
🟦 PSA Morning Briefing 

Friday, September 11, 2026 

Good morning, JD. Today’s strongest message is that underserved people are already 
turning to AI when healthcare is unavailable, expensive, or intimidating. PSA’s opportunity 
is to make that use safer while investing in the human support that technology cannot 
replace. 

Only three suEiciently relevant developments surfaced from the last 48 hours. I’ve 
supplemented them with two clearly dated, practical resources rather than manufacture 
novelty. 

🟨 1. Health information is rapidly moving into AI—but trust remains thin 

 



 

 



 



 



Event and organization imagery; not a photograph of survey participants. 

The Consumer Technology Association announced research on September 9 finding 
that four in ten consumers turn to AI or social media for health information. The 
publicly accessible CTA release listing provides the headline finding but not enough 
methodology to judge sampling, question wording, or subgroup results. CTA is also a 
technology-industry association, so this should be treated as market research—not 
independent clinical evidence. 

Still, the direction agrees with earlier independent polling. A West Health–Gallup poll found 
approximately one-quarter of American adults had recently used AI for health information. 
Cost, after-hours access, embarrassment, and previous experiences of being dismissed 
were among the reasons people used it. Only about one-third trusted its accuracy, while 
most continued consulting healthcare professionals. Associated Press summary of the 
polling. 

Why PSA should care: People in southern New Mexico will not wait for a formally approved 
application before asking AI about symptoms, medications, or test results. Simply advising 
them never to do so is unlikely to work. 

42’s take: PSA should teach safe use rather than silent use: remove identifying 
information, ask for sources, verify medication advice, and recognize questions requiring a 
clinician or poison-control center. AI can help someone prepare for care; it should not 
impersonate care. 

Practical follow-up: Pilot a bilingual, 45-minute “Ask AI About Health—Safely” workshop 
using fictional cases. Measure whether participants can identify hallucinations, privacy 
risks, and urgent symptoms afterward. 

Near-term prospect: Immediately feasible at low cost, provided the workshop uses no real 
patient information and a qualified health professional reviews the curriculum. 

🟪 2. Real language-access pilots point toward AI-assisted documents—not 
autonomous interpreting 

O9icial report-related imagery from the California Health Care Foundation. 

A March 20 California Health Care Foundation report provides one of the most useful 
current maps of AI language-access pilots. Healthcare organizations are concentrating on 
comparatively lower-risk work: pre-visit instructions, reminders, patient education, and 
written post-discharge information. They are generally using AI to support qualified staE, 
not replace interpreters. Issue brief and report. 

https://www.cta.tech/press-releases/
https://apnews.com/article/0ea249aa0db3fa351efa2a76af3a2348
https://apnews.com/article/0ea249aa0db3fa351efa2a76af3a2348
https://www.chcf.org/resource/2026/03/20/ai-language-access-health-care-opportunities-risks-lessons/


One case describes Children’s Hospital Los Angeles using an AI-assisted workflow for 
written Spanish discharge instructions. According to staE interviews, preparation time 
reportedly fell from roughly two hours to 5–10 minutes, with multilingual professionals 
reviewing the output. That is an encouraging operational result, but it is not a controlled 
study of comprehension, medication safety, or readmission rates. 

The report estimates conventional telephone interpretation at roughly $2–$5 per minute, 
on-site interpretation at $45–$150 or more per hour, and document translation at $0.10–
$0.30 per word. It does not establish that an AI vendor will have a lower total cost once 
licensing, integration, quality assurance, and staE review are included. 

Why PSA should care: Spanish-language after-visit materials are a realistic southern New 
Mexico use case. Consent, diagnosis, medication changes, and emotionally sensitive 
conversations should continue to involve qualified human interpreters. 

42’s take: The best first pilot is a document-production tool with a named human 
approver, not live autonomous medical interpreting. 

Practical follow-up: Ask a clinical partner to select five frequently used, non-urgent 
English handouts. Compare professional translation alone with AI-assisted translation plus 
professional review for time, cost, reading level, errors, and patient comprehension. 

Near-term prospect: Technically feasible now. Clinical partnership, vendor privacy terms, 
and qualified review are non-negotiable. 

🟦 3. Multilingual education research oPers a useful teacher-first AI design 



 

 



 

 



 

Research-system or paper-related imagery; no suitable documentary image of the study 
participants was confirmed. 

A June 2026 preprint describes ConnectED, a Vietnamese-language AI system that links 
curriculum-based lesson planning, student practice, and teacher review. Instead of giving a 
chatbot an unrestricted teaching role, its workflow places teacher-validation checkpoints 
throughout lesson creation. Original preprint. 

The underlying model answered 87.02% of 3,119 questions drawn from Vietnam’s 2025 
national high-school examination, reportedly outperforming its comparison model by 6.1 
percentage points. Surveys included 18 teachers and 214 students. Lesson-preparation 
time was reported to decline from three or four hours to approximately 30–45 minutes. 

These are promising early results, but the limitations are important. The paper is a preprint, 
the teacher sample is small, and exam-question accuracy is not proof of lasting student 

https://arxiv.org/abs/2607.28647


learning. The study does not establish eEectiveness for Spanish-English learners, 
American curricula, students with disabilities, or low-bandwidth households. ConnectED 
also appears to be a research system, not a confirmed oE-the-shelf product PSA can 
purchase. 

Why PSA should care: The transferable insight is the workflow: anchor AI to an approved 
curriculum, constrain its tasks, require educator review, and use student performance to 
revise lessons. That is much safer than asking a general chatbot to “teach algebra.” 

42’s take: PSA could reproduce the design principles without adopting this particular 
system. A bilingual educator might use AI to generate alternate explanations and practice 
questions, approve them, and then measure learning away from the tool. 

Practical follow-up: Run a four-week Spanish-English numeracy pilot using one approved 
lesson sequence. Record preparation time, correction rates, independent post-tests, and 
the number of culturally or linguistically inappropriate outputs. 

Near-term prospect: Pilotable with existing tools; local evidence would still be needed 
before expansion. 

🟩 4. A national higher-education AI institute begins its new cycle 

 



 

O9icial program and participating-campus imagery. 

The Association of American Colleges and Universities began its 2026–27 Institute on AI, 
Pedagogy, and the Curriculum on September 10. The online, team-oriented program runs 
through April 6, 2027. AAC&U says approximately 330 institutional teams have participated 
across its institute cycles. OEicial institute listing and AAC&U program webinar. 

The program’s importance is organizational rather than technological. Colleges commonly 
have isolated instructors experimenting with AI while admissions, disability services, 
libraries, faculty, and students operate under diEerent assumptions. A multi-month 

https://www.aacu.org/
https://www.aacu.org/webinars/how-campuses-are-facilitating-change-regarding-ai


institute gives campus teams time to coordinate curriculum, assessment, policy, and 
professional development. 

This launch is evidence that institutions are investing in structured planning; it is not 
evidence that participation improves graduation, employment, or learning outcomes. I also 
did not confirm an open place for PSA or a published participation price from accessible 
program information. 

Why PSA should care: Doña Ana Community College, New Mexico State University, adult-
education providers, and community organizations face the same coordination problem. 
Low-income and bilingual students are most vulnerable when rules are unclear or when 
instructors assume everyone owns a capable device and reliable connection. 

42’s take: PSA does not need a seven-month national program to borrow its strongest 
feature: put educators, learners, community representatives, accessibility specialists, and 
administrators at the same table. Students should help define acceptable AI use rather 
than merely receive a finished policy. 

Practical follow-up: Convene a two-session “southern New Mexico mini-institute.” 
Session one identifies three learner problems; session two evaluates one proposed pilot 
against learning, language access, accessibility, privacy, and complete cost. 

Near-term prospect: Convening is immediately realistic. Institutional policy changes 
would likely take an academic term or longer. 

 


