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ABSTRACT 

East African women are at the epicenter of a fast-moving cardiometabolic transition in which rising 
overweight/obesity increasingly coexists with a substantial, under-recognized burden of hypertension. This review 
synthesizes evidence supporting a plausible causal pathway: excess adiposity promotes sympathetic overactivity, 
RAAS upregulation, insulin resistance, endothelial dysfunction, renal sodium retention, and chronic low-grade 
inflammation mechanisms that converge to raise and sustain blood pressure. These biological risks are amplified by 
women’s life-course exposures, including pregnancy-related weight retention and midlife shifts toward central 
adiposity, and by gendered constraints such as time poverty, unsafe or limited spaces for physical activity, and food 
environments dominated by inexpensive, energy-dense options. Cultural norms that normalize larger body size may 
further delay risk recognition and timely screening. We argue for an integrated, women-centered response: routine 
BP and adiposity screening at high-coverage touchpoints (ANC/PNC, family planning, immunization clinics), 
community outreach, and culturally adapted lifestyle programs emphasizing practical dietary swaps, salt reduction, 
and accessible physical activity. Strengthened primary-care hypertension management, task-shifting, reliable 
medicines, and adherence support are essential to reduce preventable CVD and intergenerational risk. 
Keywords: East Africa; women; overweight/obesity; hypertension; cardiometabolic transition; RAAS; sympathetic 
activation; salt reduction; primary care; ANC/PNC. 

 
INTRODUCTION 

Hypertension remains one of the most important modifiable drivers of cardiovascular disease (CVD) globally, and its 
contribution to premature morbidity and mortality is especially pronounced in sub-Saharan Africa (SSA). Across 
many SSA settings, hypertension is increasingly diagnosed late, treated inconsistently, and controlled in only a small 
fraction of those affected, creating a large pool of preventable stroke, heart failure, chronic kidney disease, and 
ischemic heart disease. The public health implications are amplified by rapid demographic and epidemiologic 
transitions: populations are growing, urbanizing, and living longer, while diets, physical activity patterns, and stress 
exposures are shifting in ways that promote cardiometabolic risk [1]. In East Africa, these changes are unfolding 
alongside persistent health system constraints (limited screening coverage, fragmented follow-up, and cost barriers), 
producing a context where hypertension can remain silent until severe complications occur. 
A central feature of this transition is the accelerating burden of overweight and obesity, particularly among women. 
In many urban and peri-urban communities, women are experiencing steady increases in body weight driven by 
reduced occupational physical activity, increased motorized transport, expanded access to processed energy-dense 
foods, and constrained opportunities for leisure-time exercise. Obesity is not only an independent CVD risk factor; 
it also interacts biologically with blood pressure regulation in ways that heighten hypertension risk. Excess adiposity 
contributes to insulin resistance, activation of the sympathetic nervous system, stimulation of the renin–
angiotensin–aldosterone system, endothelial dysfunction, inflammation, and altered renal sodium handling 
pathways that collectively elevate blood pressure and sustain hypertension over time [2]. As a result, obesity and 
hypertension often co-occur, forming a high-risk cardiometabolic phenotype where weight gain and elevated blood 
pressure can reinforce each other in a damaging cycle. 
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Beyond biology, women’s cardiometabolic risk in East Africa is shaped by gendered social realities that influence 
daily behavior, access to health information, and healthcare utilization. Many women experience “time poverty” due 
to disproportionate caregiving and household responsibilities, limiting time available for structured physical activity 
or self-care. Safety concerns such as fear of harassment, traffic hazards, or lack of safe recreational spaces can further 
restrict outdoor walking or exercise [3]. Food environments may also be unequal: in some settings, affordable 
options are predominantly refined carbohydrates and fried street foods, while healthier choices (fruits, vegetables, 
lean proteins) can be relatively expensive, seasonal, or less accessible. Additionally, cultural norms in certain 
communities may valorize larger body size as a marker of beauty, respectability, prosperity, or marital stability. 
These norms can normalize progressive weight gain and reduce urgency to recognize obesity as a health risk, 
thereby delaying early action to prevent hypertension [4]. 
The interaction of these biological and socio-cultural factors creates a critical public health challenge: women may 
move from normal weight to overweight and obesity during young adulthood and midlife, while simultaneously 
accumulating hypertension risk often without timely screening. Importantly, hypertension is frequently 
asymptomatic, and where routine preventive care is limited, many women may not know their blood pressure status. 
Even after diagnosis, treatment adherence can be undermined by medication costs, inconsistent supply, limited 
counseling, misconceptions about chronic medication use, and competing priorities. Consequently, the combined 
burden of obesity and hypertension among women can quietly expand, increasing future CVD events and straining 
already limited health resources [5]. 
In East Africa, the epidemiology of hypertension is increasingly intertwined with changing body composition 
patterns among women. The region has witnessed steady increases in overweight/obesity prevalence, particularly 
in urban and peri-urban areas where dietary transitions and sedentary lifestyles are more pronounced. Women may 
be uniquely exposed to these risks through pregnancy-related weight retention, hormonal transitions, and social 
roles that constrain activity and shape diet. At the same time, primary healthcare systems often prioritize acute and 
infectious conditions, leaving prevention and long-term NCD management under-resourced [6]. Community-level 
screening programs are not uniformly available, and where present they may have limited follow-up for 
confirmation, counseling, and sustained control. This environment makes it essential to generate local evidence on 
the relationship between obesity and hypertension among women, and to understand how socio-cultural barriers 
contribute to risk. 
Despite hypertension being a leading and preventable cause of cardiovascular disease (CVD) in Sub-Saharan Africa 
(SSA), levels of awareness, treatment, and control remain persistently low across many East African settings. At the 
same time, overweight and obesity are rising rapidly among women, particularly in urban and peri-urban 
communities undergoing nutritional and lifestyle transitions. Yet, health programs often fail to address the 
combined burden of obesity and hypertension or the gender-specific barriers that shape women’s risk exposure and 
delay early detection. Many women may gain weight and develop elevated blood pressure without timely screening, 
counseling, or context-sensitive interventions that reflect their lived realities, including time poverty, caregiving 
responsibilities, safety concerns, limited recreational spaces, and cultural norms favoring larger body size. This gap 
in risk recognition and targeted prevention threatens to accelerate hypertension-related complications and increase 
avoidable CVD morbidity and mortality among women. Therefore, a focused study is needed to characterize the 
association between obesity and hypertension among women in East Africa and to examine how gendered social and 
environmental constraints influence obesity-related hypertension risk, awareness, and early recognition. Generating 
such evidence will inform gender-responsive prevention strategies, strengthen primary care screening, guide policy 
and resource allocation, and ultimately reduce long-term health, social, and economic burdens. 
Epidemiology in East African Women: What the data suggest 
Recent national surveys and survey-linked analyses indicate that cardiometabolic risk is rising among East African 
women, driven in part by increasing overweight and obesity. In Uganda’s UDHS 2022 key findings, women aged 
15–49 years had an estimated 18% prevalence of overweight and 8.4% prevalence of obesity, showing that excess 
adiposity is no longer rare in reproductive-age groups. Complementary surveillance points in the same direction: 
comparison of Uganda’s STEPS results from 2014 to 2023 shows overweight/obesity increasing from 19.3% to 
24.1%, suggesting a sustained upward trajectory rather than a transient fluctuation [7]. Tanzania shows an even 
higher burden; analysis of the 2022 TDHS reported that women aged 20–49 years had ~36% overweight/obesity 
(22% overweight and 14% obese). In Kenya, DHS reporting and secondary summaries highlight pronounced 
socioeconomic gradients, with overweight/obesity concentrated among more educated, wealthier, urban women, 
patterns consistent with rapid nutrition and lifestyle transition [8]. Alongside adiposity, hypertension remains 
common and often under-managed: large syntheses across Africa document high prevalence with variation by age, 
sex, and urbanicity, and persistent gaps in detection and control, echoed in WHO country profiles and STEPS 
reports. Importantly, obesity and hypertension frequently co-occur and are mechanistically coupled; a large 
harmonized African dataset (H3Africa CHAIR; 30,044 participants from 13 countries) found obesity to be a major 
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correlate of hypertension, reinforcing the plausibility of the obesity blood pressure link for women in East Africa. 
This pairing amplifies CVD and pregnancy risks [9]. 
Biological pathways linking obesity to hypertension  
Obesity promotes hypertension through intertwined neurohormonal, metabolic, and inflammatory pathways. 
Expanding adiposity raises sympathetic nervous system activity and stimulates the renin–angiotensin–aldosterone 
system (RAAS), increasing vasoconstriction, renal sodium and water retention, and vascular remodeling processes 
that sustain chronically elevated blood pressure [10]. Central obesity is also tightly linked to insulin resistance and 
compensatory hyperinsulinemia, which further drive sodium reabsorption, sympathetic activation, and endothelial 
dysfunction, thereby amplifying cardiometabolic risk. Beyond these hemodynamic effects, visceral fat behaves as an 
active endocrine organ, releasing pro-inflammatory cytokines and dysregulated adipokines: leptin resistance can 
blunt appetite regulation yet maintain pressor signaling, while reduced adiponectin weakens vascular protection 
[11]. The result is impaired nitric oxide–mediated vasodilation, heightened oxidative stress, and increasing arterial 
stiffness. In women, life-course factors modify these pathways: repeated pregnancy and postpartum weight retention 
can shift long-term BMI upward, and hormonal transitions such as perimenopause often redistribute fat toward the 
abdomen, intensifying blood pressure risk with age [12]. In East Africa, these biological risks are reinforced by 
urbanization and food environments favoring ultra-processed foods, sugary drinks, and fast foods, alongside 
constraints on safe, routine physical activity often greater for women. Cultural preferences for larger body size may 
also delay weight control and hypertension screening, while health-system gaps (low coverage, stock-outs, limited 
counseling, weak follow-up) undermine sustained control, highlighting the need for integrated, scalable community-
based approaches [13]. 
Implications for maternal and reproductive health 
Obesity-related hypertension is more than a distant cardiovascular concern; it has immediate and far-reaching 
implications for maternal and reproductive health. In women of reproductive age, excess adiposity promotes insulin 
resistance, inflammation, endothelial dysfunction, and neurohormonal activation, all of which can elevate blood 
pressure before conception and amplify hemodynamic stress during pregnancy [14]. Consequently, affected women 
face higher risks of hypertensive disorders of pregnancy including gestational hypertension and pre-eclampsia with 
downstream complications such as placental insufficiency, fetal growth restriction, preterm birth, and increased need 
for operative delivery. Beyond acute obstetric outcomes, obesity–hypertension trajectories often persist postpartum, 
accelerating progression to chronic hypertension, cardiometabolic syndrome, and long-term cardiovascular disease 
[15-20]. Importantly, maternal metabolic and vascular dysregulation may also shape the intrauterine environment, 
influencing fetal growth patterns, epigenetic regulation, and organ development, thereby “programming” offspring 
susceptibility to obesity, hypertension, and diabetes later in life. This intergenerational transmission underscores 
why prevention cannot be confined to adult cardiology alone. Preconception counseling, weight optimization, 
dietary quality improvement, physical activity support, and blood pressure screening should be integrated into 
reproductive health services, while antenatal care offers a high-yield platform for early identification, risk 
stratification, and targeted interventions that protect both mother and child [16,21-25, 26-30]. 
Prevention and control strategies tailored to East African women 
For East African women, prevention and control of cardiometabolic risk should focus on interventions that are high-
impact, feasible, and compatible with everyday constraints. First, institutionalize routine blood pressure and BMI 
screening across touchpoints women already use, such as antenatal care, postnatal and immunization clinics, and 
family planning services, while extending screening through community outreaches and workplaces such as markets, 
schools, and health camps. Second, implement lifestyle programs designed for limited time and resources: walking 
groups, church- or community-led activity sessions, and home-based routines, paired with culturally adapted 
nutrition counseling that emphasizes portion control, healthier cooking methods, salt reduction, and practical swaps 
like replacing sugary drinks with water or unsweetened options [17,31-35]. Third, integrate cardiometabolic 
services by bundling BP, weight, and glucose screening with counseling, reflecting evidence that multiple risk 
factors often cluster in the same individuals. Fourth, strengthen hypertension care within the health system through 
simplified treatment algorithms, task-shifting to nurses and community health workers, adherence support 
(reminders, peer groups), and reliable medication supply chains. At policy and environmental levels, prioritize 
regulation of unhealthy food marketing to children, front-of-pack labeling, healthier school food standards, safer 
urban walking infrastructure (lighting, sidewalks), women-friendly recreation spaces, and, where politically 
workable, sugar-sweetened beverage taxes alongside subsidies for healthier staples [18,36-40]. 
Research gaps 
Key research gaps remain in understanding and preventing cardiometabolic risk, particularly hypertension, across 
diverse populations. First, stronger sex-disaggregated evidence is needed to clarify how specific BMI categories 
translate into incident hypertension over time, best generated through well-designed longitudinal cohort studies 
that can establish temporality and reduce reverse-causality bias. Second, routine surveillance should move beyond 
BMI by incorporating central obesity metrics, especially waist circumference and waist–hip ratio, because BMI may 
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misclassify risk and under-capture visceral adiposity that drives insulin resistance, dyslipidemia, and elevated blood 
pressure [19,41-45]. Third, there is limited implementation research on how to deliver integrated antenatal care 
(ANC) and postnatal prevention packages that combine screening, counseling, referral pathways, and follow-up, 
alongside scalable community blood pressure control models that leverage task-shifting, home BP monitoring, and 
linkage to primary care. Finally, prevention strategies are unlikely to succeed without addressing context: rigorous 
socio-cultural intervention trials are required to test approaches that engage body image norms, social desirability 
of larger body size, and household decision-making dynamics that shape diet, physical activity, care-seeking, and 
adherence to long-term risk reduction [20, 46-50]. 

CONCLUSION 
East African women are at the epicenter of a rapidly evolving cardiometabolic transition in which rising 
overweight/obesity is increasingly coupled to a substantial, often under-recognized burden of hypertension. 
Evidence synthesized in this review supports a coherent causal pathway: excess adiposity drives sympathetic 
activation, RAAS upregulation, insulin resistance, endothelial dysfunction, renal sodium retention, and chronic low-
grade inflammation mechanisms that converge to elevate and sustain blood pressure. These biological risks are 
intensified by women’s life-course realities, including pregnancy-related weight retention and midlife shifts toward 
central adiposity, alongside gendered constraints such as time poverty, unsafe or limited spaces for physical activity, 
and food environments dominated by inexpensive, energy-dense options. Cultural norms that normalize larger body 
size can further delay risk recognition and timely screening. Given these intersecting drivers, the most feasible 
response is an integrated, women-centered approach: routine BP and adiposity screening at high-coverage 
touchpoints (ANC/PNC, family planning, immunization clinics), community-based outreach, and culturally adapted 
lifestyle programs that prioritize practical dietary swaps, salt reduction, and accessible physical activity. 
Strengthening primary-care hypertension management task-shifting, reliable medicine supply, and adherence 
support will be essential to reduce preventable CVD and intergenerational risk. 

REFERENCES 
1.Ojo, A.E., Ojji, D.B., Grobbee, D.E., Huffman, M.D., Peters, S.A.E.: The Burden of Cardiovascular Disease 

Attributable to Hypertension in Nigeria: A Modelling Study Using Summary-Level Data | Global Heart. 
(2024). https://doi.org/10.5334/gh.1332 

2.Reardon, T., Tschirley, D., Liverpool-Tasie, L.S.O., Awokuse, T., Fanzo, J., Minten, B., et al.: The processed 
food revolution in African food systems and the double burden of malnutrition. Glob. Food Secur. 28, 
100466 (2021). https://doi.org/10.1016/j.gfs.2020.100466 

3.Adonu C. C, Ugwu O. P. C, Bawa A, Ossai E. C, Nwaka A.C (2013).  
Intrinsic blood coagulation studies in patients suffering from both diabetes and hypertension. Int Journal 
of Pharmaceutical Medicine and Bio Science, 2 (2), 36-45. 

4.Aniokete, U. C., Emeruwa, A. P., Obasi, D. C., Okoroh, P. N., … & Aja, P. M. (2025). Gut microbiota at the 
crossroads of food additives, pollutants, and chronic disease risk. Toxicology and Environmental Health 
Sciences. https://doi.org/10.1007/s13530-025-00295-3 

5.Uti, D. E., Ibiam U. A., Omang, W. A., Udeozor, P. A., Umoru, G. U., Nwadum, S. K., et al. Buchholzia coriacea 
Leaves Attenuated Dyslipidemia and Oxidative Stress in Hyperlipidemic Rats and Its Potential Targets In 
Silico.  Pharmaceutical Fronts. 2023; 05(03): e141-e152. DOI: 10.1055/s-0043-1772607. 

6.Nwankwo, M., Makena, W., Idris, A., Okamkpa, C.J., Umoren, E.B., Owembabazi, E.: Hypertension in East 

Africa: A Systematic Review and Meta‐Analysis of Prevalence and Associated Risk Factors. J. Clin. 
Hypertens. 27, e70140 (2025). https://doi.org/10.1111/jch.70140 

7.Yaya, S., Ghose, B.: Trend in overweight and obesity among women of reproductive age in Uganda: 1995–
2016. Obes. Sci. Pract. 5, 312–323 (2019). https://doi.org/10.1002/osp4.351 

8.Adam, J., Luoga, P., Mtawa, A., Nyamhanga, T.: Prevalence and associated factors of overweight and obesity 
among adult women in Tanzania from the 2022 Tanzania Demographic and Health Survey. Sci. Rep. 15, 
33978 (2025). https://doi.org/10.1038/s41598-025-11141-4 

9.Mohamed F. Y. M, Selim T, Hussein H M, Hassan A A A, Said A A, Said M S, et al (2024). Exploring the 
prevalence, clinical spectrum, and determinants of uncontrolled hypertension in the emergency department: 
Insights from a hospital-based study in Somalia.Current Problems in Cardiology, 102589. 
https://doi.org/10.1016/j.cpcardiol.2024.102589.  

10. Młynarska, E., Bojdo, K., Bulicz, A., Frankenstein, H., Gąsior, M., Kustosik, N., et al.: Obesity as a 
Multifactorial Chronic Disease: Molecular Mechanisms, Systemic Impact, and Emerging Digital 
Interventions. Curr. Issues Mol. Biol. 47, (2025) 

11. Banerjee, D., Mani, A.: Frontiers | Obesity’s systemic impact: exploring molecular and physiological links 
to diabetes, cardiovascular disease, and heart failure. https://doi.org/10.3389/fendo.2025.1681766 

12. Bougatef SOUHA, Ben Romthane HALHA, Achour NOUREDDINE, Gueddiche MOHAMED, Haouala 
HABIH, Ben Alaya NISSAL (2002). Connaissance, traitement et contrôle de l'hypertension arterielle: 

https://doi.org/10.1016/j.cpcardiol.2024.102589


 
 
www.idosr.org                                                                                                                                       Edgar, 2026    

16 
 

Résultats d'une enquête multicentique auprès de malades hospitalsés pour cardiopathies ischémiques. 
Tunisie médicale, 80, (7), 387-394. 

13. Ameye, H., Hülsen, V., Glatzel, K., Laar, A., Qaim, M.: Urbanizing food environments in Africa: Challenges 
and opportunities for improving accessibility, affordability, convenience, and desirability of healthy diets. 
Food Policy. 137, 102981 (2025). https://doi.org/10.1016/j.foodpol.2025.102981 

14. Shariq, O.A., McKenzie, T.J.: Obesity-related hypertension: a review of pathophysiology, management, and 
the role of metabolic surgery. Gland Surg. 9, 80–93 (2020). https://doi.org/10.21037/gs.2019.12.03 

15. An, H., Jin, M., Li, Z., Zhang, L., Li, H., Zhang, Y., Ye, R., Li, N.: Impact of gestational hypertension and 
pre-eclampsia on preterm birth in China: a large prospective cohort study. BMJ Open. 12, e058068 (2022). 
https://doi.org/10.1136/bmjopen-2021-058068 

16. Alum, E.U., Aloh, H.E., Obasi, D.C., Okoroh, P.N., Aniokete, U.C., Emeruwa, A.P.: Maternal Nutrition, 
Toxicants, and Epigenetic Programming of Obesity Across Generations. Diabetes Metab. Syndr. Obes. 18, 
4873–4911 (2025). https://doi.org/10.2147/DMSO.S579409 

17. Akwari, A.A., Kibuuka, M., Ekpang, P.O., Ekpang, J.E II. Global Food Policies and Obesity: Lessons From 
Selected Country Experiences. Food and Nutrition Bulletin. 2026;0(0). doi:10.1177/03795721251408170.  

18. Inagaki, Y., Matsushita, K., Appel, L.J., Perry, H.B., Neupane, D.: Task-sharing with community health 
workers to treat hypertension: a scoping review. J. Hypertens. 42, 2041–2054 (2024). 
https://doi.org/10.1097/HJH.0000000000003834 

19. Feraldi, A., Zarulli, V., Buse, K., Hawkes, S., Chang, A.Y.: Sex-disaggregated data along the gendered health 
pathways: A review and analysis of global data on hypertension, diabetes, HIV, and AIDS. 
https://doi.org/10.1371/journal.pmed.1004592 

20. Pintye, J., Kinuthia, J., Roberts, D.A., Wagner, A.D., Mugwanya, K., Abuna, F., et al.: Integration of PrEP 
services into routine antenatal and postnatal care: experiences from an implementation program in Western 
Kenya. J. Acquir. Immune Defic. Syndr. 1999. 79, 590–595 (2018). 
https://doi.org/10.1097/QAI.0000000000001850 

21. Ugwu OPC, Alum EU, Okon MB, Aja PM, Obeagu EI, Onyeneke EC. Ethanol root extract and fractions 

of Sphenocentrum jollyanum abrogate hyperglycaemia and low body weight in streptozotocin-induced 

diabetic Wistar albino rats. RPS Pharm Pharmacol Rep. 2023;2(2):rqad010. 

22. Ugwu OPC, Alum EU, Okon MB, Aja PM, Obeagu EI, Onyeneke EC. Anti-nutritional and gas 

chromatography-mass spectrometry (GC-MS) analysis of ethanol root extract and fractions of 

Sphenocentrum jollyanum. RPS Pharm Pharmacol Rep. 2023;2(2):rqad007. 

23. Ugwu OPC, Amasiorah VI. The in vitro antioxidant potentials of the crude ethanol root extract and 

fractions of Sphenocentrum jollyanum. INOSR Appl Sci. 2020;6(1):125–33. 

24. Ugwu OPC, Amasiorah VI. The effects of the crude ethanol root extract and fractions of Sphenocentrum 

jollyanum on hematological indices and glycosylated haemoglobin of streptozotocin-induced diabetic rats. 

INOSR Sci Res. 2020;6(1):61–74. 

25. Ugwu OPC, Amasiorah VI. The effects of crude ethanol root extract and fractions of Sphenocentrum 

jollyanum on the lipid profile of streptozotocin-induced diabetic Wistar albino rats. IDOSR J Biol Chem 

Pharm. 2020;5(1):36–46. 

26. Ugwu OPC, Amasiorah VI. The in vivo antioxidant potentials of the crude ethanol root extract and 

fractions of Sphenocentrum jollyanum on oxidative stress indices in streptozotocin-induced diabetic rats. 

IDOSR J Biol Chem Pharm. 2020;5(1):26–35. 

27. Ugwu OPC, Onyeneke EC, Igwenyi IO, Aja PM, Okon MB. The effects of crude ethanol root extract and 

fractions of Sphenocentrum jollyanum on liver and kidney function parameters of streptozotocin-induced 

diabetic Wistar albino rats. IAA J Sci Res. 2018;4(1):75–90. 

28. Aja PM, Igwenyi IO, Ugwu OPC, Orji OU, Alum EU. Evaluation of anti-diabetic effect and liver function 

indices of ethanol extracts of Moringa oleifera and Cajanus cajan leaves in alloxan induced diabetic albino 

rats. Global Vet. 2015;14(3):439–47. 

29. Offor CE, Ugwu OPC, Alum EU. The anti-diabetic effect of ethanol leaf-extract of Allium sativum on albino 

rats. Int J Pharm Med Sci. 2014;4(1):1–3. 

30. Ugwu OPC, Alum EU, Uhama KC. Dual burden of diabetes mellitus and malaria: exploring the role of 

phytochemicals and vitamins in disease management. Res Invent J Res Med Sci. 2024;3(2):38–49. 

https://doi.org/10.1177/03795721251408170


 
 
www.idosr.org                                                                                                                                       Edgar, 2026    

17 
 

31. Obeagu EI, Ugwu OPC, Alum EU. Poor glycaemic control among diabetic patients: a review on associated 

factors. Newport Int J Res Med Sci. 2023;3(1):30–3. 

32. Alum EU, Ugwu OPC, Obeagu EI, Ugwu CN, Uti DE, Samson AO, et al. Nutritional care in diabetes 

mellitus: a comprehensive guide. Int J Innov Appl Res. 2023;11(12):16–25. 

33. Alum EU, Ugwu OPC, Obeagu EI, Uti DE, Egba SI, Alum BN. Managing the dual burden: addressing 

mental health in diabetes care. Elite J Med Sci. 2024;2(6):1–9. 

34. Alum EU, Obeagu EI, Ugwu OPC, Alum BN, Arinze ED, Ukaidi CUA. Exploring the differential impacts 

of intermittent fasting on men and women. Elite J Health Sci. 2024;2(5):37–44. 

35. Obeagu EI, Scott GY, Amekpor F, Ugwu OPC, Alum EU. Covid-19 infection and diabetes: a current issue. 

Int J Innov Appl Res. 2023;11(1):25–30. 

36. Alum EU, Ugwu OPC. Beyond pregnancy: understanding the long-term implications of gestational 

diabetes mellitus. INOSR Sci Res. 2024;11(1):63–71. 

37. Ugwu OPC, Ugwu MN, Basajja M, Anyanwu CN, Ogenyi FC, Ugwu CN, et al. Targeting gut microbial 

signatures to personalize obesity treatment: integrating microbiome-based stratification into precision 

medicine. Obes Med. 2025;57:100639. 

38. Ugwu OPC, Ogenyi FC, Ugwu CN, Ugwu MN. Gut microbiota-derived metabolites as early biomarkers 

for childhood obesity: a policy commentary from urban African populations. Obes Med. 2025;57:100641. 

39. Ugwu OPC, Swase DT, Okon MB, Mujinya R. Traditional East African medicinal plants as modulators of 

gut microbiota in obesity-associated diabetes: a short communication. Obes Med. 2025;654:00654. 

40. Uti DE, Omang WA, Alum EU, Ugwu OPC, Wokoma MA, Oplekwu RI, et al. Targeting CD44-hyaluronic 

acid signalling in obesity treatment: insights from small molecules and nanobioconjugates. Nutr Metab 

Insights. 2026;19:11786388251408961. 

41. Uti DE, Omang WA, Alum EU, Atangwho IJ, Ugwu OPC, Wokoma MA, et al. Combined hyaluronic acid 

nanobioconjugates impair CD44-signaling for effective treatment against obesity: a review of comparison 

with other actors. Int J Nanomedicine. 2025;20:10101–26. 

42. Uti DE, Egbung JE, Alum EU, Bawa I, Ugwu OPC, Egba SI, et al. Nanotechnology-enabled targeted 

delivery of incretin therapies for the treatment of obesity and metabolic disorders. Obes Med. 2026:100712. 

43. Ugwu OPC, Eke MC, Ogenyi FC, Basajja M, Ugwu CN. Could chronic exposure to nocturnal artificial 

light pollution be an overlooked driver of urban obesity and metabolic syndrome? Med Hypotheses. 

2025;205:111819. 

44. Alum EU, Izah SC, Uti DE, Ugwu OPC, Betiang PA, Basajja M, et al. The ketogenic diet in obesity 

management: friend or foe? Cell Biochem Biophys. 2025. 

45. Udeh SMC, Nwodo OFC, Yakubu OE, Parker EJ, Egba SI, Omenyi SN, et al. Effects of methanol extract 

of Gongronema latifolium leaves on glycaemic responses to carbohydrate diets in streptozotocin-induced 

diabetic rats. J Biol Sci. 2022;22:70–9. 

46. Ugwu OPC, Alum EU, Obeagu EI, Okon MB. Effect of ethanol leaf extract of Chromolaena odorata on 

lipid profile of streptozotocin-induced diabetic Wistar albino rats. IAA J Biol Sci. 2023;10(1):109–17. 

47. Ugwu OPC, Alum EU, Obeagu EI, Okon MB. Effect of ethanol leaf extract of Chromolaena odorata on 

hepatic markers in streptozotocin-induced diabetic Wistar albino rats. IAA J Appl Sci. 2023;9(1):46–56. 

48. Aja PM, Ibekwe VI, Ekpono EU, Ugwu PC, Ugwu OPC. Effect of ethanol extract of Cajanus cajan leaf on 

plasma lipid level in albino rats. Int J Curr Res Acad Rev. 2015;3(1):161–7. 

49. Obeagu EI, Ugwu OPC. Overweight and obesity among adolescents: a review. Newport Int J Res Med Sci. 

2023;3(1):25–9. 

50. Obeagu EI, Ugwu OPC. Insulin self-medication among diabetic patients: a review of associated factors. 

Newport Int J Res Med Sci. 2023;3(1):21–4. 

 

 
 
 

CITE AS: Muhindo Edgar (2026). Link Between Obesity and Hypertension in East African Women: A 

Narrative Review. IDOSR JOURNAL OF SCIENTIFIC RESEARCH 11(2):12-17. 

https://doi.org/10.59298/IDOSRJSR/2026/11.2.1217         

https://doi.org/10.59298/IDOSRJSR/2026/11.2.1217

