[image: ]







Health Care System Organisation and Leadership
Module code: LCHS7002_LON









Lecturer: Shepherd Zico 
Student name: Katia Amado
Student number:2211924

Introduction
      The COVID-19 pandemic placed unprecedented pressure on health systems worldwide, exposing structural weaknesses, governance challenges, and differences in leadership across countries. Spain, Canada, and South Korea offer contrasting examples of how healthcare organisation, political leadership, and administrative capacity shape national responses to large-scale public health crises.
    Spain and Canada, both with decentralised healthcare systems, faced coordination challenges, regional disparities, and political tensions that affected the timing and effectiveness of national policies. In contrast, South Korea’s hybrid model, combining central guidance with strong local implementation, highlights how preparedness, rapid resource mobilisation, and integrated digital infrastructure can support an efficient pandemic response.
     This comparative analysis examines how governance structures, centralisation levels, and leadership approaches influenced each country’s ability to contain COVID-19 and protect population health. It also explores the strengths and weaknesses of centralised and decentralised models, regional health outcomes, and leadership theories autocratic, situational, transformational, behavioural, transactional, bureaucratic, and democratic to explain why some strategies proved more effective. The study underscores the importance of adaptive leadership, intergovernmental coordination, and robust health-system capacity for future health emergencies.










Spain: Healthcare System and COVID-19 Response
General Overview
     Spain is in southwestern Europe and occupies most of the Iberian Peninsula. (Carr, 2025). It has about forty-nine million people and is governed by Prime Minister Pedro Sanchez under a constitutional monarchy led by King Felipe VI. The healthcare system is universal and strong, but its decentralised structure affected the country’s pandemic response (Carr, 2025).
The Spain’s Health System
      Spain’s National Health System (SNS) operates under a highly decentralised model, with the seventeen autonomous communities responsible for managing healthcare services, including hospitals, primary care, workforce recruitment, investment, and epidemiological surveillance (Reverte-Cejudo and Sánchez-Bayle, 1999). The system is tax-funded and allows services to be adapted to local needs. However, decentralisation has also generated regional inequalities, organisational fragmentation, and coordination challenges (Reverte-Cejudo and Sánchez-Bayle, 1999).
     In 2021, public expenditure represented 71.7% of total health spending. While out-of-pocket payments exist, they rarely lead to catastrophic expenditure. Spain’s medical workforce is above the EU average, though shortages persist in primary care and rural areas. These pre-existing structural issues influenced the system’s capacity to respond effectively during the early stages of the pandemic (Bernal-Delgado et al., 2024).

COVID-19 and the Multilevel System Approach
      Spain’s response to COVID-19 alternated between decentralisation and centralisation. Prior to the first state of alarm in March 2020, autonomous communities implemented uncoordinated and heterogeneous measures, resulting in delayed containment and inconsistent public messaging (Erkoreka and Hernando-Pérez, 2022a). The central government initially underestimated the severity of the crisis, allowing mass gatherings to continue. Chronic underfunding, shortages of personal protective equipment (PPE), limited testing capacity, unreliable data, and political polarisation further hindered an effective early response (Erkoreka and Hernando-Pérez, 2022a).
     Compared to South Korea’s rapid activation of pre-existing epidemic protocols, Spain’s delayed recognition of risk highlights how political hesitation and limited preparedness may exacerbate the effects of decentralised governance, rather than indicating a failure of decentralisation per se. Subsequent phases involved co-governance, in which the central government set legal frameworks while autonomous communities regained responsibility for implementing testing, tracing, and local restrictions (Reverte-Cejudo and Sánchez-Bayle, 1999b) (Peña-Ramos et al., 2021). During the second state of alarm (25 October 2020–May 2021), legal centralisation persisted, but policy implementation remained largely decentralised without a nationwide lockdown (Bernal-Delgado et al., 2024) (López-Valcárcel and López-Casasnovas, 2025).
     From a systems perspective, Spain functioned as a multi-level system involving the central government, autonomous communities, regional health services, courts, and EU instruments. Success depended on management quality, resource availability, administrative capacity, and coordination, rather than centralisation or decentralisation alone (Erkoreka and Hernando-Pérez, 2022a). Regions with stronger public health systems demonstrated greater testing and tracing capacity, while less-funded regions exhibited higher incidence and mortality.

Advantages and Disadvantages of Centralisation and Decentralisation Model
      During the pandemic, Spain’s healthcare system alternated between centralisation and decentralisation, each with advantages and limitations:
Centralisation: Implemented at the beginning under the state of alarm, it enabled rapid decision-making and uniform implementation of national measures, such as the lockdown, promoting initial control over viral spread (López-Valcárcel and López-Casasnovas, 2025). However, centralisation exposed limitations related to the operational inexperience of the Ministry of Health, logistical challenges, shortages of equipment, and restricted flexibility for regional adaptation. Poorly coordinated early leadership, political polarisation, and weak intergovernmental coordination further exacerbated these challenges (Royo, 2020).
Decentralisation: Gradually implemented from May 2021, it allowed policies to be tailored to regional needs, fostered local cooperation and information sharing, and enabled agile responses to epidemiological challenges (López-Valcárcel and López-Casasnovas, 2025). The primary disadvantage was the need for continuous coordination between autonomous communities and the central government to prevent inequalities and ensure national effectiveness of public health measures (López-Valcárcel and Lopez-Casasnovas, 2025).

Health Outcomes and Regional Implications
      In terms of health outcomes, provincial-level analysis indicated that the disease burden, measured in quality-adjusted life years (QALYs) lost, decreased throughout the pandemic phases (López-Valcárcel and Lopez-Casasnovas, 2025). Significant regional disparities were observed only during the initial centralised phase, whereas during the decentralised phase, these differences virtually disappeared, indicating that regional management allowed better tailoring of policies to local conditions and reduced inequalities in health outcomes (López-Valcárcel and Lopez-Casasnovas, 2025).
[bookmark: _Hlk215946940]Despite early challenges, Spain later became a leader in vaccination rollout in Europe, demonstrating that coordinated efforts and adequate resources can overcome initial governance weaknesses (Bernal-Delgado et al., 2024). Overall, Spain performs well compared to the EU, with high life expectancy and low rates of avoidable hospitalisations and mortality, although gaps remain in dental, optical, mental health care, and certain preventive services (Bernal-Delgado et al., 2024). This pattern suggests that, in the Spanish context, a combination of coordinated decentralisation, adequate resources, and prior administrative capacity contributed to positive health outcomes during the pandemic (Erkoreka and Hernando-Pérez, 2022b).

Leadership in Spain during the Pandemic
      During the Covid-19 pandemic in Spain, the centralised and autocratic leadership style was used, implemented by Prime Minister Pedro Sánchez and the team of the Technical Committee for the Management of the Coronavirus (TCMC), with technical support from the Centre for Coordination of Health Alerts and Emergencies (CCAES), which monitored the evolution of the pandemic, provided daily reports, and offered scientific advice to guide government decisions (Teruel, Del Pino and Real-Dato, 2022). 
      Autocratic leadership allowed the government to concentrated at the core of the executive, implementing measures such as the state of emergency, national lockdown, and direct coordination with the Ministries of Health, Defence, Interior, and Transport, ensuring rapid and cohesive responses during the early phases of the crisis. During this period, Sánchez also employed transformational communication to encourage compliance, trust in science, and national solidarity (Alemán, 2023) (Teruel, Del Pino and Real-Dato, 2022).
     Additionally, the Crisis Management theory was applied in the context of an unprecedented health emergency, explaining how political leaders should act under high uncertainty, time pressure, and resource constraints. This theory justified the concentration of power and emphasis on expert-led decisions. The theory most like this is Situational Leadership as it highlights the need for leaders to adapt their style according to the context, urgency, and capacity of institutions, which in Spain was seen when Sánchez initially centralised decisions and later increased cooperation with regional governments (Teruel, Del Pino and Real-Dato, 2022).       Comparatively, Canada relied on transformational and situational approaches without initial centralised authority, while South Korea blended bureaucratic efficiency with participative styles, achieving faster outcomes. Spain demonstrates that autocratic leadership can be advantageous early but requires adaptive strategies for long-term effectiveness.



Autocratic leadership: Characteristic and vantages and advantages 
      Autocratic leadership the leader centralises power, making all decisions without consulting group members (Nickerson and McLeod, 2024). Choices are based on the leader’s own judgment and are often enforced through strict rules or punishments to ensure compliance. This type of leadership has several key features. Firstly, group members have limited influence or participation in decision-making. The environment is typically highly structured, with clearly defined roles and hierarchy, which can increase efficiency but may also reduce motivation.  
      Additionally, rules and procedures are well established, aiding organisation but potentially restricting creativity and initiative among subordinates (Nickerson and McLeod, 2024). On the positive side, autocratic leadership allows decisions to be made quickly, which is essential in crisis situations. It also provides clear direction and maintains an organised structure, being particularly useful in high-pressure or complex contexts where centralised control improves task execution. However, this style can have negative effects. It tends to lower group morale and job satisfaction, discourage innovation, and generate resentment, especially if members feel ignored or overly controlled. Furthermore, the group’s success is heavily dependent on the leader’s abilities, and poor decisions can have significant consequences for the team (Nickerson and McLeod, 2024).

Situational Leadership: Characteristic and vantages and advantages
     Situational Leadership does not rely on a single approach for all situations. Instead, effective leaders adapt their behaviour according to the needs of the task, the team, and the situation (Cherry and Morin, 2025. This involves assessing the ability, experience, and motivation of team members and adjusting the leadership style to ensure objectives are successfully achieved (Cherry and Morin, 2025).
     The Situational Leadership theory identifies four main styles: Directing, where the leader provides detailed instructions and closely guides inexperienced members. Coaching, which combines guidance and encouragement to motivate teams with some ability but limited confidence. Supporting, where the leader offers support and encourages participation from more experienced team members, and delegating, in which highly competent and motivated members take on most responsibilities with minimal leader intervention. The core of this theory is flexibility. Situational leaders change their approach according to the maturity and competence of team members. For example, beginners may require detailed guidance, while experienced employees benefit from autonomy and the freedom to make decisions. This approach allows the team to develop, learn, and become increasingly independent over time (Cherry and Morin, 2025).
       Advantages of Situational Leadership include adaptability, promotion of team development, and increased efficiency in task execution. It is particularly useful in dynamic or crisis environments, such as during the COVID-19 pandemic, when leaders had to quickly adjust strategies to cope with unexpected changes. However, the theory also presents challenges. It requires the leader to accurately assess the situation and understand each team member’s level of maturity. Incorrect assessment can lead to inappropriate decisions. Additionally, effective application of Situational Leadership demands experience, training, and well-developed interpersonal skills (Cherry and Morin, 2025). Overall, Situational Leadership provides a practical approach to managing teams efficiently and flexibly, balancing direction, support, and autonomy according to the needs of each situation and the capabilities of the team (Cherry and Morin, 2025).
      Spain’s experience during COVID-19 illustrates that the effectiveness of pandemic response depends on a combination of healthcare system structure, leadership style, and administrative capacity. Initial centralisation allowed rapid action under high uncertainty, while subsequent decentralisation enabled tailored regional responses, reducing inequalities and enhancing effectiveness. Leadership that adapts to evolving circumstances integrating autocratic decisiveness with situational flexibility proved crucial. These insights provide valuable lessons for managing future health emergencies in decentralised systems.



Canada: Healthcare System and COVID-19 Response
General Overview
       Canada is the second-largest country in the world, with a population of about 42.5 million. Its capital is Ottawa, and it is a constitutional monarchy led by Prime Minister Mark Carney and King Charles III. Officially bilingual, Canada has strong cultural diversity and plays an active role in global organisations. Major cities like Toronto, Montreal, and Vancouver are key economic and cultural centres. (Nicholson, 2025).
Canada’s Medicare System
      The Canadian health system, Medicare is a publicly funded, universal, and decentralised model, primarily administered by the provinces and territories, with federal co-funding targeted at specific populations, including Indigenous peoples, the armed forces, veterans, and refugees (Allin et al., 2020) (Martin et al., 2018). Each jurisdiction manages its own health plan, providing comprehensive, free access to essential medical and hospital services, while supplementary services, such as outpatient pharmaceuticals and dental care, rely on private insurance or targeted public programmes(Allin et al., 2020) (Martin et al., 2018). 
     Healthcare provision is characterised by professional autonomy, with family physicians and specialists regulated by provincial bodies. Hospitals operate as public or non-profit institutions under global budgets and negotiated funding mechanisms, while primary care and community health initiatives aim to improve access and service coordination. Mental health and long-term care are partially integrated into the system, reflecting a mixed public-private funding approach, with notable disparities in access between Indigenous and non-Indigenous populations(Allin et al., 2020) (Martin et al., 2018).
    Canada employs cost-containment strategies including negotiated fee schedules, health technology assessments, and pharmaceutical price regulation, complemented by initiatives to improve quality, such as performance monitoring and limited financial incentives. Recent reforms have sought greater administrative centralisation and integration of services for patients with complex needs, alongside initiatives to develop a national prescription drug coverage framework. Despite the system’s success in ensuring universal access, challenges remain regarding the variability of supplementary service coverage, limited interoperability of electronic health records, and persistent health inequities, necessitating ongoing evaluation and policy innovation (Allin et al., 2020) (Martin et al., 2018).

Canada’s COVID-19 Response: Federalism, Regional Variation, and Lessons for Public Health
        Canada’s response to the COVID-19 pandemic was strongly shaped by its decentralised federal system, in which healthcare is primarily the responsibility of the provinces and territories. While this system allowed flexibility and adaptation to local conditions, it also created fragmentation, inconsistency, and coordination challenges (Allin et al., 2021). During the first wave, all provinces declared public health emergencies and implemented lockdowns. Post-lockdown, substantial regional variation emerged in mask mandates, school closures, mobility restrictions, and economic support. Smaller provinces often allowed greater freedom of movement, whereas densely populated provinces like Ontario and Quebec implemented stricter measures. Regional zoning and tiered systems sometimes delayed interventions, causing public confusion (Allin et al., 2021) ( Cameron-Blake et al., 2021).
      Vulnerable populations were disproportionately affected, particularly residents of long-term care (LTC) facilities and Indigenous or remote communities with limited healthcare access. The federal government provided economic support, vaccine procurement, and direct intervention in LTC facilities, deploying the Canadian Armed Forces to assist Ontario and Quebec. It also offered technical guidance, emergency funding, and support for testing, contact tracing, isolation, and other public health measures. However, the lack of a fully coordinated national strategy for travel restrictions, vaccine distribution, and testing limited overall effectiveness. Communication strategies varied between provinces, influencing public adherence (Allin et al., 202) (Cameron-Blake et al., 2021).
       Canada’s experience demonstrates that federalism provides flexibility and regional adaptation but highlights the need for clear national coordination, standardised LTC oversight, integrated data systems, and transparent communication. When compared to Spain, which initially implemented centralised nationwide lockdowns under a state of alarm, Canada’s decentralised approach allowed regional tailoring but led to slower decision-making and inconsistent outcomes. Whereas Spain’s early centralisation enabled rapid containment, Canada relied heavily on local authorities, demonstrating that decentralisation can be advantageous for regional responsiveness but may impede national uniformity during fast-moving crises.






Canadian COVID-19 Response: Decentralised Approach with Partial Centralisation
Decentralised model
       Despite federal initiatives, the overall response remained decentralised, with provinces and territories exercising considerable autonomy in implementing public health measures (Hansen and Cyr, 2020). There was significant variation in the timing and scope of interventions, including travel recommendations, testing protocols, self-isolation guidelines, and social-distancing measures. The decentralised approach emphasised citizen education, voluntary compliance, and the strengthening of human and social capital, reflecting Canada’s focus on local decision-making and respect for individual rights. While decentralisation allowed responses to be tailored to regional epidemiology and capacity, it also contributed to inconsistencies and delays in the national response (Hansen and Cyr, 2020).
Advantages and Disadvantages
       The decentralised model offered certain advantages, including flexibility to adapt to local circumstances, accommodation of regional healthcare capacity, and the preservation of individual liberties (Hansen and Cyr, 2020). These features allowed jurisdictions to design interventions aligned with the needs of their populations and the existing health-care infrastructure. However, the model also presented disadvantages, such as fragmented coordination, uneven testing and reporting, delayed containment measures, and inefficiencies in the mobilisation of resources. Early testing was limited to symptomatic individuals and priority groups, leading to under-detection of community transmission(Hansen and Cyr, 2020).
       Disparities in policy implementation across provinces and territories highlighted the challenges faced by a decentralised system during a rapidly evolving pandemic. Partial centralisation through federal action provided some benefits, including national guidance on border measures, emergency legislative support, and the coordination of strategic resources. Federal intervention ensured a minimum level of consistency nationwide and facilitated later national initiatives, such as the COVID Alert app and the distribution of Personal Protective Equipment (PPE). However, limited central authority meant that provincial autonomy frequently resulted in asynchronous measures and varied outcomes (Hansen and Cyr, 2020).

Health outcomes and regional implications
      The decentralised approach had direct implications for health outcomes in Canada (Hansen and Cyr, 2020). Testing capacity, the timing of social-distancing measures, and local compliance varied significantly between provinces, resulting in heterogeneous patterns of transmission and case incidence. Infection and mortality rates were influenced by regional health-system capacity and the speed at which interventions were implemented. Regions that quickly adopted distancing, testing, and isolation protocols achieved better outcomes, whereas areas with delayed or less stringent measures experienced higher transmission. Partial federal centralisation provided some mitigation, but the decentralised structure contributed to uneven pandemic control and highlighted the need for more coordinated preparedness frameworks for future public health emergencies (Hansen and Cyr, 2020).
During the COVID-19 pandemic, leadership in Canada
During the COVID-19 pandemic, leadership in Canada combined Transformational and Behavioural approaches, with Prime Minister Justin Trudeau promoting collective responsibility and reinforcing public health behaviours such as travel restrictions and self-isolation (Zheng et al., 2021). In the initial stages of the crisis, Canadian leaders emphasised a transformational approach by inspiring public compliance through clear communication, appeals to collective responsibility, and the promotion of shared values. Measures such as mask wearing, self-isolation, and physical distancing relied heavily on voluntary adherence, with leaders modelling behaviours and providing transparent scientific guidance. This approach was effective in encouraging widespread engagement and trust during a period of uncertainty, as citizens were motivated to act for the common good rather than through coercion (Chattu, Adisesh and Yaya, 2020) (Seijts, De Clercy and Miller, 2022).
As the pandemic evolved, elements of Coaching and Situational leadership became more prominent. Authorities adapted testing strategies, vaccination rollouts, and the allocation of Personal Protective Equipment (PPE) and medical resources according to regional epidemiological conditions and healthcare capacity. Provincial and territorial governments were given the flexibility to implement measures suited to their local context, while the federal government-maintained coordination and oversight. This situational adjustment enhanced the effectiveness of public health measures by combining national guidance with local responsiveness.
Overall, Canada’s experience demonstrates that Transformational leadership, supported by Behavioural strategies, was particularly useful in fostering trust, engagement, and compliance in the population. Meanwhile, Situational adaptations ensured that regional variations and local needs were addressed effectively. This case highlights the value of combining inspirational leadership with observable behaviours and adaptive strategies in managing complex public health crises (Chattu, Adisesh and Yaya, 2020) (Seijts, De Clercy and Miller, 2022).





Transformational Leadership
    Transformational Leadership is a leadership style that focuses on the leader’s ability to inspire, motivate, and engage followers to exceed individual and collective expectations, while simultaneously promoting personal and organisational growth (NU Editorial Contributors, 2023) (Notarnicola et al., 2024). Initially developed in the 1970s, this approach departs from purely transactional or hierarchical models, valuing strategic vision, empathy, innovation, and ethical commitment. Rather than relying solely on control and supervision, transformational leadership seeks to generate positive and sustainable change through the active involvement of people (NU Editorial Contributors, 2023). 
     This style is based on four fundamental components, commonly referred to as the “four Is.” Intellectual stimulation involves the leader’s ability to encourage creativity, critical thinking, and continuous learning, creating a safe environment for proposing innovative solutions. Individualised consideration focuses on the specific needs of each team member, reinforcing a sense of value and belonging. Inspirational motivation is expressed through clear and enthusiastic communication of a shared vision, aligning individual efforts with organisational goals. Idealised influence translates into leading by example, with high ethical and performance standards, fostering trust and credibility. Transformational leaders are characterised by traits such as self-awareness, open-mindedness, ethics, adaptability, proactivity, creativity, humility, responsible risk-taking, effective communication and active listening skills, and encouragement of professional development among their team members. These attributes underpin their ability to make a positive impact and lead by example (NU Editorial Contributors, 2023) (Notarnicola et al., 2024).
     The adoption of this leadership style offers clear advantages, including higher employee motivation and satisfaction, stronger team morale, more collaborative professional relationships, improved individual and collective performance, reduced staff turnover, and stimulation of innovation, which can translate into better financial results and increased competitiveness. However, transformational leadership also presents disadvantages, such as more complex and time-consuming decision-making processes, risk of emotional overload and burnout, and, in inappropriate contexts or under less prepared leaders, potential instability, abuse of power, or loss of control over the team (NU Editorial Contributors, 2023) (Notarnicola et al., 2024). In summary, transformational leadership represents a powerful and valued approach, particularly in environments that prioritise innovation, continuous learning, and human development. Its effectiveness, however, depends on the organisational context, the leader’s ability to apply its principles in a balanced manner, and, when necessary, combining it with other leadership styles. 

Behavioural Leadership Theory
      The Behavioural Leadership Theory focuses on the observable actions and behaviours of leaders rather than inherent traits such as charisma or intelligence (Bhandari, 2025). Emerging in the 1940s and 1950s, it challenged traditional trait-based approaches and emphasised that effective leadership is shaped by learned behaviours, adaptable to different situations. This perspective suggests that anyone can become an effective leader through guidance, practice, and self-awareness, highlighting leadership as a skill that can be developed over time. Key studies behind this theory such as those from Ohio State University, the University of Michigan, and Blake and Mouton’s Managerial Grid identified important leadership behaviours. These studies showed that leaders need to balance caring for people with achieving results. Behavioural leadership therefore focuses less on who the leader is and more on what the leader does, emphasising practical and flexible ways of managing teams (Bhandari, 2025).
     Leaders who use this approach usually show qualities such as adapting to different situations, communicating well, showing empathy, making good decisions, and giving team members autonomy. They can adjust their style when needed, listen, and engage with the team, make informed decisions, and delegate tasks to encourage responsibility and motivation. The adoption of behavioural leadership offers clear advantages, including adaptability to diverse circumstances, enhanced team morale and engagement, and improved communication that supports collaboration. However, it also presents disadvantages, such as potential inconsistency in leadership behaviour, significant demands on time and energy to maintain strong relationships and effective communication, and challenges in asserting authority in situations that require swift, decisive action. In conclusion, the Behavioural Leadership Theory provides a practical and flexible framework for effective leadership. Its emphasis on actions and behaviours over fixed traits makes it applicable in dynamic organisational contexts, yet its success relies on leaders’ ability to balance adaptability with consistency and to exercise authority when necessary (Bhandari, 2025).
    Canada’s response to COVID-19 revealed both the flexibility and the weaknesses of a highly decentralised system. Provincial autonomy allowed measures to be tailored to local conditions, but it also led to delays, inequalities, and inconsistent coordination. Leadership combined transformational elements such as clear communication and appeals to collective responsibility with situational approaches that adapted strategies to regional needs. However, the lack of national alignment showed that even effective leadership practices are limited when the governing structure cannot ensure coherence or a unified response. 

South Korea: Healthcare System and Covid-19 Response
General Overview
      South Korea, on the southern Korean Peninsula, has the capital Seoul. Mountainous terrain and narrow plains influence population distribution and economic hubs (Hahn, 2025). 
The South Korea healthcare system
      The healthcare system in South Korea, known as the National Health Insurance (NHI) system, provides universal coverage to all citizens (HIRA, n.d.) (Lee, 2003). It is funded through contributions from insured individuals and government subsidies and is overseen by the Ministry of Health and Welfare (MoHW), with support from the NHIS, which acts as the insurer, responsible for reviewing and assessing the quality of healthcare services. The Ministry has implemented various social security programmes to ensure a basic standard of living and improve overall quality of life, encompassing social insurance, public assistance, and welfare services. The system has two main components: mandatory social health insurance and medical aid, the latter aimed at low-income groups and funded by government subsidies (HIRA, n.d.) (Lee, 2003).
    In South Korea, the predominant payment model is fee-for-service (FFS), used for outpatient and most hospital care, which encourages a higher volume of services delivered by healthcare professionals. In 2012, diagnosis-related group (DRG) based payment was introduced for seven disease groups. Healthcare providers submit reimbursement claims through the Medical Claims Portal (MCPoS). The system uses IT to automatically detect errors or omissions, conducts electronic reviews based on predefined criteria, and examines atypical cases thoroughly with professionals or specialised committees. After review, the results are sent to NHIS for reimbursement processing to providers. Overall, South Korea’s NHI is a centralised, universal, and insurance-based system, combining government oversight, quality assessment, and structured reimbursement mechanisms, ensuring broad access to healthcare for the entire population (HIRA, n.d.).

Covid-19 and South Korea’s response 
      South Korea’s response to COVID-19 can be understood through a combination of centralized and decentralized governance (Kim and Jeong, 2022a). The central government provided national guidelines, strategies, and coordination, while local governments actively adapted these measures to local needs and developed their own initiatives. This dual approach allowed flexibility and rapid implementation at the local level, while maintaining national coherence. During the first two months of the pandemic, South Korea recorded the second highest number of cases globally but successfully reduced new infections and maintained a low mortality rate. The country implemented the 3T strategy: testing, tracing, and treatment, which formed the backbone of its public health response. Testing (diagnostic screening of suspected cases), tracing (tracking and monitoring contacts of infected individuals), and treatment (providing appropriate medical care for confirmed cases) were the key pillars of this approach. 
     The government, both central and local, quickly recognised the threat and activated emergency response protocols. Community transmission was limited through meticulous contact tracing, quarantine (mandatory separation of exposed individuals), isolation (separation of confirmed cases), and selective physical distancing measures. Local governments adapted national guidelines to meet local needs and developed their own initiatives, such as drive-through testing centres, safe accommodation for self-isolation, financial support for businesses and citizens, and mental health services. The healthcare system was reorganised to separate COVID-19 and non-COVID-19 care, reallocating resources such as hospital beds, medical staff, and equipment (Kim and Jeong, 2022a) (Oh et al., 2020).
       Authorities enforced mandatory mask usage, social distancing, and hygiene measures, while local authorities introduced additional programs like reporting systems for guideline violations, safe zones for businesses, and contactless delivery apps to support the local economy. Public-private partnerships enabled rapid deployment of polymerase chain reaction (PCR) testing, and drive-through testing reduced exposure risk while preserving personal protective equipment (PPE). South Korea avoided large-scale lockdowns and border closures, relying instead on aggressive testing, monitoring, and targeted quarantines, which also helped mitigate economic impacts. The country’s prior experience with the 2015 MERS (Middle East Respiratory Syndrome) outbreak contributed to effective preparedness and rapid, evidence-based decision-making, as well as higher public compliance with health measures. Local governments played a crucial role in implementing policies and addressing gaps, but challenges remained, including maintaining sufficient healthcare personnel and PPE, and managing inequalities between regions in financial resources and public services (Kim and Jeong, 2022a) (Oh et al., 2020). 
     Overall, South Korea’s approach highlights the importance of early threat recognition, large-scale testing, and the prevention of community transmission, combined with flexible allocation of clinical resources. By integrating strong national guidance with local adaptation, the country was able to respond quickly and cohesively. In contrast, Spain’s centralised approach, followed by phased decentralisation, caused operational delays, while Canada’s reliance on provincial autonomy slowed the implementation of uniform measures. South Korea’s strategy shows how balancing central oversight with local flexibility can create an effective model for managing pandemics.
Governance Models in COVID‑19 Response
       South Korea has been internationally recognised as a model for COVID‑nineteen response due to its effective approach in reducing virus transmission and maintaining low mortality rates (Kim and Jeong, 2022b). The response combined two governance models: the centralised model, in which the national government coordinates measures uniformly across the country, such as implementing national quarantine protocols, contact tracing, and public health guidelines; and the decentralised model, where local governments adapt and complement national initiatives to the specific needs of their communities, developing economic support programmes, drive‑through testing, and mental health services. The South Korean strategy is known as K‑quarantine, a term combining “K” for Korea with quarantine. K‑quarantine is based on the 3T approach (Test, Trace, Treat), which includes large‑scale testing, including asymptomatic individuals; detailed contact tracing using digital technology and surveillance systems; and treatment, with immediate isolation and care for infected individuals, alongside support for family members and those in quarantine (Kim and Jeong, 2022b).

Advantages and Disadvantages of the Centralisation and Decentralization Model
      The advantages of this approach include rapid containment of community transmission, low COVID‑nineteen mortality rates compared to other countries, minimisation of economic impact through the absence of full lockdowns, and efficient integration between central government, local governments, the private sector, and citizens. Disadvantages include the requirement for extensive testing and tracing capacity, reliance on technology and digital systems that may generate access inequality, the need for intense coordination between government levels with a risk of administrative overload, and pressure on healthcare professionals and hospital resources (Kim and Jeong, 2022b).

Health Outcomes and Regional Implications
       South Korea managed to maintain low COVID‑nineteen case and death rates, showing that combining a centralised response with decentralised local initiatives can be highly effective. Local government actions complement national policies, allowing rapid and locally adapted solutions. Strategies such as drive‑through testing, safe quarantine facilities, and economic support programmes reduced transmission risks and social impacts. However, differences between regions (fiscal, technological, and population-related) may create inequalities in the implementation of measures, requiring continuous monitoring (Kim and Jeong, 2022b).



Leadership Style of Moon Jae-in During COVID-19
     During the COVID-19 pandemic, South Korean President Moon Jae-in demonstrated a performance- and bureaucratic competence-oriented leadership style, prioritising practical, evidence-based responses over party ideology (Yilmaz, 2021) (Pak, 2020). His administration focused on effective crisis management, strengthening public institutions, and implementing public health policies aimed at containing the spread of the virus and protecting population well-being. Examples include the rapid implementation of testing, tracing, and quarantine (3T) protocols developed by the Korea Centres for Disease Control and Prevention (KCDC) and Korea Disease Control and Prevention Agency (KDCA), coordination with local governments, the use of communication apps to inform and guide citizens, and economic support packages for businesses and “nice landlords”. 
     Moreover, transparency in daily briefings, adapting measures to regional conditions, and mobilising the population while respecting hierarchical and Confucian cultural values demonstrate how Moon applied Transactional, Situational, and Bureaucratic leadership theories, as well as Democratic/Participative and Coaching leadership styles, ensuring tangible results and public trust. Moon’s success reflects aspects of Transactional leadership, focused on the efficient implementation of measures, rule compliance, and tangible results, and Situational leadership, adapting policies to regional needs and responding swiftly to new outbreaks. In terms of leadership styles, his approach can be characterised as Democratic/Participative, involving local governments and the public in decision-making and implementation, and Coaching, by guiding and instructing citizens and officials on appropriate behaviours and public health protocols (Yilmaz, 2021) (Pak, 2020).
      The confidence vote received by Moon during the 2020 national elections was interpreted as a referendum on his performance during the COVID-19 crisis rather than ideological support (Snyder, 2020). This suggests that the electorate valued the government’s efficiency, competence, and responsiveness more than traditional political alignment. Although concerns exist that Moon could use his mandate to pursue ideological or nationalist agendas, the leadership style demonstrated during the pandemic emphasised tangible results, collaboration across government levels, and a focus on science and public health, reinforcing South Korea’s reputation as a model for democratic crisis management (Yilmaz, 2021) (Pak, 2020). 
     Moon Jae-in’s COVID-19 leadership shows a pragmatic, results-oriented approach, combining bureaucratic competence, participative governance, and rapid evidence-based decision-making to achieve efficiency and public trust. In contrast, Spain used an initially autocratic approach, and Canada relied on mixed strategies. This highlights that effective leadership must adapt to institutions, culture, and past public health experience.

Bureaucratic leadership
      Bureaucratic leadership is a management theory characterised by strict adherence to hierarchy, rules, and established procedures. In this model, decision-making follows a clear chain of command, and each role within the organisation is assigned based on employees’ skills and competencies, promoting specialisation and efficiency (AIHR, n.d.). Impersonality and impartiality are central to this theory, as it prioritises organisational performance and the uniform application of rules, minimising favouritism, or discrimination. 
     This type of leadership is particularly effective in environments where stability, predictability, and standardisation are essential. Sectors such as healthcare, education, construction, and engineering, as well as security and intelligence agencies, often adopt this approach, as processes must be rigorously followed and standardised procedures ensure reliability and safety. Among the advantages of bureaucratic leadership are predictable workflows, efficiency resulting from clearly defined roles, organisational stability even during changes in leadership, and standardised processes that ensure consistent results. 
     On the other hand, this style has disadvantages, such as a lack of creativity and innovation, inflexibility in the face of external changes, slow decision-making due to the need for multiple approvals, and resistance to innovative ideas that might alter established processes. In summary, bureaucratic leadership provides efficiency, order, and impartiality, making it ideal for complex organisations or environments that require strict adherence to regulations. However, its rigid nature can limit creativity and innovation, so it is important to carefully assess the context before adopting this theory (AIHR, n.d.) (We algo, 2025).

The democratic leadership style.
       The democratic leadership style is characterised by the active involvement of the team in decision-making and problem-solving (NSLS, 2022). Unlike authoritarian styles, a democratic leader seeks to listen to everyone’s opinions, encouraging dialogue, idea-sharing, and collaboration. This type of leadership values creativity, open communication, and participation, allowing team members to feel more engaged and responsible for outcomes. The leader still provides guidance and support as needed but trusts the team to make decisions within certain parameters (NSLS, 2022).
Advantages: Democratic leadership offers numerous benefits for both employees and the organisation (NSLS, 2022). It increases team engagement and motivation, as everyone feels heard and valued. This style also fosters creativity and innovation, as different perspectives are considered before decisions are made. Additionally, it promotes a collaborative and transparent working environment, strengthening trust and organisational culture. For the organisation, the result is often better-informed, higher-quality decisions and lower staff turnover, since engagement and job satisfaction are enhanced (NSLS, 2022).
Disadvantages: However, democratic leadership also presents challenges (NSLS, 2022). The process of gathering opinions, discussing ideas, and reaching consensus can be time-consuming and labour-intensive, which may be problematic in situations requiring quick decisions. Furthermore, not all team members may have the necessary knowledge or experience to contribute effectively, which can lead to less effective decisions or frustration if their views are not fully considered. In high-risk contexts or situations where mistakes cannot be afforded, this style may be unsuitable, as the autonomy given to the team increases shared responsibility for outcomes (NSLS, 2022).
     During the COVID-19 pandemic, Spain initially employed autocratic leadership, centralising decisions under Prime Minister Sánchez to implement rapid, uniform measures like the nationwide lockdown. As the crisis evolved, the government shifted to situational leadership, gradually returning responsibilities to autonomous communities, allowing regional adaptation while maintaining coordination. This adaptive approach demonstrates that different leadership styles were effective at different stages, with autocratic leadership suitable for the emergency phase and situational leadership enhancing regional responsiveness and equity later on.




















Conclusion
      The experiences of Spain, Canada, and South Korea during the COVID-19 pandemic illustrate how governance models, health-system organisation, and leadership styles significantly shape national crisis responses. Spain’s highly decentralised system required temporary periods of centralisation to ensure national consistency, yet political polarisation and coordination gaps hindered initial action. Canada’s decentralised federal structure offered flexibility but resulted in uneven implementation, variable health outcomes, and delays in containment. In both countries, strong leadership was most effective when it combined clear communication, behavioural guidance, and situational adaptability. South Korea’s success demonstrates the value of preparedness, integrated digital infrastructure, and a governance model that combines national coordination with regional flexibility. Its rapid adoption of the 3T (Test, Trace, Treat) strategy and effective cooperation across government levels highlight how clear leadership and administrative competence can minimise both health and economic impacts.                
     Across all three cases, the evidence shows that no governance model centralised or decentralised is inherently superior; rather, effectiveness depends on coordination, clarity of responsibilities, adequate resources, and the ability of leaders to adapt their approach to evolving circumstances. Leadership styles also need to shift throughout a crisis: autocratic or centralised decision-making may be necessary in the early emergency phase, while participatory and situational approaches become more effective as conditions stabilise and regional needs diverge. Overall, the pandemic underscores the importance of resilient health systems, transparent communication, and adaptive, evidence-based leadership. Future public health emergencies will require stronger intergovernmental collaboration, improved data systems, and leadership that balances national direction with local autonomy, ensuring timely and equitable responses that protect all populations.
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