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Executive Summary
This report is a critical assessment of how the design of health systems, the arrangements of governance, and leadership influenced the national responses to the COVID-19 pandemic in Spain, South Korea, and Canada. The analysis, based on a systems thinking approach, examines how centralised and decentralised forms of governance affect the process of coordination, responsiveness and health system resilience in a public health crisis. The results reveal that centralisation strategies improved speed, consistency, and coordination across the system in cases where quick response was needed, as depicted best by the case of South Korea and the subsequent emergency response of Spain. Decentralised systems, on the other hand, favoured flexibility and local responsiveness at the cost of creating coordination difficulties and policy inconsistency, especially in Canada and at the initial phases of the pandemic in Spain. In all three cases, there was no particular governance model that had been effective. Rather, mixed modifications that allowed governments to re-equilibrate central control and local independence were most robust. Already, leadership has become a major driving force in assisting in coordination, maintaining public trust and aligning actors within the system, which underscores the need to embrace an integrated governance and leadership capacity in the future to prepare against the pandemic.
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[bookmark: _heading=h.oyazrgqilujj][bookmark: _Toc216787592]1. Introduction
The COVID-19 pandemic was a vast and unprecedented public health catastrophe which subjected health systems to extreme challenges in all parts of the globe. In addition to affecting human health epidemiologically, the pandemic served as a stress test of the construction of health systems, governance structures, and political leadership. The extent, pace and unpredictability of the crisis revealed the extent to which health systems were capable of coordinating themselves across institutional scales, adapting to new and unstable conditions as well as upholding civic confidence still providing critically needed services.
The governance structures at the health system level, especially the extent of centralisation and decentralisation of decision-making, had a strong influence on health systems' response to COVID-19. Centralised systems were seen as potentially providing rapid and homogenous action, whereas in decentralised arrangements, flexibility and responsiveness to local situations were improved. The pandemic, however, proved that these approaches do not work independently. Rather, national, regional, and local lines of interaction with other countries affected the outcomes, with multilevel governance during a crisis playing an important role.
Governance and Leadership should be analysed in combination. Leadership shapes how authority is employed, coordination takes place among institutions, and systems react to pressure. Structural weaknesses can be countered through good leadership, and structural difficulties can be compounded by bad leadership. The report applies the systems thinking approach, which perceives health systems in the form of complex adaptive systems, which are characterised by interdependency, feedback loops and dynamic interaction. And in this regard, it analyses critically the role of differing levels of centralisation as well as leadership in responding to COVID-19 in Spain, South Korea, and Canada, especially focusing on the aspect of governance alignment, coordination, and system resilience.

[bookmark: _heading=h.qnaiwu1jv5ry][bookmark: _Toc216787593]2. Country Case Study Analysis
[bookmark: _heading=h.rop06maarlqu][bookmark: _Toc216787594]2.1 Centralisation and Decentralisation in Healthcare
Centralisation in the field of healthcare refers to the control of power, authority, and resource distribution at the national level. In the very centralised systems, governments are in direct control of policy direction, crisis management, and implementation by use of standardised regulations and formalised command lines. Centralisation may be used during nationally significant COVID-19 incidents, specifically the pandemics, to help mobilise resources quickly, provide effective communication nationally and make a decisive intervention throughout the health sector (Royo, 2020). The characteristics have the potential to increase system-wide coordination and minimise policy ambiguity during crises.
Centralisation is, however, also limited. Highly centralised decision-making may decrease its flexibility and slow its context-responsive reactions, specifically when the local epidemiological circumstances differ. Policies on a national level might be inadequate in capturing regional variations in the ability of the health system, the demography of the population, or social determinants of health. This leads to over-centralisation that may result in a stiffening of responses that fail to fit the local requirements, which may affect performance in a long-term crisis.
On the other hand, decentralisation is associated with the dispensing of decision-making procedures to the local, regional, or provincial level. Decentralised systems provide the subnational actors with added autonomy in planning, service execution and decision-making. This model allows locally specific interventions to be more responsive to the trends in epidemiological patterns and population needs (Acosta-Hernández et al., 2023). Decentralisation is thus able to make them responsive, promote innovation and create local ownership of the measures of public health.
[bookmark: _heading=h.jq4u1ty2s0ok][bookmark: _Toc216787595]2.2 Systems Thinking and Pandemic Governance
Complex adaptive systems conceptualised as associated with health systems are made up of various interacting components, and they include institutions, professionals, policies, as well as populations. Such systems are typified by non-linear behaviour, interdependencies and dynamic feedback loops which affect the way decisions spread through various levels of governance. Systems thinking gives a sense of how these interactions produce health system performance, especially in uncertain conditions.
Through the systems thinking approach, pandemic governance requires that coordination across institutional boundaries works, that there is alignment between policy levels, and that there is a continuous flow of information that can serve adaptive decision making (Kang and Lee, 2021). The feedback processes - surveillance data, service capacity indicators, and the response of the people are very vital in allowing systems to be varied over time. The stress or lack of resilience in a system may be increased by having weak feedback loops or a lack of coordination.
[bookmark: _heading=h.122h5ljrewld][bookmark: _Toc216787596]2.3 Spain
[bookmark: _heading=h.ax4t4xwm6dl7][bookmark: _Toc216787597]2.3.1 Health System Structure
Spain has a high-level of decentralised National Health System where the Autonomous Communities have taken a leading role in planning, financing, and delivering healthcare services (Bernal-Delgado et al., 2024). Though the national government still has a stewardship and regulatory role, most of the operational authority lies on the regional level, where subnational governments are free to concentrate on healthcare provision to fulfil local population needs (López-Casasnovas and Pifarré i Arolas, 2021). In normal conditions, this decentralised form favours responsiveness, innovativeness in policy and territorial diversity responsiveness within Spain.
Nevertheless, structural fragmentation is also embedded in this model within the system. Different levels of administrative capacity, availability of resources, and governance efficiency in the Autonomous Communities cause unequal levels of preparedness and delivery of services. These variations are usually easily handled in regular situations, but are even more apparent when there is a national disaster which necessitates action taken by various regions. The Spanish system of health, thus, is a perfect example of the natural clash between decentralised governance and its requirement of common, national coordination in case of crisis.
[bookmark: _heading=h.l2is8k5irnso][bookmark: _Toc216787598]2.3.2 COVID-19 Governance Approach
The decentralised form of government in the early days of the COVID-19 pandemic has led to the chaotic national response in Spain. The containment measures were first performed with a lot of discretion by the regional authorities and led to disproportions in the timing, extent and severity of interventions nationwide (Royo, 2020). Weak initial coordination efforts prevented the central government from executing a consistent public health policy to further forestall its capacity to act decisively on a national level.
When the rates of infection grew at a fast pace, the government of Spain proclaimed the state of alarm, re-centralising the power control over primary issues in the pandemic regulation, such as mobility restrictions, emergency procurement, and collective decision-making of a medical institution (Angelici et al., 2023). This change was a great reorganisation of the multilevel government structures in Spain. Emergency powers allowed the central government to take over the autonomy of the regions to offer homogeneous measures that were aimed at curbing the transmission of viruses and stabilising the health system.
[bookmark: _heading=h.h94398zctmv][bookmark: _Toc216787599]2.3.3 Critical Analysis
Emergency centralisation allowed the national government to have uniform lockdown restrictions throughout Spain and lessen policy heterogeneity and respond more quickly to the acute stage of the pandemic on a country-wide scale (Navarro and Velasco, 2022). A more coordinated approach to vaccinations was also made easier by centralised authority, and it helped Spain achieve one of the highest vaccination coverage rates after getting vaccines (Koehling, 2021). All these actions underscore the ability of centralisation to improve the strategic coordination process, equity in the accessibility of interventions, and interregional disparities during times of increased risk.
Governance-wise, centralisation of decision-making helped deal with the failure to coordinate among the responses that had arisen in the first decentralised response. The consistency of policies minimised uncertainty both between the healthcare providers and to the general population, which increased the effectiveness of compliance and legitimacy of containment actions. This stage was accompanied by central leadership that gave greater direction and mobilisation of the national resources became more efficient.
Nonetheless, this shift could not be as effective as limited by previous delays. A lack of national coordination in the first wave inhibited preparedness and increased the regional difference in response capacity (Mattei and Del Pino, 2021). A decentralised structure was not followed with adequately strong mechanisms of rapid escalation and coordination, which exposed the system to risks, particularly when the crisis was at an early stage. The centralisation of emergency was therefore more of a corrective move as opposed to an offensive strategy  (Vampa, 2021).
[bookmark: _heading=h.ooqy0kgiojqd][bookmark: _Toc216787600]2.3.4 Outcomes and Challenges
Divided initial appeal led to major pressure in intensive care units, which revealed vulnerabilities in intensive care capacity, staff coordination, and resource distribution (Acosta-Hernandez et al., 2023). Such pressures were situated unequally all over the regions, and they reflected disparities in healthcare infrastructure and readiness. The failure to quickly redistribute resources across Autonomous Communities also increased the strain on the systems during the peak of the moment of hospitalisation.
Territorial and socioeconomic disparities that had persisted in Spain were also detected through the patterns of mortality during the pandemic (González and Rodríguez-Gonzalez, 2021). Areas with greater deprivation and a small healthcare capacity had disproportionately bad results, noting the potential of how the decentralised system can add to the already existing disparity in the lack of coordination mechanisms. These findings highlight the significance of equity-oriented governance in the context of the emergent situation in the field of public health.
[bookmark: _heading=h.2yvgk5mzpfac][bookmark: _Toc216787601]2.4 South Korea
[bookmark: _heading=h.n9n8epehrnri][bookmark: _Toc216787602]2.4.1 Health System and Governance Context
In South Korea, it can be said that the system of health governance is highly centralised, and the dictatorship of the leaders of the most important organizations in the context of the pandemic is based on strong institutions, and the activity of the state is regulated by a powerful legislative framework after the outbreak of the Middle East Respiratory Syndrome (MERS) (Sohn, 2022). The MERS reforms led to massive empowerment of the central government agencies in monitoring, emergency management, and the coordination of the sector. This policy and legal readiness gave a good base to the organisation of the large-scale public health-related crises.
The implementation of the public governance of health in the national affairs allowed South Korea to exercise the power of authority and decisiveness. Central agencies had the mandate and operational capacity to facilitate inter-ministry, healthcare providers, and local governments. Therefore, decision-making was simplified, and less confusion occurred when making roles and responsibilities. Such a readiness has provided positive opportunities to combine and respond to the crisis when COVID-19 was introduced and transition the system to a quicker shift to detection and intervention stages (Yoon et al., 2024).
[bookmark: _heading=h.mgbvhku647zo][bookmark: _Toc216787603]2.4.2 COVID-19 Response Model
South Korea took a highly centralised model of response, which focused on mass testing, contact tracing, and isolation that was coordinated by national authorities of the national public health authorities for the majority (Rossi et al., 2022). Instead of using mass lockdowns, the approach involved early case detection and an immediate chain of transmission. The main management made sure that the testing procedures, reporting of data and containment measures were being uniformly implemented throughout the country.
The response was characterised by inter-ministerial cooperation. KDCA was used as the central coordinating body, where information and policy alignment between the health, interior, education, and technology sectors was organised (Jae Moon et al., 2021). This horizontal concern led to policy consistency and minimised redundancy, and allowed a whole-of-government response to pandemics. Standard national implementation instruction also brought regional differences down to a minimum and ensured system-wide unity (You, 2020).
[bookmark: _heading=h.lob1k29f15k2][bookmark: _Toc216787604]2.4.3 Critical Analysis
The centralised governance allowed South Korea to be quick and decisive in the initial stages of the pandemic. Strong leadership on a national level ensured rapid development and execution of policies, which meant the nation could ensure the spread of the virus without having to lock down the nation (Lee and Wong, 2021). This would help reduce social and economic impact as it ensured control of infection rates despite demonstrating the possible efficiency benefits of centralisation in times of acute crises.
Openness in communication also enhanced the response. Premeditated and regular communication of information on the number of cases, exposure sites, and the public health recommendations contributed to increasing the levels of trust and adopting high adherence to non-drug interventions (Ryu et al., 2022). Societal cooperation was high, minimising the enforcement burdens and maximising the effectiveness of the measures of the society's health. The existence of these results reflects that under the conditions of centralisation, combined with the institutional legitimacy and efficient communication, efficiency and collective action may be promoted.
Nonetheless, there are also ethical issues that the South Korean model brought up. The widespread adoption of digital technologies in contact tracking and monitoring was based on the gathering and sharing of personal information, which led to raised arguments on privacy, surveillance, and civil liberties (Kang and Lee, 2021). Although these actions played a part in successful containment, they have also centralised power in the hands of institutions of the state and diminished individual freedom. The ethical conflict associated with the response was between the health protection of the population and the rights of individuals  (Anom, 2022).
[bookmark: _heading=h.cbygn5vjo2ho][bookmark: _Toc216787605]2.4.4 Outcomes
The performance of South Korea in terms of avoiding prolonged national lockdown and low fatality rates is evidence of the efficiency of a centralised form of governance and preparedness of the institutions (Yoon et al., 2024). The skills to cope with the pandemic and avoid significant disturbance of the current state of affairs support the necessity to take initial action, make a decision, and ensure high levels of compliance among the population.
Institutional trust was also very instrumental in maintaining system resilience. There was generally a high level of trust in the existing government and community in relation to following directions and strengthened feelings of corporate responsibility. This confidence, together with the continuity in leadership and alignment in governance, made South Korea among the brightest demonstrations of effective centralised pandemic control (Park et al., 2024).
[bookmark: _heading=h.rd6720q5tvjy][bookmark: _Toc216787606]2.5 Canada
[bookmark: _heading=h.8zenwfi1oefu][bookmark: _Toc216787607]2.5.1 Health System Structure
The Canadian healthcare system is one of the most visible cases of an extremely decentralised health system, where the constitutional task of healthcare delivery has been entrusted mainly to the provinces (Rotteau et al., 2024). Hospitals, public health units, and the provision of long-term care are among the various types of organisations, management, and delivery of health services that fall under the responsibility of the provinces and territories. This decentralised form is supported by high degrees of regional autonomy, whereby the jurisdictions shape services to meet the needs of the local population and the health system capabilities.
The federal government has a role that is significant and minor role mainly via funding systems, coordination at a national level, and regulatory recommendations (Hertelendy et al., 2021). Although federal transfers are the backbone of provincial healthcare provision systems in the form of financial assistance, the role of making decisions on such issues as the priorities of the services and the planning of operations remains mostly decentralised. In a normal environment, this type of government allows flexibility, creativity and adaptability to the different regional settings. Nonetheless, it also adds complexity in structure and restricts the capability of the federal government to implement consistent responses to national disasters.
[bookmark: _heading=h.j1eux97k14rd][bookmark: _Toc216787608]2.5.2 COVID-19 Governance Approach
As the COVID-19 pandemic unfolded, the decentralised model of governance in Canada had created a response, with the character of shared and yet asymmetrical responsibility. The federal leadership concentrated on the coordination, international involvement, government-acquired vaccines, and provision of national guidance on public health, whereas restrictions, testing plans, and healthcare services prioritisation were determined independently by provinces (Mac-Seing and Di Ruggiero, 2024). This decentralisation of authority was constitutional but had the drawback of limiting any active, coherent form of action on the national level.
The provincial governments were very close in dispensing justice in terms of providing public health services, and thus variations among jurisdictions. Interregional epidemiological patterns, healthcare resources, and political considerations were manifested by differences in interventions in terms of timing, severity, and length (Walker et al., 2021). As much as this autonomy gave provinces the liberty to respond in local operations, nonetheless, it also led to an upscale in responses in the country in the critical stages of the pandemic.
[bookmark: _heading=h.bxih7wmre10j][bookmark: _Toc216787609]2.5.3 Critical Analysis
Decentralisation allowed the provinces to formulate and execute responses tailored to the situation in their area, along with epidemiological factors and system capabilities. This flexibility contributed to the context-specific intervention and allowed creativity within public health practice, especially within jurisdictions that possess a high institutional capacity (Cameron-Blake et al., 2021). Certain provinces could quickly adjust the model of service delivery, add specific restrictions, and mobilise the local sources of public health (Cyr et al., 2021). Through these strengths, an example of how decentralised governance may aid the responsiveness and flexibility to the complex and evolving crises is demonstrated.
Nevertheless, the weakness of national coordination was also revealed through decentralisation. The absence of a central government to enforce consistent policies led to disparity amongst the provinces and confusion, and inefficiencies (Fafard et al., 2021). The mentioned challenges were especially pronounced at the initial phases of vaccine procurement and distribution, where low federal leverage over the timeline of implementation and prioritisation played a role in creating delays and uneven distribution (Blouin Genest et al., 2021). There was a disintegration of policy responses, which destroyed the illusion of a national strategy.
[bookmark: _heading=h.6tq9hi36khk6][bookmark: _Toc216787610]2.5.4 Outcomes and Challenges
The performance in the face of the pandemic varied significantly between the provinces in Canada due to the inequality in capacity, preparedness, and coordination on a jurisdictional level (Begen et al., 2024). Disparities in the health system resilience and local health infrastructure affected the outcomes, supporting the previous regional disparities. These differences highlight the constraints of decentralised governance in cases where the mechanisms of coordination are not properly developed.
In the longer run, though, there has been incremental learning and increased inter-government cooperation leading to higher performance. The experience of shared experience, sharing of data, and adjustment of policies premised on the same experience helped provide more consistent responses in subsequent stages of the pandemic (Ramsbottom, 2022). The fact that this convergence emerged increasingly over time indicates that much more coordinated acts can be created using slower-paced decentralised systems, based on learning and collaboration.

[bookmark: _heading=h.t4qo8xoyc1zr][bookmark: _Toc216787611]3. Critical Analysis of Leadership Styles Taken in Each Country
[bookmark: _heading=h.paxzmgkuvxnt][bookmark: _Toc216787612]3.1 Leadership Styles in Spain
The COVID-19 pandemic in Spain influenced leadership through the decentralised political system and multifaceted multilevel governance systems of the country. In most instances, in Spain, the influence of authorities in healthcare provision mostly remains at the national and regional levels, with Autonomous Communities possessing residual power to affect it (Bernal-Delgado et al., 2024). This devolution of power had a major impact on leadership efficiency during the pandemic, especially during the first few months of the crisis.
The style of leadership that prevailed at the national front was largely described as being reactive instead of being proactive. There were delays in decision-making as each regional government had independence in the actions to take concerning public health, leading to poor communication and coordination in response across different territories (Royo, 2020). This, in terms of leadership, showed the constraint of consensus-based and decentralised leadership in the situation of a crisis, which was evolving fast or rather in the exosystem; hence, decisive and coordinated action was required. Lack of national focus undermined the capacity to respond as a nation, as well as the efficiency of the initial containment (López-Casasnovas and Pifarré i Arolas, 2021).
Conversely, once the state of alarm was declared and the temporary centralization of governance regarding health was enacted in Spain, the leadership response appeared to adopt a more adaptive and proactive leadership approach. Adaptive leadership is characterized by the ability to identify system failure, reframe the issue, and develop and implement additional actions to remedy the identified issue (López-Casasnovas and Pifarré i Arolas, 2021). The shift in national coordination of healthcare resources, public health mobility restrictions, and procurement of vaccines is an indication of a leadership response to the pandemic based on a learning organization approach.
With the escalation of the crisis, the leadership in the country became more directive and centralised via the declaration of a state of alarm. It was a turning point in the leadership style, and some power was concentrated at the national scale to facilitate homogenous lockdown efforts, coordinated purchasing, and national health communication (Angelici et al., 2023). This shift also demonstrates how the style of leadership may evolve in times of crisis, as leaders change their leadership style towards the disastrous mode of command leadership to combat the issue of system fragmentation.
But this change also disclosed strains underlying the situation of leadership in Spain. The sudden re-centralisation of power created opposition and tension between the regional administrations used to ruling themselves (Vampa, 2021). The effectiveness of leadership was thus limited to the already existing interrelationship between the governance levels and a lack of trust. According to Navarro and Velasco (2022), the inability to facilitate coordination at the later stages due to the improvement in the national leadership made the situation less efficient because of the absence of the already-developed crisis leadership programs.
Crisis leadership-wise, the situation in Spain shows the significance of foresight in leadership and preparation. This reluctance to adopt a robust approach to leadership was also a contributing factor to health system strain, such as pressure in the ICU and staffing (Acosta-Hernández et al., 2023). In addition, the decisions made by leaders were intertwined with structural inequalities, which led to unequal mortality consequences across the regions (González and Rodríguez-González, 2021). All in all, there was evidence that Spanish leadership showed that it had the ability to reestablish coordination during times of pressure, but it was short-lived due to timing, divided authority and poor initial coordination among the different levels of governance.
[bookmark: _heading=h.cj0gtyxyrs3c][bookmark: _Toc216787613]3.2 Leadership Styles in South Korea
The response of the leadership to Covid-19 in South Korea can be seen as one of the most successful in the global arena, which is characteristic of a very centralised, directive and institutional model of leadership. The power of leadership in the field of public health is well-established at the national level and enhanced with the help of legal changes that occurred after the outbreak of MERS, which empowered the national systems to adequately react to crises and expand their executive capacity (Sohn, 2022; Yoon et al., 2024).
South Korea was also typified by national leadership that was decisive, had clear authority and good administrative coordination. Public health institutions were supported by the political leaders to make quick decisions, which allowed them to take large-scale testing, contact tracing, and quarantine (Rossi et al., 2022). This leadership style is in line with the leadership theory of crisis leadership, whereby quick decision making, command hierarchy and mobilising resources in periods of uncertainty are emphasised.
Transparency was a characteristic of the leadership of South Korea. Frequent communication, desiring briefings to the populace, and sharing of data facilitated the level of public trust and compliance (Kang and Lee, 2021). Such a trust is the key to maintaining behavioural compliance with non-pharmaceuticals and minimising the cases of coercive enforcement (Ryu et al., 2022). The effect of leadership was not to be based specifically on authority alone, but also on the legitimacy and credibility.
There was also good horizontal coordination at the South Korean leadership. The collaboration between ministries coordinated by the Korea Disease Control and Prevention Agency (KDCA) made it possible to align the health, technology, and security sectors (Jae Moon et al., 2021). This combined leadership approach minimised silos in the institution and improved consistency of policies, which strengthened the success of the national response (Park et al., 2024).
Leadership decisions were grounded in scientific expertise and institutional empowerment, particularly of the Korea Disease Control and Prevention Agency (KDCA). Unlike Spain, leadership did not deny or delay acknowledgment of risk. Instead, early intervention, mass testing, and digital contact tracing were prioritised.
The radical transparency of South Korea’s leadership is best viewed as a defining characteristic and, in fact, falls within the adaptive leadership theory. There were frequent communications-sharing of data-displaying respect for the ability of citizens to respond appropriately  (Jae Moon et al., 2021). With true transparency, building up public trust and gaining compliance-without enforcing prolonged national lockdowns.
Nevertheless, the leadership style was questionable as well in terms of ethics. The comprehensive digital surveillance and personal data observation put power in the hands of the state and raised the discussion of civil liberties and privacy (Anom, 2022). Although these steps were rational in terms of public health, they provide an example of one of the drawbacks of extremely centralised leadership: it can become dangerous in case the ethical protection is inadequate. Kang and Lee (2021) believe that transparency helped to reduce some of these worries, although the ethical conflict was not resolved.
Nevertheless, the results have shown that the effectiveness of leadership in South Korea was great. High mortality rates, the development of extended national lockdowns, and comprehensive system stability prove that robust, centralised, and open leadership can help increase performance in crisis cases (Yoon et al., 2024). You (2020) further underlines that it was leadership that learned lessons during the preceding crisis in South Korea that enabled their success, and it is the importance of institutional memory and readiness in leadership when facing a crisis.
[bookmark: _heading=h.7v0v6iur2its][bookmark: _Toc216787614]3.3 Leadership Styles in Canada
The leadership style of Mr. Trudeau may best be described as collaborative and transformational—leading on unity and empathy between levels of government rather than through direct command  (Rotteau et al., 2024). Trudeau͏’s messaging around collective responsibility, social solidarity, and science-based decision-making attuned the public to transformational leadership. Canadian leadership, unlike its South Korean counterpart, does not hold immediate authority over health policy execution thus was less legerous in mobilizing an entire nation at once. The situation with leadership in the COVID-19 pandemic in Canada was influenced by the federal character of the states and the highly decentralised health system of the country. The leadership power, unlike in South Korea, was distributed to federal, provincial, and territorial levels, restricting the ability to exercise commanding leadership towards the nation (Rotteau et al., 2024). Therefore, Canadian leadership placed great emphasis on coordination, negotiation and consensus building but not a command and control approach.
The camps of the federal leadership were more oriented on coordination, internationalisation, and vaccine purchases, and the provincial heads made independent decisions concerning the planning of the public health sector and service delivery (Mac-Seing and Di Ruggiero, 2024). This leadership model is consistent with the collaborative and distributed leadership theories, which underline a common responsibility and local autonomy. However, in practice, this strategy limited the opportunities of providing a speedy and consistent reaction throughout the nation.
The provincial leadership was quite different in effectiveness. Some provinces exhibited high levels of leadership ability due to their ability to institute timely restrictions and act well on their services, while others had problems with slow reaction and lack of consistency in their communication (Cameron-Blake et al., 2021). Lack of a significant federal enforcing role implied that the effectiveness of leadership had to rely on intergovernmental coordination and self-driven adaptability (Cyr et al., 2021).
The leadership issues were especially pronounced at the beginning of the procurement and distribution stages of vaccines. As the federal government guaranteed access to vaccines, the lack of authority over the provincial execution created coordination gaps and a disproportionate distribution of vaccinations among the jurisdictions (Blouin Genest et al., 2021; Fafard et al., 2021). These problems explain why the weakness of decentralised leadership in overcoming structural fragmentation in times of an emergency that needs the unified response of a large number of people.
In the long run, the Canadian leadership was able to get better by learning and adapting. Since more coordinated responses at the later stages of the pandemic were more aligned, the enhanced intergovernmental communication, exchange of data, and better communication assisted in the latter (Ramsbottom, 2022). However, there were still differences in the results between the provinces, indicating the lack of equal leadership ability and system preparedness among the regions (Begen et al., 2024).
In general, the experience of Canada suggests that flexible and local responsiveness could be facilitated through collaborative leadership, but it is unlikely to be effective when the case concerns an acute crisis and lacks well-coordinated frameworks. The impact of leaders operating within a federal system on the effectiveness of leadership was limited not only by actions of individuals in leadership positions but also by the structural constraints of power (Hertelendy et al., 2021).
[bookmark: _heading=h.i4gilniexijd][bookmark: _Toc216787615]3.4 Comparative Leadership Insights
Comparative study of leadership styles in Spain, South Korea and Canada shows that leadership performance during the COVID-19 pandemic was strongly associated with the regime situation and readiness in the institutions. The authoritative, transparent and centralised system used by South Korea facilitated quick mobilisation and maintenance of trust by people, and it achieved high success levels. The leadership in Spain also changed due to pressure, becoming less fragmented and decentralised and more of an emergency centralisation and with mixed effects depending both upon time and on intergovernmental tensions. The inclusive leadership in Canada facilitated flexibility but failed to provide national unity in times of crucial moments.
These results support the fact that there is no optimal leadership style that can work anywhere. Rather, successful leadership in crises is reliant on situational fit, institutional capability and authority to balance legitimate power. The likelihood of improving health system resilience in terms of facing imminent emergencies of the future in case of public health is greater when a leadership style that is integrative of system design, in addition to other enabling factors such as coordination, adaptability to crises.


[bookmark: _heading=h.awtbmanv2lxt][bookmark: _Toc216787616]4. Conclusion
This comparative study has revealed that the responses of the national governments to COVID-19 in Spain, South Korea, and Canada were influenced by the combination of health system design, governance structure, and leadership capacity. With these centralised methods, the speed, coordination and consistency were improved in situations where quick response was needed, as can be best seen in South Korea and during the emergency reaction of Spain in the future. On the other hand, decentralised systems promoted flexibility and local sensitivity and created coordination difficulties, especially in Canada and Spain at the early stage of the pandemic. In all three cases, there was no universal governance model that was optimal. Rather, the most resilient arrangements were hybrid ones in which governments could adjust the balance between the central and local government. The role of leadership in facilitating such flexibility, penetrate trust, coordination, and alignment of the system in the condition of crisis was essential. These results indicate the need to invest in governance structures and leadership that will facilitate integration, preparedness, and fast system-wide coordination to enhance resilience during future outbreaks in the public health sector.
[bookmark: _heading=h.f7d2f6ivsc3j]
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