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[bookmark: _Toc216004937]1. INTRODUCTION
[bookmark: _Toc216004938]1.1 Context of the COVID-19 Pandemic
COVID-19 became an international health crisis that affects all states and burdens health systems. National leadership was of great importance during the crisis. Leaders were forced to make decisions with haste, to give instructions to people on what to do and arrange health services. The response of a country was also dictated by the manner in which each health system was established. Comparing Spain, South Korea and Canada is beneficial since the systems and the leadership styles are very different (Assefa et al., 2022).
[bookmark: _Toc216004939]1.2 Aim and Focus of the Report
In this report, the author focuses on the impact of the organization and leaders of health systems on the COVID-19 response in Spain, South Korea, and Canada. It discusses how each health system was based either in a centralised or decentralised manner and what the leaders had done throughout the crisis. These concepts are also related to the report to such issues as governance, systems thinking, and the effectiveness of leadership in a case of a public health emergency (Glenn, Chaumont and Villalobos Dintrans, 2020).
[bookmark: _Toc216004940]1.3 Organisation of the Report
Section 2 examines the way the health system of each country is organized and how the top-down (centralisation) or bottom-up (decentralisation) decisions influenced how this country coped during the pandemic. Section 3 discusses how leaders of various countries responded to the crisis and how the decisions that they made contributed or contributed negatively to the outcome of their countries. Section 4 provides the major highlights that emerged during the review and recommends on how future responses to pandemic can be improved.
[bookmark: _Toc216004941]2. HEALTH-SYSTEM STRUCTURE & CENTRALISATION ANALYSIS
[bookmark: _Toc216004942]2.1 Key Concepts and Analytical Framework
The systems of health in the world are established differently. A significant difference exists in terms of whether centralised or decentralised. On a centralised model, most health decisions are controlled by the national government therefore creating regulations that guide the entire nation and conducting various public health actions. The situation is typically the same policies and the national agencies are at the forefront of emergency responses. Decentralised system is one in which the power of regional or local authorities is increased. They operate hospitals, make public-health decisions and are also able to make their own regulations (Sujata Sapkota et al., 2023).
The manner in which a health system is organized is important. Consider it as numerous components, which are interrelated. Testing, hospitals, data reporting, emergency laws, supply chains and leadership are all interdependent during a pandemic. The better these parts have been, the quicker is the response. In case of ineffective communication or coordination, the response is slow or unclear. Feedback loops also matter. When the information concerning additional infections is provided to the leaders in a timely manner he or she will be able to take an early action. In the event of delayed data, the virus propagates more rapidly. Their health system structure created more or less challenges to plan resources, inform and respond to action. Consideration of Spain, South Korea and Canada allows them to observe how other structures resulted in other processes (Assefa et al., 2022).
[image: Analytical framework of four aspects]
Figure 1: Analytical Framework (Ebrary, 2017)
[bookmark: _Toc216004943]2.2 Spain – Structural Analysis and COVID-19 Response
2.2.1 Governance Structure Before COVID-19 
Prior to the COVID-19, the Spanish health system was highly decentralized. Spain is split into 17 autonomous regions and every autonomous region holds a strong dominance on health care, functioning of hospitals, and the work of public health, and health budgets. The national Ministry of Health is an important participant, but it primarily provides directions, coordinates national policies and assists in planning (Peña-Ramos et al., 2021).
This building was advantageous in normal times. Areas were able to develop health services that were in line with the population demands. As an illustration, they might determine the number of hospitals, the way to run local health programs, as well as the manner in which they would structure care in the community. This flexibility provided innovativeness and local solutions.
The decentralisation, however, brought in its own vulnerabilities. Due to the variance in the digital systems, hospital resource, disease surveillance and public health staffing, each region had its own system to manage. There was no consistency in data reporting and the national planning was occasionally complicated by the differentiation between regions. No powerful national mechanism existed so that the coordination in all regions is made. 
2.2.2 Shift toward Centralised Control During COVID-19 
During the early months of 2020, when the pandemic hit Spain, a large number of individuals became ill. Every region was making its own decisions and this became confusing. To address this, the national government was in March 2020 declared to be in an emergency. This was a big change. It returned the authority to the regions to the national government. All significant decisions were suddenly put under the jurisdiction of the Ministry of Health (Hegele and Schnabel, 2021).
This action had Spain temporarily running out of the center. In the case of Spain, the national government established the same rules to all. The regulations included: the citizens were required to remain in their position, unessential shops and services were to close, all people were wearing masks, and hospitals were subject to special rules. The government had the opportunity to transfer supplies and manpower to another region such as medical equipment, ventilation apparatus and physicians. This was important since there were places that were overcrowded and those that were not. The same rules were required to be used in hospitals in order to provide care and day-to-day work. They increased intensive-care units, established temporary hospitals, and made decisions in common regarding how to test people. They reported all the information into a single central system to understand the movement of the virus (Borges de Oliveira et al., 2021).
The vicious national lockdown was difficult to individuals, yet it reduced the virus. The initial centralisation aided Spain in reconquering the first disorderly weeks. 
2.2.3 Outcomes and Structural Performance 
The Spanish grand strategy had its positive and negative results. One of the good things was that the concentrated power contributed to the health system not collapsing as the stress was experienced in the hospitals. The most affected regions could receive aid by the national government. This resulted in a more stable system, which was unlikely to go wrong. Subsequently, the immunization campaign was successful. A lot of individuals in every region across the nation received vaccinations, and this was partly due to the efforts of the national team to simplify the process (Winkelmann et al., 2021).
But bad results were also present. The delay in response was the primary issue. The spread of the virus was significantly high before the national government intervened because regions were left to decide first. Hospitals, more so in Madrid and Catalonia were crowded with the late action. The first wave was one of the deadliest in the whole of Europe. It diminished the confidence of people as the messages were not clear, and citizens were not aware of which rules existed when regional powers were altered.
Regional differences were also a problem even when power was centralised. There were parts in which the national rules were adhered to more than in other areas which resulted in uneven outcomes. Subsequently, it was disputed when to open up and travel restrictions (Hernes, 2021).
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Figure 2: Spain Structural Analysis (Buceta-Albillos and Ayuga-Téllez, 2025)
[bookmark: _Toc216004944]2.3 South Korea – Structural Analysis and COVID-19 Response
2.3.1 Pre-existing National Health Governance 
South Korea entered the pandemic with a centralized health system. The Korea Disease Control and Prevention Agency (KDCA, formerly KCDC) served a distinct national purpose, which was monitoring diseases, conducting surveillance, gathering information, and influencing the decisions of citizens in terms of their health. The result of this central authority was that even prior to COVID-19, South Korea had good instruments of early detection and prompt response (Jang, Lee and Park, 2025).
The national data systems of the South Korea were interconnected. Their infrastructure was also good to share information. The electronic health records were stored in hospitals and the information obtained over phones and laboratories was all linked together. This enabled the government to receive the current information real-time.
The second reason as to why South Korea was prepared is the MERS outbreak in 2015. The issues of that outbreak demonstrated that the government could do better in terms of law, more tests, and emergency planning. The country was able to react swiftly and systematically in case of COVID due to those lessons.
2.3.2 Centralised and Technology-Driven Response 
South Korea did not take long to respond to the emergence of COVID-19. The government established swift border inspections and extra watching at the entry points. Meanwhile, the KDCA collaborated with the private firms to expedite the test kits, thus the country began mass testing sooner than the majority of other nations (Wagner, 2022).
Many testing stations in the country were established in South Korea. They also possessed drive-through and walk-through locations. Exams were either free or very inexpensive, and the outcome was very prompt. Due to the centralization of all the processes, it was possible to detect cases in the early stages and prevent the spread.
The national officials were eloquent in their speech. KDCA officials provided press briefings and updates related to the situation on a daily basis with their rules and clear instructions. People tended to know what to do since the messages were the same throughout the country (Molina Rodríguez-Navas, Medranda Morales and Muñoz Lalinde, 2021).
2.3.3 System Performance and Public Outcomes 
The health system of South Korea did not go wrong during COVID-19. The resources were used promptly by the government with the help of centralization. The number of hospitals was enhanced, quarantine centers were arranged effectively, and data systems aided in quick tracing. In the early waves, there were relatively low death rates as compared to most western countries (Yoo et al., 2021).
The centralised system had the chief advantage as it was able to respond early and similarly in all places. The national government provided policies, and therefore, no actions were different in any location. The information was credible since it was provided by the authorities, particularly, the Korean Disease Control and Prevention Agency (KDCA). But the program had problems. The people were concerned with privacy in the digital tracing system. Certain parties claimed that the surveillance was excessive. Health workers were working too much, particularly when the new variants propagated rapidly in subsequent waves. The outcomes were successful due to high level of cooperation by the citizens, effective leadership by the country and effective systems. A combination of a central authority and technology made South Korea a good model of how to manage a pandemic (Kim, 2020).
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Figure 3: South Korea Structural Analysis (Park, Lee and Cho, 2021)
[bookmark: _Toc216004945]2.4 Canada – Structural Analysis and COVID-19 Response
2.4.1 Canadian Health System Architecture 
The Canadian health system is very local. The federal government allocates funds, issues national regulations and regulates borders. Most health services are carried out by the provinces and the territories which determine the way hospitals should operate, the way the public health programs are administered and the time the emergency measures are taken (Scarffe et al., 2022).
There is no single health system in Canada. In its place every province operates on its own system which is based on a national framework. Each province has its health agency, its own rules and its own resources. Prior to COVID -19, some of the provinces did a good job of monitoring sickness and emergency preparedness, whereas others had limited resources or archaic systems. This structure allows the provinces to be relaxed in regular times, but in case of a pandemic it leads to issues. Coordination nationally is difficult when the various provinces make various decisions.
2.4.2 Decentralised Response Dynamics 
Border closures, financial aid programs, and vaccine purchases were handled by the federal government during COVID-19. Nevertheless, the provincial governments dictated almost all the restrictions in the field of health, including the use of masks, business shutdowns, school shutdowns and maximum gatherings. Consequently, Canada lacked homogenous policies (Tewarson, Greene and Fraser, 2021).
There were those provinces who responded promptly, and they imposed restrictions early. Some took a longer time and this led to additional cases. One of the major problems was in homes of long-term care. The province operates LTC, such that safety regulations varied and most of the facilities lacked sufficient personnel and care preparation. This resulted in severe outbreaks and loss of lives of many elderly citizens.
Work in testing and vaccination were different as well. There were busy, well-organized vaccination centers established in some provinces; and some provinces had difficulty in the details. The manner in which the federal and provincial leaders addressed one another was also not always coherent and this confused people at times.
2.4.3 Pandemic Outcomes and Structural Effects 
The Canadian system of decentralization had its positive and negative aspects. The positive aspect was that every province was able to come up with rules that suited them. Areas with lower population may have weaker rules whereas crowded areas had stronger rules. The national government provided serious financial assistance and received vaccines in time, and this made subsequent waves more effective (Chassé, Jacques and Scott, 2024).
Nevertheless, the issues were uncovered. Due to lack of national regulations in relation to long-term care, many individuals were killed. There was no agreement between provinces on how to assist people and at various times their rules varied. This made communication more difficult and it was more difficult to communicate with one another. There was a lot of pressure on the hospitals of some provinces whereas, in other provinces, hospitals could be managed easily (Ma and Liu, 2021).
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Figure 4: Canada Structural Analysis (Statistics Canada, 2022)
[bookmark: _Toc216004946]2.5 Cross-Country Structural Comparison
2.5.1 Effects of Centralisation vs Decentralisation 
Spain, South Korea and Canada illustrate how organization of a country may influence the way they handle a pandemic. In Spain, the government was decentralized and had many regions hence it was difficult to take immediate action. Areas took up their own decision, which allowed infections to spread rapidly. In response the situation improved when the national government assumed power. This indicates that the dispersal of power can be an issue during the onset of an emergency (Chen et al., 2021).
The same story is not true in South Korea. It had a powerful central government, thus decisions were reached quickly, early trials in the company, maintained rules unchanged and spoke with clarity. The fact that the agencies in the country were well-monitored and authorized to stop the virus helped the country to stop it better.
The local system of Canada scored mixedly. In certain provinces, there were good results and some were problematic. There were no general national regulations particularly in long-term care that contributed to enormous outbreaks. This demonstrates that in a decentralized system, the outcomes may be unequal.
2.5.2 Systems Thinking Insights 
System thinking can be used to describe the variation in outcomes. In South Korea, all that was connected: data, testing, tracing and talking to people. Due to such connection, actions might be taken within a short period of time and in a predictable manner. Spain did not initially relate well with regions. Hence news and information were slow in flow and individuals in various regions took independent judgments (Yang, 2022).
2.5.3 Lessons for Future Crises 
The experience of Spain, South Korea and Canada teaches a number of lessons about the future health crises. Local-based countries require national emergency plans to be settled beforehand to have rapidity of coordination and automaticity. It would be easier to share information and early warnings in case the one common digital system is invested in. An improved supply chain planning would eliminate shortages in case the demand is suddenly increased. Governments should also strike a balance between local instructions and national framework in order to develop a better response plan (Nikolaeva and Versnel, 2022).
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Figure 5: Cross-Country Structural Comparison
[bookmark: _Toc216004947]3. LEADERSHIP APPROACHES DURING COVID-19
[bookmark: _Toc216004948]3.1 Leadership Theoretical Background
In handling a health crisis such as the COVID-19, good leadership plays a significant role. The crisis leader must be able to make prompt decisions, maintain the communication line, and make prompt decisions to ensure the system is not congested. He or she should have the capacity to survey a situation swiftly and act properly even when he/she is not aware of all that. Adaptive leadership is referred to as flexible leadership. It is an ability to learn new facts, alter plans when everything changes, and cope with the problems of uncertainty and surprise among the leaders. Such kind of leadership is particularly applicable when a pandemic evolves rapidly (Kane, Egan and Chung, 2021).
Transformational leadership deals with inspiration and motivation. The leaders who apply this approach establish a common purpose, trust and promote collaboration between staff and the masses. It improves morale and assists individuals in adhering to rules laid down by the public health. Distributed or shared leadership implies that the process of decisions can be decentralized to a great number of stakeholders, such as experts in the field of public health, agencies, and local government. Such a strategy allows specialised knowledge to inform key decisions and ensure the distribution of responsibilities throughout the system (Crooks et al., 2021).
These concepts of leadership are directly connected with the performance of health systems. The good leadership assists in making teams to work, share messages clearly, quick decisions and effectively utilize resources. Poor or erratic leadership may lead to confusion, lack of promptness, breach of rules by people, and increased morbidity and mortality. It is noteworthy that knowledge of these concepts is central to the investigation of how Spain, South Korea, and Canada addressed the pandemic.
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Figure 6: Leadership Theoretical (CFI, 2022)
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3.2.1 Key Leaders and Decisions 
Pedro Sánchez and Health Minister, Salvador Illa were the two leaders of the response to COVID-19 in Spain. The first wave in early 2020 led to an astronomical increase in the number of infections, and hospitals started to become short of supplies. To address the crisis, the Spanish government proclaimed a national state of emergency in March 2020, temporarily giving the central power in making public health decisions (Rebolledo and Jordi Rodríguez-Virgili, 2022).
In this arrangement, the Ministry of Health made all the critical decisions in Spain, including lockdowns, hospital directives, and movement restrictions. Salvador Illa coordinated medical equipment such as ICU beds, protective equipment and the placement of staff ensuring that the regulations were grounded in science and expert recommendations. Prime Minister Sánchez addressed the nation frequently and emphasized that the crisis was severe and people should comply with the government regulations. They both desired to unite the response of Spain, and relieve pressure on the hospital (Bermejo-Casado, 2024).
The major decisions were to adopt one of the strictest lockdowns in Europe, halt non-essential labor, and to restrict traveling. All these were aimed at decelerating the spread, ensuring that hospitals do not become overcrowded, and allow the health system to increase capacity. Collusion between the regional leaders and the central government was very crucial as the nation normally left regions to make their own decisions. Although the emergency rules were able to enable people to collaborate, the fact that the regions began to resume their powers following the first wave caused tension.
3.2.2 Leadership Style Assessment 
The leaders of Spain responded rather than taking the initiative when it came to the crisis. Their response was not as effective because they took decisions when a significant number of people were already infected. As emergency was announced they established clear guidelines in the entire country and this indicated that they were capable of acting with boldness and displaying strong national powers (Olmo- Extremera, Townsend and Domingo Segovia, 2022).
Transformational leadership was also present in sections of the talks before the people. Prime Minister Sánchez was desiring to establish solidarity and Health Minister Illa continued to update with the aim of maintaining the confidence of the public. However, it was difficult to work with the 17 autonomous communities. The national orders were known in the regions differently sometimes, and therefore, things were not so clear and people did not follow them better.
There were greater issues in communication. The national and the regional authorities did not always send the same messages at the initial stages and this led to some confusion. This damaged popular confidence, particularly where regulations were modified or local governments possessed their personal views. Adaptation to new information was also slow, which demonstrated that the leaders were not fast to adapt at the beginning of the pandemic. Politics and the health of the population had to be balanced by the leaders, which led to the delay in decisions (Liu, Shahab and Hoque, 2021).
Nevertheless, the leadership approach was transformed. Later waves made the national government stronger, hence the response was better coordinated. It became more clear in terms of public messages and the national vaccination plan became more efficient, as the central leadership was stronger. As the experience in Spain demonstrates, quick and effective reaction of the leaders, combined with effective communication can help to mitigate some of the risks, but initial slowness and the disparity between areas continues to play a significant role in the outcomes of fast emergencies.
3.2.3 Leadership Impact on System Functioning 
The emergency and national leadership decisions aided in the improvement of the cooperation between the central government and the local authorities. The hospitals organized better and delivered supplies to the locations where they were most in demand. The crisis enabled uniform lockdown and testing and provision of medical supplies. This assisted in stabilizing healthcare facilities when put under intense pressure (Gooding et al., 2022).
Nonetheless, the initial lag and discrepancy among areas enhanced fatalities and overcrowded hospitals. The attitude that people had towards leaders was altered; some believed that the leaders were ambiguous or conflicting. Subsequently, more coordinated nationally ensured that vaccination implementation took a shorter period, demonstrating that effective leadership can enhance future outcomes. In brief, the centralized emergency authorities of Spain assisted the system temporarily, whereas the initial response revealed issues with prompt crisis response.
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Figure 7: Crisis leadership (Disruptive Leadership Institute, n.d.)
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3.3.1 Key Leaders and Decisions 
The management of the COVID-19 in South Korea was primarily done under KDCA Director Jeong Eun-Kyeong and Prime Minister Chung. Jeong was a distinguished social personality. She did briefings on a daily basis and clarified the reason why the policies were developed. Her style was science-oriented, expert-driven, which employed evidence as the first step (Mao, 2024).
Prime Minister Chung organized the entire government in an effort to ensure that testing, tracing, quarantine, hospitals, and supplies performed well in all locations. The government moved fast. They implemented early border addictions, quarantined travelers and rapidly expanded testing. They establish mass testing facilities such as drive-throughs and walk-in facilities. Digital contact tracing, based on mobile information and credit-card data, allows the government to monitor and manage exposure rapidly.
The leaders of South Korea paid attention to their openness, frequent communication, and closely cooperation of the national agencies, local governments, and private hospitals. These measures allowed the nation to contain the virus without the need to go into a complete lockdown and allowed normal people to live their lives as usual and secure their health (Shin Ae Hong, 2024).
3.3.2 Leadership Style Assessment 
The leaders in South Korea demonstrated adaptable leadership and altered plans with the emerging information. As an example, they altered the location of testing people, the way quarantine was implemented and what they reported to people when the number of cases increased and the virus was different. The leaders relied on experiences in previous outbreaks such as the MERS and responded with speed to avoid the spread (Jung, 2025).
Data and technology were also utilised by the leadership. Scientists dominated and decisions were primarily made through analysis of real-time data. Jeong Eun -Kyeong was an eloquent speaker and this made people believe the government more, and the government ensured that the policies it had were evidence-based. The leadership was decentralized such that the experts were able to lead the health plan, with the authority shared with the national agencies and local governments.
The government promoted social responsibility in a manner that indicated transformational leadership. The leaders emphasized that individuals must collaborate and behave as a community to reduce the transmission. The majority of the population obeyed the regulations due to their trust to the leaders.
Not all went well, as concerns arose regarding privacy to digital tracking and high work pressures to health workers due to the heavy workload. However, the style of leadership assisted in the implementation of policies in a quick, reliable, and quality manner. This demonstrated the value of leaders changing, opening up, and making use of expert advice throughout a pandemic (Kremer et al., 2022).
3.3.3 Leadership Impact on System Functioning 
The leadership of South Korea contributed to the health system of this country amid COVID-19. It brought mass testing on board. It employed contact tracing and quarantine of a digital nature. These actions ensured that hospitals were not overcharged. The coordinated and centralized strategy placed hospital beds, ventilators, and staff in the right places. The commanders and medical workers spoke comprehensibly and regularly, this made the population obey instructions like mask-wearing and social distancing. The mortality rates remained at minimal levels and hospitals could manage a patient surge without collapsing. New information continued to come to the leaders who continued to make decisions and the science-mindset continued to make people believe what was being told to them by the authorities. Concisely, effective leadership has transformed the health system to become more efficient, responsive, and tough. It demonstrated the ability of professional, adaptable plans to deal with a pandemic (Dar et al., 2021).
[bookmark: _Toc216004951]3.4 Leadership in Canada – Analysis
3.4.1 Key Leaders and Decisions 
Canada had multiple layers of leaders in dealing with the pandemic. On a national level, the Prime Minister Justin Trudeau established the general plan, vaccination, border closing and economic assistance. On the provincial level, provincial leaders such as Doug Ford in Ontario and Francois Legault in Quebec were in charge of running the rules of public health, hospitals, and even closing schools. Testing and vaccine distribution was also substantially in the control of provinces (Brown, 2021).
The federal government received doses of the vaccine on time, offered national guidance, and funded assistance to health services. Local rules were made by provincial leaders depending on the way infections were evolving, who was at risk, and their available resources. This provided flexibility, but also created disparities between provinces in terms of when they shut, when they requested masks, and what they discussed health.
Another strategy was the decision-making of long-term care by the Canadian leaders, which was not easy due to the distribution of the responsibility. The federal and provincial governments were forced to coordinate the continued maintenance of the vaccination regulations and supplies, which had to be equal, yet operational and political disputes occasionally timid slowed down the process.
3.4.2 Leadership Style Assessment 
Trudeau was a leader who was a team player and a nurturant. He frequently engaged in communication with people emphasizing empathy and solidarity throughout the restrictions. This displays the transformational leadership, which creates a trust and motivates people to work as a team (Farhan, 2021).
The provincial leaders did not behave in the same manner. Others were also proactive and speedy in responding whereas others responded slowly. Such disparities demonstrate why it is difficult to have local leaders within a federal system. Difficulties arose when the federal and provincial turned to collaboration and this resulted in confusion and mixed messages.
The presence of shared leadership could be explained by the fact that the role of the public health officials in decision-making was significant. Other notable experts such as the Chief Public Health Officer, Dr. Theresa Tam played a major role in advising on policy, demonstrating how shared leadership can be useful. Nevertheless, in some instances, political strains postponed the convergence of policies and effective communication to the masses (Zia ud din et al., 2024).
The rollout of the vaccine was successful due to the leaders on different levels, yet at times, people lost confidence due to the differences in local regulations. Collaborating, transforming and nurturing were fine, but the fragmented system exhibited issues in integrating in time of a crisis.
3.4.3 Leadership Impact on System Functioning 
The role of leadership helped make the response of Canada to COVID-19 a success. On the federal level, Prime Minister Justin Trudeau and national health officials received early supplies of vaccines, provided national advice, and provided money to assist health systems across all provinces. This top management ensured that supplies were available and that no people could pass without listening to basic health messages. On provincial scales, the leaders of Ontario and Quebec implemented local regulations, such as lockdowns, order of masks, and school closings, which suited their local situations. This was flexible and assisted each region react, yet it equally led to a variation in the beginning of rules, the quantity of people adhering to them, and the end result generally. The rollout of vaccines was successful, and a large portion of the population was vaccinated but the amount of deaths in nursing homes and other long-term care facilities was very high due to structural issues and lack of coordination. The combination of leadership and ambiguous messages complicated the work of the hospital management, slowed down decision-making, and to some extent, people lost trust. Concisely, Canada has demonstrated that the involvement of steady, flexible, and working-together leadership can help in improving the health system and overcoming emergencies (Hale et al., 2021).
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Figure 8:Adaptive leadership (Ferris, 2019)
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[bookmark: _Toc216004953]4.1 Core Insights
The examples of Spain, South Korea, and Canada indicate that the process of establishing health systems and their leadership had a significant influence on the COVID-19 outcome. The centralised system of South Korea allowed the government to respond fast, coordinate and deliver clear messages. This assisted in minimizing the number of infections and securing hospitals. The system of decentralisation in Spain initially had its problems due to the ability of each region to make their own decisions. Subsequently, centralised emergency powers were granted by the government and this enhanced coordination. The highly decentralised system in Canada provided flexibility to the provinces but due to the varied behaviours, there was a great disparity in the outcomes, particularly in long-term care. An important point was the leadership style. The South Korean leaders were clear, flexible, and scientific and had the ability to make fast decisions and win the trust of the people (Smith et al., 2022).
[bookmark: _Toc216004954]4.2 Recommendations
An improved coordination system between nations and regions should be made in future responses to pandemics in order to bring about responses in a coordinated manner and faster. The governments ought to invest in combined data systems that allow them to view and respond in real times, in order to make better decisions. Leaders can be stronger with training programs on crisis leadership, adaptable skill, good communication, and collaboration to find solutions to a problem. Understanding of authority between national and local governments, open communication and professional suggestions will assist individuals to trust authorities and become resilient (Al‐Atawi, 2024).
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