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1. Introduction 
1.1 Purpose and Scope of the Report
This report aims to provide a critical comparative analysis of the organisation of healthcare systems and the leadership responses to the COVID-19 pandemic in three different jurisdictions: Spain, South Korea, and Canada. The global health emergency brought on by COVID-19 placed considerable stress on health systems worldwide and highlighted the role of governance models and leadership practices in shaping outcomes. By analysing how these countries responded to the pandemic, this report seeks to uncover the strengths and weaknesses of their respective systems, with a focus on the balance between centralised and decentralised approaches to public health governance. Spain, with its highly devolved system; South Korea, known for its strong central leadership and effective coordination; and Canada, characterised by its federal structure and distributed public health responsibilities, offer diverse models for comparison and evaluation.

1.2 Analytical Lenses
The comparative analysis in this report is structured through the dual analytical lenses of centralisation versus decentralisation and systems thinking. Centralisation refers to a governance model where decision-making, financing, and service delivery are predominantly managed at the national level, whereas decentralisation implies greater autonomy for regional or local authorities in managing public health functions (Saltman et al., 2007). These differences critically affect the timing, coordination, and effectiveness of crisis responses. Additionally, a system thinking perspective will be applied to understand how structures, actors, and feedback mechanisms interacted within each health system to shape pandemic outcomes. This lens allows for a deeper exploration of interdependencies between governance architecture, healthcare delivery, and policy outcomes (Meadows, 2008).

1.3 Organisation of the Report
The report is structured into three main sections. Section 2 presents a critical analysis of how the organisation of each country’s health system—particularly in terms of centralisation or decentralisation—shaped its pandemic governance and outcomes. Section 3 then focuses on the leadership styles and strategic decision-making adopted by key political leaders in each jurisdiction, linked to relevant leadership theories. Finally, Section 4 synthesises the findings and concludes with key lessons and recommendations for future pandemic preparedness and crisis leadership.

2. Critical Analysis: Centralised vs Decentralised Health-System Approaches to COVID-19 
2.1 Comparative Framework
In a public health crisis such as COVID-19, health system organisation becomes the central axis around which national responses pivot. The term “health system organisation in a pandemic” encompasses various structural and functional dimensions, including the governance architecture, legal authority for emergency measures, intergovernmental coordination, delivery of public health functions, and the structure of healthcare financing. It also includes the mobilisation of emergency powers, creation and coordination of vaccination task forces, and the design of risk communication and surveillance systems (Greer et al., 2020). These components collectively determine the responsiveness, consistency, and adaptability of a country’s pandemic response.

To facilitate a meaningful comparison across Spain, South Korea, and Canada, this report applies a standardised set of analytical criteria: (1) the overarching governance model (centralised or decentralised), (2) the locus of decision-making during the pandemic, (3) the role and authority of national or subnational public health agencies, (4) the financing mechanisms supporting public health measures, (5) the integration of service delivery between agencies or government levels, (6) the robustness of data systems and surveillance, (7) the leadership and structure of the vaccination programme, and (8) the presence or absence of coordination mechanisms and their effectiveness.
A comparative table is included below to offer a snapshot of key governance attributes across the three case study countries:

Table 1: Comparative Health System Governance and Pandemic Authority
	Criteria
	Spain
	South Korea
	Canada

	Governance model
	Decentralised (Autonomous)
	Centralised with agency input
	Federal with provincial control

	Locus of decision-making
	Shifted to central temporarily
	National government
	Provinces/territories

	Public health agency role
	Advisory; region-led
	Strong KDCA leadership
	Provincial agencies dominate

	Financing
	Mixed; national + regional
	Nationally funded
	Shared federal-provincial

	Service delivery integration
	Fragmented
	High integration
	Varied by province

	Data and surveillance
	Delayed, inconsistent early
	Strong digital infrastructure
	Fragmented, coordination issues

	Vaccination lead
	Central procurement
	Central strategy
	Federal procurement; local delivery

	Coordination mechanisms
	Weak interregional coordination
	Strong inter-ministerial
	Mixed, dependent on agreement



This framework allows a nuanced examination of how structural attributes either facilitated or hindered each country’s response to COVID-19, highlighting the complex relationship between system design and crisis performance.

2.2 Spain: System Organisation and Pandemic Governance
Spain’s pre-pandemic healthcare system was highly decentralised, with significant authority devolved to its 17 Autonomous Communities (ACs). While this structure allowed regional governments to tailor public health services to local needs, it posed considerable coordination challenges during the early phases of the COVID-19 pandemic. Initially, the lack of a unified national strategy and inconsistent communication between central and regional governments resulted in delayed responses. The Spanish government, under Health Minister Salvador Illa, was criticised for its “too little, too late” approach, reflecting institutional inertia and political fragmentation (López-Casasnovas & Saez, 2021). Decision-making authority remained largely with the ACs until the central government declared a state of alarm in March 2020, temporarily centralising health powers and introducing stricter nationwide restrictions.

Coordination mechanisms such as the Interterritorial Council of the National Health System were underutilised early on, and when they were activated, consensus was difficult due to political disagreements and jurisdictional boundaries. The challenges were compounded by variations in data collection and surveillance standards across regions, making real-time epidemiological tracking difficult (Hernández-Quevedo et al., 2021). Despite these early hurdles, Spain managed a notable turnaround in its vaccination rollout. The national government led the vaccine procurement and distribution process, ensuring consistency and equity. The primary care network, with its broad reach and familiarity with local populations, played a crucial role in delivering vaccines efficiently, especially to elderly and vulnerable populations.

The centralisation of vaccine strategy was a marked contrast to the initial decentralised management of containment measures. This shift allowed for coordinated public messaging, risk communication, and effective logistics management, contributing to Spain being recognised as one of Europe’s “vaccination champions” by 2021 (European Centre for Disease Prevention and Control, 2022). However, the country still faced inter-regional disparities in implementation, reflecting enduring systemic fragmentation. For instance, regional authorities varied in their willingness to implement national guidelines, leading to differential restrictions and confusion among citizens.

From a system thinking perspective, the Spanish case reveals how initial decentralisation, combined with weak horizontal coordination and lack of preparedness, created a fragmented response environment. The feedback loops between regional data and national strategy were slow to develop, undermining timely interventions. Yet, centralising vaccine delivery proved effective due to Spain’s relatively strong primary care infrastructure and central procurement mechanism. Overall, Spain illustrates that decentralisation can hinder early crisis response unless embedded in robust intergovernmental frameworks that facilitate real-time coordination, data sharing, and consistent messaging.

2.3 South Korea: System Organisation and Pandemic Governance
South Korea offers a compelling case of a centralised and institutionally coordinated health system response to the COVID-19 pandemic. The governance of its pandemic strategy was led by national agencies, primarily the Ministry of Health and Welfare, the Ministry of Education, and the Korea Disease Control and Prevention Agency (KDCA). These institutions worked within a unified, top-down command structure that allowed for consistent, rapid decision-making. Unlike fragmented or devolved systems, South Korea's centralised model facilitated direct control over national health measures and enabled high levels of policy coherence (Lee & Lee, 2020). The country’s prior experience with the Middle East Respiratory Syndrome (MERS) outbreak in 2015 had exposed gaps in its health emergency governance, leading to significant reforms. These included strengthening legal mandates for infectious disease surveillance, enhancing emergency powers, and institutionalising inter-agency collaboration. As a result, when COVID-19 emerged in early 2020, South Korea was better positioned to activate a well-prepared governance architecture capable of managing public health crises with precision and agility (Park et al., 2021).

A central feature of the South Korean approach was the implementation of the widely cited "3T strategy"—Testing, Tracing, and Treatment. The country rapidly scaled up testing infrastructure, introduced drive-through and walk-in testing centres, and deployed comprehensive digital contact tracing systems. These systems leveraged technological tools including CCTV footage, mobile phone GPS data, and credit card transaction records to track movement and exposure. While these surveillance mechanisms were effective in curbing virus transmission, they raised important ethical concerns regarding privacy and data security (Kang & Park, 2021). Nonetheless, the government mitigated backlash by ensuring transparency in its use of data and by framing surveillance as a temporary, necessary public health measure. Another key aspect was the high degree of inter-sectoral integration, especially between health and education. Chung Sye-kyun’s administration coordinated closely with the Ministry of Education to implement school closures, transition to remote learning, and tailor protocols for educational institutions. This level of coordination reflects the government’s ability to translate centralised authority into multi-sectoral action, a hallmark of effective pandemic governance.

The vaccination rollout also followed a centralised model, with the KDCA overseeing procurement, prioritisation, and distribution. Although South Korea faced initial delays due to limited early vaccine access and cautious procurement strategy, the country eventually achieved high vaccination coverage, facilitated by robust logistics, institutional trust, and widespread public compliance. The central management of vaccine delivery ensured uniform prioritisation protocols and reduced regional disparities. Overall, South Korea's response illustrates the strengths of a well-coordinated, centralised health governance system backed by institutional capacity and societal trust. By combining legal preparedness, digital innovation, and transparent leadership, the country was able to execute a timely and effective pandemic response. However, the trade-offs between public safety and individual privacy, as well as digital inclusion, underscore the importance of ethical governance frameworks in managing future health emergencies.

2.4 Canada: Federal Decentralisation and Pandemic Response
Canada's pandemic response was deeply shaped by its federal system of governance, which constitutionally allocates significant public health responsibilities to the provinces and territories. Under this structure, the federal government oversees border controls, international travel, vaccine procurement, and fiscal transfers, while provincial and territorial governments manage healthcare delivery, public health interventions, and emergency preparedness within their jurisdictions. This distribution of powers inherently promoted both adaptability and fragmentation during the COVID-19 crisis (Wilson & Lazar, 2021).

One of the most significant advantages of this decentralised model was the flexibility it offered to provinces and territories in crafting interventions tailored to their specific epidemiological and demographic contexts. For example, the relatively low case numbers in the Atlantic provinces allowed for more relaxed restrictions compared to Ontario or Quebec, which were COVID-19 hotspots during several waves of the pandemic. This localisation ensured that blanket national measures did not unnecessarily burden regions with minimal transmission. However, this autonomy also resulted in considerable variability in the timing, nature, and enforcement of public health measures. Provincial governments implemented lockdowns, mask mandates, and school closures based on their own assessments, leading to inconsistencies that often confused the public and weakened the coherence of Canada's national response strategy (Flood et al., 2021).

The early phase of the pandemic exposed critical limitations in intergovernmental coordination. Public health surveillance systems lacked integration across provinces, resulting in delays and disparities in data sharing. This fragmentation hindered the federal government’s ability to build a comprehensive national epidemiological picture, compromising the timeliness and accuracy of public health responses (Lecours & Béland, 2022). Although Health Canada and the Public Health Agency of Canada (PHAC) issued general guidance on mitigation strategies, their recommendations were interpreted differently across provinces, leading to divergent messaging and enforcement strategies. This divergence was particularly evident during discussions on school closures, vaccine mandates, and reopening plans.

A significant turning point in Canada’s response was the vaccination rollout, which highlighted the challenges and benefits of shared jurisdiction. The federal government played a crucial role in negotiating vaccine procurement deals with multiple pharmaceutical companies, securing early access to a diverse portfolio of vaccines. However, the distribution and administration of vaccines fell under provincial jurisdiction. This division of labour led to logistical challenges, such as inconsistent prioritisation frameworks, vaccine hesitancy among certain populations, and regional delays in delivery and uptake. The term “slow but successful” became a common descriptor for the rollout’s early months (Atkinson, 2022). Despite the initial setbacks, Canada eventually achieved one of the highest full vaccination rates among OECD countries, largely due to strong public communication campaigns, widespread access to healthcare networks, and improved coordination between federal and provincial bodies as the programme matured.

Nevertheless, the pandemic highlighted systemic equity issues that decentralisation could not easily overcome. Indigenous communities and remote regions often faced delayed access to testing, vaccines, and treatment due to infrastructural deficits and longstanding disparities in healthcare provision. While federal agencies provided targeted support and funding, implementation still depended on provincial systems, many of which lacked adequate resources or cultural competence frameworks to address these gaps effectively (Richardson & Crawford, 2021). Furthermore, differences in digital health capacities across provinces complicated efforts to track cases, register vaccinations, and disseminate public health information efficiently. From a system thinking perspective, Canada's decentralised model revealed both feedback loop delays and reactive policymaking. Coordination between federal guidance and provincial actions often occurred after problems emerged, rather than in anticipation of risks. This lag limited the effectiveness of early interventions, such as border screening and testing mandates. Yet, the system also demonstrated adaptive learning over time. By mid-2021, intergovernmental cooperation improved, supported by federal-provincial task forces, shared surveillance goals, and joint messaging campaigns.

2.5 Cross-case Synthesis: What Explains Differences?
The comparative analysis of pandemic governance across Spain, South Korea, and Canada provides valuable insights into how health system structures—particularly the degree of centralisation or decentralisation—influence the speed, coherence, and effectiveness of pandemic responses. These differences are not merely bureaucratic; they are embedded in deeper political, institutional, and cultural frameworks that shape how governments make decisions, coordinate actors, communicate with the public, and deliver health services during crises. In the case of South Korea, the centralised governance model enabled swift, coherent action from the outset. Institutions such as the Korea Disease Control and Prevention Agency (KDCA) had both the legal authority and operational capacity to implement widespread testing, contact tracing, and communication strategies. The command-and-control approach facilitated consistency in risk messaging and adherence to public health protocols. The benefits of this model were reflected in South Korea’s low mortality rates and its reputation as a global exemplar in pandemic management. However, the trade-off included significant ethical concerns over data surveillance, raising questions about the long-term implications for privacy and civil liberties. Moreover, while speed and uniformity were advantageous, the centralised model also risked citizen fatigue and exclusion of marginalised voices in policy design (Kang & Park, 2021).

In contrast, Canada’s federal and decentralised system offered provinces and territories significant autonomy in managing public health responses. This flexibility allowed local governments to tailor interventions based on regional epidemiological trends, healthcare capacities, and population needs. However, the downside was a lack of national coordination in critical areas such as surveillance, messaging, and vaccine distribution. The federal government’s inability to enforce unified action led to inconsistencies in the timing and stringency of public health measures. Provinces differed in their responses to school closures, lockdowns, and mask mandates, which at times created confusion among the public and hindered the establishment of a coherent national strategy (Wilson & Lazar, 2021). Canada’s experience illustrates that decentralisation can delay decision-making and fragment response systems unless it is supported by strong intergovernmental coordination and pre-existing agreements for data and resource sharing.

Spain’s experience, while similar in its initial decentralisation, offers a unique example of adaptive governance. Spain struggled early on due to fragmented responsibilities across its 17 Autonomous Communities. Weak coordination mechanisms and political tensions between central and regional governments hampered early containment efforts and public messaging. However, as the pandemic progressed, Spain implemented a more centralised strategy for vaccine procurement and rollout, demonstrating institutional learning and flexibility. This hybrid model showed that governments could recalibrate governance modes in real time to improve performance, blending local delivery with central strategy. The success of the vaccination campaign—largely attributed to strong central planning and effective primary care networks—exemplifies how institutional adaptability can mitigate the limitations of decentralised structures (López-Casasnovas & Saez, 2021).

Drawing from these cases, several system-level lessons emerge. First, governance architecture directly influences the speed and agility of decision-making. Centralised systems can react swiftly, especially in the early stages of a crisis when coordinated national measures are critical. In contrast, decentralised systems rely on consultation, negotiation, and consensus-building, which can delay action. However, decentralisation offers the potential for greater policy relevance and responsiveness at the local level, provided there is robust coordination infrastructure.

Second, implementation capacity—encompassing the healthcare workforce, logistics systems, data infrastructure, and institutional experience—plays a decisive role in determining how well any governance model performs. South Korea’s strong pre-existing digital infrastructure and institutional memory from past outbreaks were critical enablers of its success. Similarly, Spain’s extensive primary care network became an asset once the vaccination programme was centralised. In Canada, uneven capacity across provinces created disparities in service delivery, particularly affecting remote and Indigenous communities.

Third, and perhaps most importantly, public trust and communication emerged as foundational resources for effective pandemic governance. Countries that communicated transparently, acknowledged uncertainties, and engaged citizens respectfully—such as South Korea and, to an extent, Canada—achieved higher levels of compliance. Trust is not merely a by-product of policy success; it is a strategic asset that shapes compliance, social cohesion, and resilience. The World Health Organization (2020) and scholars such as Kickbusch and Gleicher (2012) emphasise that consistent, evidence-based communication and inclusive governance foster long-term trust and legitimacy, especially in times of uncertainty.

In applying a system thinking lens, it becomes evident that the interactions between governance structures, institutional capacities, and leadership behaviours create feedback loops that either reinforce or undermine system performance. For instance, delayed responses in decentralised settings can generate public scepticism, which in turn reduces compliance and effectiveness. Conversely, effective centralisation—when embedded in trusted institutions—can create a virtuous cycle of compliance, low transmission, and public confidence. Ultimately, no single model guarantees success. The critical differentiators are the agility of governance structures, the capacity for coordination across levels of government, and the ability to adapt and learn as new challenges emerge. Future pandemic preparedness must invest in strengthening both central capabilities and intergovernmental coordination frameworks. 

3. Critical Analysis: Leadership Styles in Spain, South Korea, and Canada 
3.1 Leadership Framework and Criteria 
Leadership plays a pivotal role in the shaping and performance of health systems during crises, particularly in the face of a global pandemic such as COVID-19. This section critically analyses the leadership responses of three national figures: Spain’s Minister of Health Salvador Illa, South Korea’s Prime Minister Chung Sye-kyun, and Canada’s Prime Minister Justin Trudeau. The comparison is structured around four established leadership frameworks: crisis leadership, transformational vs transactional leadership, adaptive leadership, and distributed leadership.

Crisis leadership, as defined by Boin et al. (2013), involves sensemaking in uncertainty, timely decision-making, and clear communication. Transformational leadership, characterised by vision, motivation, and change-driving, contrasts with transactional leadership, which emphasises rule-following and performance-based exchanges (Bass, 1990). Adaptive leadership, described by Heifetz et al. (2009), focuses on mobilising people and systems to adjust to complexity and emergent challenges. Lastly, distributed leadership highlights collaboration and shared responsibility, which is particularly relevant in decentralised systems (Spillane, 2006).

To evaluate these leaders, seven criteria are applied consistently across the three case studies: clarity of purpose, transparency, empathy, coordination ability, evidence-based decision-making, stakeholder alignment, and adaptive learning. These criteria reflect both relational and strategic aspects of leadership, in line with COVID-19-specific public health governance needs (WHO, 2020). Each leader’s approach is judged not only by policy outcomes, but also by their impact on trust, system resilience, and population compliance.

Table 2: Leadership Behaviours Mapped to Pandemic Outcomes
	Criteria
	Salvador Illa (Spain)
	Chung Sye-kyun (South Korea)
	Justin Trudeau (Canada)

	Clarity of Purpose
	Initially vague; improved with vaccine rollout (Alemán et al., 2021)
	Clear central goals, rapid action (Kim & Lee, 2020)
	Unified national purpose, but delivery fragmented (Wilson & Lazar, 2021)

	Transparency
	Mixed; under-communicated early risks (Hernández-Quevedo et al., 2021)
	High, enabled trust and data sharing (Lee & Lee, 2020)
	Regular briefings, transparent on limits (Flood et al., 2021)

	Empathy
	Moderate; emphasised national unity during second wave
	Strong; framed interventions with social responsibility (Park et al., 2021)
	Strong; addressed public with compassion and unity (Brown, 2021)

	Coordination
	Initially weak across Autonomous Communities
	Strong inter-ministerial coordination (KDCA-led)
	Coordination hindered by federal structure (Atkinson, 2022)

	Evidence Use
	Improved with vaccination phase
	High; guided by epidemiological data
	Variable; national guidance sometimes ignored provincially

	Stakeholder Alignment
	Weak inter-regional cohesion
	Strong multi-sector alignment
	Moderate; provinces varied in compliance (Wilson, 2022)

	Adaptive Learning
	Demonstrated improvement in rollout phase
	High; response evolved with outbreak stages
	Moderate; fiscal response adapted, structural reforms slower



3.2 Spain – Minister of Health Salvador Illa 
Salvador Illa, as Spain’s Minister of Health during the initial and most critical phases of the COVID-19 pandemic, operated within a fragmented and politically tense governance context. Spain’s health system is highly decentralised, with its 17 Autonomous Communities holding substantial authority over healthcare planning and delivery. This structure complicated coordination and accountability, and it significantly shaped Illa’s leadership opportunities and constraints. Early in the pandemic, Illa’s leadership was marked by delayed public communication and a downplaying of the risk. On 30 January 2020, he asserted, “we do not minimise anything… the system is prepared to confront the situation,” even as other countries were escalating containment efforts (ECDC, 2020). This reflects a failure in the sensemaking component of crisis leadership (Boin et al., 2013), where leaders must interpret signals and communicate risk in a timely manner. His underestimation of threat levels contributed to the narrative of “too little, too late,” a refrain echoed by media and scholars (Hernández-Quevedo et al., 2021).

From a transformational leadership perspective, Illa struggled to generate a unifying vision early on. With conflicting messages from central and regional governments, public trust declined. This fragmentation stemmed in part from weak intergovernmental coordination mechanisms that were not robustly activated until mid-March 2020, when the Spanish government declared a state of alarm and re-centralised powers (Alemán et al., 2021). Illa’s approach thus transitioned into a more transactional mode—enforcing emergency powers, issuing national decrees, and centralising procurement—rather than inspiring collective action. Despite these initial shortcomings, Illa's leadership became more effective during the vaccination phase. He presided over one of the most successful rollouts in Europe, attributed to a centralised strategy, strong primary care infrastructure, and streamlined logistics (Domínguez et al., 2022). His coordination of procurement and distribution across regions improved significantly. This shift aligns more closely with adaptive leadership, as he demonstrated learning from early failures, shifted strategy, and restructured delivery mechanisms in real-time.

Empathy and public engagement were less central to Illa’s leadership style. Compared to Trudeau’s emotive appeals or Chung’s inclusive messaging, Illa maintained a bureaucratic, technocratic tone. However, during the second wave, he showed greater engagement with regional leaders and acknowledged public fatigue, indicating some capacity for adaptive learning (OECD, 2021). In conclusion, Salvador Illa’s leadership reflects the challenges of navigating a decentralised system during crisis. His early performance was hindered by fragmented authority, limited sensemaking, and poor coordination. Yet, his stewardship of the vaccination campaign reveals the potential for adaptive leadership once clarity of purpose, central mechanisms, and evidence-based strategies are embraced. His case demonstrates how leadership can evolve over time and be both constrained and enabled by system design.

3.3 South Korea – Prime Minister Chung Sye-kyun 
Prime Minister Chung Sye-kyun’s leadership during the COVID-19 pandemic exemplified the strength of decisive, transparent, and coordinated action within a centralised health governance structure. Chung adopted a leadership style rooted in crisis communication, adaptive governance, and distributed institutional collaboration, achieving widespread recognition both domestically and internationally (Kim & Lee, 2020). Chung’s emphasis on transparency, respect, and openness created a foundation for legitimacy and public compliance. From the onset, his government provided daily briefings, openly shared epidemiological data, and acknowledged uncertainties—an approach aligned with the principles of sensemaking and trust-building (Boin et al., 2013). This openness enhanced credibility and allowed the government to justify intrusive measures such as digital contact tracing and movement restrictions.

The South Korean response was heavily coordinated through the Korea Disease Control and Prevention Agency (KDCA), which operated under Chung’s political leadership. His role was not to micromanage, but to mobilise institutions and remove bureaucratic obstacles—an example of adaptive and distributed leadership. By empowering experts and enabling cross-ministerial collaboration, Chung ensured a fast, data-driven response. The synergy between political leadership and technical agencies facilitated swift implementation of the "3T" strategy: testing, tracing, and treatment (Park et al., 2021). Chung's communication style integrated transformational elements, such as appealing to civic duty and national pride. His public addresses regularly invoked collective responsibility, which strengthened compliance and social solidarity. At the same time, transactional elements were embedded in enforcement structures, including fines for quarantine breaches and restrictions on high-risk venues. The blend of moral appeal and structured enforcement ensured that public health mandates were both persuasive and actionable.

However, Chung’s leadership was not without controversy. The extensive use of digital surveillance tools raised concerns about civil liberties and privacy. Although public opinion largely supported these measures during the crisis, scholars have warned about normalising surveillance beyond the pandemic (Kang & Park, 2021). This reflects one of the trade-offs inherent in crisis leadership—balancing rights with protection. Chung managed these tensions by embedding transparency and legal oversight into the surveillance infrastructure, mitigating concerns, and enhancing public trust. His approach also demonstrated learning and flexibility. For instance, as fatigue set in and cases surged in late 2020, policies were recalibrated to target high-risk areas rather than imposing blanket lockdowns. This responsiveness, grounded in data and informed by stakeholder feedback, exemplifies adaptive leadership (Heifetz et al., 2009). Chung’s leadership showcases how strong central political leadership can harmonise with institutional expertise and public trust to manage a complex health crisis. His ability to coordinate agencies, communicate transparently, and balance ethical concerns contributed to South Korea’s relatively low death rates and high levels of compliance.

3.4 Canada – Prime Minister Justin Trudeau 
Justin Trudeau’s leadership during the COVID-19 pandemic was shaped by the realities of Canada’s federal political system, where provinces and territories hold primary responsibility for healthcare delivery and public health. In this context, Trudeau adopted a unifying, facilitative leadership style, characterised by empathetic communication, fiscal mobilisation, and support for provincial autonomy. His approach aligns with key principles of transformational and adaptive leadership, though structural constraints often limited direct impact on health system performance. Trudeau’s daily briefings in 2020 were marked by empathy, inclusiveness, and personal appeals to Canadians. He openly acknowledged uncertainties, urged citizens to “listen to science,” and tailored messaging to diverse communities, including Indigenous populations (Brown, 2021). His tone reflected transformational leadership, aiming to instil trust and collective responsibility during a time of national anxiety.

Given his limited jurisdiction over healthcare, Trudeau focused on coordinating from the centre. The federal government implemented fiscal interventions such as the Canada Emergency Response Benefit (CERB) and supported provinces with funds for PPE, testing, and later, vaccination logistics (Atkinson, 2022). These actions demonstrated adaptive leadership, particularly in responding to evolving social and economic needs. Trudeau’s government also took the lead in vaccine procurement, entering into advance purchase agreements with multiple suppliers. This centralised procurement was crucial in ensuring equitable supply across provinces. However, the delivery of vaccines, prioritisation strategies, and communication fell under provincial jurisdiction, leading to fragmented experiences across the country (Flood et al., 2021). While Trudeau urged consistency and provided guidance through the Public Health Agency of Canada, enforcement remained weak due to constitutional limits.

Coordination challenges were evident in the lack of unified messaging. Provinces diverged on school closures, mask mandates, and lockdown timelines. Trudeau’s leadership sought to “nudge” rather than compel, which reflects distributed leadership—appropriate for federal contexts, but less effective in rapidly evolving crises (Wilson, 2022). His hands-off approach on contentious issues, such as vaccine mandates, drew criticism from those seeking more decisive national coordination. Nonetheless, Trudeau’s leadership was not static. As new variants emerged, his government adjusted border controls, increased fiscal transfers, and collaborated with provinces on booster campaigns. These shifts illustrate learning and adaptation, even within limited authority. Importantly, Trudeau’s consistent empathy and transparency maintained public trust, which is essential in a health crisis. Trudeau’s leadership was constrained by federalism but characterised by emotional intelligence, fiscal responsiveness, and coalition-building. His experience underscores the importance of leadership-system fit, where alignment between style and governance structure determines effectiveness.

3.5 Comparative Synthesis: Leadership–System Fit 
The comparative analysis of leadership in Spain, South Korea, and Canada underscores the importance of contingency—effective leadership depends on the alignment between leadership style and the governance system in place. In centralised systems like South Korea, directive, coordinated, and transparent leadership proved highly effective. Chung’s integration of political authority with institutional expertise ensured speed and coherence. Conversely, in decentralised systems like Canada and Spain, leadership required more emphasis on stakeholder alignment, communication, and facilitation.

Trudeau’s facilitative leadership aligned well with federalism but struggled to produce nationally consistent outcomes. Illa’s shift from decentralised ambiguity to centralised vaccine control reveals how adaptation can improve performance, albeit delayed. Thus, leadership in decentralised contexts must focus on distributed coordination, communication architecture, and trust-building to mitigate fragmentation.

Three transferable lessons emerge: first, institutional trust and transparency underpin public compliance; second, clear and consistent communication architecture is essential in fragmented systems; and third, adaptive learning loops, where policy evolves based on real-time feedback, enhance long-term resilience. Future pandemic preparedness must account not only for technical capacity but also for leadership strategies that match system dynamics and societal expectations.

4. Conclusion 
This report has critically examined how variations in health system organisation and leadership styles influenced the COVID-19 pandemic response in Spain, South Korea, and Canada. It revealed that governance structures—whether centralised or decentralised—profoundly shaped decision-making speed, coordination capacity, and policy coherence. Spain’s initial fragmented response was hampered by decentralised authority but improved through later centralised vaccination efforts. South Korea’s centralised, highly coordinated model allowed for rapid implementation of testing and containment strategies, reflecting the advantages of institutional preparedness and political alignment. In contrast, Canada’s federal structure enabled locally tailored responses but struggled with consistent national messaging and coordination.

From a leadership perspective, Prime Minister Chung’s proactive, transparent, and collaborative approach fostered institutional trust and effective system mobilisation. Minister Illa’s leadership evolved from reactive to adaptive, illustrating the value of learning loops in crisis contexts. Prime Minister Trudeau’s empathetic, unifying style supported public trust and intergovernmental support, though structural limitations constrained central control. The interplay between leadership and system architecture underscores the need for fit-for-purpose leadership in crisis governance. Future pandemic preparedness requires investing in adaptive systems, transparent communication channels, and leadership development tailored to political structures. Ultimately, resilient health systems depend not just on institutions, but on the leadership that activates and aligns them.
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