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1. Introduction
The COVID-19 pandemic presented one of the most significant tests of global health governance, exposing the strengths and weaknesses of different decision-making systems across nations (WHO, 2021). Governments faced unprecedented challenges in maintaining public safety, managing economic disruption, and sustaining healthcare capacity. The effectiveness of their responses depended mainly on the interaction between governance structures, the degree of centralisation or decentralisation of decision-making authority, and the quality of leadership guiding those systems (OECD 2021; BMJ 2020). These two elements together shaped how efficiently policies were implemented, how consistently messages were communicated, and how equitably services were delivered.
This report examines three countries with contrasting governance models: Spain, South Korea, and Canada. Spain operates under a decentralised system, in which regional governments hold significant authority over health policy and service delivery (Navarro and Velasco, 2022).  South Korea demonstrates a highly centralised structure, led by the Korea Disease Control and Prevention Agency (KDCA) (2025), which enabled rapid and unified responses. Canada operates within a federal framework, striking a balance between national coordination and provincial autonomy (Government of Canada, 2025). By analysing how each country organised its response to COVID-19, the report identifies how governance structures and leadership approaches influenced health system performance, communication, and resilience.
Understanding leadership styles and theories is central to this analysis. Frameworks such as autocratic, democratic, and laissez-faire leadership (Juneja, 2025), as well as contemporary approaches like transformational, transactional, and situational leadership, provide a foundation for evaluating how different leaders motivate teams, manage uncertainty, and make critical decisions under pressure (Michel, 2024). Autocratic styles are often effective in emergencies that require decisive action. At the same time, democratic and transformational leaders foster qualities such as collaboration, empathy, and trust that support long-term compliance and recovery.
The purpose of this report is to critically examine the impact of governance models and leadership styles on the management of the COVID-19 pandemic. Using both textual and visual analysis through Rich Pictures, the report explores how Spain, South Korea, and Canada balanced central authority and local flexibility, and how leadership influenced coordination, communication, and population outcomes (Rajan et al., 2020). By linking these findings to established leadership frameworks, the report aims to highlight the lessons that can inform future policy, strengthen system resilience, and support sustainable health and social care delivery.
2. Rich Pictures
Rich Pictures are a visual systems-thinking tool used to represent complex relationships and processes within healthcare systems (Bell and Morse, 2013). They help illustrate how communication, leadership, and decision-making flow between national and regional authorities. In this report, Rich Pictures provide a visual summary of how Spain, South Korea, and Canada managed their COVID-19 responses under different governance structures. By using consistent colour-coded arrows, they make it easier to compare how information, resources, and authority were distributed, supporting the written analysis and offering clearer insight into the effectiveness of each country’s approach (Samuels and Olsson, 2017).

2.1 Spain Rich Picture
[image: A diagram of a health care system]




2.2 South Korea Rich Picture
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2.4 Key Colour Arrows for Rich Pictures

The following table explains the colour-coded arrow system used consistently across all three Rich Pictures. 
	Government and Leadership Authority

	Represents directives, leadership, and decision-making by national or regional governments during the COVID-19 pandemic. Blue arrows show how central or federal authority guided policies, health strategies, and emergency responses.

	Public Health and Preventive Measures

	Highlights interventions such as vaccination campaigns, mask mandates, and enforcement of social distancing. Green arrows connect health agencies, local authorities, and communities to demonstrate how prevention strategies were delivered.

	Policy, Regulation, and Legislative Processes


	Indicates the creation and enforcement of COVID-19 policies, including lockdowns, travel restrictions, and funding allocations. Yellow arrows link governments with institutions and stakeholders responsible for policy implementation.

	Communication and Compliance Channels


	Shows how information, public messaging, and media updates flowed between government, healthcare systems, and citizens. These arrows represent efforts to build compliance, transparency, and trust as the pandemic evolves.

	Crisis Impact and Infection Spread

	Demonstrates the flow of infection, hospital pressures, and mortality trends. Red arrows visualise the spread of COVID-19 and the stress points where healthcare systems faced peak demand.

	Economic, Travel, and Social Impacts

	Represents disruption to trade, employment, and movement. Black arrows trace how COVID-19 restrictions affected travel, tourism, and broader socio-economic stability across each nation.






	


3 Centralisation and Decentralisation 
Centralisation and decentralisation are two contrasting approaches to the distribution of authority, decision-making, and resources within health systems. The World Health Organisation (2022) defines centralisation as the concentration of decision-making power at the national level, enabling uniform coordination, resource allocation, and standardised communication. In contrast, decentralisation involves transferring authority to regional or local levels, allowing the decisions to be made closer to communities and tailored to local needs (OECD, 2021). Both models influence how efficiently health systems can plan, respond to, and recover from public health emergencies.
During the COVID-19 pandemic, the advantages and disadvantages of each model became evident. Centralised systems, such as those in South Korea, enabled swift, unified responses with clear lines of authority, consistent messaging, and rapid resource mobilisation. However, they also risked being rigid and sometimes having limited regional flexibility (Kim, 2020; Lee and Lee, 2022).  Decentralised systems, like Spain’s, allowed regions to tailor measures to their populations, but inconsistent implementation led to fragmented coordination and delayed action (Navarro and Velasco, 2022). Federal systems such as Canada’s combine elements of both, offering flexibility but also exposing gaps in communication and standardisation.
Evidence shows that centralisation provides clarity and coherence in the early stages of a crisis, when quick and decisive leadership is critical. Centralised control can streamline testing, procurement, and border management, as seen in South Korea’s early success in 2020 (Park et al., 2022; KDCA, 2021). However, long-term sustainability often depends on local engagement. Decentralised and federal systems can foster trust, community participation, and innovation, which are essential once emergency measures evolve into long-term management. Spain’s regional governments, for instance, later developed digital tracing systems that enhanced national surveillance (BMC Public Health, 2022; Erkoreka and Hernando-Pérez, 2022).
A balanced approach that combines national coordination with local adaptability is increasingly viewed as the most effective governance model (OECD, 2021). Systems thinking supports this view by recognising that health governance is interconnected and that cooperation across levels of authority produces resilience (Rusoja et al., 2018). Ultimately, neither structure guarantees success. The key determinant is how leadership operates within each system, including whether leaders can align regional and national priorities, maintain effective communication, and adapt strategies in real time (Kickbusch et al., 2020; Rajan et al., 2020). This interaction between governance structure and leadership quality is crucial to understanding the varying outcomes of Spain, South Korea, and Canada during the COVID-19 pandemic.
3.1 Spain
Spain operates a highly decentralised health system, composed of 17 autonomous regions that manage healthcare planning, financing, and delivery under the umbrella of the national Ministry of Health. This structure aims to promote regional equity and local accountability, ensuring that healthcare decisions are tailored to the needs of specific populations (OECD, 2021). However, during the early stages of the COVID-19 pandemic, this decentralisation presented significant coordination challenges. When the first wave struck in March 2020, regional health authorities made independent decisions about lockdowns, testing strategies, and hospital management. The lack of a unified command structure hindered information sharing, leading to disparities in infection rates and mortality across regions (WHO, 2022). 
Additionally, several investigations have noted that regional pandemic preparedness plans differ substantially, with some areas lacking sufficient emergency stockpiles and surge capacity (Spanish Court of Auditors, 2021). This meant that autonomous communities entered the pandemic with varying levels of resilience and readiness, which became apparent as the number of cases surged.
Empirical data highlight these inconsistencies. According to the Spanish National Institute of Statistics (INE, 2022), by June 2020, Spain had recorded approximately 28,300 COVID-19 deaths during the first significant wave of the pandemic. Of these, the Madrid region accounted for around 8,350 deaths, representing nearly 30 per cent of the total national mortality despite representing only about 14 per cent of the population. To illustrate global mortality patterns during COVID-19, Figure 1 below shows daily confirmed deaths across the world regions (Our World in Data, 2023). 
[image: Daily confirmed COVID-19 deaths by world region - Our World in Data]
figure 1: Daily confirmed COVID-19 deaths by region (Our World in Data, 2023)
In contrast, several northern areas such as Galicia, Asturias, and Cantabria reported fewer than 500 deaths combined during the same period. Further analysis revealed that hospital bed occupancy in Madrid exceeded 100% capacity at several points in March and April 2020, necessitating emergency expansions and the establishment of field hospitals (Spanish Ministry of Health, 2020; INE, 2022). Meanwhile, northern regions that introduced restrictions earlier faced considerably less strain, demonstrating how policy timing and local decision-making significantly shaped outcomes (BMC Public Health 2022; Erkoreka and Hernando-Pérez, 2022). 
This stark regional variation highlights how Spain’s decentralised system and differing regional capacities contributed to uneven outcomes. Madrid experienced intense early transmission due to high population density, mobility, and the delayed implementation of local measures, whereas northern regions benefited from earlier local restrictions and lower population movement (Navarro and Velasco, 2022; Candel et al., 2021).
The absence of standardised surveillance systems hindered early contact tracing and overwhelmed intensive-care units (Erkoreka and Hernando-Pérez, 2022). In response, the Spanish Government declared a national “state of alarm,” temporarily centralising powers to enforce national lockdown measures (Spanish Ministry of Health, 2020). This action demonstrated both the vulnerability and the adaptability of a decentralised model, showing that it can respond effectively to crises. 
However, this recentralisation also generated political tension, with regional leaders criticising the central government for overstepping constitutional boundaries (Greer et al., 2020). These tensions resurfaced later in 2020 when powers were returned to the regions, contributing to inconsistent enforcement of restrictions during subsequent waves of the pandemic (Navarro and Velasco, 2022).
Critically, Spain’s decentralised framework allowed certain regions to develop innovative solutions once the initial crisis subsided. For instance, Catalonia and the Basque Country introduced digital contact-tracing systems and mobile testing units earlier than other areas, which later informed national policy (Herrero et al., 2022; BMC Public Health, 2022). These innovative solutions not only helped control the virus's spread but also enabled more effective crisis management.  
However, differences in data management and procurement exposed persistent gaps in intergovernmental coordination. Although the central government improved supply chains for personal protective equipment (PPE) and vaccines, regional disparities remained in vaccine rollout speed and healthcare capacity (OECD, 2021). This was particularly evident in rural regions, where shortages of healthcare workers and limited infrastructure delayed the mass vaccination effort. Additionally, public health messaging varied across autonomous communities, creating confusion among citizens, especially those living in border areas between regions (Navarro and Velasco, 2022). 
From a systems-thinking perspective, Spain’s pandemic experience demonstrates that decentralisation can enhance adaptability and community trust, but it requires urgent and strong horizontal coordination and real-time communication mechanisms. Without these, fragmentation undermines national resilience (Rusoja et al., 2018; Rajan et al., 2020). The Spanish example suggests that decentralisation is most effective when accompanied by clearly defined emergency protocols, national surveillance standards, and a rapid-response command structure that can temporarily recentralise powers when needed (Kickbusch et al., 2020). 
Moving forward, Spain’s resilience could be strengthened by developing interoperable data systems across regions, establishing minimum national public health standards, and investing in shared emergency stockpiles (European Centre for Disease Prevention and Control, 2021; World Health Organisation, 2022). These reforms would enable Spain to maintain the benefits of regional autonomy while mitigating the risk of fragmentation in the event of future crises.

3.2 South Korea
South Korea represents the opposite model, operating a centralised public‑health system with a transparent chain of command led by the Korea Disease Control and Prevention Agency (KDCA). Authority is concentrated at the national level, enabling rapid coordination, uniform communication, and consistent enforcement of public‑health measures (KDCA, 2025). When COVID-19 emerged in early 2020, South Korea activated its infectious‑disease emergency plan within days, authorising nationwide testing, isolation, and contact tracing. The KDCA coordinated with local governments and private laboratories through a legally binding framework, ensuring efficiency and accountability (Park et al., 2022; Kim, 2020).
Quantitative outcomes demonstrate the effectiveness of this model. By December 2020, South Korea had reported approximately 1,100 COVID-19 deaths out of a population of 51 million, compared with more than 50,000 in Spain at the same stage of the pandemic (Our World in Data, 2023). Figure 2 illustrates how the country’s testing capacity exceeded 20,000 tests per day by March 2020, supported by real-time digital tracing through credit card records and mobile phone data (Kim et al., 2020). 

[image: Total COVID-19 tests per 1,000 people]
Figure 2: Total COVID-19 tests (Our World in Data, 2022)
This centralised governance enabled rapid decision-making and strong public compliance, driven by consistent national messaging and the integration of technology. In addition, South Korea rapidly established drive-through testing centres and expanded laboratory capacity within weeks. It introduced colour-coded risk communication systems to keep the public informed (Park et al., 2022). These actions helped minimise uncertainty and reduced the need for strict nationwide lockdowns, which differentiated South Korea’s response from many Western nations.
Nevertheless, a critical analysis reveals certain limitations. Centralisation facilitated speed but also raised ethical and privacy concerns due to extensive data use (Park et al., 2022). Moreover, reliance on a central authority occasionally limited regional flexibility; for example, during later waves, hospital bed shortages emerged in metropolitan areas, while rural facilities remained underutilised (KDCA, 2025). This highlighted that even within a centralised structure, adaptability at local levels remains essential. 
Furthermore, several scholars have noted that the speed of South Korea’s response relied heavily on legal reforms enacted after the 2015 MERS outbreak, which expanded the government’s authority to access personal data during health emergencies (Kim, 2020; Lee & Lee, 2022). While these reforms strengthened preparedness, they also concentrated significant power within national institutions, raising questions about proportionality and the potential for long-term overreach. Civil society groups called for more precise data retention limits and oversight mechanisms, indicating that public trust must be actively maintained, not assumed (Kumar, 2025).
The success of South Korea’s response is often attributed to the synergy between decisive national leadership and cooperative citizen behaviour. The clear hierarchy reduced confusion, while transparent communication built trust. According to the WHO Western Pacific Region (2021), South Korea’s model exemplifies how centralised governance, when combined with transparency and civic engagement, can produce both efficiency and legitimacy. The Korean experience reinforces that a centralised approach can deliver strong immediate results, but sustainability depends on balancing authority with ethical oversight and community participation. Despite high compliance, South Korea also experienced pandemic fatigue in late 2021 and early 2022, as prolonged restrictions and digital tracking led to public frustration (WHO WPR, 2021; Kumar, 2025). These challenges underscore that centralised systems must remain responsive to public sentiment, especially during protracted crises.
A comparison with China further highlights the limitations of an overly centralised approach. China also adopted a strong command‑and‑control model, achieving rapid suppression of COVID-19 through strict lockdowns, mass testing, and large-scale quarantine policies (The Lancet, 2021). However, these measures were accompanied by significant restrictions on civil liberties, limited transparency, and widely reported adverse social and psychological effects (Qiu et al., 2020). While South Korea’s response was considerably more transparent and rights-protective than China’s, the reliance on extensive digital surveillance raised similar ethical concerns (Human Rights Watch, 2021).
This comparison illustrates that even highly effective centralised models must continuously balance public health protection with privacy, proportionality, and long-term societal well-being. Strengthening oversight of data use, improving regional flexibility, and ensuring safeguards for individual rights would help South Korea retain the strengths of centralisation while avoiding the risks associated with overreach, as seen in more restrictive systems such as China’s (Rajan et al., 2020; BMJ Global Health, 2021). 
Additionally, the contrast reveals that centralisation alone does not guarantee success; instead, the quality of leadership, the transparency of communication, and the strength of public institutions determine whether centralised authority enhances or restricts resilience (Kickbusch et al., 2020). South Korea’s model demonstrates that centralisation can be effective when coupled with public trust, but continued investment in ethical governance and community engagement remains essential for future preparedness.
3.3 Canada
Canada’s federal health system combines both centralised and decentralised elements. The federal government, led by the Public Health Agency of Canada (PHAC), provides national coordination, border control, and financial support. At the same time, provinces and territories are responsible for delivering healthcare and public health programs (Government of Canada, 2025). This hybrid model promotes flexibility and regional tailoring of services but complicates national crisis management due to divided authority. The structural fragmentation meant that Canada entered the pandemic without a unified emergency response framework, and preparedness levels varied significantly between provinces. Several academic reviews have noted that Canada’s pre-existing pandemic plans had not been updated since the H1N1 outbreak, leaving gaps in surveillance capacity and emergency stockpiles (Auditor General of Canada, 2021; Marchildon and Bossert, 2018).
During the pandemic, these structural divisions created uneven responses across provinces. While the federal government issued broad guidelines on physical distancing and vaccination, provinces set their own timelines and enforcement measures. As a result, early interventions varied widely. British Columbia introduced mask mandates and testing earlier, whereas Alberta and Quebec delayed restrictions, resulting in higher infection rates (BMJ, 2023).
 As of mid-2023, Canada had recorded approximately 52,750 deaths from COVID-19, equating to 1,372 per million, with over 70 per cent of deaths during the first wave occurring in long-term‑care facilities (BMJ, 2023; CIHI, 2022). See Figure 3, which shows how long-term care settings experienced disproportionately high mortality compared with community cases, particularly during the first wave.  Throughout 2020, weekly LTC deaths regularly exceeded 800–1,200, far above the expected five-year average (CIHI, 2022).
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Figure 3: Weekly COVID-19 LTC deaths (CIHI, 2022)
This disproportionate mortality in long-term‑care homes revealed longstanding structural weaknesses, including chronic understaffing, fragmented regulation, and insufficient infection‑prevention systems. Many experts argued that federal oversight or minimum standards could have reduced this variation, demonstrating how decentralised responsibility contributed to unequal protection for vulnerable populations.
This fragmentation exposed weaknesses in coordination and data sharing between federal and provincial agencies. The Public Health Agency’s own review (PHAC, 2022) noted that surveillance systems were outdated and inconsistent, which prevented the timely analysis of epidemiological trends. For example, provinces utilised different digital platforms and reporting schedules, resulting in national case counts that were sometimes several days behind real-time transmission trends (OECD, 2021; Canada Health Review, 2022). This hindered early warning capabilities and delayed adjustments to national guidance.
However, decentralisation also enabled innovation: certain provinces, such as Nova Scotia, implemented effective community testing programmes and deployed mobile vaccination units to reach rural areas. The federal government’s fiscal support and vaccine procurement efforts helped mitigate disparities later in the pandemic. Canada’s early vaccine procurement strategy, which secured contracts with multiple international suppliers, was widely praised and contributed to one of the highest vaccination rates globally by the end of 2021  (Government of Canada, 2025). Nevertheless, delays in domestic manufacturing capacity meant that early supply relied heavily on external markets, revealing another vulnerability in Canada’s strategic infrastructure.
Notably, Canada’s experience highlights the complexities of governing a federation during a global crisis. Centralised financial control and vaccine distribution ensured national equity, yet decentralised operational control produced regional variability in outcomes. Systems governance analysis suggests that the absence of uniform data standards and limited inter-provincial cooperation has weakened resilience (OECD, 2021). Some provinces shared limited information with neighbouring jurisdictions, which complicated the tracing of cross-border transmission. This lack of horizontal coordination contrasted sharply with more integrated models, such as South Korea’s streamlined national-to-local communication channels (IMF, 2021). 
The Canadian example demonstrates that hybrid systems require formal coordination mechanisms and shared accountability to bridge structural divides. Strengthening national public health legislation, developing standardised data systems, and establishing clear triggers for coordinated emergency action have been recommended as essential reforms for future resilience (Government of Canada, 2025).
Overall, the comparison between Spain, South Korea, and Canada reveals that governance structure significantly influenced the timeliness, coherence, and effectiveness of COVID-19 responses. Centralised systems, as seen in South Korea, achieved swift mobilisation and consistent policy enforcement, whereas decentralised or federal systems faced coordination challenges but allowed innovation and contextual flexibility. These findings suggest that successful pandemic management relies not only on institutional design but also on adaptive leadership and effective communication across all levels of governance. Canada’s case illustrates that federal systems can perform well when collaboration is effective; however, without integrated surveillance and a unified strategy, regional disparities can intensify, and the most vulnerable populations may bear the most significant burden.

4 Leadership Styles and Theories
Leadership plays a central role in shaping how governments respond to public health crises, such as the COVID-19 pandemic. Although governance structures determine where authority lies, leadership influences how decisions are communicated, implemented, and adapted in the face of uncertainty. Effective crisis leadership, therefore, requires competence, empathy, collaboration, and the ability to build public trust (Goleman, 2000; Boin et al., 2017). Understanding leadership theory provides a crucial foundation for evaluating how different national leaders responded to the pandemic.
Classical leadership theory identifies three key styles: autocratic, democratic and laissez-faire (Lewin, Lippitt and White, 1939). Autocratic leadership centralises authority and can be effective for rapid decision-making during emergencies, although it may suppress innovation. Democratic leadership emphasises participation and collaboration, which strengthens morale but may slow urgent responses. Laissez-faire leadership grants significant autonomy to teams, which can encourage creativity but risks inconsistency during crises. 
Behavioural leadership theory focuses on the observable actions of leaders, including communication, decision-making, and relational behaviours, rather than innate traits (Northouse, 2021). This perspective is particularly relevant to pandemic governance, as national outcomes were shaped by leaders’ transparency, clarity, and coordination practices during COVID-19. Contemporary theories offer more profound insight into crisis leadership. Transformational leadership motivates people through a clear vision, effective communication, and emotional intelligence (Bass, 1990; Goleman, 2000). 
Transactional leadership relies on structure, accountability and compliance, which can support operational efficiency. Situational leadership (Hersey and Blanchard, 1982) emphasises the importance of leaders adapting their approach as conditions change. Together, these theories help explain why different leadership styles were effective at varying stages of the COVID-19 pandemic. Autocratic and transactional approaches enabled swift responses during early lockdowns, while democratic and transformational qualities became increasingly important for maintaining trust and public morale (Chen et al. 2021).
The World Health Organisation (2021) emphasises transparency, collaboration and adaptability as central components of effective crisis leadership. These qualities align closely with transformational and situational models, as they require open communication, partnership with experts, and flexibility in response to changing data. Systems thinking reinforces that leadership operates within interconnected structures and social behaviours (Checkland, 1999). Leaders who recognise these interdependencies are better able to coordinate across sectors and design resilient, sustainable strategies.
Including leadership theory in this report provides a strong analytical basis for comparing how national leaders in Spain, South Korea and Canada managed the pandemic. Theories help explain why decisions succeeded or failed and how leadership style interacts with governance structure. As highlighted by the OECD (2021), leadership can either mitigate or intensify the limitations of centralised and decentralised systems. Understanding these dynamics is crucial for evaluating leadership effectiveness during the COVID-19 pandemic.

4.1 Leadership in Practice 
Spain: Pedro Sánchez and the Challenge of Decentralised Leadership

Pedro Sánchez, the Prime Minister of Spain, faced the complex challenge of managing one of Europe's most decentralised and diverse healthcare systems during an unprecedented global health crisis. His leadership during the COVID-19 pandemic demonstrated a blend of autocratic and laissez-faire styles, significantly shaped by Spain’s constitutional framework, which delegates health responsibilities across 17 autonomous communities (Navarro and Velasco, 2022).
In the initial months of 2020, Sánchez adopted a centralised, directive approach, declaring a national state of alarm in March 2020 to implement uniform lockdowns and travel restrictions nationwide. This move reflected an autocratic style consistent with Lewin et al.’s (1939) model, emphasising rapid decision-making and strict enforcement at the expense of regional autonomy. This decisive action facilitated a coordinated national response and reduced daily new cases from over 9,000 in March to below 200 by June (INE, 2022). This centralised shift was particularly notable because it temporarily suspended the autonomy of regions that ordinarily manage all public health decisions, making it one of the most significant recentralisations of power in modern Spanish history (Spanish Ministry of Health, 2020).
While such decisive action initially facilitated a coordinated national response, it also sparked tensions with regional governments, who criticised the perceived overreach of central authority and sought to retain their powers. The leadership challenge was further complicated by fragmented communication channels, with regional health authorities often issuing their own guidance, leading to inconsistencies in the implementation of national policies (OECD, 2021). Following the first wave of the pandemic, Sánchez shifted towards a more democratic and consultative leadership style, restoring decision-making powers to regional authorities to allow for tailored responses based on local infection rates and circumstances. This transition exemplified a shift toward situational leadership (Hersey and Blanchard, 1982), as Sánchez adapted his approach in response to evolving public health needs and political pressures. However, this decentralisation again resulted in varied responses, with some regions imposing stricter controls while others relaxed restrictions too early, illustrating the difficulty of balancing local autonomy with national coherence (BBC News, 2020; The Guardian, 2020).
Statistical data highlights both the successes and limitations of Sánchez’s leadership. Spain’s early lockdown measures were effective in reducing the spread of the virus, with daily new cases dropping from over 9,000 in March 2020 to below 200 by June 2020 (Our World in Data, 2023; National Atlas of Spain, 2020). However, inconsistent enforcement and regional disparities during subsequent waves contributed to a resurgence of cases, ultimately leading to over 100,000 COVID-19-related deaths by 2022 (INE, 2022; Statista, 2023). Analysing these outcomes suggests that Sánchez’s leadership was significantly constrained by the structural realities of Spain’s decentralised system rather than solely by his personal capacities. 
His efforts to balance authority with collaboration reveal the inherent tension between political unity and regional autonomy that characterised much of the pandemic response. For instance, during the second wave, regions varied widely in their implementation of curfews, nightlife restrictions, and school policies, contributing to uneven infection trajectories. Several regions publicly disagreed with central government recommendations, creating political polarisation during a sensitive period (The Guardian, 2020; Olive Press, 2020). Such conflicts reveal how leadership effectiveness is shaped by institutional design as much as by individual decision-making.
Despite some criticisms of indecisiveness, Sánchez’s leadership demonstrated resilience and adaptability, qualities aligned with transformational leadership. In his later strategies, he emphasised national solidarity, launched extensive vaccination campaigns, and prioritised social and economic recovery, highlighting an ability to rally collective effort during a crisis (Goleman, 2000; WHO, 2022). Ultimately, his experience underscored a critical lesson in decentralised systems like Spain’s: effective pandemic management depends heavily on collaboration, clear communication, and the capacity to integrate local decision-making into a cohesive, effective national strategy. Future assessments of Spain’s response suggest that improved data interoperability, clearer joint decision-making protocols, and stronger crisis communication mechanisms across regions could enhance the effectiveness of leadership in decentralised systems (OECD, 2021; BBC News, 2020). These improvements would enable leaders to coordinate more effectively without undermining regional autonomy, a crucial balance for managing future public health emergencies.

4.2 South Korea: Moon Jae-in and Centralised Transformational Leadership
President Moon Jae-in’s leadership during the COVID-19 pandemic is widely recognised as one of the most effective instances of centralised crisis management in recent history (OECD, 2021; WHO WPR, 2021). His approach incorporated a blend of autocratic and transformational leadership traits, characterised by swift, decisive actions, transparent communication, and genuine empathy towards the public. The Moon administration delegated complete operational control to the Korea Disease Control and Prevention Agency (KDCA), facilitating a rapid nationwide mobilisation and a coordinated response (KDCA, 2025). This element underscores transactional leadership principles, as compliance and accountability were enforced through formal systems, legal authority, and strict regulations (Burns, 1978). 
Simultaneously, Moon exhibited transformational qualities by fostering a collective sense of responsibility among citizens, engendering public trust, and encouraging collaborative efforts to combat the virus (Bass, 1990; Goleman, 2000; Park et al., 2022). South Korea’s strong civic culture, shaped by previous experiences with SARS and MERS, also reinforced this leadership style, helping the public accept stringent measures more readily than in many Western countries (Kim, 2020; WHO WPR, 2021). This cultural memory, combined with Moon’s empathetic communication, strengthened compliance and sustained legitimacy throughout the crisis.
From the outset of the crisis, President Moon Jae-in prioritised transparency and open communication, frequently addressing the public and openly discussing both the progress made and the challenges encountered. This approach aligned with Goleman’s (2000) emotional intelligence framework, emphasising self-awareness, empathy, and relationship management. Under his leadership, South Korea implemented one of the most comprehensive testing and contact-tracing programs globally, screening over 20,000 individuals daily by April 2020 (Nature Communications, 2022). As a result, by December 2020, South Korea’s COVID-19 mortality rate remained below 25 deaths per million, starkly contrasting with European averages that exceeded 1,000 deaths per million (Our World in Data, 2023). Moon’s leadership capitalised on the country’s advanced digital infrastructure by integrating mobile alerts, real-time case maps, and QR-code entry systems for public venues (Nature Electronics, 2021). These tools enhanced situational awareness and reduced reliance on lockdowns, allowing South Korea to maintain most workplaces and schools open during periods when other nations imposed strict closures.
A thorough analysis indicates that Moon’s success relied heavily on his ability to merge strong central authority with active public participation and cooperation. His leadership fostered high levels of trust and compliance, which contributed to widespread acceptance of policies such as mask mandates, social distancing, and digital contact tracing (Amnesty International, 2021). Nevertheless, this centralised approach also generated controversy, particularly regarding the use of personal data. Privacy advocates raised concerns about the extent of data collection and its ethical implications. Civil society groups called for stricter protocols for data deletion, arguing that emergency surveillance powers could become normalised if not carefully regulated (Park et al.,  2022). 
Additionally, the heavy reliance on technology risked excluding older populations and low-income citizens with limited digital access, highlighting an equity gap in the system’s design (OECD, 2021). Despite these issues, Moon’s transformational leadership, rooted in a clear vision, collaboration, and effective communication, played a crucial role in ensuring long-term stability, social cohesion, and adherence to public health measures (Bass, 1990; Goleman, 2000).
Recognised by the WHO Western Pacific Region (2021), Moon’s governance model has been cited as a benchmark for striking a balance between decisive command and compassionate public engagement. His leadership exemplifies how a centralised system, when guided by transparency, adaptability, and ethical considerations, can effectively manage a complex public health crisis while maintaining legitimacy and public trust. However, experts note that South Korea’s success also reflects lessons learned from earlier epidemics and may not fully predict future performance unless surveillance ethics, regional hospital capacity, and long-term public cooperation are continually reassessed (Kim, 2020; WHO WPR, 2021).

4.3 Canada: Justin Trudeau and Democratic Collaborative Leadership
Prime Minister Justin Trudeau exemplified a democratic and transformational leadership style throughout Canada’s COVID-19 response. Operating within a federal system, Trudeau’s leadership focused on building consensus and fostering collaboration between the federal and provincial governments. His emphasis on partnership, communication, and empathy aligns with the principles of transformational leadership (Bass, 1990), which holds that leaders motivate others through shared vision and trust. Trudeau’s consistent use of public briefings, empathetic messaging, and emphasis on protecting vulnerable groups helped build confidence and align closely with Goleman’s (2000) framework of emotional intelligence. These public briefings became a daily ritual in the early months, with Trudeau addressing Canadians from outside Rideau Cottage, emphasising unity, compassion, and national solidarity amid heightened anxiety (CBC News, 2020). His calm, emotionally attuned communication was widely praised for reducing public fear and reinforcing social cohesion (OECD, 2021).
Trudeau’s approach also demonstrated elements of situational leadership, as he adapted his style according to different phases of the pandemic (Hersey and Blanchard, 1982). During the initial outbreak, he adopted a more directive stance to secure emergency financial packages, procure vaccines, and introduce early border controls. However, responsibility for lockdowns, school closures, and mask policies remained largely in provincial hands, revealing limitations in national coordination within a federal system (PHAC, 2022; OECD, 2021). 
Although Trudeau maintained open communication with provincial premiers and encouraged local autonomy, the lack of national uniformity produced significant variation in restrictions across provinces. This consensus-driven approach strengthened trust but slowed crisis response compared with more centralised systems. For example, Ontario and Alberta delayed mask mandates and school closures longer than British Columbia, resulting in higher infection rates during the first and second waves (CBC, 2020). This highlighted how collaborative governance, although democratic and inclusive, can produce fragmented outcomes when provincial decisions diverge significantly.
Statistical evidence highlights mixed outcomes. By 2023, Canada had recorded approximately 52,700 COVID-19 deaths, which was lower than Spain's but considerably higher than South Korea's (BMJ, 2023). The country’s vaccination programme was a notable success, with more than 80 per cent of the population fully vaccinated by late 2021 (Government of Canada, 2025). However, early-stage challenges, including slow testing capacity, delayed border closures in some provinces, and fragmented communication, demonstrated the constraints of collaborative governance (OECD, 2021).
Even so, Trudeau’s leadership prioritised equity, transparency, and mental health, with substantial financial support packages and multilingual communication that aimed to include all communities. His ability to maintain national morale and trust illustrated the strengths of democratic leadership in sustaining long-term resilience. Additionally, the Canada Emergency Response Benefit (CERB) became one of the most generous financial support packages among G7 nations, preventing widespread economic hardship and contributing to high public approval ratings (Government of Canada, 2025; OECD, 2021).
From a critical perspective, Trudeau’s leadership highlights both the value and limitations of collaborative governance in a federal context. While his democratic and transformational style fostered unity and cross-government cooperation (Bass, 1990; Goleman, 2000), it also required balancing competing political interests, leading to slower and less coordinated responses in the early stages of the crisis (OECD, 2021). Unlike Moon’s centralised decisiveness, Trudeau’s inclusive approach delivered higher levels of trust but at the cost of operational speed (BMJ, 2023). The Canadian experience suggests that while democratic leadership can strengthen cohesion and legitimacy, future crises may benefit from more precise national coordination mechanisms to reduce fragmentation and improve response efficiency (OECD, 2021; PHAC, 2022).
Experts have suggested that Canada would be more resilient with harmonised data systems, clearer federal-provincial emergency protocols, and stronger national surveillance infrastructure (CIHI, 2022; OECD, 2021). These reforms could preserve the strengths of Trudeau’s collaborative style while mitigating the inconsistencies that emerged during the COVID-19 pandemic. Ultimately, Trudeau’s leadership demonstrated that empathy and transparency can foster trust, but effective crisis management also requires firm and timely coordination across all levels of government (Government of Canada, 2025).

5 Conclusion
A comparative analysis of Spain, South Korea, and Canada reveals that effective pandemic management requires both governance structures and leadership qualities. While centralisation and decentralisation determine how power and resources are distributed, leadership defines how these systems function in practice. Spain’s decentralised model highlighted the challenges of fragmented coordination. In contrast, South Korea’s centralised system achieved efficiency through decisive, transparent leadership, while Canada’s federal approach promoted unity and trust but slowed decision-making. These governance models also produced divergent outcomes. Spain recorded over 100,000 deaths by 2022, while South Korea maintained one of the lowest global mortality rates, with fewer than 25 deaths per million by the end of 2020. Canada reported approximately 52,700 deaths by 2023, alongside one of the highest vaccination coverage rates among G7 countries.
Neither centralisation nor decentralisation proved inherently superior; each had strengths and limitations shaped by leadership. Centralised systems enabled swift action but risked rigidity, while decentralised and federal models encouraged innovation yet struggled with consistency. Yet these approaches also carried specific challenges. South Korea’s reliance on digital surveillance raised privacy concerns, while Canada’s federal structure exposed equity gaps in healthcare access and delayed responses in certain provinces. The most effective responses occurred where leaders balanced authority with empathy, communication, and adaptability.
Leadership theories further explain these outcomes. Autocratic and transactional approaches supported early control, while democratic and transformational leadership sustained morale and cooperation over time. Overall, resilient public health systems emerged, with decisive governance complemented by people-centred leadership grounded in trust and collaboration. The key lesson for future preparedness is the need to integrate strong institutional frameworks with adaptable, transparent, and empathetic leadership to ensure both efficiency and equity in health crisis management.
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