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ABSTRACT

Objectives: Continuity is associated with improved outcomes for patients, clinicians and health systems, yet remains difficult to
achieve in contemporary primary care. This study introduces CAP Continuity, an empirically grounded, realist-informed, ex-
planatory theory that accounts for how continuity is generated or disrupted in context. CAP Continuity conceptualises continuity as
emerging from the interaction of three domains—competence, attitude and provision.

Methods: A realist evaluation examined continuity for people with mesothelioma in UK general practice. Nine longitudinal
patient case studies were developed using longitudinal realist interviews with patients, their healthcare professionals (n = 12) and
close persons (n =9). Analysis involved reflexive thematic coding, development of Context-Mechanism-Outcome configurations
and theory refinement informed by Burden of Treatment Theory and the Candidacy Framework.

Results: CAP Continuity proposes that continuity depends on (1) competence—the capabilities of patients, close persons, and
professionals to understand, navigate, coordinate, and engage with care; (2) attitude—the relational, moral, and motivational
orientations that shape whether people prioritise continuity and (3) provision—the organisational and system-level arrangements
that enable or constrain continuity. Continuity is most likely when these domains align; misalignment explains why continuity
breaks down even when individual relationships appear strong.

Conclusions: CAP Continuity offers an explanatory structure that integrates existing definitions with attention to context,
mechanisms and system conditions. Developed in the context of mesothelioma and UK general practice, the theory is trans-
ferable—subject to contextual fit—to other community-based settings where multidisciplinary care, workload and system
pressures shape the possibilities for continuity.

1 | Background

Continuity of care is consistently associated with improved
outcomes across high-income health systems, including reduced
mortality [1, 2], better adherence to treatment [3], more ap-
propriate prescribing [4], lower staff burnout [5, 6], reduced
healthcare costs [7] and fewer hospital admissions and emer-
gency attendances [8]. Despite this extensive evidence base,

continuity has become increasingly difficult to achieve. Once
embedded within small-scale general practice, it is no longer
structurally or culturally ingrained within the NHS or many
comparable international systems [9]. As a result, efforts to
defend the value of continuity risk overshadowing a more
pressing challenge: understanding how continuity can be de-
livered flexibly and responsively in contemporary primary care,
in line with individual patient preferences [10].
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Continuity is not a discrete intervention but a relational and
organisational phenomenon that unfolds over time and across
contexts. This paper adopts the definition of continuity as “the
extent to which a person experiences an ongoing relationship
with a clinician and the coordinated clinical care that progresses
smoothly as the patient moves between different parts of the
health service” [11]. Although continuity matters across all
healthcare settings, its foundations lie in primary care, where
clinicians are expected to integrate information, coordinate care
and maintain responsibility across multiple encounters and
services. Understanding continuity, therefore, requires attention
to the conditions under which it is generated, sustained or lost.

1.1 | Conceptual Ambiguity in Existing Literature

Attempts to theorise continuity remain limited. Pereira Gray
et al. published a theory in 2003 that emphasised the benefits of
a personal doctor whose accumulated knowledge of a patient’s
history, values and concerns enables more efficient and satisfying
care [12]. While foundational, this work focused primarily on
relational continuity and ‘repeated contact’ with the same cli-
nician; an assumption increasingly difficult to uphold in modern
primary care [13].

More recent research distinguishes relational continuity (seeing
the same clinician over time) from relationship-based care (the
quality of interpersonal connection within any given encounter).
The Royal College of General Practitioners (RCGP) notes that
rapport, trust and empathy can be established within a single
consultation and that repeated encounters do not automatically
produce a meaningful relationship [14]. Empirical studies sim-
ilarly show that patients may receive highly personal care from
unfamiliar clinicians when communication is skilled and care is
individualised and that clinicians’ sense of ownership and re-
sponsibility can foster continuity even without long-term re-
lationships [15, 16]

Continuity has long been viewed as rooted in the ongoing re-
lationship between a patient and their clinician. Pereira Gray
et al. described continuity as developing through repeated en-
counters with the same doctor, enabling familiarity, trust and
mutual responsibility to build over time [12]. Sidaway-Lee et al.
later outlined the key dimensions of continuity and the pathways
through which continuity may influence outcomes, providing an
important conceptual foundation. Their work focused on de-
scribing continuity and its consequences, rather than examining
how continuity is achieved or how it varies across settings [17].
More recently, Ladds and Greenhalgh have offered a perspective
tailored to multidisciplinary primary care, showing how different
forms of continuity can be produced collectively by teams
through shared information systems, communication practices
and organisational arrangements. They further highlight how the
work of sustaining continuity is distributed across patients,
clinicians and organisations and the coordinated effort required
to maintain coherence in care [18]. While this offers valuable
insight into the activities that support continuity, it leaves open
questions about the conditions that enable this work and the
circumstances in which it becomes more challenging within
complex systems.

Taken together, this evidence shows that continuity cannot be
reduced to frequency of contact. It depends on how clinicians
approach the relationship, how patients experience the

interaction and how responsibility is enacted across encounters.
The literature also exposes persistent conceptual imprecision of
continuity: definitions vary, boundaries blur and constructs are
inconsistently applied across studies and settings. This limits the
ability to translate continuity into practice and policy and con-
strains efforts to design interventions that work across diverse
organisational contexts [13].

1.2 | Why a New Explanatory Theory is Needed

Existing models describe what continuity is but offer limited
insight into how continuity is produced or disrupted within
contemporary primary care [13, 19], particularly in multidisci-
plinary, high-pressure systems where responsibility is distributed
across teams [18, 20]. No existing theory integrates individual,
relational, organisational and system-level influences nor ex-
plains the mechanisms through which continuity emerges or
breaks down in context [21, 22]. A theory that conceptualises
continuity as the product of interacting capacities, orientations
and system conditions is, therefore, needed; one that is empir-
ically grounded, sensitive to context and capable of informing the
design and evaluation of continuity-enhancing interventions
[23, 24].

1.3 | Introducing CAP Continuity

This paper introduces the CAP Continuity theory, developed
through a realist evaluation of continuity in general practice for
people with mesothelioma [25]. CAP Continuity offers an ex-
planatory structure that integrates existing definitions and ty-
pologies with attention to context, mechanisms and system
conditions. It conceptualises continuity as emerging from the
interaction of three linked domains—competence, attitude and
provision—within and across clinical relationships and health-
care organisations. By articulating how these domains align or
misalign, CAP Continuity explains why continuity succeeds or
fails in contemporary primary care and provides a conceptual
basis for designing and evaluating continuity-enhancing prac-
tices and policies.

2 | Methods

2.1 | Study Design

A realist evaluation was undertaken to examine how continuity
of care is generated, sustained or disrupted for people with
mesothelioma in UK general practice [25]. Realist methodology
is well suited to complex primary care phenomena because it
seeks to explain what works, for whom, in which circumstances
and through what mechanisms [23]. Continuity was explored as
an emergent property of interactions between individuals, re-
lationships, organisational structures and wider system
conditions.

2.2 | Sampling and Recruitment

Nine patient case studies were developed using longitudinal
realist interviews. Each case study included the patient and,
where possible, a nominated close person and a healthcare
professional involved in their care. To broaden perspectives and
achieve data saturation, additional interviews were conducted
with healthcare professionals (n = 12) and close persons (n =9).
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Five general practitioners (GPs) initially approached did not
respond; recruitment was, therefore, widened through pro-
fessional networks, resulting in six further GP participants. Al-
though these GPs were not directly linked to the case-study
patients, their insights into general practice processes and me-
sothelioma care were analytically valuable. In total, 54 interviews
were conducted with 30 participants. All but eight participants
took part in at least two interviews, generating 30.8 h (1848 min)
of data. Ethical approval was granted by the University of
Sheffield (REF 039695), and the study adhered to RAMESES II
quality standards for realist evaluations [26].

2.3 | Data Collection

Interviews were conducted between January and April 2023.
Realist interviewing techniques were used to elicit participants’
reasoning, experiences and interpretations of continuity. In-
terviews explored experiences of accessing and navigating gen-
eral practice, interactions with clinicians and multidisciplinary
teams, perceptions of responsibility and ownership and con-
textual factors shaping continuity. All interviews were audio-
recorded, transcribed verbatim and anonymised. Transcripts
were checked against recordings for accuracy and imported into
NVivo for data management [27].

2.4 | Analysis

Analysis proceeded through three interconnected components:
reflexive  thematic  analysis, development of Con-
text-Mechanism-Outcome configurations (CMOCs) and theory-
informed refinement using Burden of Treatment Theory and the
Candidacy Framework [28, 29].

2.4.1 | Transcription, Data Handling and Coding

Transcripts were read repeatedly by EC to support familiar-
isation. Coding was conducted inductively and reflexively, with
codes capturing actions, reasoning, contextual influences, and
relational dynamics. Coding was undertaken by EC, with regular
discussions involving CG, SM, and SEM to enhance reflexivity
and ensure conceptual coherence. Codes were iteratively refined
as new interviews were added, and emerging interpretations
were documented.

2.4.2 | Development of Themes and CMOCs

Codes were grouped into preliminary themes that described
recurring patterns in participants’ experiences of continuity.
These themes were then examined through a realist lens to
identify underlying mechanisms (e.g., trust, responsibility, re-
lational orientation and navigation work), contextual conditions
(e.g., multidisciplinary team (MDT) complexity, access systems
and GP workload) and resulting outcomes (e.g., sustained con-
tinuity, fragmentation and disengagement). CMOCs were de-
veloped by linking these elements into explanatory propositions.
For example, “When patients encounter complex MDT struc-
tures (context), they rely on personal agency and health literacy
to navigate care (mechanism), resulting in variable continuity
depending on individual capacity (outcome).” CMOCs were it-
eratively refined through team discussion and tested against the
full dataset.

2.4.3 | Integration of Existing Theory
Two existing theories were used to deepen and structure analysis:

» The Burden of Treatment Theory illuminated how patients’
capacity, workload and relational networks shaped their
ability to achieve continuity [28].

o The Candidacy Framework helped explain how patients and
clinicians judged eligibility, legitimacy and responsibility
within the care pathway, particularly in relation to GP roles
and MDT boundaries [29].

These theories were applied deductively to refine CMOCs, en-
suring that mechanisms were theoretically grounded and that
contextual influences were fully articulated. A mapping exercise
aligned CMOCs with constructs from both theories, supporting
the synthesis of findings into the CAP Continuity framework.

2.4.4 | Synthesis Into the CAP Continuity
Conceptual Framework

CMOCs were organised into three  overarching
domains—competence, attitude and provision—which consis-
tently accounted for variation in continuity across cases. From
this, a conceptual framework of the CAP Continuity theory was
developed. It offers an explanatory structure showing how
continuity arises from the alignment (or breaks down through
the misalignment) of individual capabilities, relational orienta-
tions and system-level conditions. Rather than functioning as
a traditional logic model with a linear sequence from inputs to
outcomes, the framework groups the key dimensions and
challenges that shape continuity. It foregrounds how systemic,
personal and cultural aspects interact within healthcare delivery,
emphasising dynamic interdependencies rather than a stepwise
process (Figure 1: CAP Continuity Conceptual Framework).

3 | Results

The analysis demonstrated that continuity of care for people with
mesothelioma in general practice is shaped by the interaction of
three interdependent domains: competence, attitude and pro-
vision. These domains capture the mechanisms through which
continuity is generated or disrupted across individual, relational,
organisational and system levels. CAP Continuity proposes that
continuity is most likely when these domains are aligned; when
competent actors who value continuity work within systems that
resource and prioritise it. Misalignment between domains helps
explain why continuity breaks down, even when individual re-
lationships appear strong.

3.1 | Overview of the CAP Continuity Domains
3.11 | Competence

Competence refers to the capabilities of patients, close persons
and healthcare professionals to understand, navigate and co-
ordinate care within a complex system [13]. Participants de-
scribed competence not only as clinical expertise but as the
ability to communicate effectively, coordinate care and navigate
a fragmented system. Healthcare professionals highlighted the
complexity of the system and the challenges it posed for their

Health & Social Care in the Community, 2026

30f8

ASUDI'T suOWIWO)) dANE2I) A[qedoridde oYy £q pauIoA0S are sa[ONIR Y oSN JO sa[NI 10J AIRIqIT] SUIUQ A[IA\ UO (SUONIPUOD-PUEB-SULIA)/ WO KA[IM’ ATeIqrjaur[uo//:sdny) suonipuo)) pue swid ], a1 23S *[9702/90/10] U0 A1eiqr auruQ K31 *9dUL[[2IXH 218D pue YI[edH Ioj Amnsu] [euoneN ‘GIIN Aq 08Z9EEE/OSU/SST 1 0 1/10p/wod’ Ka[im’ Areiqrjaur[uo//:sdny woiy papeo[umod ‘1 ‘9z0g 54



Provision

Compefence Attitude

NHS feels like a business, 5 P
PN Understanding/appreciation
not a care service: patients Ao
- of continuity
feel like customers

Continuity not yet
engrained in culture
despite extensive evidence

Navigation of complex
healthcare system is arduous

T king or

Continuity requires significant lone-wolf work ethic

knowledge of system and
under i iation

Increasingly MDT workforce
necessary given GP shortage

Attitude of HCPs towards
in MDT/across

of HCPs roles

Clinicians on both sides of
the PSCI need to support

patients with continuity
and access needs

settings affects continuity

Degree of involvement

Information-sharing requires with continuity depends

ability to use and maximise
potential of IT systems

on personality, capacity,
beleifs experience of
healthcare system

Resource limitations,
postcode lottery, inequity

Patients may be reliant on
HCPs’ recognition of

Ability/capacity of person to
communicate/advocate

FIGURE 1 | CAP continuity conceptual framework.

own competence. They discussed how this navigation work is
shaped by health literacy, confidence and prior experiences of the
healthcare system. Several GPs and Mesothelioma UK Clinical
Nurse Specialists (MCNSs) described feeling overwhelmed when
navigating care for themselves or family members, acknowl-
edging that patients with fewer resources or less confidence were
at risk of falling through gaps.

GP: “If you don't have someone who knows how the system
works, and has the power and the privilege and looks like
they're the kind of person who can get things done, but in
a nice polite middle-class way... You know? There are so many
intersections around how inequalities interact with all of this.”

Patients and close persons frequently discussed the work re-
quired to access care, interpret information and manage multiple
appointments.

Patient 2, female, pleural mesothelioma: ‘It probably doesn’t
apply to me because I will fight regardless, but I think a lot of
people would have given up, been put off. You know? You
come across a barrier it’s very easy just to think, “oh I'll leave

9 3

it, or I'll wait until a couple of days”.

Mechanisms influencing competence included the following:

+ The effort required to overcome gatekeeping and access
appointments

» The ability to interpret and act on clinical information
 Familiarity with MDT roles and referral pathways
» Accumulated knowledge of the patient and their history

The increasingly multidisciplinary nature of general practice
amplified the importance of competence. Participants described
uncertainty about the roles of different MDT members, which
sometimes hindered coordination and diluted responsibility. For
GPs to act as coordinators or sign-posters, they needed awareness
of available services and clarity about their own role within the
wider team; conditions that were not always present.

eligibility for services

3.1.2 | Attitude

Attitude captures the relational, moral and motivational orien-
tations that shape whether individuals and teams prioritise
continuity and take responsibility for sustaining it [21]. This
domain emerged as a central, often hidden mechanism shaping
continuity. Patients described how personal dispositions, such as
being ‘not a pushy type of person,” affected their willingness to
seek help, challenge decisions or request continuity. These
dispositions influenced whether patients persisted in navigating
barriers or accepted fragmented care.

Patient 6, male, pleural mesothelioma: ‘You know, it’s my
personality... I don’t really try and bother people if I can deal
with it myself. Maybe that is a wrong attitude on my part.’

Clinicians’ attitudes were equally influential. Participants de-
scribed how continuity often depended on whether a clinician
‘went above and beyond,’ took ownership or viewed continuity as
integral rather than optional.

MCNS: “I feel that certainly the GPs I interact with... They’re
very receptive, and the gratitude is amazing... It seems there is
a thirst to learn but the capacity to take everything on is just,
you know, they just can’t do it. I think the will’s there but it’s
just maybe a capacity issue.”

Attitudinal mechanisms includedthe following:
« Clinicians’ sense of responsibility and ownership
« Willingness to invest relationally in patients
« Moral orientation toward personalised care
» Motivation to coordinate across organisational boundaries

These attitudes were not formally recognised or supported within
the system, yet they played a decisive role in whether continuity
was achieved. Several clinicians noted that continuity was often
delivered through discretionary effort rather than structural
support, making it vulnerable to workload pressures and
burnout.
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3.1.3 | Provision

Provision encompasses the organisational and system-level
arrangements—such as access systems, staffing models and
MDT structures—that enable or constrain continuity [20]. Par-
ticipants described significant geographical variation in service
availability, referral pathways and treatment options.

MCNS: ‘Every meso patient should have a local lung cancer
nurse, they don’t all necessarily have a Meso UK nurse.’

Many felt ‘at the mercy of the postcode lottery,” while clinicians
described being constrained by government incentives, access
targets and protocol-driven systems.

GP: “Our routine capacity is so under pressure that we're
seeing most things like, I don’t even bother challenging it, but
lots of people make same day appointments, and I don’t blame
them because the wait for a routine appointment might be
a month... I think demand feels like it’s greater than it ever
was, and all the numbers say that we’re all providing more
appointments than we ever were.”

Mechanisms within provision included the following:
« Appointment systems that prioritised access over continuity
« Part-time working patterns and high staff turnover
« Increasing subspecialisation within general practice
+ Variable MDT structures and unclear role boundaries

+ Inconsistent informational continuity across the pri-
mary-secondary care interface

The shift towards multidisciplinary general practice was par-
ticularly influential. While MDTs offered expertise and capacity,
they also introduced complexity, uncertainty and fragmentation.
Some GPs described stepping back because they assumed spe-
cialist teams were already heavily involved; others felt unsure
about their role in mesothelioma care. Patients, meanwhile, were
often unclear about who was responsible for what, leading to
confusion and disengagement.

3.2 | Alignment and Misalignment Across
Domains

Continuity was strongest when competence, attitude and pro-
vision aligned. For example, when a GP had sufficient knowledge
of mesothelioma (competence), valued relational continuity
(attitude) and worked within a practice that supported ongoing
patient-clinician contact (provision); continuity was sustained
even in the context of complex MDT involvement.

Conversely, misalignment across domains explained break-
downs in continuity. A clinically competent (competence) and
motivated (attitude) clinician working within an overstretched,
inflexible system that limited follow-up and relational contact
(provision) struggled to maintain continuity. A patient with
strong agency and self-management skills (competence) but
limited access to a stable clinician or clear point of contact
(provision) encountered fragmented care, despite valuing on-
going relationships and attempting to secure them (attitude).

MDT complexity often created misalignment by obscuring re-
sponsibility (competence), diluting relational connections (atti-
tude) and dispersing care across multiple services (provision).

3.3 | Worked Example: MDT Complexity

MDT complexity was a recurrent source of misalignment across
cases. As teams expanded and responsibilities became distrib-
uted, patients and clinicians described uncertainty about who
held ownership for coordination (competence). This ambiguity
weakened relational commitment and reduced clinicians’ mo-
tivation to maintain continuity (attitude), particularly when
workloads were high. At the same time, organisational structures
dispersed care across multiple professionals and settings (pro-
vision), making it harder for patients to experience a coherent
pathway. Patients with high agency could navigate this com-
plexity more effectively, while others experienced disjointed care.
The example illustrates how MDT structures generate charac-
teristic patterns of misalignment across the three domains,
producing variable continuity.

4 | Discussion

Continuity of care for people with mesothelioma in UK general
practice was shaped by how different influences—individual
capabilities, relational orientations and organisational con-
ditions—worked together within real clinical and system con-
straints. The findings show that continuity is generated through
the interaction of these factors rather than through structural
arrangements or repeated contact alone. While existing conti-
nuity research has emphasised capability and system design
[20, 21], this study highlights the central role of relational and
motivational orientations, which have been comparatively
undertheorised.

4.1 | The Role of Competence, Attitude and
Provision

The analysis demonstrate that competence, attitude, and pro-
vision are distinct yet interdependent domains that together
shape continuity. The novel contribution of CAP Continuity lies
in recognising attitude as a core mechanism. While competence
and provision are widely acknowledged in continuity research,
the attitudinal domain—comprising motivation, ownership, re-
lational orientation and moral commitment—has been under-
theorised [30]. This study shows that continuity often depends on
discretionary effort, relational investment and clinicians’ will-
ingness to ‘go above and beyond.” These mechanisms are rarely
visible in policy or measurement frameworks, yet they are central
to whether continuity is achieved [25, 30].

4.2 | Advancing Existing Continuity Models

Existing definitions and typologies describe the forms of con-
tinuity—relational, informational and management con-
tinuity—but do not explain how continuity is actually produced
or lost in practice [13]. Although continuity is widely recognised
as beneficial, the evidence base offers limited insight into the
mechanisms through which it is generated or disrupted in
contemporary, multidisciplinary primary care [18, 19, 21].

Recent theoretical work has begun to address this gap [17, 18],
and CAP Continuity extends this trajectory by explaining
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continuity as an emergent product of competence, attitude and
provision. This framework clarifies why experiences vary be-
tween individuals, relationships and practices—for example,
why continuity can be strong even without long-term relation-
ships and why it can falter even when clinicians are committed to
providing it. By identifying the mechanisms that align or mis-
align these domains, CAP Continuity offers a more granular
explanation of how continuity is generated or disrupted in
context.

4.3 | Understanding Continuity in
Multidisciplinary Primary Care

The increasingly multidisciplinary nature of general practice was
a dominant contextual influence across the dataset. MDT
structures not only offered expertise and capacity but also in-
troduced complexity, uncertainty and fragmentation. Patients
were often unclear about who was responsible for what, and
clinicians described ambiguity about their role in mesothelioma
care. These dynamics shaped competence (e.g., knowledge of
MDT roles), attitude (e.g., sense of ownership) and provision
(e.g., access systems and staffing models), illustrating how MDT
complexity can either support or undermine continuity.

CAP Continuity, therefore, provides a way to understand continuity
within modern primary care systems where responsibility is dis-
tributed, workloads are high and relational connections are fragile. It
explains why continuity can neither be assumed simply because
MDTs exist nor guaranteed by structural arrangements alone.

4.4 | Divergent Perspectives and Their
implications

Comparing perspectives across participant groups revealed im-
portant divergences. Patients and close persons emphasised the
emotional and practical work required to navigate care, while
clinicians highlighted workload pressures, system constraints
and uncertainty about their role. These differences shaped ex-
pectations of continuity and influenced how competence, atti-
tude and provision interacted. CAP Continuity accommodates
these divergent perspectives by explaining how continuity
emerges through the interplay of individual agency, relational
orientations and organisational conditions.

4.5 | Transferability and Contextual Boundaries

This study was conducted within the specific context of mesothe-
lioma and UK general practice. Mesothelioma presents unique
challenges, including rapid disease progression, high symptom
burden and extensive involvement of specialist teams [31-33].
However, the mechanisms identified—navigation work, relational
orientation, ownership, MDT complexity and system con-
straints—are not unique to mesothelioma ([13, 21]; [18]; [20]). The
CAP Continuity framework is, therefore, transferable, subject to
contextual fit, to other conditions and settings characterised by
multidisciplinary care, high workload and fragmented systems. Its
value lies in offering a mechanism-based explanation that can be
adapted to different organisational environments.

4.6 | Implications for Practice and Policy

CAP Continuity highlights that continuity is generated through
the interaction of individual capabilities, relational orientations

and organisational conditions. Improving continuity, therefore,
requires coordinated action across these areas rather than re-
liance on structural fixes alone.

« Strengthening capability: Patients, close persons and clini-
cians need the knowledge and resources to navigate complex
care pathways. This includes supporting patients’ navigation
work, ensuring clinicians understand MDT roles and im-
proving the flow of information across services.

« Supporting relational work: Continuity depends on clini-
cians’ willingness and ability to take ownership, invest in
relationships, and sustain responsibility across encounters.
Recognising this relational and moral labour—and em-
bedding it within professional identity, supervision and
organisational culture—is essential.

Designing enabling systems: Access models, staffing ar-
rangements and MDT structures must make it possible for
relationships to form and for responsibility to be held.
Systems that fragment contact or obscure accountability
undermine continuity, regardless of individual effort.

Policy initiatives that rely solely on structural levers (such as
appointment systems or named GP schemes) are unlikely to
succeed unless they also attend to the relational and motivational
mechanisms that underpin continuity. Aligning capability, re-
lational orientation and system design is, therefore, central to any
effective continuity-enhancing strategy [13, 18, 20, 21].

4.7 | Strengths and Limitations

This study has several strengths. It provides an in-depth,
theory-informed examination of continuity of care within the
under-researched context of mesothelioma in general prac-
tice. The longitudinal, realist interview design enabled ex-
ploration of how continuity is generated or disrupted over
time, capturing the evolving experiences of patients, close
persons and healthcare professionals. Triangulation across
participant groups strengthened the explanatory power of the
findings and supported the development of a mechanism-
based theory. The analytic process combined inductive cod-
ing, CMOC development and theory-driven refinement using
Burden of Treatment Theory and the Candidacy Framework
([28]; [29]), enhancing conceptual rigour and grounding the
CAP Continuity framework in both empirical data and
established theoretical constructs.

The study also has limitations. The number of participating GPs
was small, and recruitment relied partly on professional net-
works, which may have introduced selection bias and limited the
diversity of GP perspectives. The focus on mesothelioma, while
analytically valuable, means that some contextual featur-
es—such as rapid disease progression and extensive specialist
involvement—may not be directly transferable to all conditions
[31-33]. As with all qualitative and realist research, findings
reflect the specific contexts in which data were generated; the
CAP Continuity theory should, therefore, be applied with at-
tention to contextual fit rather than assumed generalisability.
Finally, although longitudinal interviews provided rich insights,
the study did not include observational data, which may have
further illuminated how continuity is enacted within clinical
encounters and organisational routines.
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5 | Conclusion

Continuity of care is increasingly difficult to sustain in modern
primary care, where workload pressures, access models and
system fragmentation challenge clinicians’ ability to provide
coherent, ongoing relationships [20]. This study shows that
continuity is not simply a function of repeated contact or
organisational design [13, 18, 21] but an emergent property
shaped by the interaction of competence, attitude and provision.
CAP Continuity explains how alignment across these domains
supports coherent care and how misalignment leads to frag-
mentation even when clinicians and patients value continuity.

Developed through a realist evaluation of mesothelioma care in
UK general practice [25], this conceptual framework integrates
existing definitions with attention to context, mechanism and
system conditions. Although grounded in a specific condition,
the underlying mechanisms—navigation work, relational ori-
entation, ownership, MDT complexity and system con-
straints—are common across primary care, making the theory
transferable with appropriate contextualisation [13, 18, 20]

CAP Continuity provides a conceptual foundation for continuity-
enhancing practices and policies. Strengthening continuity re-
quires supporting capability, recognising relational and moti-
vational work and designing systems that enable responsibility to
be held [21, 24]. Structural initiatives alone are insufficient
without attention to these mechanisms [18, 19]. CAP Continuity
offers a way to recentre continuity within modern primary care
and to strengthen its delivery in systems where it is most at risk.
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