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Abstract
Objective  To systematically synthesize and summarize qualitative findings on how adults with fibromyalgia perceive, negoti-
ate, and sustain exercise and everyday movement.
Design  Systematic review of qualitative studies with meta-synthesis and meta-summary.
Literature search  We searched CINAHL, EMBASE, PsycINFO, MEDLINE, Scopus, SPORTDiscus, and Web of Science 
until October 2025, supplemented by berry-picking techniques and gray literature.
Study selection criteria  We included qualitative primary studies or mixed-methods studies that clearly reported qualitative 
data; involved adults (≥ 18 years) with fibromyalgia; and explored experiences of movement, physical activity, or exercise.
Data synthesis  Sandelowski and Barroso’s methodology was used for study classification, meta-synthesis, and meta-sum-
mary. Methodological quality was appraised with Critical Appraisal Skills Programme and Mixed Methods Appraisal Tool. 
The Confidence in the Evidence from Reviews of Qualitative Research approach evaluated certainty.
Results  Thirteen studies (N = 213, 204 women; 19–82 years) were included. Four hundred thirty-two statements were 
extracted, synthesized into 15 categories, and grouped into four themes: (1) past experiences of movement; (2) movement 
during daily life: strategies, adaptations, and effects; (3) barriers to movement: personal, environmental, and relational; (4) 
facilitators to movement: peer support, empathic relationships, and f guide. Inter-study frequency effect sizes were highest for 
“Positive effects” (77%) and “Altered body perception” (69%) and lowest for “Standardized, not personalized plan” (31%). 
Overall confidence in the findings was moderate.
Conclusion  For individuals with fibromyalgia, movement is experienced as both beneficial and risky. Patient-centered 
rehabilitation could validate pacing, formalize existing self-management strategies, and offer tailored, supported pathways 
to sustainable activity.
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Introduction

Fibromyalgia (FM) is a complex syndrome characterized 
by chronic widespread musculoskeletal pain, non-restor-
ative sleep, fatigue, mood disturbance, and cognitive diffi-
culties [15]. Pain is persistent, often described as stabbing 
or burning, and fluctuates in intensity and distribution; 
central sensitization phenomena such as hyperalgesia and 
allodynia are common [12]. Comorbid anxiety and depres-
sion can amplify catastrophizing and rumination and cor-
relate with cognitive impairment [34]. Global prevalence 
ranges from 1.3% to 8%, peaking among women aged 
20–55 years, in whom FM is the most common musculo-
skeletal pain diagnosis [1].

Current guidelines emphasize a personalized, multi-
modal approach combining education, cognitive-behav-
ioral therapy, exercise, and where necessary, pharmaco-
therapy [36, 54]. Exercise is a key non-pharmacological 
treatment for FM [47]; a multicomponent plan that inte-
grates aerobic, resistance, flexibility, and mind–body ele-
ments reduces pain and improves physical function and 
quality of life [5]. Training should be individualized and 
progressed gradually in line with preferences, comorbidi-
ties, and fitness levels [9, 44]. Nevertheless, adherence 
is often undermined by fear of symptom flares and over-
whelming fatigue [56].

Individually reviewed qualitative research highlights 
heterogeneous and, at times, ambivalent perceptions of 
movement and exercise in FM [29, 30, 41, 53]. Personal 
beliefs shape engagement as some individuals experience 
movement as disabling, whereas others view it as a source 
of psychosocial well-being [53]. Pain and fatigue com-
monly act as barriers, while group activities, professional 
guidance, and graded pacing facilitate participation [30]. 
Walking, in particular, elicits mixed representations rang-
ing from discomfort to an opportunity for progress and 
social interaction [53]. Regular exercisers often empha-
size the importance of physiotherapist support in tailoring 
intensity and addressing concerns [27, 39].

Existing qualitative syntheses in FM emphasize lived 
experience and diagnostic journeys, not exercise or everyday 
movement as primary phenomena [7, 39, 56], while reviews 
of primary-care encounters and stigma contextualize motiva-
tion but do not analyze activity behaviors [16, 18, 26, 31]. 
These gaps justify a dedicated qualitative synthesis on how 
adults with FM perceive and negotiate exercise and daily 
movement to inform patient-centered rehabilitation. The aim 
of this study is to synthesize the qualitative evidence on 
how adults with FM perceive exercise and everyday move-
ment strategies. We propose that a synthesis could identify 
patient-reported barriers and facilitators influencing adher-
ence and inform patient-centered rehabilitation plans.

Methods

Study design

We conducted a systematic review of qualitative stud-
ies with meta-synthesis and meta-summary using Sand-
elowski and Barroso’s methodology [50] that encompasses 
the following: (1) formulating the research question, (2) 
systematically searching and extracting data for analysis, 
(3) appraising the quality of included studies, (4) clas-
sifying studies, and (5) synthesizing data through meta-
synthesis and meta-summary. The approach facilitates 
collecting different patients’ experiences and perspectives 
across various contexts and reinterpreting findings into 
new theoretical models (24). Our review was prospectively 
registered in the Open Science Framework Registries data-
base in September 2025 (https://​osf.​io/​vryg6) and prepared 
following international reporting standards [32, 40, 58].

Search strategy

A systematic search was conducted across seven electronic 
databases (CINAHL, EMBASE, PsycINFO, MEDLINE, 
Scopus, SPORTDiscus, and Web of Science) from their 
inception to October 2025. All search terms were identi-
fied and organized using the SPIDER (Sample, Phenome-
non of Interest, Design, Evaluation, Research type) frame-
work for qualitative research [20] (Supplementary File 1).

We used a “berry picking” approach to ensure a com-
prehensive search [50]. This included techniques such as 
footnote chasing, citation searching, hand searching, jour-
nal run, author searching, and gray literature (e.g., mas-
ter’s theses and PhD dissertations). The search strategy 
was developed in consultation with a health information 
specialist from a medical library to enhance accuracy and 
reliability. Detailed combinations of keywords and The-
saurus terms used for all database searches are provided 
in Supplementary File 2.

Eligibility criteria

Inclusion criteria were as follows: (1) qualitative primary 
studies or mixed-methods studies that clearly identified 
participants and findings derived from qualitative meth-
ods; (2) studies published in any language; (3) involving 
participants aged ≥ 18 years with FM; and (4) exploring 
participants’ experiences of movement, physical activity, 
or exercise in daily life. Exclusion criteria were as follows: 
(1) qualitative or mixed-methods studies without clear 
identification of participants and findings derived from 
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qualitative methods and (2) studies involving participants 
with other chronic pain conditions.

For this review, movement/physical activity was defined 
as any bodily activity involving skeletal muscles and 
energy expenditure, encompassing (i) structured exercise 
and planned physical activity (e.g., aerobic, strengthening, 
flexibility, or multimodal programs), (ii) incidental/lifestyle 
physical activity (e.g., walking for transport and stair climb-
ing), and (iii) everyday functional movement and activities 
of daily living (e.g., household tasks, self-care, and occupa-
tional activities). We also considered movement experiences 
described within rehabilitation or exercise-therapy contexts 
when the qualitative focus was on participants’ lived experi-
ences of moving (e.g., beliefs, emotions, meaning-making, 
strategies, and barriers/facilitators), rather than solely on 
intervention efficacy.

Given common comorbidities, studies were not excluded 
based on comorbid conditions when participants with FM 
were clearly identifiable, and their movement-related quali-
tative data could be extracted separately. Mixed-population 
studies (e.g., “chronic pain” samples) were included only 
when FM-specific data were clearly and adequately reported, 
defined as at least one of the following: (a) verbatim quota-
tions explicitly attributed to participants with FM; (b) ana-
lytic findings/themes reported separately for the FM sub-
group; or (c) stratified presentation of results by diagnosis 
allowing unambiguous extraction. Studies were excluded 
when quotations were not linked to diagnosis and findings 
were presented only at an aggregated mixed-sample level, 
preventing confident attribution to FM.

Study selection

Records retrieved from the different databases were 
imported into Rayyan Qatar Computing Research Institute 
online software (https://​www.​rayyan.​ai/) [45]. After dupli-
cates were removed, two reviewers (MC and GeG) indepen-
dently performed title and abstract screening, followed by 
full-text screening, based on the inclusion/exclusion criteria. 
Disagreements were resolved through consultation with the 
overall research group.

Data extraction

Data extraction from the included studies was conducted 
independently by two authors (MM and MS). A summary 
table was used to synthesize the extracted data, detailing 
the first author’s name and year of publication, country, 
aim, participants, data collection, analysis, and qualitative 
findings summarizing the participants’ experiences. When 
data specifically related to patients with FM were clearly 
and adequately reported in the manuscripts and/or supple-
mental materials of the included studies, these data were 

extracted and incorporated into the review. Findings were 
then categorized based on the extent to which the researcher 
transformed the raw data for analysis and synthesis. The 
classification system, following Sandelowski and Barroso’s 
guideline [50], included the following: (1) thematic surveys 
(e.g., the latent pattern of themes discerned from data), (2) 
conceptual/thematic descriptions (e.g., concepts or themes 
developed in situ), and (3) interpretive explanations (e.g., 
fully integrated explanations of the phenomenon). Any 
disagreements were resolved through consensus with the 
research group.

Critical appraisal

The Critical Appraisal Skills Programme (CASP) tool 
[10] was used to assess the methodological quality of the 
included qualitative studies. Low quality was not used as a 
criterion for exclusion. Instead, the evaluation of such stud-
ies was incorporated to strengthen the rigor of this system-
atic review [49–51]. The CASP tool includes 10 questions 
[]. For items one through nine, the CASP adopts a 3-point 
scoring system: “Yes” for well-described aspects, “No” for 
aspects not described, and “Can’t tell” for unclear or insuf-
ficiently detailed elements. Item 10 is an open-ended ques-
tion assessing the importance of the study (e.g., whether it is 
considered valuable or not). To allow consistent item-level 
counting and comparison across studies, Item 10 (“How 
valuable is the research?”), which is typically assessed nar-
ratively, was operationalized as a binary judgement. We 
coded “Yes” when the study was considered valuable to the 
review aims (e.g., offering clinically meaningful insights 
and/or conceptually rich data relevant to everyday movement 
and exercise in FM) and “No” when it was considered not 
valuable; “Can’t tell” was used when the report lacked suf-
ficient information to make this judgement. The CASP tool 
has been applied in qualitative synthesis on musculoskeletal 
pain conditions [21, 22].

The Mixed Methods Appraisal Tool (MMAT) was used 
to assess the methodological quality of any mixed-methods 
studies we included in the review [25]. The tool consists of 
two initial screening questions and 25 criteria, five of which 
are specific to each study design category. Each criterion 
is rated using a 3-point scale: “Yes” (criterion met), “No” 
(criterion not met), and “Can’t tell” (insufficient information 
to make a judgment). Two authors (MC and GiG) indepen-
dently evaluated the quality of the included articles using a 
similar system for resolving disagreements, as previously 
described.

Confidence assessment

The Confidence in the Evidence from Reviews of Qualitative 
Research (GRADE-CERQual) [33] approach was adopted 
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to evaluate the certainty of the review findings and provides 
a systematic and transparent approach of assessment based 
on four components: (1) methodological limitations [42], (2) 
relevance [43], (3) adequacy [24], and (4) coherence [19]. 
Two reviewers (MC and GR) independently assessed the 
confidence in individual findings from the qualitative evi-
dence synthesis with the aforementioned method of handling 
disagreements. Methodological limitations were informed 
by the CASP/MMAT appraisals. Relevance was assessed 
based on the fit between the contributing populations and 
contexts and the review question. Adequacy was judged by 
the volume and richness of the supporting data contributing 
to each finding (e.g., number of contributing studies and the 
depth of descriptive/interpretive data available). Coherence 
was judged by the extent to which the data supporting each 
finding formed a clear and well-supported pattern within 
and across studies, including whether any apparent variation 
could be plausibly explained. Theme-specific justifications, 
including brief illustrative examples, are summarized in 
Table 5, with extended material provided in Supplementary 
File 3.

Data synthesis and analysis

Meta-synthesis and meta-summary were conducted fol-
lowing the methodological steps outlined by Sandelowski 
and Barroso [50] and were performed independently by 
two authors (MM and MS) (Supplementary File 4). In this 
review, the unit of extraction, referred to as a “statement,” 
consisted of a verbatim participant quotation reported in the 
included primary studies. Quotations were extracted primar-
ily from the Results/Findings sections, including quotes pre-
sented in the main text as well as in tables/boxes/figures and 
supplementary materials; text outside the Results/Findings 
was considered only when it contained clearly identifiable 
verbatim participant data. Two reviewers (MM and MS) 
independently extracted and coded the quotations. Coding 
was conducted inductively at the semantic level using line-
by-line/open coding, and a shared codebook was iteratively 
refined through constant comparison across studies. Codes 
were then clustered into higher-order categories, which were 
merged/split as needed through iterative discussion until 
stable categories were agreed upon; these categories were 
subsequently abstracted into the final overarching themes. 
Coding disagreements (eligibility of a quotation for extrac-
tion and/or its coding/category allocation) were resolved 
through item-by-item discussion, with adjudication by a 
third reviewer (MC) when needed.

The estimation of two metrics was performed: (1) the 
inter-study frequency effect size, which refers to the preva-
lence of themes, calculated as (number of studies containing 
a theme/total number of studies) × 100, and (2) the intra-
study intensity effect size, which refers to the concentration 

of themes within each report, calculated as (number of 
themes in the study/total number of themes) × 100. Disagree-
ments were resolved through consultation/consensus with 
the research group [50]. Detailed themes and statements of 
the meta-synthesis process were provided in Supplementary 
File 5.

Credibility strategies

To ensure the validity, rigor, and trustworthiness of the 
meta-synthesis and meta-summary, a multidisciplinary 
team of experts actively reviewed and critiqued the study 
procedures and results throughout the process [50]. Our 
multidisciplinary team comprised physiotherapists, nurse 
researchers, academics, and methodologists with expertise in 
managing FM and qualitative research synthesis. Although 
the diverse clinical and methodological experiences may 
have influenced the collection and interpretation of data, 
the blend of skills and professional perspectives, combined 
with a collaborative and reflective approach, enriched the 
interpretation of the findings, thereby providing an authen-
tic representation of patients’ experiences. These strategies 
[25], combined with the background diversity of team mem-
bers, increased the transparency of the process and findings. 
Any discrepancies were resolved through consultation and 
consensus within the research group. Details of these strate-
gies are available in Supplementary File 6.

In addition, a stakeholder with personal experience of 
FM was involved [8, 25] in reviewing, participating in, and 
discussing the protocol, thereby validating its relevance and 
impact and confirming the importance of the review. The 
patient agreed with the final elements of structure, affirming 
the methodological rigor. Following Cochrane’s guidelines 
[17], the patient contributed to interpreting the qualitative 
findings for the meta-synthesis and meta-summary. Prelimi-
nary results were subsequently shared with the patient to 
ask whether the results aligned with their lived experience. 
Feedback highlighted commonalities between the findings 
and the patient’s perceptions, enhancing the credibility and 
authenticity of the analysis. Our iterative process ensured 
that the synthesis accurately captured and reflected the lived 
experiences and perspectives of movement in individuals 
with FM [8].

Results

Study selection

Out of 1587 articles obtained after the removal of the dupli-
cates, 26 articles were identified with the title and abstract 
reading. After reading the 26 full texts, 13 were excluded for 
wrong topic (n = 6), wrong study design (n = 4), and wrong 
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population (n = 3). Supplementary File 7 reported all details. 
Finally, 13 articles [4, 11, 29, 30, 37, 38, 41, 48, 52, 53, 55, 
57, 60] were included in the systematic review (Fig. 1).

Characteristics of the included studies

Twelve studies [4, 11, 29, 30, 37, 38, 41, 48, 52, 53, 55, 60] 
had a qualitative design, and one was a mixed-method study 
[57]. A total of 213 participants with FM (204 female) were 
included (Table 1). Participants’ ages ranged from 19 to 82 
years. Three studies were conducted in Spain [4, 52, 53], two 
in the USA [30, 60], two in Sweden [29, 37], two in the UK 
[38, 48], one in Spain and USA [41], one in Brazil [11], one 
in Turkey [55], and one in Japan [57]. The included studies 
were categorized as conceptual/thematic description [4, 29, 
30, 41, 48, 52, 53, 55, 57] and interpretive explanations [11, 
37, 38, 60].

Critical appraisal

Regarding the CASP assessment, items one through five and 
eight through ten were rated as “Yes” in all studies. Item six 
(researcher-participant relationship) was rated as “Yes” in 
four studies. Item seven (ethical issues) was rated as “Yes” 
in eight studies. Regarding the MMAT, one study [57] was 
assessed for screening questions and rated as “Yes.” Items 
one and three were rated as “Yes.” Items two and four were 
rated as “Can’t tell,” and item five was rated as “No.”

Detailed results of the quality appraisal using the CASP 
and MMAT are presented in Tables 2 and 3, respectively.

Meta‑synthesis and meta‑summary

A total of 432 statements were extracted, analyzed, summa-
rized, and grouped into 15 categories and four main themes 
(Fig. 2): (1) past experiences of movement; (2) movement 

Fig. 1   PRISMA flow diagram 
of the included studies
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during daily life: strategies, adaptation, and effects; (3) 
barriers to movement: personal, environmental, relational; 
and (4) facilitators to movement: peer support, empathic 
relationship, and personalized guide. The meta-summary 
highlighted that the categories with the highest inter-study 
frequency effect size were “Positive effects” (77%) and 
“Altered body perception” (69%), whereas the lowest was 
“Standardized, not personalized plan” (31%). For intra-study 
intensity effect size, the largest was reported by Sanz-Banos 
et al. [53] (93%) and Mayana et al. [38] (87%). The least fre-
quent was reported by Cavaliere et al. [11] (13%) (Table 4).

Theme 1: Past experiences of movement

The first theme explained how participants experienced 
movement in the past. It was derived from “Motivation and 
hope towards exercise,” “Fear and frustration about past 
experiences,” and “Altered body perception” categories.

“Motivation and hope towards exercise”

Some patients were aware of the benefits that physical activ-
ity can bring, and especially how much an inactive lifestyle 
can worsen their condition. They therefore appeared par-
ticularly motivated to participate in exercise programs and 
determined to maintain an active lifestyle [4, 29, 30, 38, 
41, 53, 55, 57, 60]. People described moving their bodies 
as a protective, hopeful act that prevents decline and sus-
tains everyday life [4]. Motivation was often visceral, an 
intrinsic need to be active, coupled with a fear of inactiv-
ity, and movement reliably felt better than staying seden-
tary [29]. Hope was nourished by longing to keep trying, a 
mental–physical “memory” of activity, and the conviction 
that there was always something one could do, even when 
walking is hard 29,53. Through practice, self-efficacy grew, 
and concrete preferences emerged (e.g., choosing yoga at 
home) 30.

“Fear and frustration about past experiences”

People also described substantial barriers and apprehensions 
toward exercise: generic gyms or standard classes often did 
not work for them despite repeated trials [29]; negative expe-
riences, like swimming that triggers spasms, led to avoid-
ance [38]; forcing activity frequently worsens pain during 
and especially after, with little benefit for persistent fatigue 
and episodes of breathlessness and fluctuating, “classic FM” 
symptoms [41]. Everyday tasks illustrated the fragility of 
function: changing a lightbulb can provoke day-long pain; 
bending, kneeling, showering, drying hair, or even doing the 
dishes becomes difficult, making “exercise” itself feel like a 
“scary word” [41, 48, 52].Ta
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“Altered body perception”

Participants described a renegotiated relationship with 
their bodies, accepting persistent pain, diverting atten-
tion, and making conscious “cost–benefit” trade-offs [29]. 
Structured programs, especially yoga, helped some recali-
brate limits, rebuild confidence, and “feel” the body in 
healing ways [30]. Yet altered perception also included 
frustration with reduced strength and difficulty accepting 
a changed body and a sense of fighting against progres-
sive decline to avoid becoming housebound [37].

Theme 2: Movement during daily life: strategies, 
adaptations, and effects

The second theme focused on how people with FM man-
age and integrate movement into their daily lives, what 
adaptations they make to best perform their daily activi-
ties, and what physical and psychological effects this has. 
It is derived from “Adaptation in activity of daily living,” 
“Fatigue management,” “Integration of movement dur-
ing the day,” “Positive effect,” and “Negative effects” 
categories.

Table 2   Critical Appraisal Skills Programme (CASP) results

Y yes, N no
Item 1: Was there a clear statement of the aims of the research?
Item 2: Is a qualitative methodology appropriate?
Item 3: Was the research design appropriate to address the aims of the research?
Item 4: Was the recruitment strategy appropriate to the aims of the research?
Item 5: Was the data collected in a way that addressed the research issue?
Item 6: Has the relationship between researcher and participants been adequately considered?
Item 7: Have ethical issues been taken into consideration?
Item 8: Was the data analysis sufficiently rigorous?
Item 9: Is there a clear statement of findings?
Item 10: How valuable is the research?

Table 3   Mixed-Method Appraisal Tool (MMAT) results

Y yes, CT can’t tell, N no
S1. Are there clear research questions?
S2. Do the collected data allow to address the research questions?
Item 1. Is there an adequate rationale for using a mixed-methods design to address the research question?
Item 2. Are the different components of the study effectively integrated to answer the research question?
Item 3. Are the outputs of the integration of qualitative and quantitative components adequately interpreted?
Item 4. Are divergences and inconsistencies between quantitative and qualitative results adequately addressed?
Item 5. Do the different components of the study adhere to the quality criteria of each tradition of the methods involved?
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“Adaptation in activity of daily living”

Participants described pragmatic and often creative adjust-
ments to preserve their autonomy.

They renegotiated roles by asking for help with heavy 
tasks at work—something they “never did before”—and, 
when needed, reducing or leaving employment, noting that 
even seated roles can feel demanding with FM [37, 38]. 
Energy-conservation strategies included planned recovery 
after basic hygiene (e.g., needing 15 min after a shower), 
splitting chores into stages (peeling potatoes in batches), 
and adopting appearance shortcuts (keeping a beard to 
avoid the effort of shaving) [41]. Home and self-care 
were adapted with long-handled aids, towels used as reach 
extenders, grab bars, shower-tray conversions and anti-
slip devices, choosing showers over baths when insecure, 
avoiding carpets to minimize cleaning, and prioritizing 
supportive footwear [52, 53].

“Fatigue management”

Participants described pacing as a deliberate, values-based 
practice: they deprioritize nonessential chores, learn to say 
“no,” and accept doing tasks tomorrow—or only partly—
without guilt, assessing each morning what feels feasible 
[37]. Fatigue was managed by stopping at the first signs of 
achiness, taking restorative showers and rests, and using 
medication or quiet time when needed [38]. They seek the 
“middle path” between inactivity (stiffness) and overexertion 
(days bed-bound), heed the “good-day trap” by cutting back 
even when energy is high, and calibrate effort to prevent 
flare-ups [38, 41].

“Integration of movement during the day”

Participants embedded short, routine-friendly bouts of 
movement into everyday contexts: a half-hour of morning 

Fig. 2   Four themes emerged 
from the systematic review: (1) 
past experiences of movement; 
(2) movement during daily 
life: strategies, adaptation, and 
effects; (3) barriers to move-
ment: personal, environmental, 
relational; and (4) facilitators 
to movement: peer support, 
empathic relationship, and 
personalized guide
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yoga boosts alertness, and brief breathing exercises are used 
“on the go” (e.g., in traffic), with a personal target of practic-
ing at least every other day [30]. Many relied on incidental 
activity rather than formal programs—climbing household 
stairs 15–17 times daily, performing stretching 5–10 times 
a day despite transient pain relief, and folding in yard work, 
shopping, and driving—while voicing a persistent longing 
to keep exercising and the importance of secure footing for 
confidence and safety [41, 48, 52].

“Positive effects”

Participants reported multi-level gains from movement. 
Even small amounts of exercise brought pain relief and 
made daily life more manageable, alongside an increase in 
energy, mobility, and agility [4, 37]. Learning better breath-
ing and body mechanics enhanced functional confidence and 
self-esteem, while practices like yoga increased body aware-
ness, got the body “moving again,” built stamina, deepened 
sleep, and left people feeling lighter and more capable (“no 
elephant on my shoulder”) [30, 37].

“Negative effects”

Participants described activity-triggered exacerbations that 
could feel like a “hangover,” with a transient high followed 
by being “completely knocked out” the next day [29]. Seem-
ingly reasonable efforts—yoga, dance classes, or extending a 
planned session—could precipitate intense pain and exhaus-
tion lasting days (“wrecked… everything hurts,” “extremely 
tired,” and “bed-bound for days”), prompting hot showers, 
rest, and analgesics and sometimes deterring future attempts 
[38, 41]. Pushing beyond one’s limit was linked with “bru-
tal” joint pain, cramps, and prolonged sickness; even brief 
outings could necessitate a day in bed, and some reported 
feeling worse “after the minimum exercise” [41, 48].

Theme 3: Barriers to movement: personal, 
environmental, and relational

The third theme highlights the participants’ barriers to per-
forming physical exercise. It derives from “Personal barri-
ers,” “Environmental barriers, costs, time,” “Misunderstood 
by family, employers and clinicians,” and “Standardized, not 
personalized plan” categories.

“Personal barriers”

Participants depicted a dense web of impediments, includ-
ing pain, fatigue, sleep, mood, medication effects, and role 
disruptions. Pain flared with specific positions or loads 
(e.g., kneeling), sometimes making even minimal move-
ment “impossible,” while pervasive, non-restorative fatigue Ta

bl
e 

4  
(c

on
tin

ue
d)

Th
em

e
C

at
eg

or
y

St
ud

ie
s

In
te

rs
tu

dy
 

fr
eq

ue
nc

y 
eff

ec
t s

iz
es

 
(%

)
Be

ltr
án

-
C

ar
ri

llo
et

 a
l. 

(2
01

3)

C
av

al
ie

re
et

 a
l. 

(2
01

0)

La
rs

so
n

et
 a

l. 
(2

02
0)

La
za

ri
do

u
et

 a
l. 

(2
01

9)

M
an

ne
r-

ko
rp

i
et

 a
l. 

(2
00

3)

M
ay

an
a 

K
.I

(2
02

1)

M
on

te
só

-
C

ur
to

et
 a

l. 
(2

02
3)

Ru
ss

el
l

et
 a

l. 
(2

01
8)

Sa
nj

uá
n-

Sá
nc

he
z

et
 a

l. 
(2

02
5)

Sa
nz

-
Ba

no
s

et
 a

l. 
(2

01
6)

Se
rm

en
li

et
 a

l. 
(2

02
5)

Ta
ka

i
et

 a
l. 

(2
02

2)

Va
nR

a-
ve

ns
te

in
 

K
 (

20
14

)

In
tr

as
tu

dy
 in

te
ns

ity
 

eff
ec

t s
iz

es
 (%

)
20

%
13

%
53

%
53

%
40

%
87

%
80

%
53

%
60

%
93

%
53

%
53

%
47

%

In
te

rs
tu

dy
 fr

eq
ue

nc
y 

eff
ec

t s
iz

e =
 (n

um
be

r o
f s

tu
di

es
 c

on
ta

in
in

g 
a 

th
em

e/
to

ta
l n

um
be

r o
f s

tu
di

es
) ×

 10
0

In
tra

stu
dy

 in
te

ns
ity

 e
ffe

ct
 si

ze
 =

 (n
um

be
r o

f fi
nd

in
gs

 in
 th

e 
stu

dy
/to

ta
l n

um
be

r o
f t

he
m

es
) ×

 10
0



Clinical Rheumatology	

abruptly halted activity, demanded long naps, blunted con-
centration, and undermined daytime capacity [30, 38]. Sleep 
was fragmented, fueling guilt about parenting and reliance 
on partners for basic chores like carrying laundry, climbing 
stairs, or cooking [52].

“Environmental barriers, costs, time”

Participants described a web of contextual constraints that 
derailed exercise despite good intentions. Competing roles, 
paid work, childcare, elder care, and housework compressed 
time and energy, making adherence fragile and prompting 
late starts or missed sessions [29, 52, 53]. Financial insecu-
rity and costs further limited participation: unemployment, 
bills, and high class fees made regular programs “hit and 
miss,” with lockdown disruptions adding instability [38, 
52, 55]. Participants imagined retirement as a window for 
self-care [37]. Even strong intentions (“I routinely want 
to exercise every day”) faltered when routines could not 
accommodate activity; by day’s end, fatigue and competing 
duties prevailed, leading some to quit despite recognizing 
exercise’s value [55].

“Misunderstood by family, employers and clinicians”

Participants recounted a pervasive sense of invalidation and 
disbelief across care, work, and home. Some perceived out-
right skepticism from health personnel (“they don’t believe 
you”), which eroded trust after years of escalating prescrip-
tions and fueled a resolve to resist further dose increases [38, 
52]. At work, misunderstanding translated into discrimina-
tion and procedural injustice: health-screening rejections, 
premature dismissal during medical retirement processes, 
pressure to return because one “looks fine,” and fear that 
disclosing FM will jeopardize employment; inadequate 
guidance after injuries compounded losses [38, 52]. Within 
families, limited practical help and the invisibility of symp-
toms fostered judgements of laziness or difficulty; relatives 
“can’t comprehend” exhaustion after small efforts, and con-
descending questions (e.g., “Is it good for you to exercise?”) 
stung.

“Standardized, not personalized plan”

Participants reported non-individualized, poorly imple-
mented guidance that often worsens symptoms rather than 
supporting sustainable activity: instructors and trainers 
appeared unfamiliar with chronic pain, prescribing rou-
tines that ignore joint-specific limitations (e.g., “50 squats” 
despite knee pain), while classes felt generic and not condi-
tion-aware [38]. Clinical advice was frequently weight-cen-
tric or equipment-oriented without concrete implementation, 
progression, or FM-specific strategies [41]. Across accounts, 

participants called for FM-tailored pacing and education 
that integrates symptom management with carefully dosed 
activity, “start low and go slow,” instead of one-size-fits-all 
exercise guidelines [38, 41, 60].

Theme 4: Facilitators to movement: peer support, 
empathic relationship, and personalized guide

The final theme highlighted the conditions that facilitate 
participants’ maintenance of an active lifestyle, supported 
through movement. It derives from “Peer support and benefit 
of group exercise,” “Empathic relationship with healthcare 
professionals,” and “Need for a personalized guide.”

“Peer support and benefit of group exercise”

Participants portrayed group-based activity as a psycho-
logical lifeline: even after a crowded commute, being with 
peers “in the gym” lifts mood and counters loneliness [11], 
while shared sessions distract from pain (“your mind is on 
something else”) and feel therapeutic in themselves [4]. 
Peer spaces validated experience, offer practical advice, and 
even nudge identity shifts toward brighter self-presentation, 
reinforcing that the group “is great for us as a therapy” [4]. 
Feeling “noticed” on arrival mattered [29], and condition-
specific communities normalized symptoms, dispelled cata-
strophic fears (“am I going to end up in a wheelchair?”), and 
allowed light-hearted coping [37]. Walking companions and 
patient associations reduced isolation, provided empathy that 
outsiders often lack, and motivated continued activity; mem-
bers described “supporting each other a lot” and mentoring 
newcomers, while also curating their social milieu, seeking 
communicative, solution-oriented peers and avoiding persis-
tently pessimistic groups that “bring people down” [53, 55].

“Empathic relationship with healthcare professionals”

Participants highlighted how sensitive, individualized care 
unlocks engagement and hope.

They valued clinicians who titrate load, avoid coercion, 
and validate limits (“so patients don’t “go home and feel 
sad”) and instructors whose warmth fostered commitment 
and adherence [29, 30]. Trust grew when doctors “work 
around” system gaps (e.g., recognizing osteoarthritis to 
authorize sick leave when FM isn’t acknowledged) and when 
primary care and psychology offered steady encouragement 
to move within safe bounds (e.g., brief walks) [52, 53]. In 
rehabilitation, empathic physiotherapists balanced encour-
agement (“try one more time”) with explicit permission not 
to overdo, provided soothing hands-on care, ensured con-
tinuity across therapists, and proactively noticed worries, 
reducing anxiety and affirming a right to “live at my own 
pace” 57.



	 Clinical Rheumatology

“Need for a personalized guide”

Participants asked for a disease-informed coach who is avail-
able to consult, adjusts load slowly, and tweaks exercises 
without constant overhauls (“someone to support me… and 
help me progress slowly”) [29]. Education and skills training 
helped break the pain–inactivity spiral and foster accept-
ance of “doing what I can” within new limits [38]. Therapist 
presence was crucial: proper footwear and individualized 
guidance revealed unexpected capacity; therapists identi-
fied tense regions, taught how to loosen them, and coached 
cognitive reframing (“I must not indulge myself”) toward lis-
tening to one’s condition and balancing effort and rest [57]. 
Graded assistance (staying nearby at the start, accompanying 
resistance, explaining clearly, and encouraging at the right 
moments) built confidence and continuity [57].

Confidence assessment

Overall, the review findings were assessed with moderate 
confidence. Across themes, the main methodological con-
cerns related to limited reporting of researcher reflexivity 
and the researcher-participant relationship (CASP item 6 was 
rated “No” in 8/12 qualitative studies) and, less frequently, 
incomplete reporting of ethical considerations (CASP item 
7 was rated “No” in 4/12). Adequacy and coherence were 
judged evidentially rather than by counts alone: adequacy 
reflected the volume and richness of data supporting each 
theme, and coherence reflected the clarity and consistency 
of the underlying pattern within and across studies. Theme-
specific CERQual judgements, including the key limitations 
that informed each component and brief examples of the 
supporting data, are reported in Table 5 (with extended sup-
porting material in Supplementary File 3).

Discussion

This review synthesizes how people with FM interpret, 
attempt, and sustain movement. Four interlocking themes 
emerged: (1) past experiences of movement with FM; (2) 
movement during daily life with FM: strategies, adaptation, 
and effects; (3) barriers to movement: personal, environ-
mental, relational; and (4) facilitators to movement: peer 
support, empathic relationship, and personalized guide. 
Across studies, participants’ accounts repeatedly referred to 
moments of starting, pausing, and resuming activity; in this 
review, these moments are interpreted as “decision points” 
that help organize how the identified themes are negotiated, 
rather than as a formal synthesized model. The meta-sum-
mary highlighted that the categories with the highest inter-
study frequency effect size were “Positive effects” (77%) 
and “Altered body perception” (69%), whereas the lowest 

was “Standardized, not personalized plans” (31%). For intra-
study intensity effect size, the highest values were observed 
in Sanz-Banos et al. [53](93%) and Mayana et al. [38] (87%), 
while the lowest was reported by Cavaliere et al. [11] (13%). 
Although these findings deepen the understanding of the 
experiences of people with FM [4, 11, 29, 30, 37, 38, 41, 48, 
52, 53, 55, 57, 60], the GRADE-CERQual assessment indi-
cated moderate confidence that the meta-synthesis reflects 
FM patients’ experiences of movement and the findings 
should be interpreted with caution.

Comparison with evidence

For the first theme, participants’ past experiences reflect a 
persistent ambivalence: movement is remembered as helpful 
and hazardous, including episodes of “crashes” after minor 
efforts mold caution, self-efficacy, and altered body percep-
tion [4, 29, 30, 37, 38, 41, 48, 52, 53, 55, 57, 60]. This pat-
tern further refines prior illness-experience meta-syntheses 
by linking legitimacy struggles directly to decisions about 
pacing, stopping, and re-entry after setbacks in relation to 
the oscillation between “struggling,” “adapting,” and “giving 
up” [56]. It also extends meta-ethnographic accounts of pro-
tracted diagnostic uncertainty, where skepticism and mixed 
relief cultivate vigilant body-listening, by illustrating why 
explicit permission to stop early and symptom-contingent 
dosing are perceived as rational safeguards rather than reluc-
tance to engage [39]. Stigma colors these histories further, 
with defensive withdrawal reinforced when efforts were dis-
missed or pathologized in the past [18].

In the second theme, day-to-day movement is negotiated 
through practical tactics (energy budgeting, micro-bouts, 
pre-emptive rests, and translation of domestic/caregiving 
tasks into “dose”) that participants already use but want cli-
nicians to formalize [4, 11, 29, 30, 37, 38, 41, 48, 52, 53, 55, 
57, 60]. This FM-specific detailing complements qualitative 
syntheses of self-management in chronic widespread pain 
by specifying how empowerment and flexible delivery are 
enacted at home [26]. Reports of perceived benefits (mood, 
sleep, and capability) co-exist with delayed payback, align-
ing with quantitative trends (high dropout in exercise trials 
and dose–response evidence advocating “start low, progress 
slow”) and explaining requests for explicit pacing and early 
warning “stop rules” [6, 35, 46, 59].

Within the third theme, personal barriers include symp-
tom volatility, fear of post-exertional worsening, and uncer-
tainty about safe thresholds; environmental barriers span 
cost, access, and weather; relational barriers center on invali-
dation in healthcare, family, and work [29, 30, 38, 41, 48, 
52, 53, 55, 57, 60]. The current synthesis brings together 
such layers, mapping closely to primary-care evidence of 
bidirectional misunderstanding and time pressure, to stigma 
meta-synthesis findings, and to cross-condition analyses that 
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identify pain burden, comorbidity, limited benefit knowl-
edge, and time constraints as dominant impediments [7, 31, 
39]. Its contribution is to show how such domains converge 
around moments in which participants describe deciding 
whether to start, pause, or resume activity, which we inter-
pret as key “decision points” in the negotiation of everyday 
movement.

The fourth theme suggests that participants framed these 
facilitators not as optional add-ons, but as enabling condi-
tions shaping how movement is experienced and negotiated. 
Peer contexts were described as normalizing variability and 
providing gentle accountability; empathic, continuous clini-
cian relationships were perceived as being associated with 
a shift in the meaning of movement through validation and 
negotiated micro-progressions; and a personalized guide 
was described as helping translate symptoms into concrete 
rules for titration and re-entry [4, 11, 14, 29, 30, 37, 38, 41, 
52, 53, 55, 57, 60]. These findings align with primary-care 
and treatment-experience syntheses where negotiated micro-
progressions and combined, individualized approaches are 
preferred [7, 16, 39] and with self-management reviews 
emphasizing flexible formats and shared problem-solving 
[31]. When read alongside behavior-change mapping in 
chronic pain [31], the present review adds FM-specific 
levers—altered body perception, post-exertional cycles, 
and the “banking” of incidental load, helping explain why 
peer support and clinician continuity are perceived as ena-
bling conditions for safe, sustained engagement rather than 
optional embellishments [18].

Implication for clinical practice and research

Ambivalence has emerged as a rational product of past expe-
riences, and care may benefit from explicitly recognizing 
this ambivalence [39, 56]. Clinicians should invite a brief 
“activity biography” that may surface memories of gains and 
crashes, the meanings attached to movement, and episodes 
of delegitimization. This opens space to validate body-lis-
tening and to co-author clear “permission to pause” without 
framing it as failure [13, 27, 29]. The studies identified bar-
riers that call for attention to context: minimize sensory and 
organizational burden around sessions, align team messages 
to avoid mixed cues, and provide simple, shareable sum-
maries that help families and employers understand fluc-
tuating function [7, 27]. Participants favored peer support, 
continuity with an empathic clinician, and the presence of a 
personalized guide as facilitators, which were described as 
enabling conditions: groups that normalize variability were 
perceived as providing soft accountability, while attuned cli-
nicians were perceived as helping reframe movement from 
threat to tool through validation of limits and negotiated 
exposure [48, 52, 55].

Future qualitative studies should stay close to the lived 
experience, charting the negotiations around decisions about 
starting, pausing, and re-entering activity over time. Longi-
tudinal designs featuring diaries, brief follow-up interviews, 
or go-along observations capture the lagged consequences of 
everyday efforts and small adjustments made after setbacks 
[2, 23, 28]. Participatory and co-design approaches are apt 
for developing the “personalized guide,” family-facing sum-
maries, and language that legitimizes pacing with iterative 
feedback from people with FM [3, 61]. Comparing services 
and cultures will clarify how environmental and relational bar-
riers shape decision points; focused inquiries into peer contexts 
will unpack mechanisms by which groups reduce fear and sus-
tain engagement [18, 26]. Purposeful sampling of underrep-
resented voices, including men, people with multimorbidity, 
and lower socioeconomic groups, alongside thick descriptions 
of context, will improve transferability and help specify when 
and for whom these qualitative insights hold.

Strengths and limitations

This is the first qualitative systematic review to integrate 
patients’ experiences and perceptions of movement in 
patients with FM, undertaken with a transparent, prospec-
tively registered protocol. The synthesis combined meta-
synthesis and meta-summary per Sandelowski and Barroso 
and quantified inter-study frequency and intra-study inten-
sity effect sizes, giving additional interpretability beyond 
purely narrative aggregation. Finally, interpretation was 
continuously peer-debriefed within a multidisciplinary team 
with experience in FM and qualitative synthesis, enhancing 
credibility and trustworthiness.

Despite the breadth of sources, several findings carried 
moderate concerns about relevance because included stud-
ies originated from a limited spread of countries/continents, 
which may constrain transferability across diverse health-
system contexts. In addition, only a subset of available bib-
liographic databases was searched, so some relevant studies 
may not have been identified. This review did not exclude 
lower-quality studies a priori. Although this inclusive stand 
can minimize bias from selective omission, it may lead to 
dilution of overall certainty, although CASP and CERQual 
procedures were applied to temper inferences. Several syn-
thesized domains have ultimately received moderate confi-
dence ratings, underscoring the need for cautious application 
in settings dissimilar to those studied.

Conclusion

This qualitative synthesis underscores that for people with 
FM movement is simultaneously valued and feared. Activ-
ity is perceived as a path to relief, capability, and social 
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connection, yet it is also associated with delayed flares, 
exhaustion, and loss of control. Across studies, this ambiv-
alence is not a contradiction but a rational response to 
unpredictable symptoms, delegitimizing encounters, and 
environments that make sustained engagement difficult. 
The review shows that explicit pacing and “crash-preven-
tion” strategies were consistently perceived by participants 
as making movement more manageable when delivery was 
flexible. Empathic clinicians, peer support, and continuity 
of guidance were described as enabling conditions that 
helped reframe movement from threat to tool and sup-
ported confidence and legitimacy of variability.
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