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Abstract

This dialogue features Dr. Teri Thompson, an outstanding scholar in health
communication and Editor-in-Chief of Health Communication, and Dr. Mohan
Dutta, a leading health communication scholar with a research focus on the Global
South. Dr. Thompson describes the significance and scope of health communication
theories and critical ethical issues tied to health communication research. Dr. Dutta
shares his views on theorizing health communication in Asia and relevant
challenges and opportunities. Dr. Dutta proposes the use of hegemonic
communication theories and Asian imaginaries to advance theoretical development
in culturally rich and diverse Asia. Both scholars provide advice to young Asian
scholars who are interested in pursuing health communication research.
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ANE MG o WA PR IERE » FAMBAE T B 7T BB HE PE AR € 2 3
W AR BR il o 7878 A AR E - M L 2 LR A AR 5 A Re Rl
(ecological validity) B 5 % o BRI AR @ - [R] /o A7 7E e [a] /) 2 G 22
> FAM AT DI PR 4 B 7T 45 SRR b 28 25 0 0 8 B et 1R s
BEWFSE o % o DA B G W 1) 7 A FRAM AT DA 7840 8 o ft Bl {495 4
W o T AR IERZ A A0 > Bl R R L AR AR o
A2 1) R 442 ) B i 7 RS 3 SE A BN K I 88 J > ] A AR R
et KR 11975 Bt ) L RS 2
i, 1) R {4 A i 17 o R FRAR A R R 5 TR o8 — AR
R o FRADAE IS P ol — Sl fa BB AR SEL U PT ARV 2L 3 ) 3y - R
B e SR T N BRI N B R R IR B ) - AR
FEOL AT LRl e M B B ORI 2 e BR T B R AR
B A L MG ELE I E AR E S S S T
TR AUE AN 52 R0 FE AR A R o TR A IR T BB A&
g - - RSB Z A (involvement with the topic, with
the message, and with the audience) ~ f& F i 7 (health literacy)
=1l B (locus of control) ~ F F& B #£ (self-monitoring) ~ H 3 555K
(sensation seeking) > DA AT (reactance proneness) o FoAy 2
F 73 T 110 4 O AE 2 AR A B B AR A S el s A R S BARAM Y
WEFTE o BRUbZ Ab  BAME AT LU AT - 108 (Jill Yamasaki)
Y — BUEE AR R 5 S BT 0 BAR ¢ T EE A R A R R
L AL H) B[] 19 AR > e B 7 7% (methodology ) BY 2 3% &
(representation) 73 BRI AN AUE W4T ~ B FEEUEEFM Y o |

R I EL Y B A A TR AR FRAM E R S R AR IR A PR B AR g
T > a5 EAE A (dyads) BELEIHE (groups) 7 o ARG {E HE (A HE 2 iy
TR AR BB AR - 8 R B S T B R AR R A B 1
B 0B E) > DL o — AR B A S 2 B R 5B (provider-
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patient interaction) 1Y) B 24 o W A BRAE RN 5 » A =4 Hl &=
B P ¢ 4% ME PR (communication accommodation theory)
3 % B2 L 4 3 P 5 (communication privacy management theory) >
DA K 8 5175 P B (the theory of negotiated morality) o &7 B35
AE 00 S 2 an ey ) 7 S B - I E AT BRI BB IEE o A
A SR AR TG R E A B R OR A ARSI B 0 BE) o FRaT AR E
I 18] 2 ) B Ay - S BE R ) B 1) 8 F ABC-X Y (the Double
ABCX model of family stress and coping) ~ LT 7 19 15 18 A1 K g
#i 3R ZE R Y (Olson’s circumplex model of marital and family
systems) ~ A 15355 B 25 (inconsistent nurturing as control) > A&
7% & AZ He i (affection exchange theory) o B 5 Bh i) B G 4L MG 7E
fat R LA AP HoA Sl A AR 2 R E T > H B M AE e R {4 SR S A
(o FE FRATD 2 JF o B Y o B MERZ T R T 7% S AR U 1 i A
wy o A LA Sy b g BRAR A Oy 2 BARB A B AL J A 3t
115

RZ B 25EFE (influence processes) [T 5 5 5 10 R i R {21
AR - RAMAERZSEIBITE > LHEEREHETAEDIZ
BENRTE o P > FRAM L ZE 5 S USSR 52 0 #85 (information-
processing and cognitive theories) ~ /8¢5 2E 35 (theories of affective
impact) ~ 17 /% B i (theories of behavior) 1 51 & %% 5 B 5 (theories
of message effect) o A —SEBRAFUEBCR Y MR L ES 2%
L EAMHRER (e R R A B UG T RRERUE (agenda setting)
1t # 5 (cultivation theory) ~ A5+ 2 B Ff 5 (narrative engagement
framework) ~ HE 22 ¥ {5 (framing theory) ~ 42 3% P i (inoculation
theory) ~ fifi i BiL i /& B 5 (uses and gratification theory) 1 I & B 4
P (media complementarity theory) o

TSR Ak B AL € () JE AR - FRAM E R B T AL O LR P
OSICBRR IR ~ N TR A SO B o b > FRER A FRAM
52 S B I RS R B AR R B B S T R R - AR
1% (the cue route) ~ 178 #£% (the action route) » DA K HL4E Wy i #%
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BEA BN — eI 5 o AR AR E R R -
T 22 3 2 P B R 0 1) 1 JEL % ~ A0 ) B i AL B
(translational implementation and dissemination) * & i B} §7 % &
(integration with regulatory science) > LA & ¥} i & 5l B, (1) BE & A
Ft o BESR H AT AN A TEBE T E BCE R - (H A S AN 8 B AL
B o WERBEHE BGLE AT HER IS > BEAL R A AR A R G » &2
FHARZ AR S — BEWe » FRB L+ B o

A2 R {7 WO ] - 9 3 vy B i A B PR B W 2

R B PER R EATE > 5 R AT 2 B 7 LU DA B G £ b 1) 48
oo W A ARZENEETE U A HmAELE - BB
T W Wy B AR AT - &F T X (Peter Schulz) I # D g
(Shaohai Jiang) B 4% 5 () — LLBE /A 5 A8 1 48 T 7C 19 JR 28 B o At
At A E RN 55 AT DU Bl FRAMAE B A VA Y JIR A T i 7
PG

{037 52 9F 5 1) 20 Y T BF S A B o T A L A A R 03R SR B8R A
s R 2y hH PR OF SE T R 6 B A N Rk R R RE o MRS
R {408 vl s I S Y v PR D AR A 2

ey B ] TR AT AR AT 5 SRR 1) 5 B N P 20 1Y) - FRAM B )
AN FREAT B 0 (R sl Ry > BRI 5 B g B o M
5 R T SR 4 A ) R ) e B > A S SRR
(beneficence) ~ ¥f H EREM G E - 5% - BOHHEEEN - LHE
TEER R AN B FEAAR A BE FT I 5 T - MM 2 R — s
BRI ~ 52 B ASHE 2 M > BIURRGES B - R (whistleblowing) P &
AR S EARRA o LA o TE T LS BLAL S RS A T B T > FAM
W HEE BN 2 R (dt FE(E 1 A B 1 B > A0~ B R
BEFARIBAY) - BEENE  BARAEGE - KA RREEES)
RI7E filt RS0 A At & 47 S SH (R B TR B > 2 FRAM RS DF 75 e 2R
() M 75 o it B R B A4 AR B A PR R A AE A S AR T~ A
B 15l - B/ B/ S BATEROR - IE 1) A e (B B R
H 2z o
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IR o RREIRV S mER R > E A —BYEAR
[] 55 9 SCAL IR %% T HE 47 0 e 4G OF JE R 528 - W] 5 5 A B R AP 23
LR St R A R O K R B R AL W B ?
SO EE Ot i ) £ R A B AL T & - FRAE A (transformation) —
w U 2 S8 25 ) Ll > 78 2 R 2 TR EHE M 1% 3% (habitus meaning) 75
I R RE IR R o R > FRAM MR R R 2 174 5k B
FEIRME > $R SRR R« 48 HE N Hh I B T T REER L (theorize
from Asia) > 7E 500 IR 2 ST BEER {L (theorize in Asia) » DL M,
A 5 YN b 8 00 B 76 B 58 W B BE 1Y 225 AL (theorize about
contexts) > I KB IR F AT ? | HAF TR Z R ERKITE BT
RE fi {49 3 iy LA B I P S e R B A P e AL 1 B B > B
o BN D) SR AR SR b o FRAS R RE IR A0 feT FSRAFAE
A BRI R B T g 47 8K R 17 7 R L ZE # (colonizing structures) > fE
BB L RHBE T RAMAESEIIRAS N ETT A BRI o SR A
FEAR R » 3 T AR 5 o B b R o DA R IR Al 58 A BT B AR B
Sl — i i o R AR P AR AL A T R AR o 2 AR > FRAREE RS EE
RG A B fil RS 1 B b Y SRR R R S AT o
RN A S 3] o w5 D b [ {4 0 PR R AL A A BT RE A IR
AL &EhE - Wb [ T e % 1oy B [ RR B PR b B RE R 8 0
6 WE = W ?
(] 255 I R R Wi - FRAM B e S B PR R
Feny 2 el RS p A R AL ERR > K B E T RIS R
JUBLI RS S 3 5m AL - B4 T R R M an L > #REE AR ey
5" (Global North) o F7 Ak F4 3 1 5 i AL 9 b5t B8 1 25 > ey T
PVE B[R B EmAL |~ [ gk 2 Al ) DA B [ W 30 40 0t 3 v AL
T8 LT T AR AE H RIS o

AT B & F 5 20 09 5 SC Theorizing from the Global South:
Dismantling, Resisting, and Transforming Communication Theory 5t
B8 70t 78 AN ST 55 o 75 G SO 2 B e B R > m 7 5 (Global
South) W3 EwAL » A LR R AT B A& s s Fe -
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AR > B R Y A B A R T I IR L YR 18 b O T B R T
B PR > AAE SR B R B A RS L 2 e 104 AR A i ) B A o o
T1E I 1 5 — & 5 X Whiteness, Internationalization, and Erasure:
Decolonizing Futures from the Global South ¥ > F&'E ¢ B i K4
BR R AR - RSP R DL A5 O i AE
B8 IR A AR R R IS LEHE SR A5 A tE R IR SR A
TR B A T AL AR I R R (L B R A AR A S
FEEANET L o

ik 1] i R (R b ) S R 2R TR ZE T RS R AR R O B G AL
SRR JE N BOE R 0O B B B A B A O A SO (L
[ANBUR AT | DL BT A g 3 A p B R AT 2 ] AR A BEAR -
TEiE AR A > DLSER A O A ASU BB BB & A = 288
R B AE — 0 > S TR R AL A — AR A > T
T B BRI - BB EN - B A RE R S MR
AR R > DASCER A AR I 8 B AP B R LA MR PR T - sl > 18
SR BTNV E RN EAR T RE N RN EEE ST > Al A
1980 A AR LAAR » 5 B H 35 3 A B fily 5 s i 1 53 > 37 72 90 AL T
o A ANLTEEA F RN EEPHUBER > DB EE A
R BRFN A 16 O R 2 48 2 ~ 55 Bl oK B AN T 3 B AR £ E E A »
BB ER L EAR > VRE B B E A a0 ] ) B R >
BB T DA SE B N A o 0 R AR PG 2R o R N R Y fit
FREEDT T NG TR A AHEZE R [H KR | > 3 B AT 28R
BB B AR T HEs ] e
A6 BB S A R — T TR OR B R R WS A T R
NAEZR i) o S [ ] 4 18 81 S 2 R 2 Wi e A B3 [ i K B2 1 T 8
WER] > EARETHY PR ERE - AR RYUENEY - &
U o B A 7 i O it R B39 S I PR A b > B AT AR
2

o Y PR R ER A 36 Tl SCRICER (B SR AR AR ek ) > T

ARG AR b St AR (I i A R



10

(EFEALe2T) - (8) %584 (2021)

LC:

A R 1) T S AR R IR T Fe I 20 B DA SR A L )
A1) 55 LR AT US4 o IR B S AP I 2 BUE DL A
NELZE Ty EREBIWESE > I S B2 5 T B AE 3% B nY 24l A )
BEIRTSC o BN AN 4 DA A rh O i B SR AR I 5 |
FB A NEF RS o A EE S > SRINE S T R ST R
NG ) 48 B o FERE AT R ER A > FRAM R Y (reproducing) Fl
DL AERE & 1 A e ) A T AR T S A M o T T AR
KOl TR T S0 TR Y RE AT AR 25 (4% T LU ) R
7a P A A AR T B AR AHE B R A T SRR BE ) SO b R SR
AEE o UL AW Bl VE— FEF R AR - B8 W08 i alU 72 L
B AR TN — I - fla > [MEAER LB IR FHEH
& ARE R — RS > (A B S R S A s TE Y 7 X R K
T bR Z BRVE o SOk B0 RE B 5 — 1 P 5 5 A AR i % iz
(devaluing) 3CAb 2% — R TH M) F- Bt » B0 T E/E AL L -
EBRYER AL o BB A R 2R B O AR B S
P4 B T B o FRAE B SR  OKERE A R R AR
REHRIER A PSR > LB E S5 ) SR DA P48 £ 2 ) 1) 4 AR X
Prga o FRIGRE MR GRE o A TR A U R AR O 7T A AR
WA ST R A PR 4 T o FRAM AL ZEER R S O N Y
9 072 P L BB PUr A O b [ B L 5% ) o AR 22 HE I b 8 S T
FORERE Y B2 5 R 2 8 DA S B 2 vhoO i B Al B P SRR ST
13258 > 75 A B RFAE BB DA T i DA 25 B 4 o0 B R o
P [0 R T A 1 300 ) Sl 2 A e Y RE ) R FREEBL > MEERTE L
WP Bk ST R AR AR, > SRR [ AT W] AR R Ay 2 B
A 0 P R T A0 A R T A B o R FR FRAM R M T T
B e BIGHAR > 73 LU A SR A FUR P B B AL e Y
RE 5 B R 2R T S P 2 55 IR > SRAR 1S 2 s [ R )
(ko FRER Ay iE il [ B AL J A ] > H R o Y AN 5 SR 1Y O B
LR BIHE o
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ot ol 0 DL T T ARG | 70 2 (e R B P AL A B B - S RAT
2 ?

TR L BRI AEASE B ST I 2R 1 R AR ARG o JE R AR ARAE Y
201 50 50 4R S i B R F T - A8 BLAR FA I 32 28 A0 e
PR > P T2 g - Bt RMTFEER
W] 7E ST 22 JO B B SR - @R 5 T A (Global South) ¥ {2
JFREAAEHE I AR AR T o B SE R A Ry R RN K Al A
Bolat B EHE - BRAY - RIEHMESE - BERE A 45 R AR 4 4E
S AE S A LB TR o FAM Qo] 28 4 A1 4 O 1 SR 2 P A Rk O
B ol g vy B A R O T S B 2 IR AN AT SRR T A i s
AR AN BE Ay Hoh A s AR B > DA EMEA AR
JE B SRR R R A B G » BN % A (e A e B A ek
ERRI R > FIRERA AR B FOEA ERIBR » TiER
(O AR Th A o % B b O R O e s B R 2 36 B
AR FE o FRAE— 1l Ryt FLBH A AL I 3 5@ B (community-driven
health) (1957 o B7E E 484 R 2 4 5 32 A fe - 6RAT I B 61) » 7E
HRHEA [t [ | B A e e R At B A | &
HE > B AL A 4T R e R RO RER] o BHE Lkt RS > fd e R
B AL DA A R Y SR MR AE T o Sl AT
SR NI RAL - BB AL T A RER RN F5R > B Al HE
AR Sy (e R AR AL AR A T — A AR K o LIS R AN > A ]
DAFE 468 S0 2% AT (R MR A ) — e 1 i B ) SR > 5 BB RN A Ak
T ) it e (B4 o

65 ) A 58 20 6 O ek {1 1 3 M R 5 RAL AR 8 BV O
B0 W 22 i J8 2% 0 ] 4R L O S AL B Ry R K R TR e % B R
&0 W B B R B e A B BRLRORE o PR S IR B HE R AE
P HE PR A% T AT BB A KB o 185 1 44 BE » W5 G 48 22 Rk A
Y i [ ekt R £S5 97 WF € O i I3 0 Bk B 2

C RN E R T B ISR B AR AN A o A S SR A

& o i A A O b [ T B P PR R AR T S - R A
[ %5 M | (structure) HCTE 1 5 B o M o 487 UK 4 37 T fili 48 8 17
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s FRAM AT LA B 5 R )RR A ) B R PR o R i b e ) AR A
£ (Asian urbanization) A %2 5 1 1E7E 77 IR th & A BTG 3£ 161
N o BRSSO BB & 2 RN I ) sk
AE TR FAM W] DA B fe o 00 f PR A48 o TEAE MERAR T - SUAb A
LR AR (culture-centered approach) 44 it FoAM /5 {0] 7 B SCAL AR £
5 S B ) — &84 > 5 i AL IR A BEE) 77 (agentic capacity) 2 5%
RGP Ty > Sl H 3 8 N R AR AL Y A5 P2 Lh DR o [R]IRE
FE T R TR v B TR Y BN AR 2 > R AR SR e e
[EEMEEE | B E RN > SO & SRl AKERPRG e 5 i n HE
JIERPER] o 55 T WP E R4 1Y P RE > FRAM T ZEAE AR A
I %% % (community voices) FE B &5 1) — L8751k > B A RE (4L
[ o5 5 2 A it e BELAR A

PR > FRAM A 3 B BE 0 58 koW el b 2 0 0 - 95 N S ) B
BUR > A A Y R B G L L R B o BRI R IR
Syl > EEDUR M B » A WA B o IR
AL LB - R ERF =R #ikk ~ UL fgeE) Pk
EIREHO R R B o A > BB BLPRERAL A o AR R T o &
i A TR R B A B G AL A A EE A S P

TN ek e B 3 S A b 2 R 2 55 (R A5 R I i AL o RN 0 &5 MR
A LAP-EE 43 B AR A5 I R - Bl A& - R -
Bl REIEDA NG AT TAE o E LR TS 4 i R B A ST A
AR > BINRBEE A EMIE IR > A5 Bk 3R
Al BRI E IR > AR - MEYJCERMEE RN ER - HAER
A Sy R Y FE R A A o IS TR A Gk ] 17 B LS AR A AL IR > A RE
PAEIEA M 7 30 A 0 > SR e BE s > R B IE
AV At AP ) ik R BRLAR AL o R B R R B o [ A ) AR 4H 4
TE X A R 47 4 S i B R A Ak A Hh 5% T o [ R B PR B ST
[ m FL 45 5 | (communication infrastructures) B =, > 24t W
Z TRV 7 B BRG] ) BEAR A % > DA R IR AP R AN AR AL o [F]IF
Aok e R0 AT A ) R A R R AT NI R 3 S e LR A
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WIBTAHE > FEARRILAGS N T MM AT LA O - W AR 22 )
AT LAGE AN [F] £ B 285 5 o p P 1 2

B DE e RE R p AL B - O PREE - AU DL R ST B A
FHIUKE o AR UR RO BIF T RSB0 - T 75 Gl A% Rk el R (0 05 B R 5 1
Hh ik Bk DA B i T T R B e 2

P RIS AR A o TR PR T e e AR AR

5y BRI EE A AT RE o BIRACH > FRAEA T A AR SR A Bk R 2
TRER G 1F 0 25 SRR T IR - FRAAS PREE A Je 4k th AT B2 I OE
(R T R - SR AR O P R e > 2 TR A B T DA B A
2o R Fr A A R RE > AR mT DAFR B — {0 BR S AH B A 1o 1) (A5
BET o B > BB AT o AR B EE - R A
NUMAr & i (] RE Y B SOV > e R AM I fer i B 2 i 3R A2
SRR > B RSP SETEMRN - £ B O LEY
FGIA T —FH[HA IEFE | (justice-based) A i i fH 45 BT 75 BUAL o
75 e R 1Y 5 S G R R R BRI B AT B ST B L i 3 LA e )
B ABEA AR B AL AR E I BR o B T e
ANFEE R R FoAM b R PR AR A - a8 B T IR SR I
W5 TAER A o

WA o SR 25 A 0 ) o O 52 5 o A R 1109 S S B ) i R
FHBRATETE » WO B2 RB A Zo il / S A 4R 43 — Bt it 2

TR B — AR T B W 4L 2 A4 (networking) o HfE SR %E J&—
AR VG 5 ] (LSS Y B A M o o IR SRR
1) — B2 ARECERTE > ARRIRABLE IR M - ARk 3 b B A AR R
o MR 15 2 FT EE A FEEE (mentoring) > 15 A7 BESF- TR B R
Z A o FrlL s IR Bt 2 3 R EE A A A BE - B B RHRN S UF 5T
SR > RAS% ) v i e = i 26 5 25 ] o

L IRARE S AR T R A PR AL S A A R A o A TR

AR ARG — LR TEMEIRAC ] - THIfE A C 1810
R ERE IR PR AL B BRI > MR EA R AT LR o A ERL
56 B 2% L B SRR R R S T VR R SR AT I L B Rz e B
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WG A DB E T TR SRR AE A7 A 7 Bl G - BE A B 1 B 28 K HIK
HY 22 B ANBRAS BLRE 0 BT A5 1 AR o R IERZ 4 1) 4 08 B
BRI I 1 B MR A - A B P i R A TE B B o R RFAR
B 5% 1 AR A I SR IR A% #EY e 5 3% » nfel i s R ~ R
AL 1 e R ) LBt - RNEEH HE R M A R — MR
AL A 3 7% (reductionist) FIHE S > BLM S HE2E 0 A LR
(decontextualized ) 188 F 48 il 58 A AN [F] AL » SR4% P LU EEAM o
E R FRAR A S — (R B o RS RS B R B
BAVE H W AR IS )R (materiality) o FRIERZGREE 5 H W A TE
RSB 3% > Wi B AR G - EEREAE AR
Al 5 W 8 N 46 VR BRI i B 1 RGR > SRR R« [ FRGZ B
ia LB A A s R R 2 AR > R IERZ AR B R B DR T
1EEE BRI R - oI H S HEAREAE ST > RS T R IE IR
PR B o BB T IR S R B o PR AN EZ AR
BT REIN 173 A8 7010 2 AR MR B 7 AL RO ME S - A BRI IRAS R A T
KEHME ~ DL AR W ? BT F > 4> (universal distribution)
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Health communication research focuses on addressing real-
life health problems. Its pragmatic orientation may make many
people wonder the significance of theory in this field. Could you
share with us why theory is important in health communication?

We have seen, fortunately, a lot of development in health communication
in terms of the role of theory. Theory is essential, and I'm going to
say that this essential role applies to all fields of study, though that
probably is not true; I'm not really an expert on all fields of study. But it
certainly is in all aspects of social science, communication, and health
communication. Without theory, the generalizability of any research
that we do is woefully limited. Theory is even more important than the
sample and ecological validity for the generalizability of the research, in
my humble opinion. For example, if I'm able to generalize the findings
from a study on diabetes to a study on HIV or COVID-19 because
of shared theoretical frameworks, the field is then built much more
adequately. That’s an important point for us to keep in mind. Theory
should be the starting point for our research.

You mentioned that many theoretical explanations have been
developed in the field of health communication. Could you
elaborate more on the scope of health communication theories?

The questions about the scope of health communication struck me
because I just finished doing a book on health communication theory. I'd
like to tell you a little bit about the various theories that are important for
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researchers and practitioners to consider. In addition to theories, per se,
there are also concepts of theoretical and operational importance that
are particularly relevant for health message and audience segmentation.
The concepts on which I think we need to focus are involvement with
the topic, with the message, and with the audience; health literacy;
locus of control; self-monitoring; sensation seeking; and reactance
proneness. And the notion of reactance also comes up in regard to a
theory that I will mention shortly. As I share these ideas with you, I'm
hoping that you will think about how you can incorporate theoretical
notions in the work that you do. In addition to theories, I will discuss
the concepts I just mentioned. I would like to share with you a quote
from Jill Yamasaki (2021, p. 42): “Given the nature of interpretive/
critical approaches to health communication, it is not always possible,
practical, or desirable to consider theory as distinct from methodology
and representation.”

I think we should first focus our discussion on some interpersonal
dimensions, including dyads and groups. That is generally the first
issue of concern: interpersonal communication health theories.
Part of this should include a focus on families interacting in the
healthcare context. Additional important conceptualizations are
theoretical frameworks of provider-patient interaction. Three theories
are particularly important to interpersonal health: communication
accommodation theory, communication privacy management theory,
and the theory of negotiated morality. Again, I’'m hoping that you’re
thinking about this in terms of how you can take these theories and
incorporate them in your research. As we assess families interacting in
the health care context, the four important theories come to mind: the
Double ABCX model of family stress and coping, Olson’s circumplex
model of marital and family systems, inconsistent nurturing as control,
and affection exchange theory. Theoretical framing of provider-
patient interaction has many applications beyond health but has really
important applications to health communication. One should draw
attention to proto-theory in studies of provider-patient communication,
the ideal of patient-centered communication, the heritage of antiquity,
relational models, and social and public conduct.

Various perspectives on influence processes are also relevant to
health communication. We know that much of communication and
particularly health communication involves influence processes. So,
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we must consider information-processing and cognitive theories,
theories of affective impact, theories of behavior, and theories of
message effect. There are also a number of theories about message
effects that must be considered because they’re all relevant to
health communication: agenda setting, cultivation theory, narrative
engagement framework, framing theory, inoculation theory, uses and
gratification theory, and media complementarity theory.

In terms of organization and society, we should look at social
psychological theories, theories of public relations, theories of
uncertainty, and cultural theories. Finally, we must consider digital
media technology. A consideration of digital media includes two
basic foci: the cue route and the action route, with a number of
theories within those. We must also think about perspectives for
the future. These include needs for multi-level, system-oriented
thinking; longitudinal theorizing; translational implementation and
dissemination; and integration with regulatory science. And, theorize
about misinformation. We study it, but we don’t theorize about it
much; wouldn’t that be fun? How to do so? I will look forward to that.

Which sub-area of health communication do you think encounters
most difficulties in theorization?

I think provider-patient communication in many ways is one of the
more difficult to frame theoretically. Much of the research on provider-
patient interaction has not historically been theoretically framed. Peter
Schulz and Shaohai Jiang share with us some kinds of proto-theory
in studies of provider-patient communication; those are concepts and
studies that can help us make sense of the theories in the provider-
patient contexts.

Research ethics is a major concern in communication research.
Ethical issues are particularly relevant in health communication
because research in this field could have direct impacts on
individual and community health. From your perspective, what
are the most critical ethical issues in health communication?

What I would like to leave in your consciousness is the critical
influence of ethics in any line of research. When we are focusing on
communication related to health issues, concerns are inherently raised
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about ethical issues. In this regard we need to focus on ethical concepts
in terms of theoretical approaches and guiding precepts, including
beneficence, respect for autonomy, equity, utility, and truthfulness.
The ethical issues are especially relevant to clinical and organization
contexts, such as truth-telling, diagnostic uncertainty, sensitive topics,
whistleblowing, and boundary crossing. In addition, ethical issues
are particularly relevant to recently raised digital and social media
contexts, including equity concerns, autonomy and privacy concerns,
healthcare quality, and potential harm. And then I think campaigns are
where we first studied ethics in health communication, in the health
communication and social marketing campaigns. The ethical topics
in campaigns include segmentation, labeling, stigmatization, risk/
fear/provocation, appeals to responsibility, positive social value, and
depriving.

Research on health communication has flourished in Asia in recent
years. As a scholar who has conducted health communication
research in various Asian cultural contexts, could you share with
us how you think about the theorization of health communication
in Asia?

In terms of theorizing health communication in Asia, I have put in the
term—transformation—as the basis for thinking through this because
I’m really interested in the question of habitus meaning, in terms of
how we take our location and specificity in Asia seriously, and ask the
question: what does it mean to theorize from Asia, to theorize in Asia,
and to theorize about contexts, drawing on empirical observations that
are emergent from within Asia? So, the way I will position my answer
is to begin by what I see as hegemonic health communication theory
and the trappings of health communication theorizing within Asia, or
within the broader structures of hegemonic communication theories.
I will articulate how I see these as colonizing structures situated
within metric games of Asian universities, which actually prevent us
from theorizing in ways that are meaningful to Asian contexts. So,
within that sense, I would like to address more on the institutional
barriers, and the ways in which I see metrics themselves as colonizing
processes that prevent serious theorizing. And then I would like to
explore what it means to build Asian imaginaries as the basis for
theorizing health and communication.
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You mentioned that colonizing structures exist in the theorization
of health communication in Asia. How do we understand the
concept of hegemonic health communication theories?

To answer this question, think through this question of who defines a
theory. If you historically look at the landscape of theorizing, much
of the theorizing, however, in fact, over 90% of the theorizing in
communication, and certainly theorizing in health communication
happens in the Global North. So, you can see where ’'m going with
this, that in terms of the spectrum of theory and theorizing, we see a
fundamental inequality in terms of who does the theorizing, and who
gets theorized upon and what bodies get theorized on.

In articulating this inequality, I draw upon my recent pieces of
work Theorizing from the Global South: Dismantling, Resisting, and
Transforming Communication Theory. We argued that theorizing
from our habitus in the South is often a replication of Western,
predominantly white, theories, so that the nature of theory building
work becomes one of testing theories that have been constituted within
the logics of the North without really interrogating the fundamental
principles and logics that constitute these theories. In another piece of
my work Whiteness, Internationalization, and Erasure: Decolonizing
Futures from the Global South, 1 argued that much of the current
conversation on decolonization simply takes white US-centric
frameworks and reproduces them without really asking to what extent
the frameworks fit within the contexts, and moreover, continuing the
colonizing processes, so that the fundamental inequities in theorizing
continue to be reproduced.

When it comes to hegemonic health communication, I have
argued that this particular logic of theorizing is an embodiment of
whiteness, because it depicts the fundamental assumptions of white
cultural values, in terms of what human beings are and how human
beings work. And within that, the US-centric white cultural values tied
in with logics of capital hold sway over how we conceptualize health
as an individualized commodity, without interrogating notions of
relationality, without foregrounding notions of community, or without
exploring relationships with the ecosystems and the broader structural
contexts within which people inhabit their lives. This then has to
be situated in the backdrop of the capitalist onslaught on Asia, and
particularly the neoliberal onslaught on Asia since the 1980s, and then
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that has accelerated since the 1990s, which has meant that this kind of
individualization that you see in health communication theorizing is
replicated in the capitalist onslaught that has foregrounded logics of
profit extraction, labor exploitation, and market fundamentalism that
threaten human health and livelihoods. Within this kind of theorizing,
then you see how capital replicates itself, mirrored by the architecture
of a US-centric health communication frameworks embodied in
whiteness. Health communication in the Asian university becomes a
site of replica of this whiteness, carried out at the outposts of global
neoliberal capital.

Could you elaborate more on your argument about Asian
universities being the sites of replica of whiteness? Also, you talked
about the “metric games” in Asian universities, which include
the emphasis on journal impact factors, rankings, and quantity
of journal publications. What is the role of these metric games in
theorizing health communication in Asia?

The desire for whiteness pretty much plays out in Asian universities,
in their chasing of metrics, in their articulation of what is knowledge
and what counts as knowledge. The metric game is the ultimate
form of neocolonialism, one that perpetuates the hegemony of US-
based journals and knowledge claims. Because these journals publish
largely US-based scholarship mired in whiteness, scholars from Asia
compete to uncritically copy US-based models and cite US-based
white scholars in order to get into the U.S. journals. In other words,
logics of whiteness are adapted into Asian contexts as replicas where
we are promoted and rewarded for reproducing and circulating the
constructs that are embedded in whiteness. This metric game ends
up circulating the racist ideology of whiteness, at the same time,
devaluing cultural contexts and articulations that are tied to people’s
ways of living and their everyday struggles across Asia. Culture is
often put in as an afterthought then, or as a variable that circulates
these hegemonic essentialisms, such as individualism-collectivism,
that is often thrown in as a construct, while at the same time, erasing
the richness of contexts of cultures. Cultural sensitivity becomes a
way for reproducing the hegemonic logics and adjusting to culture
as a variable, while at the same time, undermining the communal,
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the connected relational ways of being. This entire structure then
is facilitated by rankings regimes driven by largely white rankings
multinationals that reify the hegemony of whiteness. Having mentored
Asian scholars while heading a Department of Communication in
Singapore, I struggled with the imperatives of a rankings-driven
infrastructure that held up whiteness. It became clear to me that any
authentic attempt to create infrastructures for doing Asian health
communication scholarship has to first dismantle the rankings regime.
We must recognize that the whiteness of the metric game prevents
any serious Asian theorizing from taking place. Scholars in major
institutions in Asia are rewarded for publishing in US-centric journals,
which continue to retain, reward, and circulate the US-centric logics.
When I look at the journal I edit, when I think through that, all the
way from the fundamental logics of what it takes to get published
in that journal, to what even is considered as theory going back to
my initial point about theory, ends up perpetuating the whiteness
unless we actively intervene to dismantle it. So, these metric games
actually reproduce and reify those systems of whiteness by further
extending the reach of whiteness into Asia, such that at the end of the
process, what you ended up getting, as we internationalize, and that
was the argument I was making that piece on internationalization, is a
reworking and reproduction of the US hegemony of theorizing.

From your perspective, Asian universities’ endeavors to achieve
internalization are the mere realization of being Americanized,
or, more critically, being colonized by US-centric whiteness. So,
what does it mean to build ‘“Asian imaginaries” as the basis for
theorizing health communication?

For me, Asian imaginaries for theorizing are about imaginaries for
anti-colonial futures. These imaginaries are rooted in the anti-colonial
struggles of the 1950s that shaped many Asian imaginations within the
context of newly emerging post-colonial states. So, we need to think
about how we build southern capacities to imagine health and well-
being from within the multiple diverse registers across Asia. Asia as
southern spaces to imagine based on ideas of community sovereignty,
relational ties, familial frames, communal good and public good,
situate health as a public resource. How do we build southern theory
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by facilitating southern knowledge flows? How do we dismantle the
logics of neoliberal capital and underlying hegemony of extreme
capitalism that reproduces inequalities through the shallow pursuit of
individualism? How do we build generative futures for health that are
anti-capitalist? Note how to theorize from the Global South is to be
explicitly anti-colonial and anti-capitalist. Here is an example about
community-driven health imagined from the Global South. There are
ample examples of community-led food gardens and seed banks, where
the community defines health as a fundamental form of community
sovereignty over food, where community owns its access to healthy
food. Here health as food takes the form of community ownership
of agriculture for sustenance, resisting the corporate colonization of
agriculture. Sustainable practices of agriculture through community
ownership and assertion of sovereignty offers a transformative
model of health and well-being. Along these lines, we need to keep
thinking through how we can fundamentally think of Asian health
communication as an anti-colonial way of looking at and organizing
health communication.

You just mentioned that the development of health communication
in Asia should adopt an anti-colonial approach; that is, Asian
scholars should think more about introducing new theoretical
concepts relevant and unique to the Asian cultural contexts and
reduce replication of and reliance on concepts derived from US-
centric frameworks that might not fit the local contexts. From
this perspective, could you elaborate more on the challenges of
studying health communication in Asia?

For this question, my argument is that the ongoing challenges of health
in Asia, in the midst of onslaught of capital and neoliberal extremism,
in some ways, is the necessity to foreground structures. Certainly,
COVID-19 made this visible in so many powerful ways. Asian
urbanization is somewhat aimed to look beautiful and sophisticated to
the Western eye, while what actually underlies that is a huge underbelly
of deprivation, of dispossession, where actually we find dramatic health
inequalities. So, within this context, the culture-centered approach
talks about how we need to look at culture as constitutive of context to
foreground the agentic capacity of communities of people to articulate
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solutions that fundamentally challenge the structures that threaten
human health and well-being. Note here that this means we move away
from the kind of Asian essentialisms such as you see in the “Asian
values” conversations that use the language of culture to sustain elite
power and control. For the inequalities in health to be addressed, we
need to conceptualize the ways in which infrastructures for community
voices can be built so communities can aspire to achieve health and
well-being.

Indeed, we saw what happened in India in the second wave of
COVID-19. Poor people had no access to medical resources, and
their needs and voices were unheard. The allocation of medical
resources was largely based on the elites’ ways of thinking without
the inclusion of local voices. The culture-centered approach you
mentioned is to explore the interplay of three factors—structure,
culture, and agency in community health. On the other hand,
challenges and opportunities may co-exist. What do you think are
the opportunities of theorizing health communication in Asian
contexts?

I see the work of theorizing health communication as the work
of transforming structures, so that we can create equality in the
distribution of fundamental structural resources, all the way from
income and wealth, to opportunities of life, information, evidence,
knowledge, which are tied to the project of building communicative
equality, in terms of ownership of information resources, resources
for making knowledge claims and creating evidence, and resources
for building representation, decision making, and voice. This is all
structured within the struggles for building infrastructures of listening,
so that communities we work with, whose health we seek to work
with, to improve, actually have registers for their voices to be heard,
in ways that are meaningful, so that their health and well-being can
be improved. Health communication takes the form of community-
led grassroots organizing so that we can actually sustain these efforts
of health and well-being. The work of health communication takes the
form of creating communication infrastructures, where communities
can build networks of solidarity in their struggles for better health
and well-being. Also, they can have communicative sovereignty,
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where they can actually own or feel sense of ownership of those
communicative infrastructures on which they can articulate their
voices, where they can connect across spaces and build multiple nodes
for articulating their voices.

Health communication research often involves drawing knowledge
from disciplines such as sociology, psychology, public health, and
statistics. Based on your research experiences, could you share
with us your observations of challenges to and noteworthy features
of transdisciplinary collaboration in health communication?

I think it’s a great question. I think the challenge there is even
articulating what health communication brings to that conversation.
And I suppose, you know, for me, the point is working in a cross-
disciplinary context, when I work with architects, or with agricultural
engineers, and I think the challenge there is to begin with what really
is the problem, and then starting from the problem, to think about what
communication brings to it. Almost always, there is a communicative
dimension of the problem that needs exploring. And for me, this
dialogic spirit, an openness to having that dialogue and to really
understanding as much from others about how they see the problem as it
is about bringing our own understandings to those conversations, is what
underlies transdisciplinary collaborations. In my own work that brings
a justice-based approach to health communication, transdisciplinary
collaborations extend beyond academia to relationships with activists,
advocates, community researchers and community organizers. That to
address health inequalities we must transform unequal structures shapes
the nature of my own transdisciplinary work.

In recent years, many young scholars have joined the field of
health communication and are devoted to health-related research.
Could you provide some suggestions for them?

I think one of the things that is really important is the notion of reaching
out and networking. That’s such a Western word, but so important for
young Asian scholars. One of the things that I've been struck by with
the particularly the young scholars from China with whom I've had
contact, is the relative lack of mentoring that they get from the senior
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scholars, compared to what I would expect. I have had a number of
young Asian scholars reach out to me because they’re not getting much
mentoring from the more established scholars. So, I would encourage
them to reach out across networks and across disciplines and fields,
and areas of study. And try to overcome the lack of mentoring that a
number of young Asian scholars seem to experience.

I love this idea of reaching out that Teri articulated. The first thing I
want to say is “believe in yourself.” Believing in yourself is believing
in your context, having enough faith to know that the context that
you come from has things to offer to teach. Don’t let the US-based
disciplinary hegemony dictate what you study and how you study. You
don’t have to keep replicating the constructs of whiteness developed
through empirical analyses of largely white samples in the U.S. in
order to actually build theory and find a way for yourself to survive
in academia. Pay close attention empirically to the context within
which you are embedded, the lived experiences of health within the
context, and the meanings of health that serve as anchors for how
individuals, families, and communities negotiate health. Don’t blindly
replicate reductionist constructs such as individualism—collectivism
that emerge from a largely decontextualized white lens imposed
on cultures to compare them. That’s the first thing I would say. A
second thing along those lines is: pay close attention to the materiality
of everyday life. Build theory by taking seriously the everyday
empiricism emergent from the ground. What this means is that don’t
bring the assumptions of a particular theory that has been imposed
on you by a colonizing structure and then ask the question: how do 1
replicate it to address this problem? Instead, really attend empirically
to what you see within that context and respect the context. Let the
empiricism emerge from within the context and guide you in doing
and developing your theory. How then do we generalize, compare, and
synthesize from within the contexts of Asia takes the concept of Asia,
replete with its diversities and fragmentations, seriously? For instance,
the notion of healthcare as rooted in socialist values of universal
distribution across multiple Asian economies foregrounds a framework
of universal access, rooted in the collective. It is clear that we are
at a moment of disciplinary history in health communication where
we must urgently decolonize the discipline. And decolonization is
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fundamentally about undoing the concepts and the methods that have
been circulated within the structures of whiteness, and instead starting
from nodes located in Asia. Of course, for all of this to happen, the
work at hand is to actively decolonize the Asian university.

Selected Works by Teri L. Thompson
and Mohan J. Dutta

Please refer to the end of the Chinese version of the dialogue for Teri L.
Thompson’s and Mohan J. Dutta’s selected works.





