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Authors’ reply
We thank Yap Boum for taking the 
time to respond to our Perspective.1

Boum focuses on one particular 
dimension of our argument, namely 
that scaling up and securing long-
term funding poses a considerable 
challenge for mobile health projects 
in Africa. It is indeed the case that 
the vast majority of mobile health 
interventions in sub-Saharan Africa are 
being designed as experimental, pilot 
infrastructure for care or surveillance. 
In response to this challenge, Boum 
calls for the creation of innovative 
financing mechanisms and strong 
political will. He appears particularly 
optimistic that more sustainable 
financing would lead to more viable 
mobile health infrastructure.

In our own experience, however, 
long-term financing is only one 
among many conditions that need 
to be gathered for scaling up to be 
made possible. As we suggested 
in our Perspective,1 a project such 
as MOS@N could not be durable 
without a series of improvisations in 
the face of challenges of all kinds—
including crucial changes in the role of 
godmothers.

The way that MOS@N has evolved 
over the course of 3 years was not 
anticipated. Although financing is 
certainly an important part of the 
story, MOS@N was held together by 
labour, commitments, and relations 
of care that do not easily translate 
into predictable features. In other 
words, while we agree with Boum that 
sustainable funding solutions are key 
to integrate mobile health into health-
care infrastructure in sub-Saharan 
Africa, the work it takes to create 
scalability is messy and capricious. 
Funding is important but it is only 
one part of the story. Addressing the 
other parts entails rethinking our 
approach to mobile health projects 
altogether, perhaps insisting less on 
expectations of scalability and paying 
more attention to projects’ capacity to 
transform and reinvent themselves as 
they expand.

quality health care but have not 
managed to scale up.

Most Africans live under the 
poverty line and cannot afford to pay 
for health care. Thus, it is critical to 
remove financial barriers to ensure that 
telemedicine reaches all people. There 
are a number of innovative financing 
mechanisms that should be tried to scale 
up telemedicine.3 These mechanisms 
include health-care impact bonds that 
have leveraged US$25 million to tackle 
malaria in Mozambique4 and $2 million 
in Cameroon to provide 18 000 cataract 
surgeries over a 5-year period.3 Patton 
and Joseph, in their New (not-so-
Oxford) Dictionary of Innovative Finance, 
suggest another alternative is the use 
of diaspora bonds, which allow Africans 
living outside of their home countries 
to invest in local projects. Similarly, they 
suggest charity bonds are opportunities 
to provide start-up funding by financing 
medium-term debt to support project 
implementation.

Scaling up telehealth requires strong 
political will to drive innovation by 
partnering with the private sector and 
the diaspora to facilitate increased 
sustainable funding opportunities in 
African countries to ensure greater 
health-care access equity.
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For Patton and Joseph’s New 
(not-so-Oxford) Dictionary of 
Innovative Finance see http://
insideoutpaper.org/the-new-
not-so-oxford-dictionary-of-
innovative-finance/

COVID-19 and 
myocardial infarction
Ioannis Katsoularis and colleagues1 

found that COVID-19 is a risk factor 
for myocardial infarction and stroke 
through self-controlled case series 
evaluation, a method that has been 
used to establish the risk of myocardial 
infarction associated with influenza 
infection.2,3 Regarding myocardial infarc­
tion, as the investigators recognised, 
one of the possible limitations of this 
research is the inaccurate diagnosis 
and codification of myocardial injury or 
myocarditis as myocardial infarction, 
particularly because the current 
myocardial infarction definition (and 
diagnostic methods) differ from the 
definition at the time of the registry 
outcome validation study.4 In this 
context, we would like to stress that it 
is important to report either the risk 
estimates for ST-segment elevation 
myocardial infarction similarly to 
previous influenza studies,5 or the 
risk of coronary revascularisation 
procedures after COVID-19, to decrease 
the potential bias and increase the 
robustness of the data and conclusions.
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of ischaemic stroke, which shares 
some of the same pathophysiological 
features as myocardial infarction. 
Furthermore, the increase in the risk of 
myocardial infarction was of the same 
magnitude as for ischaemic stroke, for 
which the risk of inaccurate diagnosis 
codification was low. Therefore, 
the case of a connection between 
COVID-19 and cardiovascular events is 
strengthened.
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Authors’ reply
We thank Daniel Caldeira and 
Fausto Pinto for their comments 
regarding our study1 focusing on 
COVID-19 and myocardial infarction. 
We did acknowledge the difficulties in 
distinguishing between different types 
of myocardial injuries in the discus­
sion. The International Classification 
of Diseases versions 9 and 10 
unfortunately do not distinguish 
between ST-segment elevation 
myocardial infarction (STEMI) and 
non-ST-segment elevation myocardial 
infarction (NSTEMI), which is a 
limitation of our study.1 Because 
STEMI and NSTEMI have partly 
different clinical characteristics and 
pathophysiology, it is quite possible 
that one might be affected more by 
COVID-19 than the other, as Caldeira 
and Pinto observe.

However, we do not believe 
that merely looking into coronary 
revascularisation procedures will 
provide clear answers, because the 
clinical decision to go through with 
these procedures might in itself be 
affected by the presence of COVID-19. 
We also observed an increased risk 
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