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Executive Summary

This report looks at how Spain, South Korea & Canada organised their healthcare systems and led
their responses to the COVID-19 pandemic. Public health systems literature, crisis leadership theory,
and COVID-19 epidemiological data substantiate the analysis (WHO, 2020; OECD, 2021). The
typology of each country's healthcare system, the level of centralisation and decentralisation in their
pandemic responses, and the leadership styles of Salvador llla for Spain, Chung Sye-kyun for South
Korea, and Justin Trudeau for Canada are examined (Greer et al., 2020). Initially, coordination
challenges confronted Spain's decentralised health system (Legido-Quigley et al., 2020). South Korea,
on the other hand, was able to quickly contain the disease because it had a centralised system for
controlling it (Moon, 2020). Canada's highly decentralised federal system posed coordination
challenges but ultimately led to widespread vaccinations (Marchildon & Di Matteo, 2021). The report
critically analyses the strengths and weaknesses of the organisational and leadership frameworks of
each system and concludes with a reflection on the significance of governance structures in shaping

responses to public health emergencies (Ansell, Boin, & Kuipers, 2014).
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1. Introduction

The COVID-19 pandemic necessitated the swift mobilisation of healthcare systems, the coordination of
public health infrastructure, and the implementation of adaptive leadership by governments in
response to an unprecedented global crisis. This report compares Spain, South Korea, and Canada,
three countries with different types of healthcare systems, ways of running the government, and ways
of leading. The report evaluates the efficacy of each country's pandemic strategies by analysing the
organisation of their health system responses and the use of centralised or decentralised mechanisms.

It also identifies systemic factors that affect decision-making at both national and regional levels.

The two most important aspects of organisations that govern public health are centralisation and
decentralisation. Centralisation means national structures have the most power to make decisions,
which usually means policies can be implemented more quickly and standards can be set more
uniformly. Decentralisation, on the other hand, empowers regional or provincial jurisdictions, which can
lead to more relevant interventions, but it also makes coordination harder and raises questions about
consistency. Saltman et al. (2016) say that knowing how much each country depended on these
structures can help us understand why national responses were different in terms of speed,

coherence, and public health effects.

The following sections offer a comprehensive, evidence-based analysis of the healthcare system and
organisational responses in each country during COVID-19, followed by a critical leadership evaluation
to determine the impact of political and executive leadership on pandemic outcomes. We finish the
report with a summary of the main points about how governance structures and leadership choices

worked together to shape how the country responded to the pandemic.



2. Critical Analysis of Each Country’s Typology &
Systems Approach for the COVID-19 Pandemic

2.1 Spain: Healthcare System Typology and COVID-19 Systems Response

From January 2020 to March 2020, Spain's response was characterised by delays in enforcing
restrictive measures, inadequate testing capacity, and shortages of personal protective equipment
(PPE) (Garcia-Basteiro et al., 2020; The Lancet, 2020). Salvador llla, the Minister of Health, assured
the public on January 30, 2020, that the system was ready and that communication would be clear.
However, evidence shows that community transmission is happening faster than the risk assessment
suggests (Candel et al., 2021). These delays were worsened by the fact that the system was
decentralised, which means different regions reported data in very different ways and had different
levels of surveillance and readiness. For instance, Madrid and Catalonia saw very high spikes, which
were partly due to differences in how people moved around the region and how early tests were done
(Ministry of Health Spain, 2020).

Despite initial setbacks, Spain emerged as a leader in European vaccination by the end of 2021. All
areas followed the same national vaccination plan, which led to high compliance and public trust. More

than 80% of the population had received all vaccinations by the fall of 2021.

In short, Spain's healthcare system was highly decentralised and had uneven regional capabilities,
which is why it had so many problems at the start of the pandemic. Emergency centralisation fixed
some of the system's weaknesses, but the initial delays led to very high death rates. However, the
pandemic's later stages have demonstrated Spain's ability to establish robust national coordination,

particularly in its successful vaccination rollout.



2.2.1 Analysis of Centralised and Decentralised Approaches in Spain

Spain represents an entirely unique case. Its system is mostly decentralised, but it temporarily
switched to a centralised model during an emergency. Decentralisation caused problems with
surveillance, procurement, and early containment up until March 2020. The scholarly assessment says
that decentralised governance, without strong coordination mechanisms, slows down unified
responses and makes it harder to be ready for a crisis. Differences between regions in testing
strategies and methods, laboratory capacity, and risk communication led to inconsistent mitigation

measures in the first few months.

But decentralisation also had some advantages. Some of the autonomous communities, such as
Galicia and the Basque Country, had already taken steps to stop the virus before national orders were
given. It shows how decentralised systems can change their responses based on local epidemiological
situations. But in a pandemic that moves quickly and spreads viruses exponentially, the need for

uniformity across the country outweighed the benefits of tailored responses.

As the pandemic went on, Spain switched to a hybrid model. After the first wave, decentralisation was
partially restored, with regions once again taking charge of containment measures, but this time with
stronger national coordination frameworks. This hybrid structure was the backbone of Spain's very
successful vaccination rollout. Strong national leadership, clear communications, and scientific advice

support decentralised systems and demonstrate their effectiveness.

In general, the Spanish case shows that decentralisation without strong coordination can make it

difficult to respond quickly to pandemics.



2.2 South Korea: Typology of the Healthcare System and COVID-19

Systems Response

When the COVID-19 pandemic started, South Korea’s healthcare system was known for having a
strong central public health authority, well-developed digital infrastructures, and experience dealing
with outbreaks of infectious diseases like SARS in 2003 and MERS in 2015. The Korean Disease
Control and Prevention Agency helps the National Health Insurance Service run the healthcare system
from its main office. Private companies own more than 90% of hospitals and provide the majority of
health care. However, public health heavily centralises the monitoring and management of infectious
diseases (OECD, 2022). This structural model made South Korea ready to act quickly when COVID-19
hit.

Following the confirmation of the first COVID-19 case on January 20, 2020, South Korea instituted a
stringent plan to curb the virus's spread. The plan encompassed early testing, digital surveillance, and
open communication. Unlike many Western countries, South Korea avoided nationwide lockdowns.
Instead, it used targeted containment based on real-time epidemiological data (Shim et al., 2020). The
quick activation of the KDCA's infectious disease protocols was a key part of the response. Within
days, South Korea allowed private labs to make diagnostic PCR tests, which made it possible to test
many people at once, something that hadn't been done before in early 2020. The country established
drive-through and walk-through testing centres to reduce hospital-acquired infections and expedite

case identification.

The government's digital infrastructure was one of the most important things. After the 2015 MERS
outbreak, the Infectious Disease Control and Prevention Act was changed to provide officials the
power to acquire access to anonymous credit card transactions, mobile phone data, and CCTV
footage to help with contact tracing. This incident raised a lot of international concern about privacy,

but the South Korean approach had important epidemiological benefits because it quickly broke up



transmission chains. Park et al. (2020) reported widespread acceptance of this approach. It is
generally accepted due to longstanding social norms, which include prioritising groups' needs and

trusting public institutions.

Prime Minister Chung Sye-kyun's leadership stressed openness, daily public briefings, and
coordination between ministries. People were always told to respect citizens, be clear about case
numbers, and explain new measures. People all over the world praised the government's
communication strategy. In early 2020, the WHO praised South Korea's approach to handling
pandemics. It's important to note that there were no nationwide lockdowns. Instead, the country
implemented a flexible social distancing framework, adaptable to the extent of the virus's spread in

each area.

At first, the vaccination rollout was slower than in other OECD countries because it took longer to get
early vaccine contracts. However, the country sped up its deliveries to achieve a high vaccination rate
after improving procurement negotiations and adding more mass vaccination centres across the
country by the end of 2021 (KDCA, 2021). Therefore, South Korea’s response to the pandemic was to

contain it early on and then suppress it later with vaccines.

The way healthcare works in South Korea, with centralised public health governance and decentralised
service delivery, has made it possible to respond quickly, creatively, and in a coordinated way. The
system's readiness, technological infrastructure, and high level of transparency were the main reasons

why South Korea's death rates were lower than those in Europe and North America.

2.2.1 Centralised and Decentralised Approaches in South Korea - An

Analysis

South Korea took a mostly centralised approach to pandemic governance, with the help of a strong
national public health authority (KDCA), emergency laws, and coordinated action between ministries.
Centralisation made it possible to make quick decisions, have the same rules for the whole country,
and quickly put into action surveillance systems that were made after MERS. One of the main benefits
of this approach was that it quickly increased testing capacity. South Korea approved testing kits in just
a few weeks, long before most Western countries were dealing with regulatory and capacity issues

(Shim et al., 2020). Centralization also made it possible for the KDCA, police, telecommunications



companies, and financial services to share data in a coordinated way through integrated platforms.

These technologies made real-time contact tracing possible.

However, decentralisation was also vital. While public health authorities were centralised, disease
control measures were tailored regionally based on local epidemiology in the country's decentralised
municipal governments. For example, when community transmission was high, local governments
could take stronger steps, like closing businesses for a short time or limiting gatherings. This mixed
model of coexistence allows for interventions that are specific to each situation and keeps national
coordination through the KDCA.

Due to the widespread use of monitoring technologies, centralised management could spark a public
outcry about data privacy. Despite anonymising the data, extensive tracking sparked discussions
among human rights organisations. One problem was how the vaccines were bought at first. Because
they were bought centrally, regional governments couldn't make up for delays at the national level. But
once the supply stabilised, the same central coordination made it possible to quickly scale up

vaccinations.

In general, South Korea's response to the pandemic shows how strong a centralised public
health system can be when supported by decentralised delivery. Central leadership made sure
that protocols were the same everywhere and that mobilisation happened quickly. Local
governments were flexible enough to make changes based on the situation. This balance was
the reason South Korea was able to contain the virus early on and keep it under control in the

waves that followed.



2.3 Canada: Typology of the Healthcare System and COVID-19 Systems

Response

Canada has one of the most decentralised healthcare systems in any high-income country. The
provinces and three territories are responsible for providing health care. The federal government pays
for health care, controls drugs, manages border security, and coordinates national public health
functions through the Canadian Public Health Agency. It is a single-payer system that is paid for by the
government through general taxes, and it must obey the rules set out in the Canada Health Act. This
high level of provincial autonomy leads to many differences in how health systems are set up, how

resources are shared, and how public health responds in and between jurisdictions.

The prime minister, Justin Trudeau, led the federal government with a focus on unity, working with
other governments, and making decisions based on evidence. Daily national briefings ensured that
everyone was in agreement. Trudeau didn't have the constitutional power to unilaterally impose health
measures across Canada, so he had to rely on the provinces to follow federal guidelines on their own.
This decentralised model lets provinces respond based on local epidemiology, but it doesn't work in all
cases. For example, Atlantic Canada put strict border controls in place to achieve some of the lowest
transmission rates in North America. In contrast, populous provinces like Ontario had to endure

repeated outbreaks and strain on the healthcare system (Rice et al., 2021).

Canada's testing and tracing strategies also varied a lot from province to province, depending on how
many labs were available and how strong the public health workforce was. Some provinces, like
Alberta and British Columbia, had strong early capacity, while others had long backlogs. Long-term
care facilities emerged as a significant vulnerability nationwide, accounting for over 80% of COVID-19
fatalities during the initial wave, one of the highest proportions among OECD countries (Canadian
Institute for Health Information, 2020). Some structural problems that led to this crisis included

insufficient staff, outdated infrastructure, and unclear accountability.



2.3.1 Analysis of Centralized and Decentralized Approaches in Canada

Canada's constitutional division of powers significantly influenced the handling of the pandemic. This
gave provinces the main responsibility for healthcare. The benefits of decentralisation include the
ability to tailor responses to provincial needs based on local patterns of disease spread. For instance,
the Atlantic provinces had strict travel "bubbles" and had a lot fewer cases than central Canada. In the
same way, northern regions that are far away added extra protections to keep Indigenous communities

safe, since they don't have a lot of access to health care.

But decentralisation's also been extremely unfair. The timing of lockdowns, mask mandates, reopening
plans, and the speed of vaccinations varied across different provinces. These inconsistencies led to
health outcomes that didn't become better for everyone. Long-term care failures in Ontario and
Quebec demonstrate how decentralised supervision and a lack of robust national standards can

exacerbate systemic deficiencies. (Estabrooks et al., 2020).

Centralisation has benéefits like equal vaccine distribution, consistent border policies, and a unified
federal message. But there were many problems with this approach. For example, federal guidelines
were not binding, and provinces could often ignore recommended public health measures to protect
their own political or economic interests. Sometimes, broken communication makes people unsure of

what to expect.

Canada's response to the pandemic demonstrates the strengths and weaknesses of decentralised
federalism. Decentralisation enables contextual flexibility, but it necessitates effective coordination
among governments to ensure equitable and consistent treatment for all. When coordination
mechanisms were in place, such as when purchasing vaccines, the system functioned effectively.
Weak mechanisms, such as the disintegration of the long-term care regulation system, led to negative

outcomes.



3. Critical Analysis of Leadership Styles in Each Country

3.1 Leadership Style in Spain: Salvador llla

From January 2020 to January 2021, Salvador llla was Spain's Minister of Health. He was responsible
for the country's response to COVID-19 in the early stages of the pandemic. It is important to
understand his leadership style in the context of Spain's healthcare system, which is highly
decentralised and assigns a lot of power to autonomous communities (ACs) to run healthcare.
Because of this, llla's job was to coordinate things rather than issue direct orders, which was a very

difficult job to do during a rapidly growing global health crisis.

From a leadership theory perspective, llla's style showed traits of situational and bureaucratic
leadership, as well as transactional leadership during the phase of emergency centralisation. Initially,
llla carefully considered the needs of the institution when making decisions. She relied heavily on
technical advice from the ministry's scientific committees. His early messages stressed being calm,
being fair, and knowing how to run a business, which is a typical bureaucratic stance. On January 30,
2020, he said in public that Spain was ready and that communication would stay open. This strategy
was meant to build public trust, but later analysis indicates that it didn't take into account how big and

urgent the threat was (Candel et al., 2021).

The decision to centralise power under the emergency decree was a change in llla's leadership style,
moving from a hands-off, bottom-up approach to a more directive, top-down one. Crisis leadership
literature indicates that in acute emergencies, centralised command structures can improve coherence

and expedite responses (Ansell & Boin, 2019). llla's emergency leadership included nationwide



lockdowns, centralised purchasing, and consistent public health messaging. This sudden change,
while necessary, caused political problems for regional leaders who saw the central government as a
violation of their constitutional authority. The friction shows how challenging it is to use hierarchical

commands in decentralised systems, where local autonomy is critical.

The rise of distributed leadership in Spanish health and scientific institutions also aided llla's
leadership. Expert committees, intergovernmental working groups, and regional health bodies
collaborated to plan logistics, establish schedules, and monitor data. Evidence suggests that
distributed leadership bolsters resilience in complex health systems by leveraging expertise across
multiple tiers (Fitzgerald et al., 2013). In Spain, the distributed model worked much better for
vaccination than it did for early containment. This improvement was mostly because the national

government set up better ways to coordinate.

In short, llla's leadership during COVID-19 went from careful bureaucratic management to quick
central command and then to working together and using science to guide decisions. The
effectiveness of these styles varied: early delays led to very negative results, but later adaptability
allowed Spain to become a leader in vaccinations. llla's case shows that the effectiveness of a leader
depends on more than just their personal style. It also depends on the government structure, system

limitations, and intervention timing.



3.2 Leadership Style in South Korea: Prime Minister Chung Sye-kyun

Prime Minister Chung Sye-kyun significantly shaped South Korea's pandemic response, which has
gained international recognition. Prime Minister Chung Sye-kyun's leadership style was a mix of
transformational, adaptive, and collaborative leadership, as well as openness, cooperation between
sectors, and trust in the government. South Korea's governance system was very centralised when
it came to public health surveillance but decentralised when it came to healthcare delivery. These
characteristics necessitated the leader's ability to unite the country and coordinate institutions at

various levels.

Chung's dedication to open communication during times of crisis marked his leadership. Daily public
briefings offered comprehensive updates on cases, contact tracing results, and new regulations.
Studies have shown that clear communication increases compliance, cuts down on false information,
and builds trust, all of which are important for public health interventions to work (Van Bavel et al.,
2020). Chung's way of communicating built public trust by showing respect, openness, and
responsibility. His constant talk about social solidarity and collective responsibility showed

transformational leadership, which inspires people by sharing a vision and values.

Chung also showed strong adaptive leadership, which is a way of leading that focuses on trying new
things, making decisions based on evidence, and being flexible when things are unclear (Heifetz et al.,
2009). Korea's quick changes to its policies, drive-through testing centres, community treatment
centres, and digital surveillance tools showed how to adapt to problems. The Korean response was
different from rigid bureaucratic systems because it let both central and local authorities try out new

ideas and quickly spread successful ones across the country. Adaptive leadership also means getting



people with different skills to work together. Chung ensured the participation of epidemiologists, data

scientists, technologists, and healthcare professionals in decision-making processes.

One of the primary problems for Chung's leadership was finding a balance between protecting people's
privacy and protecting public health. Korea's widespread use of digital contact tracing, such as credit
card records and CCTV data, led to debates around the world. However, the majority of Korea's
population accepted these measures due to longstanding norms prioritising the well-being of the group
and the government's clear explanation of reasons, protections, and limits regarding data use (Park et

al., 2020). This study shows how society's values affect leaders' acceptance and performance.

Korea didn't have nationwide lockdowns, but Chung's leadership focused on a flexible social distancing
framework that changed rules based on real-time epidemiological trends. This method showed
situational leadership by changing the style and interventions based on how threatening the situation
was becoming. Leaders swiftly transitioned between supportive and directive styles when outbreaks

occurred in specific areas.

Overall, Chung Sye-kyun showed leadership that was open, based on facts, flexible, and very
collaborative. These traits fit well with Korea's public health governance systems and the way society
works. Korea's low death rate, lack of nationwide lockdowns, and strong international recognition show
how well he leads. His case shows how important adaptive and transformational leadership is for
dealing with complicated health crises in technologically advanced and centrally managed public

health systems.



3.3 Leadership Style in Canada: Prime Minister Justin Trudeau

Canada's pandemic leadership under Prime Minister Justin Trudeau took place in a federal health
system that was highly decentralised, which meant that the provinces had a lot of power while the
national government had less. Trudeau's style of leadership was a mix of transformational leadership
that brought people together, collaborative federalism, and symbolic crisis leadership. He focused on
compassion, unity, and shared responsibility. But the limits of federalism affected both the beneficial

and negative parts of his approach.

Trudeau's early leadership during the pandemic was mostly about communicating with empathy. This
included conducting daily press briefings, recognising people's fears, and calling for national unity.
Empathy is an important part of transformational leadership because it builds trust and unity during
tough times (Bass & Riggio, 2006). Trudeau's message stressed that "we are all in this moment
together," which indicated that everyone is responsible. This style helped people support the early

steps, like closing the borders and requiring people to stay in quarantine.

On the other hand, Trudeau didn't have the constitutional power to impose national health orders, like
leaders in more centralised systems do. This meant that federal, provincial, and territorial governments
had to work together and share leadership. This model, often called "collaborative federalism” requires
negotiating, building consensus, and making decisions together. Trudeau's leadership was all about
getting different levels of government to work together. He did this through things like the First
Ministers' Meetings and the Special Advisory Committee on COVID-19. These structures allowed The

provinces agreed on broad strategies, but they could not prevent each other from implementing them



differently.

From a crisis leadership perspective, Trudeau was effective at getting resources and support from
other governments. The federal government implemented a number of large financial programmes,
such as the Canada Emergency Response Benefit (CERB) and wage subsidies, to help families and
businesses during lockdowns. During the first outbreaks, the federal military was sent to long-term care
homes in Ontario and Quebec. These events showed how the federal government can help solve

problems in the provinces.

One of Canada's most significant successes is Trudeau's leadership in getting vaccines. The federal
government used an aggressive procurement strategy to secure contracts with several manufacturers
because it knew that the country didn't have enough manufacturing capacity. Canada's early vaccine
rollout was slower than that of countries that made their own vaccines, but by the middle of 2021,
Canada had one of the highest vaccination rates in the world (Murray & Henderson, 2021). This result
indicates that there was strong central coordination of supply chains, military logistics, and distribution,

as well as strategic, forward-looking leadership.

Trudeau's leadership also showed some signs of moral and symbolic leadership, especially when he
spoke out against the unfair treatment of Indigenous communities, essential workers, and people of
colour. The federal government set up programmes like the Indigenous Community Support Fund, but
these would only work if the provinces worked together. The literature on leadership emphasises the
necessity of structural changes that support symbolic gestures. Canada's mixed results in dealing with

unfairness show this tension.

Trudeau's leadership during COVID-19 was kind, brought people together, and worked well with
others. He was adept at talking to people, getting resources, and getting vaccines in a strategic way.
But because of structural limitations, he couldn't ensure that the country was uniform, which led to
broken results. Trudeau's leadership shows how federalism can help and hurt crisis governance:
working together makes things more legitimate and adaptable to local needs, while breaking things up

makes them less coherent and consistent.



4. Conclusion

This comparative analysis of Spain, South Korea, and Canada illustrates how the organisational
structures of their healthcare systems and the styles of their leaders had a big impact on how each
country responded to the COVID-19 pandemic. Spain's decentralised system initially had problems
because of faulty surveillance and delayed coordination. However, strategic emergency centralisation
later helped the country successfully roll out its vaccination programme. South Korea was able to
quickly contain the virus without shutting down the whole country because it had a strong central public
health authority, excellent digital infrastructure, and leaders who were able to change with the times.
Canada's federal system is very decentralised, which made it easier to respond to local needs, but it

also led to many differences in outcomes, especially in long-term care settings.

Leadership was crucial in getting around these structural problems. Salvador llla had a difficult time
coordinating a broken system, but he later led the country well during the vaccination phase. Chung
Sye-kyun's open, flexible, and cooperative leadership worked well with Korea's centralised public
healthcare system, which helped the world see how well it responded. Justin Trudeau's unifying,
caring, and cooperative style helped bring the country together, but it was limited by the independence

of the provinces.

In general, a favourable response to a pandemic requires governance structures and leadership styles
that work well together, as well as strong coordination mechanisms, clear communication, and
decisions based on evidence. The case studies emphasise the imperative for coherent healthcare

system planning and robust leadership to navigate forthcoming global health crises.
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