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Abstract
Background: Various mind-body practices are used by people living with HIV to promote their general well-being.
Among these is autogenic training (AT), a self-guided relaxation technique requiring regular practice for observable
benefits. However, little has been written about the process of learning this technique, which is obviously a prerequi‑
site to regular practice. This study therefore aims to describe the process by which people living with HIV learn AT.
Methods: The study is a descriptive qualitative study using semi-structured interviews and a thematic analysis with a
mixed approach. Fourteen participants living with HIV completed sessions to learn autogenic training over a period of
3 months.
Results: The process of learning AT was approached through three themes: initiating the learning process, taking
ownership of the technique, and observing its benefits on wellness. To initiate learning, participants had to express
a need to take action on an aspect of their well-being and their openness to complementary approaches to care.
Taking ownership of the technique was facilitated by guidance from the nurse researcher, the participants’ personal
adaptations to overcome barriers to their practice, regular practice, and rapid observation of its benefits. Finally, the
participants reported the observation of benefits on their wellness, including personal development, mainly in terms
of the creative self, the essential self, and the coping self. This perception of the technique’s benefits was part of the
learning process, as it contributed both to the participants’ ownership of the technique and to reinforcing their AT
practice.
Conclusions: People living with HIV see learning AT as a progressive process, in which wellness is a major outcome
and a contributing factor in developing a regular practice.
Keywords: Autogenic training, Mind-body, Wellness, Learning process, HIV
Background
Improving the well-being of people living with human
immunodeficiency virus (HIV) is a priority goal in HIV
treatment. Indeed, the physical and emotional well-being
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of people living with HIV is lower than that of the general population, despite pharmacological advances [1].
The presence of various physical and psychological symptoms, such as sleep disorders, fatigue, muscle pain, anxiety, and symptoms of depression [2–11], may explain the
lower level of well-being in this population.
People living with HIV report that HIV health professionals focus on management of physical health and
do not address their broader goal of general well-being
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[12, 13]. To alleviate their symptoms, take a more active
role in their health care and improve their sense of wellbeing, people living with HIV frequently use mind-body
practices [13–15]. Mind-body practices focus on the
connection between the mind, the body, and human
behaviour to affect well-being. Provided or taught by a
trained professional or well-qualified teacher, mindbody practices include yoga, tai-chi, acupuncture, meditation, massage therapy, and relaxation techniques [16].
Among these practices, autogenic training (AT), developed by Shultz, is a self-guided relaxation technique
that aims to foster a state of calm and relaxation in the
body and mind, by bringing attention to different bodily sensations [17]. This technique involves inducing a
state of calm, performing a sequence of six standardized
exercises [17–20], and finishing with a recovery exercise
(Table 1) [17, 19]. It is recommended to practice AT three
times a day, in sessions lasting between 5 and 15 min.
The advantages of this technique over other mind-body
practices are that it is easily learned and can be practiced
independently from the very first day.
AT has been shown to have positive effects on pain,
anxiety, symptoms of depression, sleep disorders, fatigue,
and quality of life [20–25] in various populations living
with chronic disease. However, according to a systematic
scoping review, few studies have evaluated the effects
of AT on people living with HIV [26]. An experimental study with three groups—AT and progressive muscle relaxation (PMR) (n = 6), psychotherapy (n = 6), and
usual care (n = 7)—showed a decrease in anxiety, depression, and fatigue in the first two groups after 12 weeks of
practice [27]. Another pre-experimental study (n = 50)
that combined AT with information on healthy lifestyle
habits and cognitive-behavioural therapy showed effects
on participants’ quality of life immediately after the sessions and 8 months later [28]. More recently, a mixedmethod randomized feasibility study that compared AT
(n = 14), PMR (n = 14), and usual care (n = 14) described
participants’ perceived benefits of AT on quality of life,
symptoms of depression, and emotion management [29].
Randomized controlled trials that evaluated the effects

Table 1 Standardized Autogenic Training Exercises
Inducing a state of calm
1. Heaviness
2. Warmth
3. Heartbeat
4. Breathing
5. Abdominal sensations
6. Cool forehead
Recovery: stretching, extending arms, inhaling, exhaling, and opening eyes
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of AT in combination with other relaxation techniques
and cognitive-behavioural therapy have shown positive
effects on psychological symptoms and quality of life for
people living with HIV [30–32]. However, these therapeutic interventions have multiple components, and are
very complex and not easily accessible [26].
For the positive effects of AT on well-being to be
observed, regular practice is essential [17, 29]. The
repeated practice of AT increases the person’s ability to
induce an ever-deeper state of relaxation and leads to the
accumulation of therapeutic benefits [17]. Thus, greater
understanding of the learning process that leads to regular AT practice would be relevant to supporting the learning process and improve well-being among people living
with HIV. However, no studies appear to have focused on
understanding the AT learning process as experienced by
participants. Thus, this article aims to describe the process of learning the AT relaxation technique by people
living with HIV.
This article is part of a randomized wait-list control
trial, conducted to assess the effectiveness of an AT learning intervention on the quality of life and on the physical
and psychological symptoms of people living with HIV.
The AT learning intervention was implemented by the
first author (PRG), who is a AT experimented and female
nurse-researcher with more than 20 years of experience
with this clientele. To learn AT, participants attended six,
one-hour sessions over a three-month period and discuss their home-practice experiences with the nurse. The
inclusion criteria for participation in this study were: 1)
being over 18 years of age; 2) having been diagnosed with
HIV; and 3) having or having had frequently in the past
2 weeks at least one of the following symptoms: sleep
issues, fatigue, muscle pain, anxiety, or depression.

Methods
A qualitative study with a descriptive estimate was conducted [33]. The study was approved by the Research
Ethics Committee of the Centre hospitalier de
l’Université de Montréal Research Centre (Reference:
15.013). Written informed consent was obtained from
all participants prior to the randomization. Their initial consent included participation in the AT learning
intervention, and in the qualitative research component
after they learned the AT techniques. The Consolidated
Criteria for Reporting Qualitative Research (COREQ)
were used to guide presentation in the manuscript [34].
At the end of the six sessions, the first author (PRG)
asked the participants in person whether they wished
to participate in the qualitative research component.
Therefore, convenience sampling was used. The only
inclusion criterion was to have completed the ATlearning sessions. Participant recruitment was guided
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by data saturation [35], which was reached with the
inclusion of 14 participants. Of these participants, 10
were in the initial intervention group and 4 were initially in the wait-list control group. The latter had to
wait 6 months before learning AT. All participants
asked agreed to participate, meaning no one refused.
The second author (JLL), who is a male PhD candidate, conducted semi-directed individual interviews by
telephone between June 2016 and July 2018. JLL was not
known to the participants and no characteristics were
reported to participants prior to the interviews. Before
each interview, JLL ascertained that consent had been
given. One interview per participant was conducted on
average 20 days after the end of the intervention. Lasting between 22 and 35 min, the interviews used openended questions to obtain the participants’ descriptions
of the AT-learning process and the observed benefits
for well-being. Considering our specific aim, interview
questions focused on the process of learning AT, and
this led to a shorter-than-usual duration for the qualitative interviews. An interview guide was developed by
PRG and consisted of questions See Additional file 1 for
more details. All the interviews were digitally recorded
and transcribed.
A thematic analysis using a hybrid approach was performed [36]. The analysis was conducted using the concurrent steps developed by Miles, Huberman and Saldana
[36], which are: 1) data condensation, 2) data presentation, and 3) development and validation of conclusions.
For this purpose, PRG and JLL jointly developed an initial
coding grid. This grid was deductively tested on the first
four interviews, using blind parallel analysis with counter-coding. Open inductive coding was also performed.
The coding grid was adjusted based on new categories
after each interview was analyzed. The final coding grid
had 83% inter-coder agreement. This grid was used to
analyze the following 10 interviews. Excel software was
used for data management and analysis.
The data were organized using a schematization process [36]. The purpose of these schemas was to describe
the relationships between the code categories of the AT
learning process and the perceived benefits on wellbeing. For the benefits, the development and verification
of the conclusions were supported by the Indivisible Self
wellness model [37].
This model [37] was used to interpret the results of this
research following a finding in the inductive component
that learning AT led to the development of general wellness. Myers, Sweeney and Witmer [38] defined wellness
as: “a way of life orientated toward optimal health and
well-being, in which body, mind, and spirit are integrated
by the individual to live life more fully within the human
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and natural community” (p.252). Developed in individual
psychology, this model uses five components to explain
wellness: the coping self, which is made up of realistic beliefs, stress-management, self-worth, and leisure;
the social self, which includes friendship and love; the
creative self, which is comprised of thinking, emotions,
control, positive humour, and work; the essential self,
which includes spirituality and self-care; and the physical self that is comprised of exercise and nutrition. Myers,
Sweeney and Witmer [38] put forth that mental health
interventions, including mind-body practices like AT,
enable the development of wellness via these five components. The benefits of AT practice have therefore been
analyzed through an inductive thematization of these
components. This wording was used deductively for the
purpose of data organization.
The study’s rigour was ensured by adhering to the
scientific criteria of reliability, credibility, confirmability, and transferability [39]. Two authors (PRG and JLL)
independently coded four interview transcripts and compared their results to increase reliability and confirmability. The second author (JLL) coded the subsequent
transcripts. Confirmability is also supported by the presentation of verbatim data. Although the transcripts were
not returned to participants, reliability and credibility
were also enhanced by the study’s iterative nature and the
authors’ ongoing discussions of their interpretation of the
results during analysis. In addition, a detailed description
of the analytical framework, as well as the socio-demographic characteristics of the participants was carried out
to enable readers to judge their transferability.

Results
We conducted interviews with 14 participants (9 men
and 5 women) with an average age of 54 years (37–
65 years). All participants had been diagnosed with
HIV between 28 and 420 months ago and had been on
antiretroviral therapy for between 1 and 269 months.
Eight participants self-identified as homosexual, five as
heterosexual, and one as bisexual. Table 2 presents the
participants’ socio-demographic characteristics.
Interpretation of the data indicates that the AT learning process includes initiation to the technique, ownership of the technique, and the observed benefits of AT
on wellness. The benefits of this practice on the various
dimensions of wellness appear gradually with practice
and also contribute to taking ownership of the AT practice. First, we will present the central elements of the
AT learning process, including its benefits for wellness.
Second, we will explain the place of wellness development in the learning process. Table 3 depicts the categories of analysis.
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From initiation to benefits for wellness

The process of learning AT was approached through
three categories: 1) initiation to AT, 2) ownership of AT,
and 3) the benefits of AT practice on wellness. For data
presentation, each category encompasses themes that are
underlined. Some themes integrate sub-themes, which
are shown in italics. Table 3 clarifies the relationship
between categories, themes, and sub-themes.
1. Initiation to AT

Needing to take action on an aspect of their
well‑being All the participants expressed a need to take
action on some aspect of their well-being that called for
immediate attention. This could be a global need, such as
taking a break from everyday life or a strategy for coping
with recurrent issues, or it could be a need related to a
symptom, such as sleeping issues, depression, or anxiety.
In all cases, participants needed tools and strategies that
would offer immediate results.

Before asking participants to learn the AT technique, we
sought two necessary prerequisites in their profile: a need
to take action for their well-being and an openness to
complementary approaches.

Table 2 Participant Socio-demographics
Characteristics

Participants (n = 14)

Age (M ± SD)

54.36 ± 8.14

Sex

9 Male: 5 Female

HIV diagnosis (months)
Antiretroviral therapy (months)
Marital status (n = 13)

223.64 ± 109.10

119.46 ± 102.96 (n = 13)

8 single; 2 divorced; 2 married;
1 widowed

Sexual orientation
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“I think that when I started with [PRG], I was very
depressed and I really needed a technique that
would help me relax and recentre, to support me”
(60-64 years-old female).
Openness to complementary approaches All participants were receptive to complementary approaches.
This openness may have developed as a result of previous experimentation with other mind-body practices,
such as yoga and PMR, or with other complementary
practices, such as eye movement desensitization and
reprocessing. It may also stem from a desire to try an
approach that is complementary to modern medicine
and pharmacotherapy.

8 homosexual;
5 heterosexual;
1 bisexual

M Mean, SD Standard deviation

“For me it was easy. It was really easy because I had
already started doing meditation. So it was not hard
to relax.” (55-59 years-old male).

Table 3 List of Analysis Codes and Categories
Purpose of the study

Analysis categories

Themes

Process of learning AT

Initiation to AT

Needing to take action on an aspect of their well-being
Openness to complementary approaches

Ownership of AT

Guidance from the nurse
Personal adaptations to overcome barriers to practice

Environment
Daily living
Exercises

Regular practice
Rapid observation of benefits
The benefits of AT
practice on wellness

The coping self

Ability to handle stressful situations
Resumption of certain leisure activities
Awareness of personal capabilities

The social self

Development of social relationships

The creative self

Ability to regulate thoughts and emotions
Openness to positive things and events
Perception of control

AT Autogenic training

The essential self

Self-care exercises

The physical self

Resumption of physical exercise
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2. Ownership of AT

Taking ownership of the AT practice seems to be a central factor in the learning process and to developing a
sense of mastery, which in turn is key to maintaining a
regular practice. This appropriation was facilitated by:
guidance from the nurse, the participants’ personal adaptations to overcome barriers to their practice, regular
practice, and rapid observation of its benefits.
Guidance from the nurse The guidance of a nurse
trained in the AT relaxation technique and the development of a trust-based relationship are considered necessary to participants learning the AT technique. Our
participants reported that the nurse offered a safe and
supportive guiding presence and kept them focused. The
nurse also led discussions about their learning, including
possible adaptations to overcome barriers to practice.
“Just [the nurse] saying: ‘I’m calm, I feel calm’ reas‑
sured me. It helped me see that there was no danger”
(45-49 years-old male).
Personal adaptations to overcome barriers Participants
were required to make certain personal adaptations to
overcome perceived barriers to their AT practice. These
hurdles had to do with the environment, daily life, and
certain AT exercises.
Environment Some participants perceived the physical environment as an impediment to practice. While
the room chosen by the nurse was seen as an ideal place
to learn the technique, because it was quiet, calm, and
dark, the participants noted that their home practice was
often interrupted by noise, phone calls, and the presence of family members. This made their daily practice
difficult to sustain at first. Participants reported that,
over time, they were able to shut out the noise, but that
they had to take steps to help themselves concentrate at
the beginning of the learning process. These measures
included secluding themselves or reserving time when
they knew their environment would be more conducive
to concentrating.
“I don’t know how. I don’t know if it’s because the doors
are closed, but I feel in my own bubble and it’s easier
for me to practice in my car.” (50–54 years-old male)
Daily life The participants perceived daily life to be a
major obstacle, and found it difficult to fit the AT practice into an established routine. Participants mentioned
that especially work- or family-related stress kept them
from taking time to do their AT practice. To get over this
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hurdle, participants either adopted a discipline-based
approach, by taking a break from their tasks at specific
predetermined times, or a flexibility-based one, by reducing the number of sessions each day. However, a key element of the analysis was to ensure regular daily practice.
“It was a little harder; three times a day was too
much. In the end, I now practice very regularly once
a day. […] I don’t feel like this hampered the bene‑
fits.” (55-59 years-old female).
Autogenic training exercises Some of the AT exercises
were particularly difficult to integrate for the participants. This was especially so for exercises that asked
participants to feel a sensation of warmth or their heartbeat. The participants preferred to adapt these exercises, mostly by word substitution, to better reflect their
perception.
“I never felt the warmth. So instead of warmth, I said
gentleness or calm. Because there was some […], I
said: ‘I feel calm.’” (65–69 years-old male)
Regular practice A necessary condition for learning
AT was building a regular practice into the participants’
daily routine by setting times for their AT practice. These
times were mostly linked to meals or to certain activities,
like waking up or going to bed. Once routine, this regular practice promoted learning, the observation of benefits, and the gradual ownership of the AT practice. Thus,
regular practice progressively became easier and more
automatic.
“It’s an interesting technique, and relatively easy to
practice. The only thing is in the beginning, it needs
to be done regularly. You got to think about it every
time. But at some point, it becomes automatic.” (35–
39 years-old male)
Rapid observation of benefits Participants had to
quickly observe the benefits of their practice on their
wellness. Several perceived a sense of wellness from the
very first practice onward. This motivated them to keep
up their learning and make personal adaptations. Conversely, the participants who did not feel the technique’s
effect on the problematic symptomatology said that this
made them think about dropping out during the first few
days. However, with practice, the participants gradually
observed greater and longer-lasting beneficial effects on
their symptoms and overall wellness, and this seemed to
motivate them to continue their practice.
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“At first, it didn’t work. My body wouldn’t learn.
Maybe it was the stress or something… It was hard
to let go. But when you get the upper hand, suddenly
everything falls into place. […] It is not always per‑
fect with stress, and work. But it got me involved.”
(60–64 years-old male)
3. The benefits of AT practice on wellness

The benefits of AT practice on wellness were analyzed
through the five components described by Myers and
Sweeney [37] We will present them successively:
The coping self In this component, learning AT promoted individuals’ ability to manage stressful situations,
to resume leisure activities, and to become aware of their
personal capabilities.
Some participants mentioned that learning AT helped
them develop their ability to manage stressful situations,
both personal and professional. AT became a tool that
enabled them to take a step back from such situations,
which facilitated more thoughtful decision-making. They
reported feeling calmer as a result of their AT practice.
“[Before], I use methods that had so-so results. [With
AT, however], it was easy for me just to stop working
and take a break for a few minutes” (50-54 years-old
male).
Some participants mentioned regaining interest in certain leisure activities, like reading, cooking, or watching
television, that they had stopped due to fatigue. They
explained that AT gave them energy to engage in activities they wanted to do.
A last major element was the participants’ awareness of
their personal capabilities, especially in facing the challenges of daily life. Learning AT was associated with a
process of personal development that enabled them to
adapt to life situations. Some participants began seeing
certain situations less as insurmountable impediments
and more as hurdles they could overcome. After learning
AT, participants reported being able to get through the
day more easily.
“It doesn’t change the problem, but it takes the edge
off. AT helps me cope with what’s going on in my life”
(65-69 years-old male).
The social self Some participants mentioned that their
social relationships had improved as a result of their
AT practice. The participants were more interested in
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spending time with their loved ones and had more energy
to engage in social activities. Some participants mentioned that their friends and families had commented
on them being calmer and more pleasant to be around.
The participants felt more satisfied with their social
relationships.
“Other people [have told me]: ‘you’re calmer, you’re
less angry’ I’ve received a lot of compliments about
that” (40-44 years-old female).
The creative self The creative self is the component that
emerges most strongly from the analyses, on three different levels. The participants reported an improvement
in their ability to regulate their thoughts and emotions, a
perception of greater self-control, and a greater openness
to the positive things in life.
With learning AT, the participants spoke of an increase
in their ability to regulate their thoughts and emotions.
Several participants mentioned that their thoughts prevented them from concentrating at the beginning of their
practice. In a majority of cases, AT reduced the flow of
thoughts and helped participants redirect, relativize, and
even eliminate dark thoughts. Some participants also
mentioned that learning AT had allowed them to develop
better emotional regulation. They reported having fewer
fluctuations and therefore a more stable emotional state.
“I would say concentration [is the main effect], in
terms of my thoughts. When you stop thinking,
you’re at rest. For me, I think that’s the big differ‑
ence” (50-54 years-old male).
Participants reported observing a sense of self-control,
including an ability to concentrate and calm down. They
also experienced for the first time an effect on their physical symptoms, such as tremors or pain, over which they
previously had no control.
“[AT] helped me tame my tremors and overcome my
fear. When I’m practicing AT, I am almost tremorfree.” (50–54 years-old female)
Finally, some participants also mentioned an increase in
their openness to positive things and events in their lives.
Some participants noted that the sense of control gained
through their AT practice made them more inclined to
make time for things that were good for them.
The essential self Some participants saw AT as an exercise in self-care for better living and mental health. Participants mentioned that AT was gradually becoming a
need, allowing them to get through their daily lives better.
AT influenced many facets of their lives and its impact
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Fig. 1 Process of Learning Autogenic Training

reached well beyond their sessions. Indeed, it would
seem that their practice provided them with a sense of
general wellness that improved their overall quality of
life. AT fit into a healthy lifestyle and the participants’
desire to improve their lives.
“It makes me aware of life, of the things around me. I
take time to do things: I cook, I visit museums, I go to
the park” (55-59 years-old male).
The physical self Finally, on this level, a few participants
mentioned that the introduction of AT had motivated
them to do more physical exercise. Although less common in the interviews, a few participants mentioned that
this technique led them to want to improve other aspects
of their lives, and that they did so by joining sports centres or doing outdoor activities.
“[I’m] more motivated about getting exercise. I feel
like doing it more than I used to. Before, I was too
tired, like ‘ah no, not that!’ Now, I’ve got more drive”
(55–59-year-old male).
From wellness to ownership of the AT technique
and strengthening practice

As mentioned above, participants began learning AT
after identifying a need to take action to improve an
aspect of their wellness that, to maintain the learning

process, needed to be addressed quickly. The participants
mentioned that observing benefits of their practice was
key to their desire to continue learning and practicing
AT. Indeed, participants made the AT technique their
own and reinforced a regular practice by progressively
observing the benefits to their wellness. Their perception
of wellness was therefore part of the learning process as a
result of their AT practice, as well as a contributing factor to taking ownership of and consolidating a regular AT
practice.
In Fig. 1, we illustrate the learning process that takes
place between taking ownership of AT and the benefits of
wellness for people living with HIV.
“It makes me feel that wellness. So it is not just [an
intervention] to cure me of anxiety. […] It’s becoming
a new need” (55-59-year-old male).

Discussion
Our study shows that the process of learning the AT
relaxation technique begins with a person’s willingness to
act on some aspect of their well-being, and it seems to be
built on the participants’ previous experiences of other
mind-body practices, nurse support, personal adaptations, regular practice, and observation of the technique’s
benefits, particularly on wellness.
The participants in our study observed the positive
effects of AT practice on their wellness, as conceived by
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Myers and Sweeney [37]. Many participants reported
feeling more self-confident, allowing themselves to take
more time for them, being able to resume activities they
had stopped, and taking a more positive outlook on life.
These results are consistent with those of a study proposing a model for the psychological mechanism of AT
effects [40]. Participants had reported reduced anxiety
and improved mood and well-being, specifically perceiving regular AT practice to contribute to better thought
and emotional management: they felt like a different
person, who was happier or more optimistic. This study
describes the awareness of body sensations as the core of
the AT experience [40].
While there is limited empirical evidence explaining
the mechanism behind those effects of AT, such findings
have been well established for mindfulness-based interventions. An emotion-regulation model called Mindfulness-to-Meaning Theory (MAT) [41–43] has been put
forward to explain the cognitive and emotional mechanisms of mindfulness. According to MAT, mindfulness
evokes a metacognitive process of consciousness that
transforms our experience, promotes positive re-evaluation, and facilitates positive emotions and coping behaviours [41–43]. It would seem that positive re-evaluation
leads to increased self-awareness, a focus on finding the
silver lining, and the ability to put a positive spin on a situation, which in turn all enhance positive emotions and
increase wellness [41–43]. For these authors, mindfulness is a natural psychological capacity [41] that involves
bringing and sustaining attention to one object without
cognitive or emotional attachment [44]. This capacity can
be increased with mindfulness-based interventions [41],
but also by an everyday activity, performed with intentionality and awareness [44]. As of yet, there is no empirical evidence as to the effectiveness of AT in increasing
mindfulness. However, as practiced in our study, AT
involves repeatedly drawing attention and awareness
to various body sensations. Our results suggest that AT
could indeed increase mindfulness and that the effects
AT participants perceived on their wellness could be
explained by the MAT mechanism.
Furthermore, Peper, Harvey, and Lin [45] suggest that
mindfulness-based interventions share similar strategies
with AT and other mind-body practices, such as paying
attention, shifting intention, and observing and letting go
of thoughts, emotions and external events. Considering
very few studies have examined AT participants’ learning experiences, the comparison between our results
and those of other studies, including on mind-body and
mindfulness practices, will provide a better understanding of the mechanisms at play.
The results of our study also support Schultz’s [17]
assertion that willpower is a necessary condition for a
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person to start this technique. With respect to nurse support, a study on anxiety described participants’ acknowledgement of the counsellor’s guidance in learning the AT
technique and sharing their personal experiences [40].
The importance of the instructor’s role in supporting participants and adapting exercises was also reported in a
study that described the experience of participating in a
yoga program for people with diabetes [46].
In our study, participants identified stress and environmental or daily life factors as interfering with their AT practice. A study to better understand mindfulness meditation
training by participants living with chronic insomnia [47]
identified that time, daily routine, and environment can be
barriers to practice. Other studies, on yoga among people
living with diabetes [46] and mindfulness meditation among
adolescents living with chronic pain and other somatic
symptoms [48], also identified lack of time as a barrier to
practice. However, participants in the latter study reported
that early symptom relief overcame this barrier and facilitated engagement in the practice [48]. In addition, the
importance of regular practice was recognized as a process
that was essential to participants achieving results in most
mind-body practices [49]. In this sense, personal adaptations to circumvent obstacles to learning and practice, such
as those related to the environment and daily life, seem to
be key considerations when teaching AT. We believe that
using strategies to teach AT that are based on theoretical
foundations and empirical literature on habit development
[50–53], such as intention planning [50, 54, 55] and the repetition of behaviour in the same context-situation [56, 57],
may have contributed to these adaptations and to participants integrating the practice into their daily routines.

Conclusion
In sum, the process of learning AT involves initiating
learning, taking ownership of the technique, and observing its benefits for wellness. This learning seems to be
facilitated by nurse guidance, which helps participants
make personal adaptations to overcome the obstacles
to regular practice and to observe benefits quickly. The
benefits of AT practice on participants’ wellness—which
extend beyond physical and psychological symptoms—
also contribute to them taking ownership of the technique and their development of a regular practice. Our
findings thus highlight the progressive nature of the
learning process, with the development of wellness as a
major outcome and contributing factor in participants
developing a regular practice.
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