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[bookmark: _Toc216139998]Executive Summary 
The report critically evaluated the role of differences in health system organisation and leadership strategies in determining national responses to COVID-19 in Spain, South Korea and Canada. It is concerned with the consequences of centralised and decentralised systems of governance and how they interact with crisis leadership ability. The discussion showed that the high level of centralisation with the support of crisis, transformational and distributed leadership in South Korea made early containment fast, the people highly obeyed, and mortality low. The lack of coordinated crisis control in the early days was initially limited by the model of decentralisation in Spain, where the high early excess mortality was observed but later, with central coordination in the vaccination process, it was one of the most successful rollouts in Europe. The federal-decentralised system of Canada was less concerned with early containment and early vaccine acquisition momentum but, instead, emphasised collaborative and situational leadership, which favoured long-term service stability and recovery. Comprehensively, the results proved that centralisation as well as decentralisation cannot be applied individually to ensure the best results. Instead, effective system resilience and future preparedness to a pandemic depends on adaptive leadership, legal preparedness and hybrid governance capability.
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[bookmark: _Toc216139999]1. Introduction
[bookmark: _Toc216140000]1.1 Global Context of the COVID-19 Pandemic
COVID-19 was the largest international situation of global public health crisis in the twenty first century that caused unprecedented disturbance in health systems, economies and governance system throughout the world (Taylor et al., 2022). In early 2020, the rapid transmission of the disease was faced by health systems, which rapidly increased mortality and extreme strain on hospitals as well, and it revealed the structural weaknesses in preparedness, surveillance and emergency governance during a long time. The difference between the responses of various countries revealed underlying disparities in the organisation of health systems, political power and leadership, turning COVID-19 into a severe challenge of state resistance and the control of crises.
[bookmark: _Toc216140001]1.2 Reason and extend of the Comparative Analysis.
The report presents a critical comparative analysis of Spanish, South Korean and Canadian health system responses to COVID-19. The reason why these countries were chosen was because they differed in governance structures with a decentralised governance structure on one side to a highly centralised state control on the other. The review assesses the role of variations in system organisation and leadership styles in influencing policy execution, service delivery and population health.
[bookmark: _Toc216140002]1.3 Centralisation vs Decentralisation of Pandemic Response.
Centralisation is the process whereby a decision-making power is concentrated at a national level whereas decentralisation dispenses the power to subnational jurisdictions (Smith et al., 2023). This structural difference defines the pace, consistency and implementation of policy responses in times of pandemic. COVID-19 demonstrated the benefits of the centralised command in its operations and the capability of the decentralised governance in adapting.
[bookmark: _Toc216140003]1.4 The role of Leadership in Health System Crisis management.
The ability to decide the direction of the crisis, risk communication, system mobilisation and public trust are decisive factors in leadership that influence the direction of a crisis. Leadership performance in COVID-19 had a direct impact on compliance, coordination and system recovery in all the contexts of a nation.

[bookmark: _Toc216140004]2. Critical Review of Centralised and Decentralised Health System Response to COVID-19.
[bookmark: _Toc216140005]2.1 Spain: A Mainly Decentralised Response to Health System.
[bookmark: _Toc216140006]2.1.1 Spanish Healthcare System structure.
In Spain, the National Health System is highly decentralised where the seventeen autonomous communities play the major role in planning, funding and delivering health services although the central Ministry of Health plays a coordinating and regulating role. This multi-level quality was created with the purpose of enhancing responsiveness and regional accountability yet it also led to fragmented power at the time of a fast national emergency (Greer, 2021; Erkoreka and Hernando-Pérez, 2023). Spain has a history of good primary care coverage and universal access before the COVID-19 outbreak, but there was a strong regional disparity between hospital capacity and workforce density (Phillips et al., 2022).
[bookmark: _Toc216140007]2.1.2 Decentralised and Centralised Decision-Making in the COVID-19.
In March 2020 (during the first wave of COVID-19), Spain declared a countrywide State of Alarm, temporarily re-centralising authority by removing the key health decision-making powers of the regional governments and placing them in central hands. It involved coordination in hospitals, acquisition of personal protective equipment and mobility restrictions enforcement (Greer et al., 2022). Nevertheless, this re-centralisation followed following the high initial rates of transmission, especially in Madrid and Catalonia where the regulation of surveillance and containment had hitherto been controlled by regional autonomy. After the initial wave, Spain quickly returned to decentralised governance, devolving the control of the pandemic to the regions, including the testing policy, local lockdown and resource allocation to health systems (Erkoreka and Hernando-Pérez, 2023). 
[bookmark: _Toc216140008]2.1.3 Benefits of the Systems approach in Spain.
The decentralised system in Spain allowed response to be locally oriented once institutional paralysis was surmounted. New systems of contact tracing and community tests were rapidly expanded in regions with good primary care networks and digital health infrastructure, including the Basque Country, with relatively better outcomes of the first wave of outbreaks containing (Erkoreka and Hernando-Pérez, 2023). Even the regional autonomy model enabled non-pharmaceutical interventions to be differentiated depending on epidemiological risk patterns as opposed to national restrictions (Pereira et al., 2021). Moreover, after the national vaccination programme was initiated based on central coordination, its decentralised implementation allowed making a rapid distribution of the vaccine using the infrastructure of immunisation on a regional scale. As of September 2021, Spain had over 77% full vaccination coverage, one of the highest in Europe, which was related to successful connexions between the central procurement authority and the regional delivery systems (Greer, 2021; Angelici et al., 2023).
[bookmark: _Toc216140009]2.1.4 Weaknesses and Problems of the Spanish Response.
It was structurally weak in the initial stages of the crisis in Spain, as it was decentralised. A lack of coherent national escalation due to the absence of common early surveillance thresholds, and the lack of coherence between interregional coordination led to the rapid cross-territorial transmission (Legido-Quigley et al., 2020). Saturation in hospitals happened in weeks, and at times the occupancy of the intensive care units of the hospitals rose beyond 200 percent of the actual capacity between March and April 2020. Ekoreka and Hernando-Pérez (2023) easily reveal that political competition on a regional level impeded the level of coordinated containment strategies and watered down governance accountability at the different levels. Also, disjointed procurement in the first response stage of the emergency triggered extreme shortages of personal protective equipment and diagnostic capacity. Angelici et al. (2023) also point out that transfers of blame between the national and regional authorities weakened the trust of the population and compliance rates with mobility restrictions during subsequent waves.



[bookmark: _Toc216140010]2.1.5 Effect on Health Results and Vaccination Performance.
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Figure 1 Spain Hospitalisation and Death Decline After Vaccination (Angelici et al., 2023)


On June 2021, Spain documented one of the worst early excess mortality rates in Western Europe, with an excess mortality of more than 84,000 in the first year of the pandemic, which is indicative of systemic vulnerability during the early response of decentralisation (Greer, 2021). The subsequent centralised approach to vaccination however switched this trend significantly. By mid-2021, the hospitalisation and fatality rates in Spain had dropped sharply, which was better than a number of other well-decentralised systems. This result shows that decentralised implementation can deliver high performance being accompanied by high central procurement authority and national policy direction. The experience in Spain then illustrates a two-sided dynamic whereby in the first place, the decentralisation limited crisis coherence, and subsequently, operational effectiveness when strategic coordination level stabilised (Otero-García et al., 2021).



[bookmark: _Toc216140011]2.2 South Korea: A Highly Centralised and Technologically Driven Response
[bookmark: _Toc216140012]2.2.1 Organisation of South Korea’s Healthcare and Public Health System
South Korea has an extremely centralised system of public health governance that is based on the Ministry of Health and Welfare and the Korea Disease Control and Prevention Agency. Surveillance systems, emergency response plans, pharmaceutical control and data synthesis platforms are regulated by the national authority, which is operating within a unitary system of the constitution (Kim et al., 2021; Choi, 2020). In spite of the fact that the service provision is implemented in the mixed public-private system, the crisis command authority is not delegated and the administrative mobilisation is high, as well as the ability to implement uniform policy nationwide.
[bookmark: _Toc216140013]2.2.2 Crisis Co-ordination and Centralised Government Control.
South Korea adopted emergency national protocols on an immediate basis after it recorded its first cases in January 2020. The central authorities turned on the legally provided infectious disease control mechanisms that designated a real-time data exchange between health authorities, police authorities and telecommunications providers to facilitate rapid digital contact tracing (Kim et al., 2021). The national government directly coordinated the mass testing infrastructure, installing more than 600 test facilities in six weeks of the spread of the outbreak (Marchildon and Di Matteo, 2021). The provision of diagnostics, personal protective equipment and ventilators through the unified command of the central procurement mechanisms did not stop
[bookmark: _Toc216140014]2.2.3 South Korean Systems Approach Strengths.
The centralised government of South Korea optimised pace, unity and size of containment of an outbreak. South Korea had reported less than 300 cases per million population in terms of cumulative infection rates by mid-2020 by most OECD counterparts (Kim et al., 2021). National testing-tracing-isolation system helped to avoid the overloading of the hospital systems without using the extended national lockdowns. According to Choi (2020), this achievement can be explained by collaborative governance in a centralised system, according to which local authorities and the agencies of the country were managed as one, with the strategic command of the national agencies. The level of public compliance was also high because the institutional trust was strengthened due to regular national briefings and clear presentation of epidemiological information every day (Kim et al., 2021).

[bookmark: _Toc216140015]2.2.4 Ethical, Social and Operational Problems.
The centralised surveillance regime in South Korea despite its epidemiological success created significant ethical conflict. Large-scale applications of mobility tracking by digital means, CCTV surveillance and credit-card scanning provoked renewed civil liberties issues of data proportionality, as well as long-term governing precedents (de Bienassis et al., 2022; Janssen and Van der Voort, 2020). In addition, centralised model put undue operational pressure to the national institutions resulting in successive waves of outbreak bottlenecks in decision-making. Despite high resilience of the health system, long-term workforce fatigue was also reported because of continuous emergency operations beyond usual periods of surge.



[bookmark: _Toc216140016]2.2.5 Infection Control and Public Trust Impact.
[image: Chart: South Korea Reports No New Domestic COVID-19 Cases | Statista]







Figure 2 High Public Compliance & Infection Control (Smits et al., 2023)


South Korea has registered under 26,000 COVID-19 fatalities at the close of 2022 in spite of its urbanised densely populated country and high international mobility profile, which is one of the lowest OECD fatality ratios (Kim et al., 2021; de Bienassis et al., 2022). During the consecutive pandemic waves, the level of trust in the government was not serious and could be assessed by the fact that the numbers of people, who managed to adhere to non-pharmaceutical measures, stayed high. The centralised paradigm showed that early decisional authority alongside technological assimilation have the capability to produce high system-level containment efficiency provided these are supported by law and culture (Phillips et al., 2022).



[bookmark: _Toc216140017]2.3 Canada: Federal and Decentralised Public Health Response.
[bookmark: _Toc216140018]2.3.1 The Canadian Federal Healthcare System Structure.
Canada has a constitutionally entrenched federal system of healthcare where the provinces retain all powers on healthcare delivery, and public health programmes, the hospitals financing and workforce regulation, but the federal government plays roles in border control, pharmaceutical regulation, and national health funding transfers (Marchildon and Di Matteo, 2021). It is an institutional design that creates one of the most decentralised pandemic governance systems among high-income states.
[bookmark: _Toc216140019]2.3.2 Power Distribution between the federal and provincial governments during COVID-19.
In COVID-19, provinces set the timing of lockdown, testing approaches, prioritisation and internal mobility restrictions of vaccination independently. Federal government organised international border control, purchases and supply of vaccines and emergency fiscal transfer and was not allowed to directly impose local containment (Hegele and Schnabel, 2021). The resultant system of governance generated a massive disparity of interprovincial containment policy. As an illustration, Atlantic provinces recorded close-to-zero transmission by closing borders early, whereas Ontario and Quebec recorded a long period of high-transmission cycles because of late restrictions and urban density pressures (Marchildon and Di Matteo, 2021).
[bookmark: _Toc216140020]2.3.3 Advantages of the Decentralised Approach taken by Canada.
The decentralisation in Canada allowed localised innovation and location-specific policy making. The provinces used the existing regional health authorities to implement community-specific interventions and fiscal autonomy enabled a rapid increase in local testing and hospital surge capacity (Hegele and Schnabel, 2021). The federal-provincial financing system provided emergency income assistance in excess of 20% of GDP in the fiscal stimulus, eliminating systemic underfunding of healthcare during peak demand times (Pereira et al., 2021). Besides, the continuity of non-COVID essential care in lower-incidence areas was facilitated by the decentralised service delivery.

[bookmark: _Toc216140021]2.3.4 Coordination and Vaccine Procurement Problems.
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Figure 3 Interprovincial Data Fragmentation and Surveillance Integration Gaps (Angelici et al., 2023)


The figure shows regional differences in COVID-19 data dashboard capacities. Oceania has the best results in access, and availability of historical data, whereas Africa and Middle East have poor operational and geospatial integration (Otero-García et al., 2021). These transitions are an indication of the varying levels of maturity of digital infrastructure and data governance in the world regions. The decentralisation in Canada was a severe impediment to early access to vaccines. Since the nation was unable to produce domestically, procurement had to rely on federal agreements with suppliers across the globe in a competitive vaccine nationalism setting. In early 2021 supply shortages, provincial rollout systems were idle, many months behind countries that were using centralised procurement in terms of national vaccination momentum (Government of Canada, 2021; Marchildon and Di Matteo, 2021). In addition, the interprovincial differences in data systems hindered the integration of systems used by states to help in the national surveillance and the effectiveness of forecasting outbreak (de Bienassis et al., 2022).



[bookmark: _Toc216140022]2.3.5 Performance of the System and Health Results.
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Figure 4 Full Vaccination Coverage in Canada (World Health Organization, 2022)


As of the end of 2022, more than 50,000 deaths related to COVID-19 were reported in Canada, and the death rates were much higher compared to South Korea but were lower in a number of European decentralised healthcare systems (Marchildon and Di Matteo, 2021). Hospital overcrowding was a short-term phenomenon that occurred only in large urban provinces without causing a complete collapse of the system. In Canada, where a large population was fully vaccinated (greater than 80 per cent) late in 2021, the operation of such decentralised rollout capacity has shown that once federal procurement barriers are addressed, it can work operationally (Government of Canada, 2021). Therefore, the experience of Canada shows that the decentralisation did not contribute to the rapid start, but it helped to stabilise the delivery in the long term.



[bookmark: _Toc216140023]2.4 Comparative Evaluation of Centralisation and Decentralisation Across Spain, South Korea and Canada
[bookmark: _Toc216140024]2.4.1 Major Structural Differences between Health System Governance.
The unitary government in South Korea allowed the lawful centralised control over surveillance, testing, acquisition and punishment. The Spain and Canada have multilevel systems of governance in which the health authority is broken into subnational jurisdictions. Spain is an intermediate case because it can temporarily emergency recentralise, and Canada is not because its federal constitution inherently constrains the power to use coercion to coordinate the actions of the nation (Greer et al., 2022; Hegele and Schnabel, 2021).
[bookmark: _Toc216140025]2.4.2 Comparative Strengths and Weaknesses
	Country
	Governance Model
	Key Strength
	Core Weakness

	Spain
	Regional decentralisation with emergency centralisation
	High vaccination delivery efficiency
	Delayed early containment and coordination failures

	South Korea
	Strong centralised unitary system
	Rapid testing, tracing, and compliance
	Civil liberties concerns

	Canada
	Federal decentralised system
	Context-specific provincial flexibility
	Early vaccine procurement delays



The type of centralisation that South Korea had offered unprecedented policy coherence and speed of operations. The decentralisation of Spain limited the response of the early control of outbreaks but allowed highly effective use of the vaccination with a centralised procurement unit. The decentralised federalism of Canada favoured the stability of long-term services at the expense of the initial national coordination and supply chain leverage.



[bookmark: _Toc216140026]2.4.3 Systems-Level Implications of Preparedness to pandemics.
The comparison evidence shows that no model of governance is superior on its own. The benefits of centralisation are maximum speed of crisis and uniformity of policies whereas the benefits of decentralisation are maximum contextual responsiveness and continuity of services. But to govern the pandemic, institutional hybridity is needed, which must be dynamic and temporarily consolidate power within the framework of legitimate national command, without eliminating the decentralisation of the implementation capacity to maintain the provision of secondary services over time (Greer et al., 2022; Assefa et al., 2022). The subsequent success of vaccination in Spain and the sustained stability of rollout in Canada prove that the decentralised infrastructures work well once the lack of strategic coordination is eliminated (Marchildon and Di Matteo, 2021). South Korea affirms that, centralisation is associated with unparalleled efficiency in the early containment when combined with robust legal institutions and high institutional trust.



[bookmark: _Toc216140027]3. A Critical Approach to Leadership Styles under the COVID-19 pandemic. 
[bookmark: _Toc216140028]3.1 Spanish Leadership: Salvador Illa and the Reaction of the National Government. 
[bookmark: _Toc216140029]3.1.1 Leadership Environment and Governmental System.
Spain logged at the start of the COVID-19 pandemic in a highly decentralised governance system whereby autonomous communities had the major power in healthcare provision and community health activities (Ministerio de Sanidad, 2021). This devolved system of governance was temporarily curtailed in the first wave of early 2020 with the declaration of a national State of Alarm to centralise health power in the hands of the Ministry of Health under the leadership of Salvador Illa. This change of constitution was meant to redefine policy cohesiveness in the fractured system of territorial government in Spain (Mattei and Del Pino, 2021; Navarro and Velasco, 2022). Re-centralisation however came at a time when the transmission had been significantly spread to communities. As Royo (2021) shows, politically cautious behaviour and restricted risk framing promoted delayed national emergency activation, undermining the effectiveness of the central command thereafter.



[bookmark: _Toc216140030]3.1.2 Leadership Theories as Applied to the Spanish Response.
Crisis Leadership
[image: Frontiers | Crisis leadership in COVID-19: A qualitative study of Norwegian  business leaders]








Figure 5 Crisis Leadership (Pereira et al., 2021)


Rapid decisions when there are no information, clearly authoritative command, and mobilising systems in extreme pressure are characteristic of crisis leadership (Nicola et al., 2020). In Spain, institutional latitude in crisis leadership during the leadership of Salvador Illa was the initial unwillingness to have centralised emergency control. The statement of the State of Alarm in March 2020 marked a culmination of a switch to the crisis leadership mode, where health power was transferred to the Ministry of Health, although it was already late (Mattei and Del Pino, 2021; Navarro and Velasco, 2022). The delay strongly undermined the initial containment, since already overloads in hospitals were observed in Madrid and Catalonia. Nonetheless, with the central command engaged, Spain gained better national coordination in procurement, management of hospital capacity, as well as interregional mobility control (Kim et al., 2021). 


Situational Leadership
In situational leadership, the decisions made by the leaders are based on the changing contextual demand, so they are automated by the style of their leadership (Nicola et al., 2020). The leadership of Illa can be characterised as having a high situational adaptation during pandemic phases. In the first wave, leadership was administratively shy and disjointed owing to political sensitivities of regional autonomy. The point at which leadership behaviour changed radically to centralised emergency governance occurred as the epidemiological conditions became more worrisome (Navarro and Velasco, 2022). 
Transactional Leadership
[image: Transactional Leadership PowerPoint Presentation Slides - PPT Template]






Figure 6 Transactional Leadership (Lv et al., 2022)

The transactional leadership is executed by means of formal authority, regulatory compliance, and performance-based enforcement (Nicola et al., 2020). Legally binding lockdown rules, power to requisition hospitals and power to compel vaccination prioritisation frameworks via the State of Alarm were the clearest forms of transactional leadership in Spain (Mattei and Del Pino, 2021). This shows that operation control was supported by transactional leadership, and deteriorated institutional trust and political cohesion in the early phases of escalation of the crisis.



[bookmark: _Toc216140031]3.1.3 Strengths of Leadership Approach.
After the stabilisation of strategic central coordination, the leadership of Illa proved to have a significant level of strength in terms of the governance of vaccinations and the intergovernmental negotiation. This national vaccination plan initiated at the end of 2020 was able to coordinate central procurement with regional delivery engineering on the same national structure (Ministerio de Sanidad, 2021). In September 2021, Spain had more than 77 percent of full vaccination coverage, which is above the EU average at that time and is indicative of successful integration of operations at all levels of government (Otero-García et al., 2021). According to Navarro and Velasco, (2022), the leadership of Illa centralised multi-level governance systems by instituting permanent intergovernmental coordination forums, which minimised previous political fragmentation.
[bookmark: _Toc216140032]3.1.4 Weaknesses, Delays and Policy Failures.
Although successful in the end, the initial leadership reaction experienced in Spain was characterised by massive delay in the application of containment, inconsistency in risk communication and poor coordination of national surveillance. In March 2020, the intensive care capacity in Madrid hospitals in weeks rose above 200 percent of the baseline levels, showing what lack of timely intervention in the country could cost (Mattei and Del Pino, 2021). Royo (2021) also notes that political opposition between the central government and opposition regional governments weakened the coherence and watered-down institutional policymaking authority at the most decisive stage of early transmission. This contributed to the ability to contain the pandemic early compared to technologically centralised counterparts like South Korea because the lack of national digital contact tracing infrastructure was deployed much later during the pandemic.
[bookmark: _Toc216140033]3.1.5 Impact of Leadership on Vaccination Success
The most evident effect of Illa in his leadership was on the vaccination stage, when coordinating the centre-stage had led to one of the fastest and fairest in Europe. The age-based risk stratification of the Spanish vaccination methodology reached an over 90 percent of the citizens aged above 60 by mid-2021 (Ministerio de Sanidad, 2021; Otero-García et al., 2021). This result overturned the previous epidemiological susceptibility of Spain and drastically decreased the rates of hospitalisation and mortality in waves. The example of the Spaniards thus show that effective leadership depended on the phase, as failure in the initial phase was compensated by success in operation later due to enhanced central and regional coordination.

[bookmark: _Toc216140034]3.2 South Korean Leadership: Prime Minister- Chung Sye-kyun. 
[bookmark: _Toc216140035]3.2.1 South Korea Crisis Leadership Background.
South Korea faced COVID-19 with a unitary state system that has powerful legal authorities to control infectious diseases, which was formed after the outbreak of the MERS in 2015. Prime Minister Chung Sye-kyun became a leader with a crisis in a system that is already institutionally prepared to contain the epidemic on a large scale under the national command (Moon, 2020; You, 2020). In South Korea, the centralisation of power did not necessitate any constitutional restructuring like in Spain and allowed the country to have coherent policies at the national level as soon as the outbreak happened in January 2020.
[bookmark: _Toc216140036]3.2.2 Implementation of Transformational, Crisis and Distributed Leadership.
Transformational Leadership
Transformational leadership is typified by mobilisation based on vision, the creation of trust and motivation to effect a behavioural change among people (Nicola et al., 2020). Transformational leadership was characterised by Prime Minister Chung Sye-kyun by continued communication with the public, briefings given daily to the population, and a clear framing of risks, which allowed the Prime Minister to have a high level of public compliance (Moon, 2020; You, 2020). Instead of using coercion as the key approach, the leadership legitimacy was established on the framework of credibility, data transparency, and collective responsibility. 
Crisis Leadership
The COVID-19 response in South Korea exhibited one of the best institutionally mature types of crisis leadership models in the world. The operationalisation of crisis leadership took place in the form of immediate activation of national protocols, emergency mandate legislature, and central epidemiological control within days after the outbreak was detected (Moon, 2020; Park and Fowler, 2021). No constitutional restructuring was necessary like in Spain and Canada to centralise authority. Thus, the highest speed of crisis was reached, and the spread of the crisis in the community was suppressed early. This indicates the best functional effectiveness of the leadership of a crisis among the three nations.



Distributed Leadership
Distributed leadership acknowledges that the leadership power is distributed in a network of institutions and not vested in one executive office (Nicola et al., 2020). Distributed leadership was observed in South Korea whereby the centralised coordination of the work of the country was formalised through the inclusion of private diagnostic manufacturers and municipal governments, digital platform companies, and national epidemiological agencies (Park et al., 2020). The scale-up of the testing infrastructure to a total of more than 15,000 tests per day on the initial, mid-2020 was facilitated by the collaboration between the government and the industry. 
[bookmark: _Toc216140037]3.2.3 Advantages of Open and Innovation-Based Leadership
Thanks to the leadership of Chung, one of the most technologically intensive responses to the pandemic in the world was organised. Contact tracing system based on information technologies was integrated into telecommunications metadata, financial transactions and CCTV data under the central epidemiological control (Park et al., 2020). By mid-2020, South Korea had carried out more than 15,000 diagnostic tests in the country daily and had not exceeded 300 cases per million population, which is far more successful than the majority of OECD states (You, 2020). Moon (2020) explains the consistent leadership transparency and trustworthy risk communication by attributing the sustained compliance of the population in consecutive waves of an epidemic.
[bookmark: _Toc216140038]3.2.4 Leadership Ethical and Privacy-Related Issues
Although the operations implemented with the leadership of Chung were a success, they also created an ethical dilemma in terms of proportionality of surveillance. Indirect individual identification was revealed on several occasions when the release of de-identified movement data could provoke a legal challenge involving data protection and civil liberties (Park et al., 2020). You (2020) states that the public approval rate of such intrusions was very high at high transmission rates but later elicited institutional discourse with regards to the long-term consequences of emergency surveillance infrastructures. These tensions depict the inherent trade-off of centralisation of crisis powers and rights-based government.



[bookmark: _Toc216140039]3.2.5 Leadership Instruction on People Compliance and Results
By the end of 2022, South Korea reported less than 26,000 COVID-19 deaths, despite its very high population density in the world system and mobility rates, in both internal and external contexts (You, 2020; WHO, 2021). The adherence to mask-wearing practises, online tracing and quarantine rules was also on a high level after one another wave. This result is the expression of the long-term legitimacy of the administration of Chung which is based on transparency, institutional trust, and the effectiveness of the administration. South Korea is thus one of the most successful cases of empirical centralised crisis leadership in the pandemic.
[bookmark: _Toc216140040]3.3 Leadership in Canada: Prime Minister Justin Trudeau
[bookmark: _Toc216140041]3.3.1 Federal Leadership in a Decentralised Health System
Justin Trudeau was a leader operating under one of the decentralised federal health systems of governance in the OECD (Smith et al., 2023). The provincial governments had the constitutional powers to deliver healthcare services and carry out health interventions on the population, whereas the federal government coordinated the borders, fiscal transfers, and the acquisition of vaccines (Schnabel and Hegele, 2021; Trudeau, 2021). In contrast to Spain, emergency recentralisation was not constitutionally bound meaning that Trudeau was required to seek intergovernmental persuasion and not authoritative powers.
[bookmark: _Toc216140042]3.3.2 Utilisation of Distributed, Situational and Transitional Leadership.
Distributed Leadership
The federal pandemic response in Canada was structurally incorporated in the distributed leadership because the constitutional distribution of public health authority is between the provincial jurisdictions (Schnabel and Hegele, 2021). Trudeau exercised a coordination and not a command-and-control leadership style and had the provincial premiers and regional public health authorities execute the same in the form of testing, lockdowns and vaccination measures. Distributed leadership thus increased contextual adaptability whilst decreasing the speed of response in early stages.



Situational Leadership
The adaptability in policy responses during the pandemic through various waves was an indication of situational leadership because Trudeau changed his leadership approach several times. The initial stages of leadership were focused on economic stabilisation and border control, but subsequent stages were oriented on obtaining vaccines faster and coordinating booster campaigns (Trudeau, 2021; Smits et al., 2023). This repositioning at each stage of the crisis shows immense responsiveness to situation, but also indicates structural reliance on external conditions of supply of vaccines which limited early strategic performance.
Transactional Leadership
Conditional fiscal transfer and the provision of financial incentives structures to provincial health services were the most obvious forms of transactional leadership in Canada. Performance-based tools of governance, such as emergency wage subsidies, hospital surge funding, and funding of vaccine delivery were implemented instead of mandates (Smith et al., 2023). Although such a transactional policy ensured the political stability between federal and provincial governments, it also postponed the implementation of unified containment, because conformity was not dictated by executive decree, but by negotiated funding allocations. This served as a cause of early province-level fragmentation of policies (Schnabel and Hegele, 2021).
[bookmark: _Toc216140043]3.3.3 Unifying National Leadership Strengths.
The greatest leadership input of Trudeau was massive fiscal stabilisation and framing national risk to the whole country. Federal emergency income includes more than 20 percent of national GDP, which allowed avoiding workforce collapse and guaranteeing the continuity of health system financing even in the long-term lockdown conditions (Schnabel and Hegele, 2021). Smith et al. (2023) show that central financial coordination really enhanced provincial public health capacity at peak pandemic demand conditions. The symbolic unity and compliance within the national risk messages emanating in the daily national addresses of Trudeau were strengthened.



[bookmark: _Toc216140044]3.3.4 Weaknesses in Intergovernmental Co-ordination.
The decentralised nature of the governance in Canada limited the ability of Trudeau to implement the same national containment strategies. The timing of provincial lockdowns, school shutdowns and restrictions on gathering people were significantly different, leading to repeated disproportionate transmission (Schnabel and Hegele, 2021). The reliance of vaccines in the global markets further hampered early immunisation activities in the nation. Federal supply chain vulnerability was manifested as Canada joined the mass vaccination business about three months later than various centralised systems (Smith et al., 2023; Smits et al., 2023). According to Taylor et al. (2022), the problem of fragmented federal leadership structure in itself undermines the velocity of the crisis despite the long-term institutional resilience.
[bookmark: _Toc216140045]3.3.5 Leadership Impact on Vaccine Roll-Out and Recovery.
After the global vaccine supply stabilised in the middle of 2021, the leadership of Trudeau was able to accelerate the mass vaccination in Canada faster than in G7 countries. As of November 2021, more than 80 percent of the Canadian population is fully vaccinated, which is a good performance of the provincial delivery when the limitation of federal supplies was lifted (Smits et al., 2023). Post-vaccination economic recovery was also healthy as there was extended federal fiscal stimulus. The example of Canada thus shows that collaborative federal leadership made the difference in preventing early containment but provided the policy stability and momentum of recovery in the long term.


[bookmark: _Toc216140046]3.4 Comparative Analysis of the Leadership Effectiveness among the three Countries.
[bookmark: _Toc216140047]3.4.1 Differences in Leadership Authority and Decision-Making Power.
Chung held direct central command power over a unitary state, the momentary re-centralised decentralised system by Illa, and non-coercive fiscal and political coordination by Trudeau within the federal constitutional boundaries (Navarro and Velasco, 2022; Schnabel and Hegele, 2021). These power disparities were also the essential determinants of crisis pace, policy compliance and consistency.
[bookmark: _Toc216140048]3.4.2 Leadership Influence on Health System Performance
	Country
	Leadership Authority
	Early Containment
	Vaccination Performance

	Spain
	Temporary emergency centralisation
	Weak
	Strong

	South Korea
	Full central executive authority
	Very strong
	Strong

	Canada
	Federal collaborative coordination
	Moderate
	Very strong



The centralised command and digital governance led to the best early containment in South Korea. Under renewed coordination, Spain had delayed initial control but subsequent successful vaccination. Canada had a stable growth over the long run but had low policy pace early on because of the constraints of decentralised authority.
[bookmark: _Toc216140049]3.4.3 Future Public health crisis leadership lessons.
The comparative data proves the idea that centralised authority is the best at maximising early outbreak control, but it can be associated with ethical tension, whereas decentralised collaborative leadership is the best at long-term institutional stability with compromises on the speed with which it deals with the crisis. The most resilient governance structure to be used in future pandemic leadership is represented by hybrid leadership architectures that can consolidate legal authority during early stages of the emergency and restore decentralised autonomy of operation to deliver in the long run (WHO, 2020; WHO, 2021; Phillips et al., 2022).
[bookmark: _Toc216140050]4. Conclusion 
This report has also critically analysed how variations in health system organisation and leadership styles determined national responses to the COVID-19 pandemic in Spain, South Korea and Canada. The analysis showed that high centralisation of the government and crisis-based leadership allowed South Korea to contain the situation very fast, with the help of high levels of compliance and highly developed digital infrastructure. The decentralised system of Spain hindered the ability to control crises coherently, but later, it demonstrated outstanding results in terms of vaccination, which occurred after the increased centralisation. The federal and highly decentralised system of Canada favoured collaborative leadership and long-term stability at the expense of an early containment and vaccine procurement momentum. In all three cases, the effectiveness of leadership was demonstrated to be inseparable with the institutional design, as the authority structures directly affected the speed of policies, coordination, and the trust that the people had. The results affirm that centralisation and decentralisation in isolation is not the best way to ensure the best results but adaptive leadership and ability to hybridise governance is the most crucial way to ensure success in preparing the future against pandemics.
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