
The Persistent Myth of Stability

On the Chronic Underestimation of the Role of Context in Behavior

The data are overwhelming and the evidence is clear: the

behavior of individuals from situation to situation is substan-

tially less stable than intuition would lead us to believe. In the

social cognition literature, the human tendency to overesti-

mate the stability of other people’s behavior has been shown to

be so powerful that the phenomenon has been dubbed ‘‘the

fundamental attribution error.’’1 That is, human beings con-

sistently (erroneously) attribute causes of behavior to charac-

teristics of the person rather than characteristics of the

situation. By contrast, scientific demonstrations of the power

of situational factors to influence behavior are everywhere in

the social psychology literature: people are less likely to come

to someone’s aid if there are many other people around (the

diffusion of responsibility phenomenon)2; children will become

more aggressive around an aggressive role model3; and adults

will agree with blatantly wrong information as basic as which

of 3 lines is shortest if those around them all confidently agree

on the wrong answer.4 Despite the consistent evidence, even

researchers are often caught off guard by the power of situa-

tions to affect behavior, as was the case with the famous Zim-

bardo prison experiment (in which college students who were

randomly assigned to be prison guards in a role play began

physically abusing and degrading the college students who

were randomly assigned to be prisoners)5 or the infamous Mil-

gram experiments (in which 65% of subjects recruited off the

street were willing to administer electrical shocks of deadly

voltages to another study participant because the experiment-

er told them to do it).6 Everyone would like to think that they

would not be the one to ignore the individual in need, to con-

form to popular opinion, to shock another human being be-

cause someone in authority told them to. And so we all like to

assume that such behavior is a flaw in the individual’s char-

acter. But the evidence suggests that most of us will act in these

conformist ways. Over and over the same conclusion must be

drawn: situation trumps personality. Context matters.

Slowly we as a medical education community are starting

to realize that we have been making the same error ourselves.

People are starting to notice that studies using paper and pen-

cil tests to measure ‘‘stable’’ individual characteristics of indi-

viduals (such as personality or learning style indices)

consistently fail to predict much of the variance in real life

performance. As one very enlightening but little recognized

finding, Bebeau et al.7 found that a paper and pencil test of

ethical reasoning did predict students’ descriptions of how

they would handle an ethical dilemma in practice . . . unless

the student had actually experienced that situation in prac-

tice, at which point the predictive power dropped dramatically.

One might speculate that the reason for this loss of predictive

power is that the student who had not had the experience had

only abstract ethics to predict her behavior, but the student

who had experienced it knew what she did in the situation.

And the situation always has more capacity to pressure one to

conform than we ever predict in the abstract.

Small shifts in the medical education literature can be

seen in select domains. Repeated evidence of ‘‘case specificity’’

has led some of the strongest early proponents of teaching

‘‘problem solving ability’’8,9 to come around to the conclusion

that general problem solving ability is not a particularly valu-

able construct10,11 (although many still want to teach it). Sim-

ilarly, the lack of transfer from situation to situation is

repeatedly recognized as a phenomenon in our teaching12

(albeit often with dismay and confusion). Excitingly, several

of the papers in this issue have begun to address the role of

context in student behavior more explicitly. The work by Fisc-

her et al., for example, repeatedly identifies the role of context

in affecting how students responded to and learned from

errors. As the authors note explicitly, ‘‘Most learners felt that

the influence of this ‘adopted’ medical culture superseded their

individual ethic.’’ And the study by Haidet et al. was an explicit

effort to begin to study the context of different medical schools.

The first 2 sentences in their discussion speak of a story that

must be acknowledged and pursued: ‘‘We conducted this

study to ask whether patient-centered learning environments

at 9 schools were substantially similar or different, both in

strength and character. Our results indicate a more complex

reality than the question would suggest.’’

The time has come to follow the trail that these pioneer

researchers are blazing with their explicit effort to address and

confront the context of our learning and practice environ-

ments. As a community, we must cease to be surprised by

the lack of stability in individuals’ behaviors across different

situations. There is plenty of evidence to support the general-

izability of Fischer et al.’s findings: the power of the context

regularly supersedes any stable characteristics of the person.

And there is plenty of reason to believe the generalizabilty of

Haidet et al.’s finding that descriptions of context are more

complex than we might initially believe. I am enough of a cog-

nitive psychologist to not want an abandonment of efforts to

study the person. But I am enough of a realist to recognize that

it will only take us so far. If we wish to really understand the

behavior of our students (and our faculty and ourselves) we

must attend more heavily and more systematically to the study

of the environments in which they behave.—Glenn Regehr,
PhD, The Wilson Centre, Toronto, ON, Canada.
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