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[bookmark: _Toc216707577]Executive Summary

This report examines the COVID-19 pandemic responses of three distinct jurisdictions, Spain, South Korea, and Canada, through a comparative analysis of their healthcare system structures and leadership approaches. The analysis shows how different levels of governmental centralisation and decentralisation affected the effectiveness of pandemic responses, and how leadership styles influenced health system frameworks during the crisis. Spain's devolved system required temporary recentralisation; South Korea demonstrated effective centralised coordination with decentralised implementation; and Canada's federal structure called for collaborative governance approaches. Leadership analysis using established theoretical frameworks highlights how Salvador Illa, Chung Sye-Kyun, and Justin Trudeau navigated their respective institutional contexts with varying levels of success.















1. [bookmark: _Toc216707578]Introduction


The COVID-19 pandemic emerged as an unprecedented global health crisis, testing the resilience and adaptability of health systems worldwide. The effectiveness of national responses varied considerably, influenced by factors including healthcare system organisation, governance structures, leadership approaches, and pre-existing institutional capacities (Legido-Quigley et al., 2020). This report provides a comparative analysis of three jurisdictions, Spain, South Korea, and Canada, examining how their distinct healthcare systems and leadership styles shaped their responses to the pandemic.
These three countries exemplify different models of governance, centralisation, and healthcare organisation, offering valuable comparative insights. Spain operates a highly decentralised healthcare system under normal circumstances, but employed temporary centralisation during the crisis. South Korea maintains centralised strategic coordination with predominantly private healthcare delivery. Canada exemplifies deep federalism, with constitutionally protected provincial jurisdiction over healthcare (Fierlbeck, 2020). Understanding how these structural differences influenced the effectiveness of pandemic responses offers important lessons for future crisis preparedness.











2. [bookmark: _Toc216707579]Comparative analysis of healthcare system organisation

2.1 [bookmark: _Toc216707580]Spain: Devolved Healthcare System Under Crisis Centralisation

Spain operates a highly decentralised healthcare system established through constitutional devolution. The 1978 Spanish Constitution initiated a process of transferring healthcare responsibilities to 17 autonomous communities, a process completed by 2002 (Legido-Quigley et al., 2020). Under this arrangement, regional governments control approximately 90% of public healthcare expenditure and possess primary responsibility for healthcare service delivery within their territories. The Ministry of Health (Monasterio de Sanidad) maintains coordinating functions, standard-setting authority, and responsibility for international health matters, but exercises limited direct operational control during normal circumstances.

Initial Pandemic Response and Coordination Challenges
The initial COVID-19 outbreak in Spain during January and February 2020 exposed significant weaknesses in inter-regional coordination and central-regional communication. The system is prepared to confront the situation, suggested confidence in existing capacity rather than recognition of emerging threats (Legido-Quigley et al., 2020). The virus spread rapidly, particularly in Madrid and Catalonia, overwhelming regional healthcare systems.
[bookmark: _Hlk216297311]Spain's decentralised structure initially hampered a coordinated response. Different autonomous communities implemented varied measures at different times, leading to inconsistent public health messaging and facilitating viral transmission across regional borders. Resource distribution issues arose as some regions faced severe shortages of personal protective equipment, ventilators, and intensive care capacities, while others had surplus resources (Legido-Quigley et al., 2020). The lack of strong central coordination during the early critical weeks contributed to Spain experiencing one of Europe's highest infection and mortality rates during the first wave.

Crisis-Induced Recentralisation
Responding to the escalating crisis, the Spanish government invoked Article 116 of the Constitution on March 14, 2020, declaring a state of alarm  (Legido-Quigley et al., 2020). This declaration temporarily re-centralised health authority, granting the central government extraordinary powers to impose nationwide measures, including strict lockdowns, movement restrictions, and mandatory business closures (Boin et al., 2016; Legido-Quigley et al., 2020). The Minister of Health assumed direct authority over all regional health services, enabling unified command and control structures (Legido-Quigley et al., 2020).
The government standardised clinical protocols across regions, coordinated national procurement of medical supplies, redistributed resources from less-affected to overwhelmed regions, and imposed uniform public health measures (Legido-Quigley et al., 2020). The nationwide lockdown, among Europe's strictest, substantially reduced transmission rates by April 2020 (Boin et al., 2016). This centralisation generated political tensions with some autonomous communities, particularly Catalonia and the Basque Country, which viewed central government intervention as encroaching upon constitutional autonomy (Legido-Quigley et al., 2020). This temporary recentralisation reflected what crisis leadership scholars describe as necessary "decisive intervention" during acute emergencies, where leaders must assert authority and centralise decision-making to enable coordinated response (Boin et al., 2016, p. 45).

Vaccination Campaign Success Through Coordinated Federalism
Spain's subsequent vaccination campaign demonstrated more effective coordination between central and regional authorities (Lazarus et al., 2021). The central government negotiated vaccine procurement through the European Union framework, ensuring equitable access to vaccine supplies across regions (Forman et al., 2021; Lazarus et al., 2021). The Ministry of Health established national prioritisation guidelines, identifying vulnerable populations including healthcare workers, elderly residents in care facilities, and individuals with comorbidities (Lazarus et al., 2021). This strategic framework reflected principles of distributive justice and equity in vaccine allocation, prioritising those at greatest risk of severe outcomes (Forman et al., 2021).

2.2 [bookmark: _Toc216707581]Centralised Strategic Coordination with Decentralised Implementation in South Korea


Healthcare System Structure
[bookmark: _Hlk216297487]South Korea's healthcare system combines universal coverage through National Health Insurance (NHI) with predominantly private service delivery (Choi et al., 2020). Established in 1989, the NHI provides comprehensive coverage to all citizens and residents, funded through mandatory contributions from employers, employees, and government subsidies. Approximately 90% of hospitals and clinics operate as private entities, creating a mixed public-private system structure (Choi et al., 2020).

The "3T Strategy" Test, Trace, and Treat
South Korea's pandemic response centred on the "3T strategy", test, trace, and treat, coordinated nationally but executed through partnerships between public health authorities, private medical facilities, and technology companies (Choi et al., 2020). This approach prioritised early case detection and isolation over broad lockdown measures, enabling the country to control transmission while maintaining economic activity and civil liberties (Kim and Lee, 2021).
Testing: The government leveraged public-private partnerships to rapidly expand testing capacity (Choi et al., 2020). Within weeks of identifying the first case, authorities approved multiple diagnostic tests through emergency authorisation procedures and mandated private laboratories to develop testing capacity (Kim and Lee, 2021). Drive-through and walk-through testing centres enabled rapid sample collection while minimising healthcare worker exposure (Choi et al., 2020). Testing capacity scaled from approximately 3,000 tests daily in February 2020 to over 20,000 by March 2020 (Choi et al., 2020). Free, widely accessible testing reduced barriers to case detection and enabled early isolation (Kim and Lee, 2021). 
Tracing: South Korea implemented comprehensive digital contact tracing utilising mobile phone location data, credit card transaction records, and CCTV footage (Kim and Lee, 2021). When individuals tested positive, KDCA epidemiologists reconstructed detailed movement histories and identified potential exposure contacts within hours (Choi et al., 2020; Kim and Lee, 2021). Contacts received immediate notification via text message and instructions for testing and self-isolation (Kim and Lee, 2021). 
Treating: Confirmed cases were categorised by severity and directed to appropriate care settings (Choi et al., 2020). Severe cases received hospital treatment while mild and asymptomatic cases were isolated in designated facilities including repurposed dormitories and training centres (Kim and Lee, 2021). This approach preserved hospital capacity for severe cases while preventing home isolation from becoming a transmission vector (Choi et al., 2020). The government covered all testing and treatment costs, eliminating financial barriers to seeking care (Kim and Lee, 2021).



2.3 [bookmark: _Toc216707582]Federal Structure and Shared Jurisdiction Challenges in Canada

Constitutional Healthcare Jurisdiction
The Canada Health Act (1984) establishes five national principles, public administration, comprehensiveness, universality, portability, and accessibility, that provincial systems must meet to receive federal transfer payments (Fierlbeck, 2020; Marchildon, 2013). The federal government cannot directly compel provincial compliance or impose operational requirements beyond these principles (Fierlbeck, 2020). This arrangement creates a uniquely decentralised structure where thirteen separate provincial and territorial health systems operate with substantial autonomy while sharing common principles and federal funding support (Fierlbeck, 2020; Marchildon, 2013).

Jurisdictional Fragmentation During Pandemic Response
Canada's federal structure posed unique coordination challenges during the COVID-19 pandemic. While the Public Health Agency of Canada (PHAC) provided national guidance, coordinated international border measures, and facilitated information sharing, provinces independently determined most public health interventions including lockdown measures, business restrictions, school closures, gathering limits, and mask mandates (Fierlbeck, 2020). This jurisdictional division resulted in significant interprovincial variation, with some provinces implementing aggressive early restrictions while others adopted more gradual approaches (Fierlbeck, 2020; Greer et al., 2020). The federal government lacked constitutional authority to impose uniform measures without provincial cooperation, necessitating extensive intergovernmental negotiation through forums such as the Council of the Federation and federal-provincial-territorial ministerial meetings (Fierlbeck, 2020; Laforest and Phillips, 2021). 

Vaccine Procurement and Distribution Challenges
Canada's vaccination campaign illustrated both strengths and limitations of federal-provincial coordination (Forman et al., 2021; Laforest and Phillips, 2021). The federal government successfully negotiated diverse vaccine supply agreements with multiple manufacturers, ultimately securing more doses per capita than most countries (Forman et al., 2021). Federal procurement efforts prioritised supply diversity to mitigate risks of manufacturing delays or efficacy issues with specific vaccines, negotiating contracts with seven different manufacturers by early 2021 (Forman et al., 2021; Vogel, 2021).
Initial distribution faced challenges stemming from Canada's lack of domestic vaccine manufacturing capacity and the need to coordinate delivery across provincial systems with varying infrastructure (Forman et al., 2021; Laforest and Phillips, 2021). Early supply constraints meant provinces received limited initial doses, requiring careful prioritisation decisions (Forman et al., 2021). Some provinces achieved rapid deployment utilising existing infrastructure while others experienced delays due to logistical challenges, particularly in reaching remote northern and Indigenous communities (Forman et al., 2021; Macdonald and Steenbeek, 2021). 

Comparative Analysis of Healthcare System Structures
The three countries represent fundamentally different approaches to balancing centralisation and decentralisation in healthcare governance, with significant implications for pandemic response capabilities (Greer et al., 2020; Legido-Quigley et al., 2020).

Degree of Centralisation
South Korea maintained the highest degree of centralised strategic coordination, with the KDCA and MOHW exercising substantial authority over pandemic response while leveraging private sector implementation capacity (Kim and Lee, 2021). Spain's system was nominally highly decentralised but required temporary crisis recentralisation to enable coordinated response (Legido-Quigley et al., 2020). Canada's federal structure created the most decentralised arrangement, with provinces retaining primary authority throughout the pandemic despite federal coordination efforts (Fierlbeck, 2020; Laforest and Phillips, 2021).

Coordination Mechanisms
Effective pandemic response required coordination regardless of governance structure, but mechanisms differed substantially (Greer et al., 2020). South Korea's coordination occurred through hierarchical government authority and public-private partnerships established through regulatory frameworks (Kim and Lee, 2021; Choi et al., 2020). Spain initially struggled with coordination across autonomous communities, improved following crisis centralisation, and ultimately developed hybrid coordination during vaccination (Legido-Quigley et al., 2020). Canada relied primarily on intergovernmental negotiation, consensus-building through ministerial councils, and federal financial leverage rather than direct authority (Fierlbeck, 2020; Laforest and Phillips, 2021). 

Resource Mobilisation
Centralised systems demonstrated advantages in resource mobilisation and redistribution (Legido-Quigley et al., 2020). South Korea effectively directed resources to outbreak hotspots and coordinated national procurement (Kim and Lee, 2021). Spain struggled with resource distribution initially but improved following centralisation (Legido-Quigley et al., 2020). Canada's federal government provided substantial financial resources but depended on provincial capacity for operational deployment, creating implementation variability (Fierlbeck, 2020; Beland et al., 2021).


3. [bookmark: _Toc216707583]Leadership Styles and Theories in COVID-19 Pandemic Response

3.1 [bookmark: _Toc216707584]Authoritative Leadership Styles in Spain
 
As Spain's situation deteriorated in March 2020, Illa's leadership shifted toward "crisis management leadership" (Boin et al., 2016). The Spanish government invoked Article 116 of the Constitution, temporarily re-centralising health authority and granting extraordinary powers to impose nationwide measures including strict lockdowns, movement restrictions, and mandatory business closures (Boin et al., 2016; Legido-Quigley et al., 2020). The Minister of Health assumed direct authority over all regional health services, enabling unified command structures (Legido-Quigley et al., 2020
This authoritative style proved necessary for coordinated national response that Spain's fragmented regional system had failed to achieve independently (Legido-Quigley et al., 2020). The approach reflected situational leadership theory's premise that effective leaders adapt their approach to circumstances, during acute crises, directive styles may prove more effective than participatory approaches requiring time-consuming consensus-building (Hersey and Blanchard, 1969).




Vaccination Phase 
During the vaccination campaign beginning in late 2020, Illa's leadership evolved toward transformational and collaborative styles (Lazarus et al., 2021). Transformational leadership involves inspiring collective action toward shared goals, articulating compelling visions, and empowering distributed actors (Bass & Riggio, 2006). Illa framed vaccination as Spain's pathway to recovery, emphasising social solidarity and collective responsibility to protect vulnerable populations (Lazarus et al., 2021).
Spain's vaccination campaign demonstrated more effective coordination between central and regional authorities (Lazarus et al., 2021). The central government negotiated vaccine procurement through the European Union framework, ensuring equitable access across regions (Forman et al., 2021; Lazarus et al., 2021). The Ministry established national prioritisation guidelines identifying vulnerable populations including healthcare workers, elderly residents, and individuals with comorbidities (Lazarus et al., 2021).

Critical Evaluation
Advantages
The primary advantage of Illa's adaptive approach was its responsiveness to changing circumstances (Legido-Quigley et al., 2020). The shift from technical to crisis management leadership enabled decisive intervention when Spain faced healthcare system collapse. Authoritative centralisation facilitated rapid resource mobilisation, standardised protocols, and uniform implementation that fragmented regional responses could not achieve (Legido-Quigley et al., 2020). The subsequent transition to collaborative leadership during vaccination preserved coordination benefits while re-engaging regional capacity and respecting constitutional autonomy (Lazarus et al., 2021).

Disadvantages
The authoritative crisis leadership, while effective for rapid mobilisation, generated political tensions with autonomous communities who viewed central intervention as constitutional overreach (Legido-Quigley et al., 2020). Some regional governments resisted central directives, arguing they understood local contexts better and possessed constitutional authority over health matters. These tensions complicated coordination and created compliance challenges in regions with strong autonomy movements, particularly Catalonia and the Basque Country.

[bookmark: _Toc216707585]Spain’s COVID-19 Response and Trait Theory 

Trait theory focuses on identifying specific personal characteristics and qualities that distinguish effective leaders from non-leaders (Stogdill, 1948; Northouse, 2019). Early trait theorists believed that leaders possessed innate characteristics that made them effective across contexts. While modern trait theory recognises that traits alone do not guarantee leadership success, situational factors and learned behaviours matter, certain traits consistently correlate with leadership effectiveness (Northouse, 2019).

Adaptability and Flexibility
Perhaps the most evident trait was Illa's capacity for adaptation. Northouse (2019, p. 27) identifies "adaptive capacity" as a key leadership trait, describing it as "the ability to adapt and adjust to changing circumstances." Illa demonstrated this through his evolution from technical to crisis management to transformational approaches as pandemic demands changed (Legido-Quigley et al., 2020; Lazarus et al., 2021). This flexibility proved crucial for managing an extended crisis requiring different responses across phases.

Intelligence and Problem-Solving
Trait theory identifies intelligence as a core leadership characteristic (Stogdill, 1948). While Illa's initial technical response underestimated COVID-19's severity, his subsequent approaches demonstrated capacity for complex problem-solving, including coordinating across Spain's fragmented autonomous communities, managing resource allocation, and developing vaccination strategies (Legido-Quigley et al., 2020). 

Determination and Persistence
Illa showed persistence through maintaining focus despite criticism of initial delays, implementing unpopular strict lockdowns, and sustaining coordination efforts through the extended vaccination campaign (Legido-Quigley et al., 2020; Lazarus et al., 2021). This determination proved essential for seeing Spain through multiple pandemic waves to vaccination success.

Integrity and Trustworthiness
While initially damaged by underestimation of the crisis, Illa worked to rebuild integrity and trust through transparent communication during vaccination phases (Lazarus et al., 2021). Northouse (2019, p. 25) notes that "integrity is the quality of honesty and trustworthiness" and is "essential to leadership because it has to do with a leader's character and moral foundation." The vaccination phase's emphasis on transparent prioritisation and equitable distribution reflected efforts to demonstrate integrity (Forman et al., 2021).

Sociability and Communication Skills
Trait theory identifies sociability, including being friendly, outgoing, courteous, and diplomatic, as important for leadership (Northouse, 2019). Illa's evolution toward more collaborative, relationship-oriented approaches during vaccination demonstrated developing sociability and interpersonal skills necessary for building partnerships with autonomous communities (Lazarus et al., 2021). His communication became more effective at articulating shared values and collective purpose during transformational phases.

3.2 [bookmark: _Hlk216694911][bookmark: _Toc216707586]Servant Leadership Styles in COVID-19 Pandemic Response in South Korea

Prime Minister Chung Sye-Kyun’s leadership during South Korea's COVID-19 response exemplified servant leadership and transparent governance principles, achieving remarkable public health outcomes while preserving substantial civil liberties (Kim and Lee, 2021). His explicit emphasis on "showing transparency, showing respect and allowing openness to travel" reflected a leadership philosophy prioritising public empowerment, information sharing, and citizen autonomy over coercive control (Northouse, 2019).

Multidimensional Transparency as a Leadership Practice
Transparency is presented as a key leadership principle across various dimensions (Kim and Lee, 2021). The government publicly released detailed epidemiological data through mobile applications and websites updated in real-time, including infection locations, transmission chains, age demographics, testing statistics, and hospital capacity (Kim and Lee, 2021). Citizens could access detailed information about confirmed cases in their local areas, including sanitised details about locations visited by infected individuals and exposure timeframes (Choi et al., 2020; Kim and Lee, 2021).

Situational Leadership and Adaptive Response
Chung's leadership demonstrated situational adaptability, adjusting strategies based on epidemiological conditions while maintaining core principles (Hersey and Blanchard, 1969). Situational leadership theory suggests that effective leadership varies with follower maturity, task features, and contextual factors (Hersey and Blanchard, 1969, p. 27). Leaders should modify directive versus supportive behaviours according to situational needs rather than applying a uniform approach regardless of circumstances.

Critical Evaluation
Advantages of Chung's Leadership Approach
Maintaining high public trust enabled effective voluntary compliance with testing, tracing, and isolation protocols without requiring stringent enforcement or nationwide lockdowns (Kim and Lee, 2021). South Korea achieved one of the world's lowest per-capita mortality rates in 2020, while maintaining substantially more economic and social normalcy than countries relying primarily on lockdowns (Choi et al., 2020).

Limitations
Despite significant successes, Chung's approach involved notable disadvantages and trade-offs. Most significantly, the extensive surveillance and contact tracing raised serious privacy concerns (Kim and Lee, 2021). Detailed tracking utilising mobile phone locations, credit card transactions, and CCTV footage, combined with public disclosure of infected individuals' movement patterns, substantially reduced personal privacy (Choi et al., 2020). While data was nominally anonymised, the granularity often enabled identification, leading to stigmatisation concerns and potential discrimination against infected individuals (Kim and Lee, 2021).


[bookmark: _Toc216707587]South Korea’s COVID-19 Response and Behavioural Theory

South Korea’s effective management of the COVID-19 pandemic illustrates the principles of Behavioural Theory, which emphasises leaders’ actions and decision-making behaviours rather than inherent traits or charismatic authority (Northouse, 2022). Leadership under President Moon Jae-in and the Korea Disease Control and Prevention Agency (KDCA) focused on task-oriented and people-oriented behaviours, alongside adaptive strategies responsive to evolving circumstances.
Task-oriented behaviours included rapid expansion of testing and treatment capacity through public–private partnerships, implementation of drive-through testing centres, and mobilisation of private healthcare facilities under emergency protocols (You, 2020; Park et al., 2021). Leaders invested in technological infrastructure, such as digital contact tracing and real-time epidemiological dashboards, to support rapid detection and containment (Kim and Lee, 2021).
People-oriented behaviours involved proactive coordination with regional authorities and clear communication with the public, building trust and encouraging compliance without relying on coercion (Moon, 2020; Legido-Quigley et al., 2020). This collaborative approach ensured that policy directives were effectively implemented across decentralized healthcare networks.
The leadership was adaptive, shifting focus over time from emergency containment to vaccination rollout and long-term health system strengthening, such as elevating the KDCA to independent agency status and institutionalising surveillance systems (Kim and Lee, 2021).


3.3 [bookmark: _Toc216707588]Democratic Leadership Style in the COVID-19 Pandemic Response in Canada

Trudeau’s leadership reflected democratic leadership principles, emphasising participation, consultation and shared decision-making. Democratic leadership involves engaging stakeholders, valuing diverse perspectives and building consensus rather than concentrating authority (Lewin et al., 1939; Yukl, 2013). This approach aligned with Canada’s federal system, which constitutionally disperses authority and requires provincial cooperation for many pandemic-related measures (Cameron and Simeon, 2002; Bakvis and Skogstad, 2012).


Adaptive Leadership Across Pandemic
Trudeau’s leadership evolved across pandemic phases, demonstrating adaptive capacity. During the early response (March–April 2020), the government prioritised crisis communication, border controls and rapid economic intervention (Paquet and Schertzer, 2020). The Canada Emergency Response Benefit (CERB) was implemented within weeks, providing income support during nationwide lockdowns (Department of Finance Canada, 2020). This rapid mobilisation illustrated the federal government’s capacity for decisive action within its constitutional jurisdiction, helping to build public credibility despite limited authority over health policy (Béland et al., 2021).

The vaccination phase
[bookmark: _Hlk216695747]During the vaccination phase (from January 2021), leadership shifted toward supply negotiation, logistical coordination and sustaining public confidence amid early delays (Paquet and Schertzer, 2021). Trudeau’s government secured agreements with multiple vaccine manufacturers, creating a diversified supply despite criticism over Canada’s limited domestic production capacity (Béland et al., 2021). As supply improved in spring 2021, the focus moved to promoting uptake and managing interprovincial variation in distribution. This evolution reflected situational leadership, with strategies adapted to changing conditions rather than rigidly applied across contexts (Hersey and Blanchard, 1969).

Critical Evaluation
Advantages of Trudeau's Leadership Approach
Maintaining effective federal–provincial relationships enabled coordination despite constitutional constraints. By respecting provincial jurisdiction and framing federal actions as complementary rather than intrusive, Trudeau secured provincial cooperation that might otherwise have been withheld (Cameron and Simeon, 2002; Paquet and Schertzer, 2020). This collaboration was essential, as provinces retain primary authority over healthcare delivery and public health administration in Canada (Fierlbeck, 2020).

Limitations
Trudeau’s leadership faced significant limitations arising from constitutional constraints, most notably the inability to impose uniform national measures when provinces resisted. Resulting interprovincial policy variation generated public confusion, perceived inequities and cross-border transmission risks, as provinces adopted divergent restriction levels (Fierlbeck, 2020; Paquet and Schertzer, 2020).


[bookmark: _Toc216707589]Canada’s COVID-19 Response and Behavioural Theory

Canada’s management of the COVID-19 pandemic illustrates Behavioural Theory, which emphasises leaders’ observable actions, decision-making patterns, and management strategies rather than inherent traits or charisma (Northouse, 2022; Yukl, 2013). Prime Minister Justin Trudeau and his government demonstrated both task-oriented and people-oriented behaviours, adapting strategies across different pandemic phases (Béland et al., 2021; Paquet and Schertzer, 2020).

Task-oriented behaviours included rapid implementation of economic support measures such as the Canada Emergency Response Benefit (CERB), border closures, and investments in domestic vaccine production and biomanufacturing infrastructure (Béland et al., 2021; Forman et al., 2021; Government of Canada, 2021). These actions addressed immediate public health and economic challenges while creating lasting institutional capacity (Fierlbeck, 2020; Atkinson, 2021).

People-oriented behaviours involved frequent consultation and coordination with provincial and territorial governments, enhancing federal–provincial communication and collaboration despite constitutional constraints (Fierlbeck, 2020; Cameron and Simeon, 2002; Simeon and Cameron, 2020). Trudeau’s government also engaged in clear, consistent public communication to build trust, maintain compliance with health measures, and manage public expectations (Paquet and Schertzer, 2020; Taylor, 2021).

Leadership was adaptive, with priorities shifting across pandemic phases, from crisis management and economic support in early 2020 to vaccine procurement, distribution, and public engagement during 2021 (Béland et al., 2021; Forman et al., 2021). This behavioural flexibility allowed the federal government to respond effectively within the limits of its constitutional authority (Fierlbeck, 2020; Béland and Waddan, 2021).
Canada’s COVID-19 response demonstrates that effective leadership during complex crises depends on observable behaviours, strategic actions, and adaptive management, consistent with Behavioural Theory. While Trudeau’s personal qualities supported public trust, success was largely driven by the decisions and coordinated actions of government institutions and intergovernmental collaboration (Paquet and Schertzer, 2020; Béland et al., 2021).

4. [bookmark: _Toc216707590]Leadership influence on health system structure 

4.1 [bookmark: _Toc216707591]Spain - From Crisis Centralisation to Collaborative Frameworks

Leadership choices during Spain’s pandemic response influenced health-system governance in ways with potential long-term effects. Illa’s facilitation of temporary centralisation during the state of alarm established important precedents for central–regional coordination in public-health emergencies (Greer et al., 2020; Royo, 2021). The legal frameworks activated under the state of alarm demonstrated how authority could be rapidly centralised when crises exceeded regional capacity, shaping expectations for future emergency response planning (Legido-Quigley et al., 2020; García-Basteiro et al., 2021).
More significantly, the vaccination campaign highlighted the effectiveness of coordinated federalism. By combining central government leadership in international procurement and strategic planning with regional responsibility for implementation, Spain achieved outcomes that exceeded those associated with either full centralisation or fragmented regional governance (Legido-Quigley et al., 2020; Greer et al., 2021).

4.2 [bookmark: _Toc216707592]South Korea - Institutionalising Preparedness and Public-Private Partnerships

Chung’s leadership reinforced and extended institutional reforms initiated after the MERS outbreak, embedding crisis lessons into permanent governance arrangements. The decision to elevate the Korea Disease Control and Prevention Agency (KDCA) to independent agency status during the pandemic reflected recognition that effective public health governance requires sustained institutional autonomy rather than temporary crisis mobilisation (Kim and Lee, 2021; Moon, 2020). This move built on post-MERS reforms aimed at strengthening surveillance, coordination and professional authority within South Korea’s health system (Kwon, 2020).
The pandemic further institutionalised public–private partnerships in testing and treatment capacity. Regulatory frameworks enabling rapid private-sector mobilisation, government mandates for private facility participation during health emergencies, and cost-sharing mechanisms became embedded features of South Korea’s health security infrastructure (You, 2020; Park et al., 2021). These arrangements demonstrated that a predominantly private healthcare delivery system could effectively serve public health objectives when governance frameworks align incentives and enforce cooperation (Kwon and Kim, 2020).




Leadership commitment to technological surveillance capabilities  reshaped system structures. Investments in digital contact tracing, real-time epidemiological data systems and public information platforms became permanent components of pandemic preparedness (Moon, 2020; Kim and Lee, 2021). While raising enduring privacy and civil-liberty concerns, these systems position South Korea for rapid response to future infectious disease threats (Park et al., 2021). The prioritisation of technological prevention over purely clinical expansion reflected strategic leadership judgement that early detection and containment are more cost-effective than managing large-scale outbreaks after transmission is established (Kim and Lee, 2021; Legido-Quigley et al., 2020).


4.3 [bookmark: _Toc216707593]Canada - Federal-Provincial Coordination and Strategic Capacity

Trudeau’s leadership navigated the pandemic without fundamentally restructuring federal–provincial health jurisdiction, as constitutional constraints rendered major institutional reform politically and legally complex (Fierlbeck, 2020; Paquet and Schertzer, 2020). Instead, the experience strengthened coordination mechanisms while exposing strategic vulnerabilities in Canada’s health security architecture.
In response to pandemic-revealed dependence on global vaccine supply chains, the federal government made substantial investments in domestic biomanufacturing capacity. Funding new production facilities reflected strategic leadership recognising that emergency supply resilience requires domestic capacity, even when economically inefficient in non-crisis conditions, and is likely to produce lasting gains for Canada’s pharmaceutical sector (Forman et al., 2021; Béland et al., 2021).
Federal–provincial–territorial health ministers’ meetings became more frequent and substantive during the pandemic, institutionalising enhanced communication protocols and information-sharing practices. While not amounting to constitutional reform, these developments represent meaningful “soft” institutional change through strengthened norms of intergovernmental collaboration (Fierlbeck, 2020; Cameron and Simeon, 2002).




4.4 [bookmark: _Toc216707594]Comparative Observations on Leadership and System Structure

Leadership most strongly influenced health system structures when leaders identified strategic priorities requiring permanent capacity and secured resources for long-term institutional investment. While many crisis measures, such as Spain’s state of alarm or South Korea’s emergency surveillance powers, were formally temporary, infrastructure investments, institutional reforms and coordination mechanisms established during the pandemic are likely to persist beyond the crisis period (Greer et al., 2020; Legido-Quigley et al., 2020).
Effective leaders recognised that crises create windows of opportunity for structural reform that are difficult to achieve under normal political conditions. Heightened public attention, expanded fiscal capacity and increased political tolerance for intervention during emergencies enable leaders to advance reforms addressing pre-existing institutional weaknesses (Kingdon, 1995; Boin et al., 2016). Chung’s elevation of the KDCA, Trudeau’s investments in domestic biomanufacturing, and Illa’s strengthening of central–regional coordination frameworks illustrate strategic use of crisis conditions to pursue long-term system capacity building (Kim and Lee, 2021; Forman et al., 2021; Greer et al., 2021).
These structural changes generated tensions. Expanded central authority, enhanced surveillance capacities and strengthened emergency powers raise concerns regarding proportionality, accountability and the appropriate limits of state authority (Fierlbeck, 2020; Moon, 2020). Post-pandemic debates in all three countries centre on whether governance arrangements should revert to pre-crisis norms or institutionalise selected emergency measures, with leadership choices in this phase likely to shape both health system structures and government–citizen relationships in the long term (Boin et al., 2016; Greer et al., 2021).










5. [bookmark: _Toc216707595]Conclusion

This critical analysis reveals that effective pandemic leadership requires navigating competing demands while adapting to institutional contexts, cultural values, and evolving circumstances. Salvador Illa's evolution from technical to transformational leadership demonstrated adaptability but costly initial delays. Chung Sye-Kyun’s servant leadership achieved remarkable outcomes while preserving civil liberties, though requiring privacy trade-offs. Justin Trudeau's collaborative approach maintained federal unity despite constitutional constraints limiting direct authority. Leadership effectiveness proved contextually contingent; no single style guaranteed success. Rather, alignment between leadership approach, institutional structure, and circumstances determined outcomes. Preparing for future crises requires developing leaders' adaptive capacities and strengthening institutional frameworks enabling effectiveness across varied styles.
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