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[bookmark: _Toc216684741]1. Introduction 
The COVID-19 pandemic prompted governments across the world to implement unique public health strategies shaped by their existing healthcare structures, governance models, and leadership styles (DeSalvo et al, 2021). This report compares the pandemic response in Spain, South Korea, and Canada, focusing on how their healthcare systems influenced decision-making, implementation of public health measures, and vaccination rollouts. Each of the three countries represents a distinct health governance model: Spain with its nationally funded but regionally administered system; South Korea with a highly centralised and technologically integrated healthcare administration; and Canada with a decentralised provincial delivery system under national guidance (Ohrling et al, 2022). The report further examines how these differences impacted testing strategies, contact tracing, public communication, and overall pandemic preparedness. Through comparison, the report highlights how the governance structure either facilitated or challenged timely and coordinated action during a global health crisis.
Centralisation and decentralisation are key concepts in understanding the variation in COVID-19 responses (Ohrling et al, 2022). A centralised health system concentrates decision-making and resource allocation under a single governing authority, often enabling unified policies and rapid national coordination (Khatri et al, 2025). In contrast, a decentralised system distributes authority across multiple regional or local bodies, which can allow tailored responses but may slow national standardisation (As-Siddiqi and El-Bukhary, 2025). Leadership style also played a crucial role in pandemic management. Approaches such as authoritative, collaborative, and science-driven leadership significantly shaped public compliance, communication strategies, and trust in government decisions (Olkowicz et al, 2022). By analysing these three countries, the discussion aims to illustrate how organisational structure and leadership approaches contributed to successes and challenges in managing the COVID-19 crisis.
[bookmark: _Toc216684742]2. Critical Analysis of each country's Centralised/Decentralised approaches to the pandemic
[bookmark: _Toc216684743]2.1 Spain
[bookmark: _Toc216684744]2.1.1 Overview of Spain’s Healthcare System and COVID-19 Response 
Spain operates a universal public healthcare system known as the National Health System (Sistema Nacional de Salud – SNS), primarily funded through taxation and administered through its 17 autonomous regional governments (Carta et al, 2023). Although policy direction and resource allocation originate from the central government, day-to-day operations and strategic health planning depend heavily on the regional authorities (Goberna-Tricas et al, 2021). This decentralised structure is designed to allow responsiveness to local population needs, but during the COVID-19 pandemic, it became an important factor influencing coordination, decision-making capacity, and the speed of response across the country (Ruiz-Hornillos et al, 2021).
When the pandemic emerged in early 2020, Spain experienced one of the earliest and most severe outbreaks in Europe (Biernacki, 2025). The government responded by temporarily re-centralising health governance through a national state of emergency, giving the Ministry of Health exclusive authority over public health decision-making, hospital coordination, and procurement of equipment such as ventilators, PPE, and testing kits (Goberna-Tricas et al, 2021). This centralisation aimed to ensure national consistency and prevent competition between regions for scarce medical supplies (Ruiz-Hornillos et al, 2021). Spain implemented strict nationwide lockdowns, suspended non-essential services, expanded testing capacity, and mobilised the military and private healthcare facilities (Carta et al, 2023).
However, as infection control improved, governance gradually shifted back to a decentralised mode (Biernacki, 2025). Regions were allowed to manage reopening stages, adjust health measures, and coordinate vaccination strategies based on local epidemiological data (Ruiz-Hornillos et al, 2021). This alternating pattern between centralised and decentralised control became a defining feature of Spain’s systems approach during the pandemic response, demonstrating both flexibility and structural tension across jurisdictions (Ruiz-Hornillos et al, 2021).
[bookmark: _Toc216684745]2.1.2 Advantages of Spain’s Systems Approach 
One of the key advantages of Spain’s approach was the temporary centralisation of decision-making during the first wave (Goberna-Tricas et al, 2021). This move enabled rapid national action and avoided fragmented responses that could have resulted from regional variation (Goberna-Tricas et al, 2021). Centralised procurement allowed healthcare facilities to share resources more equitably and prevented internal market competition for essential supplies during a period of acute scarcity (Ruiz-Hornillos et al, 2021). The central government’s enforcement of a national lockdown ensured a consistent and strict containment strategy, which likely contributed to the reduction of transmission rates after the initial surge (Carta et al, 2023).
Another strength was the flexibility of the system to later return to decentralisation. After the initial emergency phase, devolving authority back to regional governments made it possible to adjust restrictions and resource allocation based on local epidemiology rather than applying uniform measures across the country (Carta et al, 2023). Regions with lower case numbers could reopen earlier, reducing unnecessary economic strain (Biernacki, 2025). The decentralised vaccination rollout also demonstrated efficiency; some regional health authorities used digital health infrastructure and established community-based vaccination centres, which increased accessibility and encouraged rapid uptake (Goberna-Tricas et al, 2021).
Spain’s hybrid approach also fostered coordination between public and private healthcare sectors (Goberna-Tricas et al, 2021). During the peak of the pandemic, the government temporarily integrated private hospitals into the national emergency response network, increasing bed capacity and reducing pressure on public hospitals (Carta et al, 2023). The country also strengthened community care and primary healthcare coordination, supporting home-based monitoring for mild cases and reducing hospital overload (Ruiz-Hornillos et al, 2021).
[bookmark: _Toc216684746]2.1.3 Disadvantages and Challenges of the Approach 
Despite notable strengths, Spain’s response faced critical challenges linked to its governance structure. The sudden shift to centralisation revealed gaps in communication and coordination between the national government and regions (Biernacki, 2025). Some regional authorities perceived the temporary central takeover as politically intrusive, resulting in disagreements and delays in implementing unified measures (Goberna-Tricas et al, 2021). The restructuring of authority also exposed pre-existing fragmentation in data systems, as regional reporting formats were inconsistent, making national surveillance and case tracking initially difficult (Carta et al, 2023).
Another disadvantage was the uneven capacity of regional health systems. Although decentralisation allows tailoring of health policy, it also means that resource distribution, staffing capacity, and digital health infrastructure vary across regions (Ruiz-Hornillos et al, 2021). Some areas struggled with insufficient intensive care capacity, slow adoption of digital contact tracing tools, and limited stockpiles of emergency supplies (Ruiz-Hornillos et al, 2021). These disparities contributed to inconsistency in outbreak control measures and unequal population health outcomes (Carta et al, 2023).
Public communication also became fragmented as responsibilities moved between central and regional governments. Conflicting messaging around restrictions, mask mandates, and reopening timelines occasionally resulted in public confusion and reduced trust in authorities (Ruiz-Hornillos et al, 2021). As the pandemic progressed, debates over responsibility for failures led to political tension, particularly during later infection waves (Goberna-Tricas et al, 2021). Finally, although Spain successfully implemented vaccination, the initial vaccine rollout faced delays due to the complexity of coordinating regional logistics (Biernacki, 2025). These challenges demonstrated that while decentralisation can offer flexibility, it also requires strong intergovernmental coordination mechanisms, something Spain had to develop reactively rather than proactively during the pandemic (Goberna-Tricas et al, 2021).
[bookmark: _Toc216684747]2.2 South Korea
[bookmark: _Toc216684748]2.2.1 Overview of South Korea’s Healthcare System and COVID-19 Response 
South Korea operates a universal healthcare system funded through a compulsory National Health Insurance (NHI) model (Chang et al, 2023). The system is overseen by the central government, particularly the Ministry of Health and Welfare, but healthcare delivery involves both public and private providers (Park et al, 2023). The Korean healthcare system is highly technologically integrated, with advanced digital health infrastructure, electronic health records, and nationalised data surveillance systems. This level of integration played a crucial role in shaping the country’s response to COVID-19 (Choi and Kim, 2024).
South Korea’s approach to the pandemic was characterised by rapid mobilisation, extensive testing, and proactive contact tracing rather than full nationwide lockdowns (Choi and Kim, 2024). Learning from the 2015 MERS outbreak, South Korea already had legal frameworks in place allowing the government to access mobile data, CCTV footage, and financial transaction records for public health monitoring (Chang et al, 2023). As a result, when COVID-19 emerged, the government swiftly implemented a nationwide testing strategy, including drive-through and mobile testing clinics  (Chung and Yi, 2021).
The response was predominantly centralised, with national authorities coordinating testing protocols, vaccine procurement, public communication and border controls (Park et al, 2023). However, aspects of health service delivery, including hospital capacity management and quarantine measures, were involved with regional and local authorities (Chung and Yi, 2021). The national alert system ensured that citizens received real-time updates on local outbreaks through mobile notifications, enabling targeted rather than broad restrictions (Chang et al, 2023). South Korea’s early and coordinated response led to relatively low mortality rates compared to many Western countries, without imposing large-scale or prolonged lockdowns. The integration of central authority with local responsiveness became a defining feature of its systems approach (Choi and Kim, 2024).
[bookmark: _Toc216684749]2.2.2 Advantages of South Korea’s Systems Approach 
One clear advantage of South Korea’s approach was the strength of its centralised governance structure in emergency response (Choi and Kim, 2024). Centralised coordination helped ensure standardised testing procedures, rapid dissemination of public health guidance, and nationally aligned case management protocols (Chang et al, 2023). The government’s ability to synchronise decision-making across sectors, including immigration, technology, healthcare, and law enforcement, enabled a rapid and highly organised response. This level of central authority helped prevent confusion and ensured consistency in communication and implementation (Park et al, 2023).
Another major advantage was the country’s investment in digital public health infrastructure (Chung and Yi, 2021). The use of technology for contact tracing, case investigation, and surveillance enabled authorities to respond rapidly to outbreaks, identify transmission chains, and isolate high-risk individuals before wider spread occurred (Park et al, 2023). This approach reduced the need for widespread lockdowns and allowed South Korea to maintain economic and social continuity throughout much of the pandemic(Chang et al, 2023).
Decentralised components of the response also offered benefits. Local governments had autonomy to operate temporary treatment centres, deploy resources, and tailor interventions based on regional case patterns (Chung and Yi, 2021). Hospitals coordinated regionally, ensuring that bed capacity could be shared and reallocated efficiently (Chang et al, 2023). Community engagement and public compliance were further strengthened by transparent communication, which cultivated a sense of collective responsibility (Chung and Yi, 2021). Additionally, partnerships between government, research institutions, and private companies accelerated the development and approval of testing kits early in the pandemic (Park et al, 2023). This collaboration supported large-scale testing capacity at a time when most countries were struggling to meet demand. Overall, South Korea’s hybrid model demonstrated the value of centralised leadership supported by local operational flexibility (Chang et al, 2023).
[bookmark: _Toc216684750]2.2.3 Disadvantages and Challenges of the Approach 
Despite its success, South Korea’s systems approach also presented notable challenges. One of the most frequently debated issues was the extensive data surveillance used for contact tracing. While effective, it raised ethical concerns about privacy and civil liberties (Chang et al, 2023). The reliance on digital monitoring required public acceptance and trust, and although compliance remained high, the approach sparked ongoing discussion about the balance between public safety and individual rights (Park et al, 2023).
Another challenge was the uneven strain placed on healthcare resources during peak waves (Choi and Kim, 2024). While the highly centralised system ensured coordinated policies, regional healthcare facilities occasionally struggled with surges in cases, particularly in densely populated urban areas (Chang et al, 2023). At times, there were delays in hospital admissions for patients with mild to moderate symptoms due to prioritisation of severe cases. The initial vaccine rollout also faced delays, partly due to reliance on global vaccine supply chains and cautious approval processes (Park et al, 2023).
Regions with fewer resources or less developed technology infrastructure sometimes find it difficult to implement advanced tracking and digital reporting systems at the same pace as major cities (Chang et al, 2023). This highlighted disparities within the system despite strong national coordination. Additionally, centralised decision-making occasionally led to limited flexibility for local adjustments when conditions changed rapidly (Park et al, 2023). Finally, although South Korea avoided prolonged lockdowns, targeted restrictions still had economic and social impacts, particularly on small businesses and vulnerable populations (Chung and Yi, 2021). These disadvantages demonstrated that while centralised coordination and digital infrastructure contributed significantly to the country’s success, they also created ethical, logistical, and operational challenges that required ongoing management and public trust (Choi and Kim, 2024).
[bookmark: _Toc216684751]2.3 Canada
[bookmark: _Toc216684752]2.3.1 Overview of Canada’s Healthcare System and COVID-19 Response 
Canada operates a publicly funded and largely decentralised healthcare system known as Medicare. While the federal government provides broad policy direction, funding frameworks, regulatory oversight and border control, healthcare delivery is the responsibility of the provinces and territories (Chung et al, 2022). Each jurisdiction manages hospitals, public health agencies, vaccination programmes and emergency responses independently (Hodwitz et al, 2024). Although the system ensures universal access to care, there are notable differences between regions in digital health capacity, public health infrastructure, and readiness for emergencies (Taylor and Tremblay, 2022). As a result, Canada entered the COVID-19 pandemic with significant regional variation in preparedness and response capabilities (Hodwitz et al, 2024).
When COVID-19 emerged, Canada adopted a multi-layered system response. The Public Health Agency of Canada coordinated national guidance, travel restrictions and emergency procurement, while provinces implemented lockdowns, testing programmes, school closures and vaccine distribution strategies (Lukac et al, 2025). During the early stages, provinces and territories established their own public health regulations based on local epidemiological data (Hodwitz et al, 2024). Over time, agreements between federal and provincial governments increased coordination around vaccine procurement, surveillance reporting and risk communication (Hodwitz et al, 2024). 
Canada’s response was therefore not strictly centralised or decentralised but rather a dynamic model in which coordination evolved as the scale of the pandemic intensified (Taylor and Tremblay, 2022). The federal government secured vaccines centrally and distributed them to provinces, where regional rollout strategies reflected local priorities and logistical capacity (Lukac et al, 2025). Canada’s governance structure, therefore, played a key role in shaping the consistency, timing and effectiveness of COVID-19 mitigation measures across the country (Lukac et al, 2025).
[bookmark: _Toc216684753]2.3.2 Advantages of Canada’s Systems Approach 
A major advantage of Canada’s decentralised approach was the ability of provinces and territories to tailor public health interventions to local circumstances (Lukac et al, 2025). Regions with lower infection rates were able to reopen more quickly and adjust restrictions more gradually, whereas heavily impacted provinces could take stricter measures to control the spread (Chung et al, 2022). This flexibility enabled a more context-specific response rather than a unified national mandate that may not have suited diverse regional realities (Taylor and Tremblay, 2022). Local autonomy also allowed jurisdictions to experiment and implement innovative strategies, such as community-based testing centres, remote Indigenous community protection measures and region-specific vaccination prioritisation (Hodwitz et al, 2024).
Another advantage emerged from the areas where central coordination was used strategically (Taylor and Tremblay, 2022). The federal government’s central procurement of vaccines, personal protective equipment and border control measures helped ensure equitable distribution across all provinces and avoided internal competition for scarce supplies (Taylor and Tremblay, 2022). This central strategy meant Canada was able to secure a diverse vaccine portfolio early compared with many other nations (Chung et al, 2022). 
Additionally, national scientific advisory bodies provided unified public health messaging frameworks and evolving evidence-based guidelines (Lukac et al, 2025). Although implementation differed between regions, the presence of central oversight supported some degree of consistency and prevented fragmentation of critical national messaging (Hodwitz et al, 2024). The combination of decentralised implementation and selective central coordination, therefore, provided both flexibility and structural support during the most critical phases of the pandemic (Lukac et al, 2025).
[bookmark: _Toc216684754]2.3.3 Disadvantages and Challenges of the Approach 
Despite advantages, Canada’s decentralised structure also created notable challenges. In the early stages of the pandemic, the lack of uniform coordination resulted in a patchwork of provincial strategies, inconsistent testing criteria and varying public health restrictions (Chung et al, 2022). This inconsistency sometimes contributed to public confusion and reduced compliance (Lukac et al, 2025). Delays in sharing epidemiological data and differing reporting standards across provinces also slowed the development of a unified national surveillance strategy (Chung et al, 2022). The uneven digital infrastructure for public health reporting, particularly in long-term care and rural areas, further constrained timely decision-making. These issues highlighted structural weaknesses in national emergency preparedness (Hodwitz et al, 2024).
The decentralised vaccination rollout demonstrated similar difficulties. Although vaccine procurement was centralised, the timing and organisation of vaccination differed significantly between jurisdictions (Hodwitz et al, 2024). Some provinces faced slower rollouts due to logistical challenges, staffing shortages and delays in prioritisation frameworks (Lukac et al, 2025). The pandemic also exposed systemic vulnerabilities in long-term care facilities, where fragmented oversight contributed to disproportionately high mortality rates (Chung et al, 2022). Communication inconsistencies among federal, provincial and municipal authorities occasionally undermined public trust and complicated adherence to evolving health measures (Lukac et al, 2025). In essence, while decentralisation offered flexibility, the absence of strong pre-existing intergovernmental coordination mechanisms created delays, duplication and uneven health outcomes (Taylor and Tremblay, 2022). The Canadian experience demonstrated that without robust national integration frameworks, decentralised systems may struggle to maintain coherence during fast-moving public health emergencies (Chung et al, 2022).


[bookmark: _Toc216684755]3. Critical Analysis of the Leadership Styles taken in each Country 
[bookmark: _Toc216684756]3.1 Leadership Styles in Spain
Spain’s response to the COVID-19 pandemic was primarily shaped by the leadership of Prime Minister Pedro Sánchez, whose approach combined centralised crisis leadership, expert-led decision-making, and elements of collaborative governance (Mira et al, 2021). During the initial outbreak, Sánchez adopted a predominantly authoritative and directive leadership style, characterised by decisive action and the use of emergency powers (Drylie-Carey et al, 2020). This approach aligned with crisis leadership theory, which emphasises swift decision-making and clear command structures during periods of high uncertainty (Fos et al, 2021). The declaration of a national state of emergency allowed the central government to temporarily override regional autonomy, reflecting a strong top-down leadership model aimed at achieving rapid national coordination (Mira et al, 2021).
Alongside this directive stance, Spain’s leadership also incorporated a technocratic and evidence-based approach. Scientific advisors and public health experts were positioned prominently in public briefings, reinforcing the perception that policy decisions were guided by epidemiological data rather than political ideology (Waylen, 2020). Daily press conferences and regular televised addresses were used to communicate risk and justify restrictions, a strategy aimed at building public trust and compliance (Drylie-Carey et al, 2020). However, the leadership style was not exclusively centralised; as the crisis evolved, Sánchez increasingly adopted a collaborative leadership approach, engaging regional leaders in decision-making processes related to reopening and vaccination strategies. This shift reflected an attempt to balance national authority with Spain’s decentralised political culture (Mira et al, 2021).
[bookmark: _Toc216684757]3.1.1 Advantages of Spain’s Leadership Style 
One of the key advantages of Spain’s leadership approach was its ability to deliver decisive action during the early stages of the pandemic. The authoritative leadership style enabled the rapid implementation of strict lockdown measures, which helped to curb transmission following the initial surge in cases (Mira et al, 2021). Centralised decision-making reduced policy fragmentation and ensured consistency in public health messaging at a time when clarity and urgency were essential (Drylie-Carey et al, 2020). This aligns with leadership theories that highlight the effectiveness of directive leadership in emergency contexts where delayed action can result in significant harm (Fos et al, 2021).
Another advantage was the emphasis on expert-led and transparent communication. By foregrounding scientific advisors and health officials, the Spanish government reinforced the credibility of its decisions and framed restrictions as evidence-based rather than politically motivated (Waylen, 2020). Regular communication fostered a sense of collective responsibility and encouraged public compliance (Waylen, 2020). Additionally, the later transition to a more collaborative leadership style helped restore relationships with regional governments, allowing policies to be adapted to local conditions. This adaptability demonstrated learning and responsiveness, which are essential qualities in prolonged crisis leadership (Drylie-Carey et al, 2020).
[bookmark: _Toc216684758]3.1.2 Disadvantages and Limitations of Spain’s Leadership Style 
Despite these strengths, Spain’s leadership approach also revealed significant weaknesses. The heavy reliance on authoritative leadership during the early phase generated political tension, particularly with regional governments that viewed the suspension of autonomy as excessive (Drylie-Carey et al, 2020). This created resistance and undermined cooperation in some areas, highlighting the limitations of top-down leadership in a highly decentralised political system. Crisis leadership literature suggests that over-centralisation can weaken stakeholder engagement, which became evident as the pandemic progressed (Mira et al, 2021).
Another major limitation was inconsistent communication as leadership style shifted over time. While early messaging was centralised and clear, later phases saw mixed signals between national and regional leaders regarding restrictions and reopening timelines. This inconsistency contributed to public confusion and reduced trust in political leadership (Drylie-Carey et al, 2020). Furthermore, the perceived politicisation of some decisions weakened public confidence, particularly during later waves of infection (Fos et al, 2021). These challenges demonstrate that while authoritative leadership can be effective in the short term, sustaining legitimacy and cohesion requires ongoing collaboration, clarity, and alignment across governance levels (Waylen, 2020).
[bookmark: _Toc216684759]3.2 Leadership Styles in South Korea
South Korea’s response to the COVID-19 pandemic was led by President Moon Jae-in and reflected a leadership style best described as technocratic, adaptive, and strongly evidence-based, supported by decisive central coordination (Chang, 2023). Drawing on lessons learned from the 2015 MERS outbreak, Moon’s leadership prioritised preparedness, transparency, and institutional learning (Lee, 2020). Rather than relying on coercive lockdowns, the government adopted a problem-solving and systems-oriented leadership approach, focusing on early intervention through testing, tracing, and isolation (Chang, 2023). This aligns with transformational and adaptive leadership theories, which emphasise innovation, responsiveness, and learning in complex environments (Anttiroiko, 2021).
A defining feature of South Korea’s leadership style was the delegation of operational authority to expert institutions, particularly the Korea Disease Control and Prevention Agency (Choi and Powers, 2021). Political leadership remained visible but avoided dominating technical decision-making, allowing public health experts to lead communication and policy justification (Lee, 2020). Daily briefings provided consistent, data-driven updates, reinforcing public trust and legitimising government interventions (Anttiroiko, 2021). This approach reflected a collaborative leadership model, where leadership responsibility was shared across government agencies, local authorities, and private sector partners (Chang, 2023).
While the overall strategy was centrally coordinated, Moon’s leadership also allowed for localised implementation, enabling municipal governments to respond quickly to outbreaks (Choi and Powers, 2021). This balance between strong central direction and decentralised execution reduced fragmentation while preserving flexibility. The leadership style remained stable throughout the pandemic, avoiding abrupt policy reversals and maintaining public confidence (Chang, 2023).
[bookmark: _Toc216684760]3.2.1 Advantages of South Korea’s Leadership Style 
One of the most significant advantages of South Korea’s leadership approach was its strong reliance on scientific expertise and institutional authority (Lee, 2020). By placing public health agencies at the centre of decision-making and communication, political leadership enhanced credibility and reduced the perception of political interference (Choi and Powers, 2021). This encouraged high levels of public compliance with testing, isolation, and contact tracing measures. Leadership theories emphasise that trust and legitimacy are critical during crises, and South Korea’s transparent, evidence-based communication helped maintain these elements (Chang, 2023).
Another advantage was the adaptive and anticipatory nature of leadership. Rather than reacting to rising case numbers, leadership focused on early detection and prevention, allowing the country to control outbreaks without prolonged lockdowns (Lee, 2020). Collaboration with private technology firms enabled the rapid development of testing capacity and digital tracing tools, reflecting innovative and network-based leadership. The calm and consistent tone adopted by political leaders also helped reduce public anxiety and foster collective responsibility (Chang, 2023). This leadership style demonstrated that decisiveness does not require authoritarianism and that effective crisis leadership can balance control with public engagement (Choi and Powers, 2021).
[bookmark: _Toc216684761]3.2.2 Disadvantages and Limitations of South Korea’s Leadership Style 
Despite its overall success, South Korea’s leadership style was not without limitations. A major concern related to the ethical implications of extensive surveillance measures endorsed by leadership (Lee, 2020). The use of personal data for contact tracing raised concerns about privacy and civil liberties, particularly among vulnerable groups. Although public trust remained relatively high, this approach depended heavily on societal acceptance and could be difficult to sustain in contexts with lower institutional trust (Lee, 2020).
Another limitation was the high dependence on public compliance and technological infrastructure (Choi and Powers, 2021). The effectiveness of leadership decisions relied on citizens’ willingness to cooperate and their access to digital tools. This potentially disadvantages older populations or marginalised groups less familiar with technology (Anttiroiko, 2021). Additionally, the strong central reliance on expert agencies occasionally limited political accountability, as responsibility for unpopular decisions was perceived as diffuse (Chang, 2023).
Finally, while leadership avoided lockdowns, the economic burden of targeted restrictions disproportionately affected small businesses and self-employed individuals (Anttiroiko, 2021). Leadership responses to these socio-economic impacts were sometimes perceived as secondary to public health priorities (Chang, 2023). These challenges illustrate that even highly effective, evidence-driven leadership must continuously balance ethical considerations, equity, and long-term societal impact (Choi and Powers, 2021).
[bookmark: _Toc216684762]3.3 Leadership Styles in Canada 
Canada’s response to the COVID-19 pandemic was shaped by the leadership of Prime Minister Justin Trudeau at the federal level, alongside provincial premiers who exercised significant authority over public health (Osti et al, 2023). Trudeau’s leadership style can be characterised as collaborative, empathetic, and consensus-oriented, reflecting Canada’s federal governance structure (Erhan and Sıvış, 2023). Rather than adopting a directive or authoritarian approach, federal leadership focused on coordination, communication, and support, while respecting provincial jurisdiction over healthcare delivery (Osti et al, 2023). This aligns closely with participative and distributed leadership theories, where authority is shared, and collective decision-making is prioritised (Gautier et al, 2023).
Throughout the pandemic, Trudeau emphasised empathy and reassurance in public communication, regularly addressing the nation with messages that acknowledged uncertainty and the social impact of restrictions (Boily and Brink, 2025). Scientific expertise played a visible role, with public health officials frequently accompanying political leaders during briefings (Fortier-Chouinard and Duval, 2025). However, unlike South Korea, expert advice was often filtered through political negotiation across federal and provincial levels. Leadership was therefore less about command and more about facilitation, negotiation, and alignment (Osti et al, 2023).
This decentralised leadership environment resulted in varied leadership styles across provinces, ranging from cautious and risk-averse to more economically focused approaches (Osti et al, 2023). Federal leadership sought to unify these differences through national guidance, financial support, and vaccine procurement, rather than enforcement (Boily and Brink, 2025). The leadership approach remained consistent throughout the pandemic, prioritising cooperation and respect for democratic norms (Gautier et al, 2023). While this style supported legitimacy and public trust, it also revealed structural constraints on decisive national leadership during fast-moving phases of the crisis (Erhan and Sıvış, 2023).
[bookmark: _Toc216684763]3.3.1 Advantages of Canada’s Leadership Style 
One of the primary advantages of Canada’s leadership approach was its emphasis on empathy, transparency, and public trust. Regular communication and visible concern for citizens’ well-being helped foster compliance with public health measures (Erhan and Sıvış, 2023). Leadership theories suggest that empathetic leadership can strengthen social cohesion during crises, and Canada’s approach contributed to relatively high levels of public trust in institutions (Osti et al, 2023).
Another advantage was the collaborative intergovernmental approach, which allowed provinces to tailor responses to local conditions. Federal leadership supported this by providing financial assistance, coordinating vaccine procurement, and offering national guidance without coercion (Gautier et al, 2023). This respect for constitutional boundaries preserved democratic legitimacy and avoided political confrontation (Boily and Brink, 2025). The decentralised leadership model also encouraged innovation at the provincial level, with some regions developing effective testing and vaccination strategies that could be adapted elsewhere. Overall, Canada’s leadership style prioritised unity, cooperation, and social responsibility (Osti et al, 2023).
[bookmark: _Toc216684764]3.3.2 Disadvantages and Limitations of Canada’s Leadership Style 
Despite these strengths, Canada’s leadership approach also presented notable limitations. The lack of a strong central authority restricted the federal government’s ability to enforce uniform public health measures, resulting in inconsistent policies across provinces (Fortier-Chouinard and Duval, 2025). This variation contributed to public confusion and uneven health outcomes. In periods of rapid case escalation, the consensus-based leadership model slowed decision-making, reducing the effectiveness of early intervention (Erhan and Sıvış, 2023).
Another significant limitation was the fragmentation of accountability. With leadership responsibilities spread across federal and provincial levels, it was often unclear who was responsible for policy failures, particularly in long-term care settings (Gautier et al, 2023). This diffusion of responsibility weakened crisis governance and delayed reforms (Boily and Brink, 2025). Furthermore, the emphasis on collaboration sometimes came at the expense of assertiveness, with leadership reluctant to challenge provincial decisions even when national coordination might have improved outcomes (Osti et al, 2023).
Finally, while empathetic leadership supported public morale, it was less effective in addressing misinformation and pandemic fatigue over time (Boily and Brink, 2025). As restrictions persisted, the absence of a clear and unified national direction undermined sustained public engagement (Fortier-Chouinard and Duval, 2025). These limitations highlight that while collaborative leadership supports legitimacy and trust, it may be less effective in fast-moving crises that require decisive and coordinated national action (Erhan and Sıvış, 2023).
[bookmark: _Toc216684765]4. Conclusion
This report has examined how differences in healthcare system organisation and leadership styles shaped the COVID-19 responses of Spain, South Korea, and Canada. The analysis demonstrated that system typology, whether more centralised or decentralised, played a critical role in determining the speed, coordination, and effectiveness of public health interventions. Spain’s hybrid model illustrated both the benefits of temporary centralisation during acute crises and the challenges of managing regional autonomy in a decentralised state. South Korea’s highly integrated and centrally coordinated system, supported by strong digital infrastructure, enabled rapid containment without prolonged lockdowns. In contrast, Canada’s decentralised federal system prioritised regional autonomy and collaboration, allowing local adaptation but resulting in policy variation and coordination challenges.
The leadership analysis further highlighted that effective pandemic management depends not only on system design but also on leadership approach. Directive and authoritative leadership proved effective in the early emergency phase, as seen in Spain, while South Korea’s technocratic and evidence-based leadership fostered public trust and sustained compliance. Canada’s collaborative and empathetic leadership supported legitimacy and social cohesion but limited decisive national action. Overall, the report underscores that no single model is universally optimal. Instead, a successful pandemic response requires adaptable leadership, strong intergovernmental coordination, clear communication, and the capacity to balance central authority with local responsiveness. These lessons are critical for strengthening health system resilience and leadership preparedness for future global health emergencies.
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