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INTRODUCTION 

 
Federal systems exist to divide power and to promote diversity, but they face circumstances that require policy 
outcomes coordinated across jurisdictions. This paper compares three relatively similar federal countries with 
similar coordination challenges regarding their emergency response to the COVID-19 pandemic. Part of a longer-
term project on multi-level policy coordination in federal systems,1 we address the question of whether federal 
systems—despite their decentralization—can still deliver sufficient coordination when the public or good policy 
demands it. The COVID emergency is an important and dramatic case, presenting a compelling test of the 
effectiveness of federal coordination. Yet, it also lays bare key differences in political culture, social 
circumstances, and evolving institutional dynamics. 
 
The COVID-19 pandemic is still in progress, but a number of characteristics of its challenge to public policy are 
already very clear. It is the most severe global pandemic in decades, likely since the 1918 influenza pandemic. 
COVID-19 presents a multi-varied public health challenge requiring coordination between international agencies, 
national governments, and sub-national entities including states or provinces and local governments. The 
response of public authorities to close borders, restrict travel, and impose lockdowns and other restrictions on 
daily life have taken a significant toll on the global economy and is having a huge impact on public finances. The 
near universal reaction of sovereign governments has been to adopt a version of lifeboat ethics, putting the 
national interest above any other. In federal systems, boundaries are key foundational institutions. Almost 
everyone living in a federal country today would be aware of where the state/provincial boundaries lie and thus 
is able to compare the impact of the pandemic in their home jurisdiction with that of their neighbours and to 
weigh their response against those across the federation.  
 
In this case study, we pose several questions and attempt some tentative answers. These include whether all 
three federations have faced the same degree of public health challenge (both within the country and as a 

 
1 Many aspects of the framework covered in the first three sections of this paper are drawn from Bakvis and Brown (2010) and 
Brown (2012, 2014). In the larger research project, comparisons are made between the three federations in how they have dealt 
with policy coordination challenges arising from three cases: health care reform, responding to the 2008 Global Financial Crisis, and 
climate change.  
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whole); whether the objectives of public policy response are the same; whether the overall systemic response 
has been effective (with a focus on required coordination and cooperation, addressing capacity issues); and how 
key similarities and differences in federal governance in the United States, Canada, and Australia have played 
out. 

 
Comparative federal research can illuminate at least four aspects of the COVID emergency. First, it is 
important to understand the precise multi-level nature of the problem and how and what different levels of 
governance can actually contribute to effective outcomes. Second, the domestic politics of pandemic 
response are rooted fundamentally in the political geography and economy of pandemic spread. In some 
cases, it is highly concentrated in certain cities and regions; in others, it is much more widespread and uniform. 
And, in all three countries, the pattern has changed already over the course of the pandemic thus far. That 
pattern has potentially a lot to say about the federal character of a country and how that shapes its response. 
Third, values and beliefs about the pandemic—and from them, policy norms and tolerances—can also differ 
significantly according to the nature of economic and social development within a country, as well as 
territorial, national, and ethnic or linguistic differences. How the COVID emergency has been framed and 
discussed within federal societies and how these differences in political culture are bridged merits exploration. 
Finally, in practical policy terms, the specifics of intergovernmental relationships matter. These include where 
legal or policy responsibility is divided or shared, what policy outcomes are required of intergovernmental 
relations, and what are some promising ways to achieve them. 
 
The rest of this paper proceeds as follows. The second section sketches a comparison of the federal design 
and dynamics, including intergovernmental relations, in Canada, Australia, and the US. The third section 
provides a brief overview of the coordination challenge posed by COVID-19 in both public administration and 
political terms. Key developments since early 2020 as the three federations have responded to the pandemic 
are detailed in the fourth section. In covering this 12-month period, initial vaccine distribution issues are 
identified, but much of the outcomes in this aspect of the pandemic are too early to assess. The paper 
concludes with a summary of the most important comparisons and lessons to be learned to date. 

 
COMPARING FEDERAL DESIGN AND PRACTICE IN THREE FEDERATIONS 
 

The response by federal countries to the COVID-19 pandemic represents a clear case of the need for coordinated 
policies and practices across governments. “Policy coordination” may be defined both as “mutual adjustment 
that causes [governments] to pursue different policies than they would have chosen had policy-making been 
unilateral” (Webb, 1995, p. 11) and as “the practice of aligning structures and activities to […] facilitate the 
likelihood of achieving horizontal objectives, to reduce overlap and duplication, and […] to ensure that 
horizontal objectives are not impeded by the actions of one or more units” (Bakvis & Juillet, 2004, p. 8).2 
 

 
2 These two definitions are drawn from international relations and within government inter-agency cooperation respectively, but, in 
our view, they are applicable to domestic intergovernmental relations as well. For a recent discussion of coordination models called 
“complex intergovernmental problems,” see Pacquet and Schertzer (2020, p. 1).      
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By design, federations are prefigured to shape policy outcomes through characteristic institutions set out in 
their original constitutions and have been amended or evolved through practice over time. Federal design 
always entails elements of divided and shared power, of decentralized administration, and of ways to bridge 
differences in need and in the capacity to respond. That said, in our sample, we see two families of federal 
systems intersecting. First are the federations whose key legislative and executive institutions are parliamentary 
(i.e., a political executive drawn from the legislature and responsible to it). Canada and Australia are both 
parliamentary: the relationship between the two key branches of executive and legislature are essentially the 
same, and, what’s more, the same institutional framework applies to the central government as it does to the 
constituent governments (states or provinces). Second are those federations that are presidential/congressional 
(i.e., with a stricter separation between the legislative and executive branches, including independent election). 
The US was the original such federation, and, again, the same framework applies to both its central government 
and to the states.  
 
The distinction between parliamentary and presidential has major consequences for how policy coordination is 
achieved in a federation, and it can also influence what gets achieved. In the US federal system, with its strictly 
separated power, intergovernmental relations are characterized by a matrix of relationships (Elazar, 1984): the 
multiple combinations of dealings between the federal president, cabinet secretaries, and other senior 
administration officials with their counterparts in the states, but also with state legislators and federal 
congressional representatives and senators and their staff. In this system, coordination is often culminated in 
central legislative process (i.e., congressional law) or, in its absence, policy convergence through competition. 
The system is shaped by other features, such as federal legislative jurisdiction which overlaps that of the states 
(concurrent power) but which prevails in the event of conflict (paramountcy). There is also the key factor of a 
relatively large number of constituent units (50 states) and well-developed institutions of central representation 
of these state interests—notably, but not confined to, the US Senate. In the literature on comparative federalism 
(Logan, 2010; MacMahon, 1972; Maheshwari, 1992; Newton, 1978), the US system has been characterized as 
an example of “administrative federalism,” that is, the state governments administer as Congress instructs, but 
this is crucially dependent on whether Congress can achieve consensus in the first place. As the case of COVID-
19 illustrates (and discussed more fully later), in the past two decades, the US system developed a 
comprehensive plan and program for pandemic response to be tightly coordinated by the federal government 
and in large part to be delivered by the states. All that was required to trigger the coordinated response was 
federal leadership. 

 
In the Canadian and Australian federal systems, intergovernmental relations are not so much a matrix as a series 
of dyadic relations: of the executives of the federal government and the executives of the states, provinces, and 
territories, all together, one–by-one, or, occasionally, in regional groups (the overall pattern has been coined 
“executive federalism,” see Watts, 1989). Coordination is more difficult to achieve because provincial/state 
jurisdictional autonomy is protected by constitutional law from many forms of federal encroachment (although 
clearly less so in Australia than in Canada). Provincial legislative jurisdiction is exclusive in Canada (e.g., only the 
provinces can pass laws to regulate health services), and there are few areas of concurrent power. The reverse 
is true of Australia, which is more akin to the US in this respect. However, in both parliamentary federations, 
what policy coordination that does occur, comes as a result of executive negotiations, and these deliberations 
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rarely involve the legislative branch. The relatively small number of constituent units (10 provinces and three 
territories in Canada; six states and two territories in Australia) enhances this form of bargaining.  

 
In the literature on comparative federalism, Canada has also been characterized as a “jurisdictional” or 
“legislative” (Fenna, 2007) federation, emphasizing the fact that governments tend to stick to their own 
jurisdictions with coordination seen as undesirable and often unworkable. Australia is seen as less of a 
jurisdictional system because the federal parliament does have wide latitude to pass paramount concurrent 
legislation. Nonetheless, as will be discussed below, in both the Canadian and Australian examples, the response 
to COVID-19 has involved the implementation and administration of some clearly defined and separate federal 
and state/provincial roles, often set out in legislation. However, it has also involved continuous 
intergovernmental collaboration by both elected and appointed executives about the parameters of an overall 
national approach, learning from one another, and negotiating the terms of funding and other provisions set by 
the federal government and delivered by the provinces. 
 
One other set of institutions that co-exists with federal features and which can have a significant impact on the 
politics of federalism is electoral and political party systems. All three countries essentially inherited a single-
member plurality (first past the post) voting system from the United Kingdom, even if there are some partial 
departures such as the US presidential electoral college, the elected Senate in Australia, and so on. Yet for the 
key parliamentary institutions including the US Congress, elections are still winner-take-all events. As 
comparative politics indicates,3 such electoral systems, in turn, favour two party dominance, which has generally 
been the case in Canada, Australia, and the US. In the US and Australia, moreover, this dominance extends to 
both federal and state politics with the same parties dominant at both levels (the Democratic and Republican 
parties in the US, and the Labor Party and the conservative Liberal–National Coalition in Australia). As a result, 
federal and state parties are highly integrated and play a major role in informal federal–state interaction. Thus, 
the integrated party system plays a big role in the political response to COVID-19. In Canada, regional and 
national (i.e., Québec) voting traditions have favoured a less integrated model with, in some provinces and 
territories, very different parties contesting elections than at the federal level. This reduces but does not 
eliminate entirely the integrated party effect.  
 
Finally, we reiterate that our goal here is to compare three federal systems. That said, an argument can clearly 
be made that federalism is a genuine disadvantage when it comes to effectively fighting COVID-19. Indeed, what 
is the rationale for divided responsibility and multiple approaches in the face of such a common threat (Gordon 
et al., 2020; Knauer, 2020)? Epidemics, pandemics, and other public health challenges were certainly foreseen 
at the time of the founding of each of these three federations, but they were largely determined to be the 
domain of the state/provincial governments, if not the local government. Now, in the twenty-first century 
context of global mobility and disease transmission, pandemics are a matter of multi-level governance 
stretching from the World Health Organization (WHO) to the local public health authority. Thus, even in the 
most unitary governing system, the front line of defence against pandemics still lies with local authorities. As 

 
3 For a full discussion of federalism and party competition in Canada, the US, Great Britain, and India, see Chibber and Kollman 
(2004). 
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the following sections explore, the pandemic can affect individual localities differently, by degree and severity 
of disease incidence, by capacity to respond administratively and financially, and by political culture, including 
ideology that shapes public and political response. In examining these three countries, for good or ill, their 
federal structures are highly relevant to their success or failure in dealing with COVID-19. 
 

COORDINATING THE COVID-19 RESPONSE 
 

As noted, all three federations are fully part of international multi-level governance networks on public health, 
in particular the WHO’s epidemic and pandemic warning system. These sources, as well as each country’s 
foreign intelligence, would have alerted the domestic intergovernmental systems about the worsening situation 
regarding a new virus appearing in China. From January through early March 2020, the COVID-19 virus spread 
rapidly to other Asian countries, the Middle East, North America, and Europe, and indeed globally, by April. The 
pandemic has thus far (24 March 2021) infected an estimated 124 million people and killed 2.77 million (JHU, 
2021). It has been judged to be the most serious global pandemic since the 1918–20 influenza. 
 
What then has been the nature of the coordination challenge? It has been partly international, with a good deal 
of apparent diplomacy and the work of international agencies such as the WHO engaged in the sharing of 
information, advice, and resources. Unlike, say, climate change, the pandemic is not wholly a collective-action 
problem in that a successful fight against the pandemic is not dependent on the cooperation of the entire 
international community. The problem does not require a global response as such. Rather, the pandemic has 
quickly become a focal point of national politics: what matters is how one’s own country survives the pandemic 
challenge, and national decision-makers will close borders and hoard resources, if necessary, to put national 
well-being first. The plight of Italy made that clear enough in April 2020, when its European Union neighbours 
rejected pleas for medical assistance to help the country deal with its uniquely severe outbreak. 
 
Indeed, everywhere the severity of the emergency has been determined by both national and local incidence of 
the disease, with global spread interpreted mainly in terms of how it could affect the home population. That 
said, two key factors seem to affect the spread: the mobility of infected persons across borders and within them 
and the density of cases in specific localities. Countries with a high degree of mobility in the global community 
are more vulnerable; conversely, regions that are more relatively isolated are less so. Similarly, densely 
populated areas, such as cities in general, and poorer neighbourhoods and other vulnerable sub-populations 
primarily in cities would also appear to have been more at risk initially than smaller population centres and rural 
communities. These patterns do seem to have been borne out generally by the spread and severity of the 
pandemic in our three federations. The northern territories in Canada, highly remote and sparsely populated, 
have had very few cases (412 as of February 2021), whereas the largest metropolitan centres have been hit 
much harder. In Australia, the most severe outbreak has been in the large city-region of Melbourne. In the US, 
the “first wave” mostly hit northeastern cities, although it has since spread in severity throughout the country. 
As discussed below, the changing geography of the pandemic has deeply affected responses, including the 
politics around inter-state border closures, travel restrictions, and business and school closures (and re-
openings). Relative impacts of both mobility and density do matter. Border closures and travel restrictions are 
much easier to sustain in a geographically isolated unit such as Western Australia or the Atlantic Provinces in 
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Canada, and much less so in highly integrated populations such as the eastern US, the southeast of Australia, 
and the central Canadian provinces. 
 
Finally, but crucially for the political and administrative response of governments, the COVID-19 pandemic, like 
some other pandemics, presents itself in waves or phases of infection in which each new outbreak not only 
requires immediate emergency response, but also may herald a broad new pattern of spread. Thus, the job of 
crisis management is never just one battle but many, compounding the challenge.  
 
In any case, for federations such as the three studied here, the pandemic response has amounted to a complex 
intergovernmental problem in the context of a national emergency (Paquet & Schertzer, 2020). The main policy 
domain is public health, which in all three federations is truly multi-level, a shared responsibility among federal, 
state or provincial, and local governments. But it also entails the need to coordinate across other policy and 
administrative systems, including international relations and security, border control, general health care 
provisions and regulations, domestic law enforcement, and economic and fiscal policy. Thus, we have two prior 
issues when coming to grips with governmental response: first, which government is normally responsible 
within the federal system for the key policy areas implicated; and second, to what extent does the emergency 
trump normal governmental roles and jurisdictions? 
 
The major roles of the central governments are very similar: all have key responsibilities for matters such as 
international monitoring, international border and transportation control (including related quarantine powers), 
drug regulation, material purchasing and stockpiling (including vaccines), and aspects of national economic 
regulation as well as superior budgetary resources. The states, provinces, and territories in all three countries 
have the key responsibilities for publicly delivered health services (including the administration of vaccine doses) 
and the regulation of private health services, on-the-ground public health as such, and primary quarantine 
enforcement. And in all three federations, the constituent governments have at least a degree of independent 
financial resources to undertake their responsibilities. 
 
While one should not get too waylaid here by the key differences in the organization and public-private splits in 
health care provision between the three countries, these are not irrelevant. Canada has a near identical national 
framework of universal public health care on a single-purchaser basis, albeit regulated and delivered as 13 
separate provincial and territorial systems. Australia has a mixed public-private system, with the 
Commonwealth (federal) government paying for and delivering directly single-purchaser, uniform national 
medical care and drug programs, while the Australian states (with federal assistance) regulate both public and 
private hospital systems. The US is even more private-based, in that almost all medical and hospital care, even 
where funded by the federal and state governments (e.g., Medicare and Medicaid), are administered and 
provided by private insurance groups (Tuohy, 2018). Recent national debates such as those over “Obamacare” 
in the US, over the regulation of public hospitals in Australia, and over the adequacy of federal funding for 
provincially run health care in Canada, are, of course, key background to current intergovernmental 
relationships. In this pandemic, the public health system—with its emphasis on monitoring, testing, education, 
vaccination, and enforcement—has, of course, been enormously challenged. So too have primary health care 
services such as hospitals and medical clinics. The need to preserve the integrity of health services in the face 
of pandemic restrictions and potential and real surges in service demand has been a key consideration. 
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As for “emergency federalism,” some commentators, especially in the US, have argued for the invocation of 
various emergency provisions under constitutional law, including the implementation of legislation specifically 
designed to deal with public health and related emergencies (Knauer, 2020; Saunders, 2020). In all three 
federations, the declaration of a national emergency under federal law has been contemplated, but, ultimately, 
the federal governments have been convinced to allow state or provincial emergency law provisions to do the 
heavy lifting. State and provincial emergency declarations have provided the legal clout behind local border 
restrictions, shutdowns of schools and business, restrictions of social gatherings and the like, not to mention 
the actual quarantining of infected individuals. But, in a broader sense, where the pandemic has become the 
most urgent priority of virtually all governments, the national/federal role has continued to be very important. 
Here the emphasis has been on three functions: regulating international travel; providing coordinative 
leadership, including public messaging and education; and using the superior central spending power. 
 
One may summarize the coordination challenge in terms of general policy objectives. From our review of the 
issues and developments thus far, we conclude that there have been five apparent policy objectives: 
 

1. To slow the spread of the pandemic, if not stop its spread; 
2. To find and implement effective treatments and cure for the virus; 
3. To balance economic and social costs with pandemic restrictions; 
4. To manage the ongoing fiscal and other resources to achieve the above goals; and  
5. To plan and lead the broader economic recovery. 

As the next section of this paper details, achieving consensus, let alone success, on these policy objectives 
cannot be taken for granted, and there are some significant differences among the three countries. There has 
been contestation on all of these objectives and measuring the distance between the goals and their 
achievement is still a work in progress. 

 

OUTCOMES AND DEVELOPMENTS 
 

The following narrative provides an overview of pandemic development and response for each of the three 
federal countries. It summarizes the major timeline episodes such as first emergency declarations and 
developments in the progression of the disease. Key policy developments and decisions are integrated, and 
there is a brief conclusion, leaving fuller interpretation to the final part of the paper. 
 

Canada 
 
The pandemic has hit Canada in essentially two waves to date. The first from March to May 2020, the second 
since mid-September 2020. As of 24 March 2021, there were 947, 489 confirmed cases and a cumulative total 
of 22,715 deaths, at a rate of 61 per 100,000 (JHU, 2021). Three provinces stand out with much higher than 
national per capita rates of confirmed cases: Québec, Alberta, and Manitoba. Québec also leads in the number 
of total deaths to date, at 48 per cent of the national total (WHO, 2021).  
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Public health authorities had been tracking the virus from its inception and growth in China in January 2020, 
and intensive work and the triggering of response regimes ramped up through February. The first wave of active 
cases came with returning travellers from Asia, Europe, and the US in March; from the latter, in particular, after 
the return of March Break holidaymakers. Yet, in terms of the public consciousness, as with all of North America, 
the reality of pandemic restrictions sunk in for Canadians after the cancellation of the National Basketball 
Association season on 11 March 2020. Immediately, there followed an avalanche of cancellations, closures, and 
most notably, public declarations of emergency in most provinces and states. 
 
The responses of Canadian governments have been direct, complex, and coordinated, with only a few points of 
obvious conflict, even given the marked variability in virus spread among the provinces and territories. This was 
especially so in the first wave, where deaths were highly concentrated regionally in Québec (63 per cent) and 
demographically among residents of long-term care facilities (80 per cent). 
 
All 10 provinces and the three territories declared states of public health and/or general emergency between 
17–22 March 2020. It has been under these declarations, enabled by provincial statute, that provinces have 
restricted movement across interprovincial borders; ordered the closure of schools, businesses, and other 
facilities; placed restrictions on social gatherings; imposed local curfews and shutdowns; and administered 
isolation and testing for persons at risk. Starting in June 2020, these restrictions included mandatory mask-
wearing in public buildings and places of business. New Brunswick made the first such order, followed by other 
provinces, although the last to do so, Alberta, took six months to decide. 
 
The nature of the restrictions has been on the whole remarkably similar, reflecting standardized national 
guidelines, and a common political understanding and acceptance of public health expertise in this regard. The 
other striking similarity has been the nature of public communication and messaging, with near daily 
televised/online briefings by the provincial premier and/or chief public health officer. The messaging in the first 
few months especially was consistent, relatively simple, and sometimes rather blunt (Nova Scotia’s premier, 
Stephen McNeil, told citizens to “stay the blazes home”). Only in the “second wave” in late 2020 and since has 
there seemed to be increasingly ambiguous messaging.  
 
Differences and difficulties have arisen in the easing or lifting of restrictions, reflecting differing circumstances 
in each province as well as policy or ideological differences about the balance to be struck between protecting 
the public from the virus and limiting the economic and social costs of shutdowns and other restrictions. Québec 
stands out for having many more cases in the first and second wave than neighbouring Ontario despite the 
latter’s greater population. This has been attributed by some observers to the lingering effects of the more 
severe impacts of the first wave, but also by lifting restrictions too soon and possibly by weaker social adherence 
to restrictions (Bruemmer, 2020). Alberta has also been noted for relying more on voluntary recommendations 
than on mandatory restrictions, and to a lesser extent Saskatchewan and Manitoba, reflecting stronger social 
resistance to public health messaging and measures in the prairie provinces (Cryderman, 2020).  
 
In this mix, a major political and policy reality for all provinces and territories lies in the fact that they all have 
primary responsibility for the public health care systems that provide universal coverage of all residents. From 
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the beginning, the consensus in governments across Canada was to flatten the curve of virus spread to keep the 
health care systems from being overwhelmed. Initially, this may have been a hard sell in that the message was 
subtle and contra-indicatory where the incidents of infected cases were so low. Nonetheless, it has been a key 
point on which no government in Canada has wavered. 
 
Otherwise, the main pandemic actions by the provinces and territories have included ongoing innovation and 
fine-tuning of health advice, testing protocols, tracing and isolation protocols, and logistics of treatment. While 
the focus in 2020 was on stopping the spread of infection, since the end of the year and into 2021 it has also 
been on the effectiveness of vaccine distribution. As restrictions were lifted, provinces issued guidelines on safe 
re-opening practices, in consultation with the private sector, and most provinces have contributed subsidies 
and other assistance to ease shutdowns and re-openings. 
 
The Government of Canada’s role has been in some respects less direct, but rather intense just the same. It 
issued orders under the Quarantine Act, covering matters in federal jurisdiction such as international travel, 
airports, and, of course, international border measures of all kinds. The federal government has taken a lead 
role in providing consistent national messaging, led by the country’s chief public health officer, Dr. Theresa Tam, 
in near daily briefings, as well as a very prominent presence by Prime Minister Justin Trudeau in press 
conferences and video messaging, particularly in March and April. Among the most important federal decisions 
have been those around border restrictions with the US and measures to restrict or regulate international travel 
in general. Health Canada has also taken the lead on encouraging research on vaccines and other treatments, 
on the purchase of and replenishment of national stockpiles of medically required equipment and protective 
gear. Most notably, the federal government took the lead in the overall procurement of vaccines, coordinating 
their delivery from international suppliers, and their domestic distribution for inoculation in tight coordination 
with provincial, territorial, and Indigenous governments. 
 
At the beginning of the pandemic, Canada found itself without a viable national supplier of potential vaccines 
and, according to some critics, the Trudeau government should not have put so much emphasis on securing 
contracts with only foreign-based suppliers. There has been some evidence of national governments restricting 
exports, and Canada may have borne more than its share of production delays from European producers. 
Another key issue is distribution logistics, especially as one major vaccine requires super-cold storage. In any 
case, a blame game has been ongoing with provinces complaining of inconsistent and inadequate federal supply, 
while the federal government blames the provinces for slow distribution. Still the declared joint objective does 
appear to be a tightly coordinated program. All of the above issues have contributed to a sense that vaccine 
deployment lags behind, which it certainly has to date compared with the UK or the US, but not when compared 
with the G7 countries as a whole. Certainly, the expectation that everyone who wants to be fully inoculated will 
be so by the end of September 2021 (as Trudeau has promised) presents a significant intergovernmental 
challenge (Tumilty, 2021; Wherry, 2021). Nonetheless, and despite supply issues in the first two months of 2021, 
by the end of March all provinces and territories were on track to achieve the national target. As of 24 March, 
3.5 million Canadians, or 10.6 percent of the eligible population, have received their first dose.  
 
The second big federal role has been economic and fiscal support for persons, businesses, and sectors suffering 
layoffs, shutdowns, and sharp reductions in business. Parliament passed general enabling legislation, the COVID-
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19 Emergency Response Act, on 25 March 2020, which has become the platform for an exceptionally large set 
of programs, estimated initially to cost CA$82 billion and growing steadily (Leblanc & Fife, 2020). The program 
provides wage subsidies, tax deferrals, tax credits, special employment-related benefits, student emergency 
benefits, and sector-specific assistance. Parliament also passed legislation to amend the Employment Insurance 
Act. On 30 November 2020, in the Minister of Finance’s Fall Economic Statement, direct federal spending on the 
pandemic was projected to be CA$322 billion, while the federal budgetary deficit in 2020–21 has ballooned to 
CA$381 billion (Government of Canada, 2020, Table 1.1; PBO, 2020). 
 
In all of this, there has been indication, even if much has to be inferred, that the governments in Canada have 
been pursuing a fairly productive, cooperative approach, with tight coordination where warranted (Chouinard, 
2020). The common practices of executive federalism have prevailed, although all behind the scenes. Trudeau 
and the other first ministers have held at least 21 conference calls to date; ministers of health and their senior 
officials have also communicated frequently, and it would appear that the chief public health officers and their 
bureaucracies have been in near continuous contact. Probably the most important achievement in this, apart 
from the usual value of mutual information sharing and advice, has been the general consistency of messaging 
across the country and across orders of government, especially in the first six months.  
 
This is not to imply that there have not been friction points and contentious issues, including support for testing, 
micro-issues around business and essential-worker travel to the US and elsewhere, and the distribution of 
vaccines. Overall, one can characterize the outcomes of intergovernmental relations as rather loose 
coordination and cooperation, with few examples of joint regulation, but broad agreement and consensus on 
overall approaches and objectives.  
 
More long-term, the adequacy of federal funding for health care system maintenance, not to mention the need 
to improve the capacity of the long-term care sector to deal with pandemics, will very likely emerge as important 
intergovernmental issues. Québec and other provinces have bristled at federal conditions for some funding, 
such as the safe-start assistance, and have signaled that they intend to fight proposed new federal regulation of 
the long-term/elder-care sector (Rabson, 2020). These concerns will ultimately also get folded into the general 
fiscal and economic consultations around the next round of federal-provincial budgets and the longer-term 
economic recovery, with related issues around fiscal transfers and debt management. Some analysts have noted 
that the Government of Canada went into the pandemic with a much sounder and sustainable fiscal position 
than most of the provinces and will likely emerge in a dominant position when the pandemic is over (C. Clark, 
2020; Rabson, 2020; Tombe, 2020). However, analysts are also concerned with the price of the federal role in 
terms of the steeply rising budgetary deficit.  
 

Australia 
 

One can now see that there have been two main waves of COVID-19 in Australia: the first between March and 
April and the second from June to September. The first involved all the states and territories but was relatively 
small by international comparison. To 26 April 2020, Australia reported 6,700 cases and 83 deaths. The second 
wave was more severe, but also more concentrated, principally in the Melbourne metropolitan region of the 
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State of Victoria, which is Australia’s second largest urban region. The wave in Victoria peaked in early 
September at 500 new cases per day, and, by mid-October, new cases reached zero following a very strict 
lockdown that included a curfew in the Melbourne region. Comparative analysis puts the handling of this 
concentrated outbreak in Australia as among the most successful internationally, especially in terms of public 
compliance and significantly more so than the other two federations (Duckett & Crowley, 2020). There have 
been 29, 220 total confirmed cases nationwide to 24 March 2021 and total deaths are 909, a death rate per 
100,000 of 3.64 (JHU, 2021). As indicated, the disease spread has been concentrated in the state of Victoria, 
which has 71 per cent of national confirmed cases and 90 per cent of national deaths (Australian Government 
Department of Health, 2021). 
 
The six states and two territories have two main roles and responsibilities which determine the basic parameters 
of their responses to the pandemic: first, public health emergencies; and second, the public hospital system 
(Fenna, 2020; Tulich et al., 2020). As with Canada and the US, the states and territories have the primary 
emergency power. In Australia’s case, federal emergencies legislation could substitute for state/territorial 
measures, but the political context and federal culture seems to have dictated that, in the absence of a request 
or agreement from the states to do so, the Commonwealth has not wanted to impose its regime (although for 
matters within its own jurisdiction, the federal government did invoke the Biosecurity Act, as noted below). 
Starting in March 2020, the states and territories enacted local quarantine provisions, selective business 
restrictions and lockdowns, school closures, and other social restrictions as well as, in some cases, border 
closures, such as Western Australia in April (Lega, 2020). And in committing, as all Australian governments did, 
to “flattening the curve” of COVID-19 spread, the states—similar to their Canadian counterparts—were very 
mindful of preserving the integrity of the public hospital system. This system sees approximately 60 per cent of 
total patients nationally, as opposed to 40 per cent for the private hospitals (Duckett & Willcox, 2015, p. 231). 
Compared with the strong state role on local pandemic rulemaking and enforcing, it seems that the heavy lifting 
of responses to the economic and social impact of the pandemic has been left to the federal government. 
However, as outlined below, the states have been intensely involved, through the intergovernmental network, 
in helping shape that national response. This includes engaging in significant information-sharing, debate, 
discussion, and consensus formation on an overall Australian approach. 
 
The federal government has played not only a very active role in areas of its own clear jurisdiction, but also in 
leading an intense intergovernmental effort to push aggressively for a proactive, tightly coordinated, and, 
wherever possible, common if not uniform policy response across the federation. In doing so, Prime Minister 
Scott Morrison’s government (a conservative coalition) drew upon a nearly 30-year history of extensive and 
strongly bureaucratic machinery and practice in intergovernmental relations (Brown, 2002; Heinmiller, 2002; 
Painter, 1998). But the immediate political context of 2019–20 was also highly relevant, where Australia had 
only just completed a months-long battle in the most severe bushfire season in its history. The Morrison 
government was criticized for not being on top of the bushfire emergency and has seemed determined to avoid 
a similar reputation with COVID-19 (Twomey, 2020; Warhurst, 2020). 
 
As with Canada and the US, the Australian federal government exercised the clear lead on international border 
controls, international transportation, and on quarantine and other restrictions directly consequential to that 
role. The most significant regulatory tool at their disposal is the 2015 Biosecurity Act, a broadly based federal 
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legislation designed to provide protection against a wide variety of threats to human, plant, and animal security. 
The Morrison government invoked the Act for the first time in March 2020 to deal with the COVID emergency. 
The federal government also took the lead on legislation and programming to ameliorate the economic and 
social impact of pandemic-induced economic slowdown, notably through three large fiscal stimulus packages 
announced in March and April, totalling approximately AUD$215 billion and directed at wage subsidies, income 
support, small business assistance, and supplementary payments to the states and territories (Tulich et al., 2020). 
A third noteworthy role of the federal government has been to assist in the development and procurement of 
vaccines for the Australian population. This includes working with a major Australian pharmaceutical 
manufacturer to produce the UK-based AstraZeneca vaccine. A rollout at a rate of a million doses per week was 
to begin in March 2021 but has hit some early setbacks. As of 24 March 2021, only 325,000 doses had been 
administered, or about 1.6 percent of the eligible population (“Australia crushed the pandemic,” 2021).  
 
Still, the most politically prominent role of the Morrison government was to establish a “National Cabinet” in 
March to coordinate responses with the states and, in political terms, to be seen to be taking the lead on the 
national response as a whole. Despite the name, the National Cabinet is not a cabinet at all, but rather a new 
version of the Council of Australian Governments (first established in 1992), or First Ministers meetings as they 
are called in Canada. The members include the federal prime minister, the premiers of the six state governments, 
and the chief ministers of the two territorial governments. The National Cabinet’s near-weekly meetings appear 
to have been mainly virtual; nonetheless, it has become a key forum, including post-meeting press conferences 
and statements. It has enabled a great deal of consistent public messaging, joint and separate advocacy, and a 
degree of accountability of and for governments, as well as presenting a focal point for debate and some conflict. 
As with the ongoing practice of intergovernmental relations in Australia, the National Cabinet presides over a 
complex of intergovernmental institutions and initiatives, including the Australian Health Protection Principal 
Committee, the peak coordination body of public health officials which met daily in the early stages; the National 
Partnership Agreements to fund additional state and territorial costs associated with the pandemic; and a 
national health sector emergency response plan for COVID-19 (related to national standards for clinical 
responses) (Fenna, 2020; Tulich et al., 2020). 
 
The elaborate intergovernmental machinery has clearly enabled a considerable degree of cooperation and 
coordination in Australia, but, of course, it has not prevented intergovernmental tension, both federal-state and 
inter-state. On the former, Prime Minister Morrison has at several junctures expressed his frustration with 
specific state measures or a lack of consensus overall, often reflecting concerns in the governing conservative 
coalition about the economic impacts of state restrictions (e.g., his concerns over the Western Australia 
government’s border closures in April-May and his sparring with Victoria Premier Daniel Andrews (Australian 
Labor Party) over the speed of re-opening after the Melbourne lockdown in September) (Bell & Hamlyn, 2020; 
M. Clark, 2020). Among the states, there has been considerable tension over border closures and related 
restrictions on inter-state mobility. Two states in particular, Western Australia and Queensland, have been in a 
position to sustain their relative geographic isolation from other states to protect their low case load from 
expanding, but at the risk of antagonizing the more populous states of Victoria and New South Wales (Alcorn, 
2020; Grattan, 2020). 
 



 

 13 

In sum, on the whole, the pandemic has been managed with a significant degree of cooperation, coordination, 
and trust among the federal and state and territorial governments, as well as with a lot of bipartisan consensus. 
The states, in particular, seem to be enjoying an upsurge in public trust and confidence for their clear leadership 
of the local response (Briggs, 2020).  

 

United States 
 

By now it is clear that the US leads the world in both COVID-19 cases and deaths. As of 24 March 2021, the US 
had 29.9 million confirmed cases (over 20 per cent of the global total) and 543, 933 deaths (20 per cent of the 
global total), and a national per capita death rate of 164 per 100,000 (JHU, 2021). Nonetheless, one can see at 
least three phases, if not waves, of pandemic spread over the past year. The first wave came in March-May and 
was mostly an urban phenomenon, with concentration in the northeastern states, spread, it seems, from 
travellers returning from winter holidays in the southern US and Europe. States hardest hit in terms of overall 
population affected included New York, New Jersey, and Massachusetts, with Michigan, California, and 
Pennsylvania not far behind. In total, about 2 million Americans were officially recorded to be positively infected. 
In the second wave, between June and August, the hot spots were more diverse and in a broader geographic 
pattern, but the spread was especially severe in the southeast and southwest. States hardest hit on a per-capita 
basis included Louisiana, Montana, and Nevada, but there were also large numbers in Florida, Georgia, and 
Arizona. By mid-August, the total reported cases exceeded 5 million. The third wave is still underway, with steep 
growth in new cases, particularly since mid-October; another 21 million-plus cases have been added to the total. 
The distribution in this wave has seen dramatic growth in literally every state and near exponential growth in 
over half of them. Moreover, the latter pattern seems to make no distinction between urban or rural, rich or 
poor, or region (JDU, 2020). 
 
In the US, the pandemic is being dealt with by a complex institutional system, wholly imbedded in the federal 
system itself. The US states, as with Canada and Australia, have the primary power over domestic quarantine 
determination and enforcement. Every state has some form of enacted emergency legislation, in many cases 
specific to public health emergencies. In legal terms, it is the states who exercise the “police power” to impose 
restrictions on infected persons and on businesses, schools, and social gatherings. They have instituted and 
enforced state border closures, “stay-at-home” orders, and business and other lockdowns. Some but not all 
states have mandatory mask orders for public spaces (Knauer, 2020). In some cases, these regulatory functions 
are delegated to local governments, particularly cities. As with the other federations, each state also has 
responsibility for local public health, including state-wide vaccine distribution and inoculation, and operates and 
regulates public health care clinics and hospitals, although in the context of a mixed public-private system 
(Kincaid & Leckrone, 2020). Unlike Canadian provinces, which shoulder the full brunt of universal health care 
systems, US states do not face the same responsibility, which may have some impact on the relative sense of 
urgency about flattening the curve. Nonetheless, to the extent to which COVID-19 has disproportionally affected 
vulnerable populations, including the poor, racial minorities, and undocumented immigrants, state-level 
institutions are on the front line. State governments have also been active in dealing with pandemic effects 
across a broad spectrum of other policy fields. These include extending credit to local government (e.g., 
California); extending health care coverage to those who lost it through unemployment (e.g., Illinois); property 
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tax forgiveness; affordable housing relief (e.g., Florida); and assistance to colleges and universities, small 
business, and nursing homes. 
 
That said, there are a few distinctions that can be made among the states. Most of the states badly affected in 
the first phase did exercise at least medium-level controls (Leatherby & Harris, 2020), although Florida’s 
Republican state government was criticized for being slow off the mark in shutting down “spring break” 
gatherings (Mazzei & Robles, 2020). Some of the larger southwest states that had re-opened relatively soon 
after the first wave had to backtrack rather quickly by the end of June—notably California, but also Texas, 
Arizona, and Florida. Many of the states most severely affected in the third wave, particularly smaller states in 
the Midwest, came quite late to the restrictions game, if at all. Indeed, in our research, the more we delved into 
state responses, the clearer it became that there is a strong correlation between states that implemented the 
most restrictive regimes and being led by a Democratic administration (e.g., Massachusetts, New York, New 
Mexico, and California) whereas the obverse is also clearly observable: the least restrictive state regimes are led 
by Republican administrations (e.g., Utah, Iowa, North Dakota, and Alabama). 4  Some of the latter states’ 
political responses to the pandemic may have been influenced by their close political ties to the Trump 
administration. Data also indicate that there has been a partisan divide among the general public in their 
political culture (beliefs, values, and attitudes) underpinning receptivity to state and federal restrictions (Funk 
& Tyson, 2020). In sum, Republicans are much slower to embrace pandemic restrictions and quicker to support 
their removal. 
 
The federal government’s role is, if anything, broader if at times less direct than that of the states (Duff-Brown, 
2020; Knauer, 2020; Maizland, 2020). The executive branch is a very significant player in pandemic planning and 
coordination, led by the Centers for Disease Control (CDC), but with roles assigned to many US federal agencies 
including key coordinative functions in the White House. These roles include the stockpiling of health care 
materials, the procurement of health equipment and vaccines, the development and provision of testing 
capacity, and drug approval and regulation. Then there is the broad international role involving the securing of 
borders, regulation of international travel, border quarantine, intelligence gathering, and participation in global 
coordination through agencies such as the WHO. The legislative branch of the federal government also plays an 
important role in national emergencies, primarily financial assistance and the provision of economic support 
and stimulus. Chief among the latter in 2020 was the US$2 trillion package provided by the Coronavirus Aid, 
Relief, and Economic Security Act (CARES Act) negotiated and passed by Congress in March 2020. Congress 
supplemented this relief package in June with another US$900 billion, and on 11 March 2021, the American 
Rescue Plan was signed into law by President Joe Biden, spending another US$1.9 trillion.  
 
Many of the federal roles are ideally achieved in cooperation with the states. Federal agency responses are, in 
part, to work closely with allied state agencies such as through coordinating testing, provisioning equipment, 
sharing data, and administrating various aid programs. Congressional legislation, including the CARES Act, is not 
only the product of negotiation involving the needs and interests of the states as expressed through US senators 

 
4 These findings have been reiterated by others. See Leatherby and Harris (2020), a New York Times article 
which summarized key findings of the study undertaken by the Oxford COVID-19 Government Response 
Tracker (Oxford University,2020). 
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and congressional representatives, but also involves the influence and advocacy of state governors, other senior 
state officials, big city mayors, and even state legislators.5 While it seems obvious that the CARES Act and other 
federal actions do make an enormous effort to bridge gaps in capacity and needs across the states, media 
reports and analysts’ commentaries abound with stories of sub-standard care, including public health in various 
states (see, for example, Duff-Brown, 2020; Knauer, 2020). Such criticisms formed a large part of the Democratic 
Party’s analysis of the failures of the Trump administration, informing Joe Biden’s presidential election campaign 
(Biden, 2020). President Biden has provided greater detail on the support of public health capacity in the 
“National Strategy” unveiled on 27 January 2021 (White House, 2021). Elements of extra funding for the states 
are part of the American Rescue Plan passed by Congress in March 2021.  
 
In all of this pattern of intergovernmental interaction, one key institutional foundation stands out. The National 
Response Framework for pandemics had been planned and filled out at least 15 years before the COVID-19 
pandemic emerged (FEMA, 2020). It is a deliberately national (as opposed to federal) approach in which tight 
coordination and communications among the federal, state, and local governments is envisaged (Kincaid & 
Leckrone, 2020). The framework assigns tasks to key federal agencies, including the CDC, the Federal Emergency 
Management Agency, and the Departments of Health and Defense—all coordinated through the White House. 
Yet, the federal roles are dependent on administrative capacity, fiscal resources, and cooperative leadership, all 
of which seem to have been compromised by the Trump administration (Knauer, 2020). While Vice President 
Mike Pence led a White House task force, much of the administration’s messaging was dominated by President 
Trump. Among the alleged failures of federal leadership under the Trump administration were slowness in 
providing states with material support, especially for testing; confused and obstructive public messaging; 
inadequate federal-state financial assistance; advocating opposition to state measures; and undermining 
confidence in state closures. What seems to be implied in much of the commentary about the Trump 
administration’s response is not so much the failure to achieve a uniform administrative response across all 
states (most admit the states have clear constitutional authority that could not be easily overridden), so much 
as the failure to attempt a more coherent and unifying policy and political position (Duff-Brown, 2020; Gerstle, 
2020; Kincaid & Leckrone, 2020; Knauer, 2020; Mervosh et al., 2021). And, of course, in the context of worsening 
and divisive partisanship in an election year, and years of ideological battles over health care and regulatory 
policy, the prospects for such elevated federal leadership would probably never have been great. 
 
It remains to be seen how successful Biden’s new federal administration will be, but providing a more decisive, 
professional, evidence-based and state-supportive national strategy had been a clear priority of the Democratic 
election campaign (Biden, 2020; White House, 2021). Albeit building on the Trump administration’s determined 
support and acquisition of a US-based vaccine supply, the Biden administration has a clear opportunity to 

 
5 The CARES Act is cited as United States Congress, 116th Congress Public Law 136 (https://www.govinfo.gov). 
The fingerprints of the states’ involvement and interests can be found throughout the CARES Act, particularly 
in documents such as the Provider Relief Fund COVID-19 High Impact Payment Allocations; Distribution to Low 
Income and Uninsured Patients; Allocation for Rural Providers; Coronavirus Relief Fund: Guidance for State, 
Territorial, Local, and Tribal Governments, June 30, 2020; and Congressional District Breakdown: Delivery of 
Initial $30 Billion of CARES Act, Public Health and Social Services Emergency Fund.  

https://www.govinfo.gov/
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achieve an accelerated vaccine distribution program. As of 24 March 2021, 43 million Americans had been fully 
vaccinated, or 13.2 per cent of the eligible US population (JHU, 2021).  

 

CONCLUSION: DRAWING COMPARISONS AND EARLY LESSONS 
 

This paper presents comparative research from three federations on the coordination of their responses to the 
COVID-19 pandemic. Four aspects of the research were outlined in the introduction. First is the precise nature 
of the coordination issue. We found that the federal systems’ responses are nested within an international 
network of multi-level governance, stretching from global/international to local, and involving not only 
government actors and authorities in public health (particularly disease control), but also broader networks 
involving scientists, pharmaceutical firms, and intelligence agencies, among others. One of our three 
federations, the US, had until recently been an acknowledged leader in these networks, but under the Trump 
administration there was a declining interest and, in some cases, hostility, to the global network. The other two 
federations, Canada and Australia, remain active in every respect. Yet, the fact remains that in all three, the 
national (i.e., federation-wide) interest, national solutions, and coordinated national response is by far the main 
focal point of pandemic response. 
 
Second, the nature of the challenge to respond to the pandemic is, in all three cases, deeply affected by political 
geography and regional economic factors, as well as by national and regional patterns of political culture 
affecting pandemic behaviour and attitudes. On geography, all three federations cover very large, diverse 
territory, with strong differences among the constituent units in terms of urban density, relative isolation, and 
cross-border mobility, all of which impact disease spread. These differences lend weight to federal deference to 
state and local authorities for much of the on the ground decision-making. It has never been at issue that 
pandemic response is decentralized; what may be at issue is how uniform and/or coordinated those responses 
should be. Also, in two of the federations, some constituent units, such as Western Australia and Canada’s 
Atlantic Provinces, clearly have benefitted from such geographic factors as relative isolation and reduced 
mobility in maintaining relatively low levels of disease. 
 
Third, political culture as expressed in individuals’ values, beliefs, and behaviours with respect to the pandemic 
is clearly important. Polling data and other indicators show political culture to be divided between those who 
respond positively to official pandemic decisions and those who do not. The more negative responses include 
denial of pandemic science, doubt about public health information, and resistance and distrust of proposed 
quarantine and related restrictions, let alone the public health authorities as such. These are major factors 
limiting the effect of public policy in many countries. In our comparative set, we have found negative public 
opinion to be most pronounced in the US, with a strong correlation to partisan Republican/Trump support. 
Differences in political culture are reflected in general terms among the states along “red/blue” lines. Such 
differences are less pronounced but still present in Canada, even less so in Australia. 
 
Fourth is the specific domestic intergovernmental challenge. Federations exhibit specific patterns of divided and 
shared legal authority, and administrative responsibility, depending on the policy field. We found that this 
pattern as it impacts pandemic response is remarkably similar in the three federations. One key set of 
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differences is not so much in public health responsibility but in the degree of public provision of general health 
care by the constituent unit governments. We suspect that full sub-national responsibility for the delivery of 
health care in Canada has helped governments achieve a common understanding of the need to “flatten the 
curve” in order to explicitly protect the integrity of the provincial/territorial universal health care programs. 
Also, in all three federations, the central (federal) government exercises the superior fiscal capacity to provide 
essential fiscal support to the constituent governments, particularly for the special needs of the pandemic 
emergency. All three countries undertook major program assistance and economic stimulus funding, deepening 
federal budgetary deficits and debt in the process. Nonetheless, partisan differences in the US Congress do seem 
to have delayed or reduced the effort there. It is too early to make a definitive comparative assessment of the 
effectiveness of these respective programs. 
 
Otherwise, a key aspect of intergovernmental relations is the administrative communication, political 
consensus-building, and coordinated messaging that seems to be a key part of effective pandemic response. 
Given the decentralization of operations on the ground, a national response depends crucially on a common 
assessment of the threat, a sense of shared goals, a frank sharing of local information over time, and at least 
some consistency in standards of testing, care, and treatment. We found that the federal governments could 
not order the states or provinces to impose states of emergency, impose closures on the economy, or restrict 
mobility, nor could they always have success in encouraging them to remove restrictions when the federal 
government would like. And in all three cases, the federal government refrained from imposing the full brunt of 
its own apparent emergency powers. All the more need, therefore, for effective federal advocacy and 
intergovernmental machinery.  
 
Here the long-standing developed practices of executive federalism served Canada and Australia very well. The 
first ministers have been used to meeting together, including by video conference. And at the ministerial and 
senior official level in charge of emergency measures, public health, and general health care, well-established 
and functioning intergovernmental networks simply stepped up their intensity of meeting and communication. 
The US is more problematic. For pandemics, the US federal system had, until recently, a well-developed pattern 
of intergovernmental machinery and very sophisticated planning structure. However, the Trump administration 
failed in important respects to trigger and implement the federal roles outlined for pandemic-response 
coordination. It did not put its full trust in the established network, sent many conflicting and compromised 
messages about the nature and extent to the threat, and did not provide a consistent advocacy of key measures 
to be taken by state and local authorities. This partial leadership vacuum at the federal level contributed to a 
dysfunctional patchwork of responses across the states. 
 
In conclusion, we can return to the key questions posed at the beginning of this paper. To begin with the degree 
of public health emergency, there seems to have been very strong similarities among the three countries in that 
they faced the identical disease threat and met it with the characteristics common to highly developed 
economies: sophisticated planning, strong fiscal and administrative resources, and excellent infrastructure. 
Geography seems to have played a lucky factor in providing both national and regional isolation for Australia, 
less so for Canada, and not at all for the US. And, yet, in all three countries, there was the enormous challenge 
of a rapidly changing pattern of disease spread and intensity. One-size solutions clearly could not fit all parts of 
the country at once—an argument for more, not less, flexibility and adaptation as the pandemic developed. 
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Nonetheless, we do see a strong sense of shared policy objectives, at least in the policy community of public 
health authorities and its epistemic network in all three federations. However, this solidarity had less impact in 
the US with its politicization of issues, severely divided political culture, and fractured federal leadership.  
 
Judgement about the overall systemic outcomes is perhaps premature. Certainly, a straight up comparison of 
the three countries in terms of effectiveness in controlling the disease thus far (to late March 2021) makes for 
very sharp contrasts. Australia is at one end of the spectrum with overall very low per-capita infection rates and 
deaths (deaths per 100,000 at 3.64), one of the lowest in the world; the US is at the other end with some of the 
highest infection and death rates among industrialized countries (deaths per 100,000 at 164 or 40 times greater 
than Australia); and Canada is between the two, but also towards the low end of deaths per 100,000 at 61 or 39 
per cent of the US rate. As the focus shifts to vaccines and economic recovery, and with the impact of new 
federal leadership in the US, there may be greater convergence on performance in these areas. As noted, the 
relative effectiveness of intergovernmental coordination did play a role in national performance, but perhaps 
not as the determining factor. Other factors clearly include public attitudes towards authority, trust in science, 
and tolerance for restrictions. And, in terms of institutional factors, it is likely more than coincidence that the 
two parliamentary federations have been able to manage more consistent approaches, where executives tend 
to have the monopoly on power in the short-to-medium term and executive power tends to dominate over 
party differences.  
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