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INTRODUCTION
Tennessee has the sixth highest infant 
mortality rate in the country.1 Approxi-
mately $610 million is spent annu-
ally on costs associated with poor birth 
outcomes and infant mortality in Ten-
nessee.2 Since 2003, the BlueCross 
BlueShield of Tennessee Health Foun-
dation (BCBSTHF) has invested $12.6 
million on initiatives to combat infant 
mortality. BCBSTHF credits programs 
such as the BLUES Project and STORC 
(Solutions to Obstetrics in Rural Coun-
ties) with reducing Tennessee’s infant 
mortality rate from 9.2 per 1,000 live 
births3 in 2003 to 8 in 2009.4 These 
programs combine the knowledge of the 
importance of traditional prenatal care 
with innovative techniques to incor-
porate psychosocial support and new 
technologies.

THE BLUES (BUILDING LASTING UNSHAKABLE 
EXPECTATIONS INTO SUCCESSES) PROJECT
In 2003 the infant mortality rate in 
Shelby County, Tennessee was 14.95  
compared to the U.S. national average 
of 6.8.6 In December 2003, in order to 
address the soaring infant death rate in 
Shelby County, the University of Ten-
nessee Medical Group, collaborating 
with University of Tennessee Health 
Science Center (UTHSC), reached out 
to BCBSTHF to gauge their interest 
in partnering on a new pilot program, 
the BLUES Project. With support from 
BCBSTHF, the BLUES Project seeks to 
improve birth outcomes by addressing 

the social, emotional and health needs 
of expectant mothers living in counties 
with high rates of infant mortality. The 
project later expanded to Chattanooga 
in Hamilton County, Tennessee, another 
county with a high infant mortality rate. 

The BLUES Project offers high-quality 
prenatal and postpartum education 
through site-based groups that provide 
health education and counseling, so-
cial support, and links to community 
resources. Licensed social workers or 
health educators deliver culturally com-
petent and intellectually appropriate 
information to BLUES Project clients. 
Women with risk factors for an unhealthy 
pregnancy, such as low socioeconomic 
status, low levels of education and lim-
ited access to health care, are referred 
to the program through their health 
care providers, community outreach 
events or direct contact with a BLUES 
team member. Each woman is screened 
for literacy level, mental health issues 
and level of available social support to 
ensure that she receives appropriate 
education and resources through the 
BLUES Project. BCBSTHF works closely 
with BLUES Project staff to support the 
program, and BLUES Project staff has 
access to a BCBSTHF liaison who helps 
staff to obtain needed materials, secure 
speakers for events and link clients to 
community resources. The BLUES Proj-
ect also offers information to help new 
moms and dads continue their educa-
tions and secure employment if needed. 

Participants in the BLUES Project agree 
to attend at least one site-based group 
session or individual meeting with a 
BLUES team member per month. 

GROWING HEALTHY BABIES. GROWING BLUES.
The BLUES Project has contributed to a 
decrease in the infant mortality and the 
low-birth-weight rate in its client pop-
ulation, leading to lower medical care 
costs and decreased hospital stays for 
both mothers and infants. Women par-
ticipating in the BLUES Project have an 
infant mortality rate of just 1 per 1,000 
births. The program’s positive results, 
coupled with ongoing support from the 
BCBSTHF, have provided the motive to 
propel the program into its next phase. 

As of September 2012, the BLUES 
Project began a new chapter that will 
use a randomized trial to compare the 
receipt of traditional prenatal care with 
the added psychosocial support of the 
BLUES project. Approximately 1,650 
participants from Shelby and Hamilton 
Counties will have the option of being 
enrolled in the study from the onset 
of prenatal care to the child’s second 
birthday. BLUES Project staff hope to 
demonstrate that the psychosocial as-
pects of the program play a significant 
role in decreasing infant mortality, and 
they would like the BLUES Project to 
become a national model as well as a 
billable program. BCBSTHF will remain 
an important partner in the BLUES 
Project moving forward and has just 



re-committed to the program by renew-
ing its funding. To read more about the 
BLUES project, please visit its website: 
http://www.uthsc.edu/blues/. 

SOLUTIONS TO OBSTETRICS IN RURAL COUNTIES 
(STORC)
BCBSTHF is also partnering to ensure 
that women living in rural areas of the 
state are able to access prenatal care. 
This access is essential to reducing pre-
term births and infant mortality, espe-
cially among women experiencing high-
risk pregnancies.7 Prior to the Solutions 
to Obstetrics in Rural Counties (STORC) 
initiative, women with high-risk pregnan-
cies in southeastern Tennessee did not 
arrive for scheduled prenatal appoint-
ments between 12 and 15 percent of 
the time. The Regional Obstetric Con-
sultants (ROC), a Chattanooga-based 
group of maternal-fetal medicine (MFM) 
specialists, had serious concerns that 
traditional methods of practice were lim-
ited in reaching women in rural areas. 
The president and staff at ROC viewed 
telemedicine as an economical and con-
venient solution capable of providing 
high quality of care for high-risk obstetric 
services, and they wanted to bring tele-
medicine to rural areas of Tennessee. 

Finding an enthusiastic partner in the 
BCBST Health Foundation, ROC created 
the STORC initiative to improve patient 
outcomes and access to care for women 
experiencing high-risk pregnancies. The 
goal of STORC is to preserve, protect and 
improve the quality of life for both moth-
er and child and to provide ready access 
to services and continuing education to 
their physicians and other caregivers. 
BCBSTHF initially provided $3.6 million 
to fund six years of the STORC initiative. 
Representatives from BCBS of Tennessee  
serve on STORC’s board of directors, and 
ROC staff report that the great working 
relationship between ROC and the health 
plan has allowed the STORC initiative to 
thrive. 

The patient is referred to STORC by her 
local obstetrician and is able to see an 
MFM specialist at ROC using video-
conferencing technology set up at a lo-
cal hospital, clinic or doctor’s office. The 
ultrasound images are transmitted to the 
MFM specialist who views the images 

at one of the primary ROC offices. The 
MFM is able to discuss these images 
and other issues with the patient and the 
two traveling ROC staff members, a so-
nographer and an experienced labor and 
delivery nurse or clinical nurse practitio-
ner, during the appointment. ROC staff 
members cite this inclusive care model 
as one of the reasons for high patient and 
provider satisfaction. 

STORC DELIVERS SMOOTHER PREGNANCIES 
Besides reporting very high levels of 
satisfaction with the program, women 
participating in STORC have missed sig-
nificantly fewer appointments, and no-
show rates have declined to between 2 
and 6 percent, even better than the no-
show rate at ROC’s Chattanooga office. 
Despite the high-risk nature of their preg-
nancies, 85 percent of the 813 women 
participating in the STORC initiative gave 
birth in local hospitals, and 92 percent 
of the 488 babies born to women par-
ticipating in STORC did not require NICU 
stays. In addition to saving $5,000 to 
$10,000 per day in the NICU,8 STORC 
has saved families significant time, mon-
ey and stress by reducing their need to 
travel great distances to see an MFM 
specialist or give birth. In addition, phy-
sicians and other caregivers in rural ar-
eas were provided access to Continuing 
Medical Education (CME) opportunities 
through STORC that were previously un-
available to them.

GROWING UP
BCBSTHF is helping STORC to expand 
the number of sites where women can 
have a tele-appointment with an MFM 
specialist and to offer more CME ses-
sions. Thanks to an additional three-year 
commitment from BCBSTHF, a new tele-
health initiative is being planned for the 
state based on the success of STORC. 
Staff at ROC report that support from 
BCBSTHF has allowed them to think be-
yond STORC, and BCBSTHF has encour-
aged them to create the Tennessee Part-
nership for Telehealth that will utilize the 
telemedicine technology used in STORC 
for other medical specialties. ROC staff 
says that BCBSTHF has been a receptive  
partner in this endeavor, and they look 
forward to continuing to work together 
to bring needed specialty health care to 
rural areas of Tennessee.

CONCLUSION
While the Blues Project and STORC are 
showing promising reductions in adverse 
birth outcomes, they also are working to 
change the way maternal health care is 
defined and delivered. BCBSTHF’s sup-
port for these programs in their innova-
tive deployment of counseling services 
and communications technology shows 
how strong partnerships can cultivate ex-
pansive objectives that look beyond the 
immediate problem and address broader 
improvements in health care quality and 
efficiency.
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