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Refugee Settlements in Rwanda: ϥntroduction 

 

Political and ethnic conɳicts in the Great Lakes Region1, 

coupled with a favourable refugee policy, have given rise to 

the refugee crisis in Rwanda. By the end of 2017 Rwanda 

hosted almost 175,000 refugees, 79 percent of whom now 

reside in six camps provided by the government of Rwanda, 

while the remainder reside in Kigali and are classiɲed as 

urban refugees.  

 

Congolese refugees have been ɳeeing to Rwanda since 

1996 and constitute 78,750 people or 45 percent of the 

refugee population, residing in the original ɲve camps in 

the northern and western areas of the country (Gihembe, 

Nyabiheke, Kiziba, Kigeme and Mugombwa). These camps 

receive monthly cash-based transfers from the WFP (World 

Food Programme).  

 

The refugee population in Rwanda increased signiɲcantly 

from 2015 following election-related conɳicts in Burundi. 

This inɳux necessitated opening a sixth camp, Mahama in 

Kirehe district. Mahama is now RwandaɅs largest refugee 

camp, currently home to over 57,382 Burundian refugees 

or 34 percent of the refugee population in Rwanda. The 

WFP provides monthly food rations to this camp but aims 

to change to cash-based transfers following an upcoming 

feasibility study. Refugees from Burundi continue to ɳow 

into Rwanda at a rate of 40ɀ80 people per month and this 

ɳow is not expected to slow down in the near future.  

 

Forty nine percent of the refugees in Rwanda are under the 

age of 18 while 15 percent are under the age of 5. The 

location and size of the refugee camps as well as the WFP 

assistance modalities used is shown in Figure 1.  
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1 This region comprises the following countries that surround the African Great Lakes:  Burundi, the Democratic Republic of the Congo, 

Kenya, Rwanda, Tanzania and Uganda.   

Figure 1: Location, size and WFP assistance modalities used in the Rwandan refugee camps (UNHCR, 2018). 
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Figure 2: The FNG process followed in Rwanda.  

RwandaɅs favourable policy allows refugees to work, move 

freely within the country, establish companies, pay taxes 

and create jobs. Despite this, refugees face signiɲcant 

challenges in accessing livelihoods and income-generating 

opportunities, resulting in an excessive reliance on WFP and 

UNHCR (United Nations High Commissioner for Refugees) 

assistance to meet food and non-food needs. Chronic 

malnutrition is widespread across the camps and 

improvements in stunting and anaemia have been 

inconsistent over the past six years.  

 

Addressing malnutrition in refugee camps in a sustainable 

manner requires taking a gender-sensitive lifecycle 

approach that engages both men and women, with a 

special focus on the most nutritionally vulnerable: children 

under 2 years of age, adolescent girls, and pregnant and 

lactating women (PLW). ϥt must include a range of context-

speciɲc, targeted interventions that engage stakeholders 

across multiple sectors.  

 

Fill the Nutrient Gap (FNG) in Rwanda: Purpose 

 

The overarching objective of the FNG was to bring 

stakeholders together to identify and prioritize context-

speciɲc policies and programmes, across food, health and 

social protection systems with the aim of improving 

nutrient intakes of target groups. The results from the FNG 

at national level are to be used to inform and complement 

the new National Nutrition Policy, among other evidence-

based strategic documents. The FNG team in the WFP 

country oʛce identiɲed the need for an additional FNG 

analysis that would be used to inform WFP, UNHCR and 

stakeholder programmes in refugee camps.   

The FNG analysis has identiɲed the current knowledge gaps 

regarding refugees so that assessments can be undertaken 

to address these and strengthen evidence-based 

programming. The FNG process has brought stakeholders 

together to share their programming experiences within 

the camps and identify priority nutrition-speciɲc and 

nutrition-sensitive interventions.    

 

FNG in the Refugee Camps: Process 

 

The FNG process for the refugee camps ran from 

November 2017 to October 2018. The analysis comprised a 

comprehensive literature review of available secondary 

data sources in combination with linear programming (LP) 

using the Cost of the Diet (CotD) software. The aim was to 

understand context-speciɲc barriers to adequate nutrient 

intake and to model potential interventions to improve 

access to nutrients, particularly from nutritious foods.  

  

At the start of the process, the Rwanda FNG team met with 

Non-Government Organisations (NGOs) and UNHCR 

working in the camps to: introduce the FNG process; collate 

secondary data sources, and; identify possible 

interventions, entry points and transfer modalities to test in 

the CotD modelling. Over 40 data sources were identiɲed 

and reviewed and the CotD analysis intervention modelling 

was carried out. Full ɲndings were presented, ɲrst within 

the WFP country oʛce internally to all units working in the 

refugee camps and then to UNHCR and the wider 

stakeholder group as part of a recommendations 

formulation workshop. The detailed FNG process in 

Rwanda is illustrated in Figure 2.  
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FϥLL THE NUTRϥENT GAP: SϥTUATϥON ASSESSMENT FOR 

MULTϥ-SECTORAL DECϥSϥON MAKϥNG ON THE 

PREVENTϥON OF MALNUTRϥTϥON2  

Malnutrition has two direct causes: inadequate 

nutrient intake and disease. As its name speciɲes, the 

Fill the Nutrient Gap (FNG) assessment focuses on 

gaps in nutrient intake to inform a countryɅs national 

policies and actions that can be taken to improve 

nutrition among their population, with a focus on the 

most vulnerable.  

The FNG assesses the extent to which people have 

choices. ϥt considers the availability, physical access 

and aϜordability of nutritious foods required for 

adequate nutrient intake. ϥt seeks to understand why 

households make the food choices they do. Finally, it 

identiɲes context-appropriate interventions that can 

be implemented by diϜerent sectors to enable people 

to choose more nutritious foods, and hence ɲll 

nutrient gaps.  

The assessment comprises two components:  

1. A country-speciɲc review of secondary data and 

information on factors that reɳect or aϜect 

dietary intake. This includes malnutrition trends 

over time, characteristics of the food system and 

food environment, and population behaviour 

related to food and feeding.  

2. An assessment of the extent to which economic 

barriers prevent adequate nutrient intake. This 

uses the Cost of the Diet linear programming 

software developed by Save the Children (UK), 

and includes modelling of the economic impact of 

possible interventions to increase nutrient intake 

and ɲll nutrient gaps.  

 

Malnutrition cannot be addressed by one sector alone. 

FNG is designed to inform multisectoral decision-

making and therefore engages stakeholders from all 

sectors including food, health, agriculture, education, 

and social protection systems throughout the 

assessment. 

ϥt is the stakeholders who deɲne the scope and focus 

of the assessment. They contribute data and sources 

of information for identiɲcation of context-speciɲc 

barriers and entry points, and develop a shared 

understanding of the issues and possible solutions. 

They then identify appropriate nutrition-speciɲc and 

nutrition-sensitive interventions that can be 

implemented by diϜerent sectors using their existing 

delivery platforms. These could be social safety nets, 

food processing and markets, antenatal care, school 

feeding programmes and others.  

The FNG assessment has been developed by the WFP 

with technical support from: The University of 

California Davis; the ϥnternational Food Policy 

Research ϥnstitute (ϥFPRϥ, Washington DC); Epicentre 

(Paris); Harvard University (Boston); Mahidol University 

(Bangkok); Save the Children (UK); and UNϥCEF.  

At the end of 2018, the FNG had been conducted in 17 

countries and started in another 8. 

2 For more information on the concept and the method of the analysis, see Bose ϥ, Baldi G, Kiess L, de Pee S. The ɄFill the Nutrient GapɅ Analysis: An approach to strengthen nutrition 

situation analysis and decision-making toward multisectoral policies and systems change. Matern Child Nutr 2019: DOϥ: 10.1111/mcn.12793  
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COST OF THE DϥET ANALYSϥS   
 

The CotD software uses LP to understand the extent to 

which poverty, food availability and prices may aϜect 

the ability of people to meet their nutrient needs. 

Using price data collected from markets or from 

secondary sources, the software calculates the 

amount, combination and cost of local foods that are 

needed to provide individuals or households with their 

average needs for energy and their recommended 

intakes of protein, fat and micronutrients3. These diets 

are calculated within deɲned constraints to prevent 

the inclusion of unrealistic types or amounts of food 

and the provision of excessive amounts of nutrients.  

 

The FNG approach deɲnes the Staple Adjusted 

Nutritious Diet: the lowest cost nutritious diet that 

includes the typical staple foods and excludes foods 

that are considered taboo4. This diet is referred to as 

the ɄnutritiousɅ diet throughout this summary. 

Population expenditure data is compared to the cost 

of this nutritious diet and is used to estimate the 

proportion of the population that would not be able to 

aϜord a nutritious diet. This non-aϜordability can be 

estimated and compared across diϜerent regions, 

seasons or countries.  

 

Primary market survey data was collected during the 

November round of the Post Distribution Monitoring 

(PDM) to determine the price per 100 g of food in each 

market within the camp5. Using this information, a 

nutritious diet was estimated for a model household 

of ɲve members which included a breastfed child of 12

ɀ23 months, a school-aged child of 6ɀ7 years, an 

adolescent girl of 14ɀ15 years, a lactating woman and 

an adult man. Two portions of the staple foods (rice or 

maize, and beans) were included for all household 

members per day, with the exception of the child aged 

12ɀ23 months, who received one portion per day6.  

 

The CotD software is also used to model interventions 

with the objective of improving the aϜordability of a 

nutritious diet for individuals and/or households. The 

selection of potential interventions for modelling was 

informed by the secondary data review and 

stakeholder consultations. ϥt included:  

 

¶ ϥncreased availability of local nutritious 

(unfortiɲed) foods and biofortiɲed foods.  

¶ DiϜerent types of complementary foods or 

specialised nutritious foods made available 

through the market and/or social safety nets. 

¶ Micronutrient supplementation. 

¶ Fortiɲcation of staple foods. 

¶ Cash transfer values or in-kind food assistance for 

refugee households targeted through WFP 

assistance programmes.  

 

The modelled interventions are theoretical and would 

need to be accompanied by complementary behaviour 

change interventions.   

 

3 As deɲned by the Food and Agriculture Organization (FAO) and the World Health Organization (WHO). Needs for 9 vitamins and 4 
minerals are included. 
4 This diet is not intended to reɳect what individuals or households are currently eating, nor should it be used to develop food-based 
recommendations or dietary guidelines. 
5 Refugees also purchase foods from markets outside the camps, but these were not considered for this analysis.  
6 Rice and beans in the Congolese camps and maize and beans in the Burundian camp.  
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Cost of the Diet Modelling 
Average cost of the diet for target groups in the northern and southern regions of Ghana with different 

interventions (Fig. 7: child 12ï23 months; Fig. 8: adolescent girl; Fig. 9: PLW). 
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FNG in Rwanda: Findings7 

1. 
PROGRESS ϥN REDUCϥNG UNDERNUTRϥTϥON ϥN 

CHϥLDREN UNDER 5 YEARS HAS BEEN ϥNCONSϥSTENT. 

GLOBAL ACUTE MALNUTRϥTϥON (GAM) RATES ARE 

ACCEPTABLE BUT STUNTϥNG AND ANAEMϥA ARE THE 

MAϥN BURDEN AND RATES REMAϥN MODERATE TO 

HϥGH. GLOBAL ACUTE MALNUTRϥTϥON AND ANAEMϥA 

PREVALENCE ARE SϥMϥLAR BETWEEN THE HOST 

POPULATϥON AND REFUGEES WHϥLE STUNTϥNG ϥS 

MUCH LOWER ϥN REFUGEE CAMPS. MAHAMA AND 

KϥGEME HAVE THE WORST NUTRϥTϥON SϥTUATϥON.  

 

Since 2015 the rates of GAM in refugee camps have 

reduced to an acceptable level of 3 percent. Stunting and 

anaemia are of moderate to high public health signiɲcance 

and their rates have ɳuctuated between 2015 and 2018. 

For example: anaemia prevalence decreased from 34 

percent to 31 percent between 2015 and 2017 but rose 

again to 37 percent in 2018. Overall stunting has fallen 10 

percent from 33 percent in 2015 to 23 percent in 2018, 

with most of the decline happening between 2017 and 

2018.     

 

Figures 3ɀ5 show the prevalence of stunting (2018), GAM 

(2018) and anaemia (2015)8 for children under 5 years of 

age in the camps and the host population in the refugee 

hosting areas. These ɲgures show that Kigeme has the 

highest prevalence of stunting and GAM at 30 percent and 

4 percent respectively, while Mahama has the highest 

burden of anaemia at 45 percent and stunting rates of 30 

percent. The diϜerence between GAM in the refugee and 

the host populations is minimal. ϥn all camps except 

Mahama, anaemia was lower than in the host population, 

but when aggregated this diϜerence is minimal (33 percent 

in the camps vs. 37 percent in the host population). 

However, average stunting prevalence in refugee camps is 

14 percent lower than the national prevalence of stunting 

in Rwanda (23 percent vs. 37 percent). The could be 

because the refugee camps are a controlled setting that 

allow for 1) high coverage of nutrition speciɲc and 

sensitive interventions, 2) implementing partners with 

higher staʛng levels and, 3) increased complementarity 

across sectors. Much could be learnt from the refugee 

settings and applied at scale to the host communities to 

decrease the rates of stunting.  

Figure 3: The prevalence of stunting for children under 5 years 

of age in the refugee camps and host population in 2018. 

Triangle and blue script outline indicates refugee camps (WFP, 

2018; UNHCR and WFP, 2018).  

7 Complete details of the ɲndings, a full list of data sources used, and references can be found in the full report.  
8 Comparisons for 2018 were not possible because anaemia data in the host population is not available.  

Figure 4: The prevalence of GAM for children under 5 years of 

age in the refugee camps and host population in 2018 (WFP, 

2018; UNHCR and WFP, 2018).  

Figure 5: The prevalence of anaemia for children under 5 years 

of age in the refugee camps and host population in 2015 

(comparisons for 2018 were not possible because anaemia data 

in the host population was not available) (NϥSR, 2015; UNHCR 

and WFP, 2015).   


