed people to trust her. Scientific evidence was used to make decisions and this increased the chances of people adhering to the rules (Subrahmanyam, 2025).
One of the best aspects about the leadership of South Korea was communication. Briefings were provided on a daily basis and there was transparency in the sharing of information on the outbreaks and risks. Openness assisted in the minimization of fear and misinformation.
Elements of transformational leadership were also present particularly in the manner in which the leaders fostered unity and social accountability. The information about the necessity of everyone to protect each other assisted people in adhering to testing, mask-wearing, and quarantine requirements.
Nevertheless, the style of leadership was not ideal. Digital contact-tracing was questionable in regard to privacy, and not all citizens were comfortable with the degree of surveillance. Healthcare workers also had their fatigue periods due to the overwhelming workload. Nevertheless, in general, the leadership in South Korea was able to integrate adaptive, data-driven, and cooperative factors that facilitated the response.
3.3.3 Impact on Health-System Performance 
In South Korea, leaders assisted the health system to be workable. Rapid diagnosing, monitoring, and isolating the ill people prevented overcrowding of hospitals. Due to the timely actions of the leaders, it was possible to increase the number of beds and deal with abrupt doublespeak of the patients. The close collaboration between national agencies, local governments and private hospitals also helped everything to go in a smoother way and reduced time losses (Chuang and Hu, 2025).
Social confidence in leaders and specialists implied that people adhered to instructions more readily. This slowed down the transmission and maintained low mortality. Open communication also helped to maintain balance in performance in the system since individuals were aware of the reasons of restrictions.
In general, leadership was a key factor in ensuring the level of COVID-related system readiness, flexibility, and efficiency remained high.
[image: ]
Figure 7:Distributed leadership(PathWise, 2025)
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3.4.1 Key Leadership Figures & Decisions 
The provincial and federal leaders influenced the leadership of Canada in relation to the COVID-19. On the national level, Prime Minister Justin Trudeau led the nation by closing the borders, supporting financial programs, and purchasing vaccines. He addressed the Canadians frequently and stressed on empathy, unity, and support to the family and businesses (Brown, 2021).
Since the system of Canada is decentralized, provincial heads were endowed with significant duties. Local leaders such as Doug Ford in Ontario and Francois Legault in Quebec played a major role in the response. They proclaimed regulations, presided over testing and made decisions on when schools and businesses could be opened or closed. They also operated long-term care facilities, which were struck badly in the pandemic.
The federal government was the first to establish the travel regulations and ensured that all people could access vaccines. The provinces had their regulations of lockdowns, masks, and the number of meetings. Things were not always that easy as the federal and provincial messages were not identical. The COVID-19 was propagated in varying proportions within each province, therefore, each province made its own decision and had dissimilar timetables (Eidelman and Lucas, 2023).
These several layers of leadership resulted in a hybrid of a response that had national direction and local firmness. Although this brought about flexibility, it also brought about unequal measures in the country.
3.4.2 Leadership Style Evaluation 
Prime Minister Trudeau applied the combined leadership style of working together and caring people. His speeches daily were of remaining together in unity, strengthening one another and being nice. He had a desire to ensure that people feel safe and collaborate. This demonstrates elements of transformational leadership in that he attempted to win the trust and unite the nation. He also heeded the advice of specialists and collaborated with other nations in order to obtain vaccines (Asmawi and Fulazzaky, 2021).
Leaders of provinces were of different style. There were those that did it in time; and some were slower. In an illustration, the Ontario leaders have been criticised of being slow to respond whereas Quebec leaders were also quick but harsh at times. These disparities demonstrate the impact of provincial politics on the way leaders behave.
The leadership in Canada was distributed as there were numerous levels of government that made decisions. Health policy was led by the national authorities such as Dr. Theresa Tam. The collective system functions properly when all people collaborate, whereas in the COVID-19, the situation was less obvious due to the political struggle. The conflicts occurred when the provinces failed to agree with the federal government, or failed to act promptly (Gichuhi, 2021).
Issues with communication were typical. Various leaders would provide opposite suggestions and this reduced trust among people. Crisis leadership also proved weak in coordination issues since rapid and coordinated intervention is critical in such situations. As the situation evolves, leaders attempted to make changes in the policies; however, such changes were not always consistent, which slowed the process.
3.4.3 Impact on Health-System Performance 
The issue of leadership impacted the Canadian health system positively and negatively. The most successful was the vaccination program. The federal government acquired the vaccine supplies on time and the citizens were urged to receive the vaccination. This reduced severe illness at later waves (Smith et al., 2022).
The rivalry between the provincial and federal leaders led to problems. It was due to the lack of national regulations regarding long-term care, therefore, outbreaks were large and numerous individuals perished in the latter. Every province responded differently, thus not having the same rules and the health system experienced unequal pressure. Certain hospitals were getting an enormous amount of patients whereas others were doing it.
Failure by leaders to provide the same information made it difficult to know what to do, which lowered the trust of the people. Despite these issues, the health system of Canada remained unchanged, yet the disintegration of the leadership led to its being less efficient and coordinated.
[image: Transformational Leadership Theory: Inspire & Motivate]
Figure 8: Transformational leadership (Ugochukwu, 2025)
[bookmark: _Toc216001232]4. CONCLUSION
[bookmark: _Toc216001233]4.1 Summary of Key Insights
The Spain, South Korea and Canada comparison reveals that the pandemic affected the health system structure and the leaders made a significant contribution to the COVID-19 outcomes. The system is decentralized in Spain. Initially this brought about some difficulty in that there was not much co-ordination of the regions. Leadership was forced to be more centrally timed in order to make measures uniform. With a powerful central government and professionals, South Korea possesses experts. It was fast, used data well and maintained low rates of infections. Canada is very divided in terms of provinces. Every province responded in a different way, which brought about mixed outcomes and grave issues related to long-term care. All in all, those countries where the authority structure was clear, coordination was improved, and the leadership was trusted performed more effectively in controlling the pandemic and maintaining the health system in a stable state (Carta et al., 2023).
[bookmark: _Toc216001234]4.2 Recommendations
The national and local governments should be able to collaborate with each other in future pandemic plans in clear ways so that there are minimal delays and confusion. The nations require interconnected data systems that can enable them to exchange information in real-time and take instantaneous decisions. It is also necessary to train leaders, particularly crisis leaders, leaders who can speak, and make decisions on the fly. The government needs to empower experts and speak with the citizens to gain trust. Clarity in national regulations, and more loosely, local action, can provide stronger health systems in the future in case of emergencies (Intemann, 2023).
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