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Clinical and Ethical Considerations of Mindfulness in the 
Private Practice Setting

—Stephanie T. Mihalas and  Ryan G. Witherspoon

The last three decades have seen an explosion of 
interest in mindfulness-based practices, both 
in the general public and within therapeutic 

settings.  Mindfulness-based practices include both 
manualized and empirically validated interventions 
such as Mindfulness Based Stress Reduction (MBSR; 
Kabat-Zinn, & Chapman-Waldrop, 1988) and Mindful-
ness-Based Cognitive Therapy (MBCT; Segal, Williams, 
& Teasdale, 2002), as well as more general practices 
such as mindfulness meditation and yoga.  Interested 
readers are encouraged to consult these authors’ pre-
vious work (Mihalas & Witherspoon, 2013) which 
provides a general overview of mindfulness-based inter-
ventions, as well as specific suggestions for integrating 
mindfulness methods into clinical practice.  Build-
ing on that work, we seek to expand the conversation 
about mindfulness-based practices.  We discuss con-
siderations for the use of mindfulness-based methods, 
especially mindfulness meditation, and suggest criteria 
clinicians may use to help assess when mindfulness-
based methods may be contraindicated.

Barnett and Shale (2012) highlight the widespread pro-
liferation of complementary and alternative medicine 
(CAM) treatments, which include mindfulness-based 
practices, dietary supplements, massage and energy 
healing modalities such as Reiki (Barnett & Shale, 
2012).  Patients are increasingly requesting the use of 
CAM or inquiring about the effectiveness of CAM; as 
such, psychologists may feel the urge or necessity to 
meet the needs of their clientele. Given the demands 
of a market in which $34 billion is spent every year 
on CAM services (Briggs, 2007), integrating CAM into 
practice seems to be a smart business endeavor; how-
ever ethical considerations and scope of practice must 
be considered.

Our goal as psychologists is to reduce risk to our 
patients and “do no harm,” which is the overarching 

principle for all health practitioners. Therefore, we 
must analyze who may be an appropriate candidate for 
mindfulness practices rather than assuming that mind-
fulness is a riskless modality suitable for everyone. 
One can deduce from the literature that mindfulness 
cannot be applied equally to all populations because 
of the variable attrition rates across studies. For exam-
ple, the literature suggests that patients who have a 
higher cognitive reactivity style typically attend fewer 
classes (Lynch, 2004). Likewise, numbers of depressive 
episodes, attempts at suicide, and the presence of emo-
tional brooding have also been predictors of the number 
of sessions patient will attend (Crane & Williams, 2010). 
Therefore, the onus is on the practitioner to appropri-
ately screen and then monitor a patient’s well-being 
and determine if mindfulness is the correct therapeutic 
intervention.  

There are certain groups for which implementing 
mindfulness techniques requires special consideration.  
These groups include patients with severe affective or 
personality disorders, recent or unresolved trauma, 
severe post-traumatic stress disorder (PTSD) symptoms, 
active substance abuse, and those with dissociative 
or psychotic disorders (Dobkin, Irving, & Amar, 2011; 
Kostanski & Hassed, 2008).  While the presence of one 
or more of these clinical problems may not entirely 
contraindicate mindfulness-based interventions, addi-
tional caution, care, and screening should be applied.

We have developed some questions that may serve as 
a potential screening tool to assist psychologists when 
considering patients for a mindfulness curriculum: 

1. What level of ego strength does your patient 
have?

2. Is there a history of trauma or psychosis that 
would predispose the patient to decompensate?

Since mindfulness-based practices are frequently 
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reported to enhance one’s awareness of internal 
thoughts and emotional reactions, be they positive or 
negative in nature, it is crucial to assess a patient’s abil-
ity to tolerate unpleasant thoughts or feelings.  This 
may be especially pertinent for patients diagnosed with 
psychotic disorders, those recovering from trauma, or 
those with strong patterns of avoidance.  Mindfulness-
based practices can confront a person with deeply-held 
and potentially unpleasant thoughts and feelings, per-
haps for the first time (Dobkin et al., 2011).  As such, a 
patient’s ability to tolerate these difficult stimuli must 
be assessed.  Thus, mindfulness-based practices may be 
contraindicated for patients diagnosed with psychotic 
disorders (Manocha, 2000).  However, some have sug-
gested otherwise, for example research by Chadwick, 
Taylor and Abba (2005) suggests the potential prom-
ise of mindfulness-based interventions for patients 
suffering from psychosis.  Ultimately, there are two 
overarching questions: (1) whether mindfulness-based 
practices are contraindicated for a patient completely, 
and (2) whether utilizing a step-wise progression to 
ease into mindfulness would be beneficial. The answers 
will be based on a practitioner’s clinical judgment.  
Additionally, patients themselves often have an inher-
ent sense of whether mindfulness techniques could 
prove advantageous or represent a practice which risks 
excessive discomfort.

3. What support system does your patient have?

As is often the case with psychotherapy generally, a 
patient who incorporates mindfulness-based practices 
into their treatment may experience life events, inter-
personal relationships, and other stressors as “getting 
worse before they get better.”   As discussed previously, 
the confrontation with one’s thoughts and feelings may 
be overwhelming for some.  This may be especially true 
for beginners still struggling to maintain an attitude of 
passive observation and non-judgment, or those dealing 
with trauma or severe depression.  Even if a patient’s 
experience is largely positive, there may be a wealth of 
new insights to process and reflect upon.  While clini-
cians serve an essential role here, it may be important 
for patients to have a strong base of social support on 
which to rely. Herein lays the role of a “sangha” (medita-
tion group) whereby a patient may remain connected so 
that he or she does not feel alone in the process. Con-
ducting mindfulness in the office without a “bridge” can 
be difficult for some people who need a larger network 
to understand the process.

4. How strong is your patient’s perspective-taking 
ability?

An essential component of mindfulness is the ability 
to direct attention and awareness to one’s internal and 
external experience while simultaneously maintain-
ing a non-judgmental attitude about these experiences.  
Patients who display severe deficits in insight or 
perspective-taking, such as those with personality 

or psychotic disorders, may lack sufficient ability to 
dispassionately study themselves (Shapiro & Carlson, 
2009).  Similarly, patients suffering from an acute 
depressive episode may struggle both with mustering 
the concentration necessary for mindfulness-based 
practices and also sufficiently decentering from their 
thoughts to prevent depressive rumination (Shapiro & 
Carlson, 2009).  

It should be noted that although mindfulness-based 
interventions have not typically been used for acute 
episodes of depression, there is some evidence that it 
can actually be effective at ameliorating acute symp-
toms of depression and anxiety (Hofmann et al., 2010), 
in addition to helping prevent depressive relapse, such 
as with MBCT (Segal, Williams, & Teasdale, 2002).  
Likewise interventions which incorporate mindfulness-
based techniques, such as Dialectical Behavior Therapy 
(DBT), have demonstrated efficacy in the treatment 
of  those struggling with personality disorders such as 
borderline personality disorder.  Once again, clinical 
judgment and dialogue with the patient will help deter-
mine the best course of action.

5. Should a step-wise progression be taken towards 
mindfulness practice?

Even if a patient displays certain contraindications 
for mindfulness-based practices as discussed above, a 
mindfulness-based intervention may still be beneficial 
to them with sufficient preparation.  Similarly, it has 
been recommended that mindfulness-based practices 
be introduced to children or adolescent patients more 
gradually than with adults (Thompson & Gauntlett-Gil-
bert, 2008).  For further discussion on the application 
of mindfulness-based interventions to children, ado-
lescents and their parents please consult the present 
authors’ previous work (Mihalas & Witherspoon, 2013).  

In these aforementioned cases it may be helpful to 
adopt a step-wise progression into mindful work.  For 
example, a clinician could begin with mindful exercises 
such as daily life tasks (e.g., walking, writing, stand-
ing and sitting), which turn the patient’s focus to their 
body and may provide more accessible points of entry 
into mindfulness.  From there, the concept of non-judg-
mental awareness may be expanded to include more 
introspective and sustained activities that often induce 
(in the initial stages) more “internal chatter.” This could 
include the introduction of mindful breathing and/or 
mindfulness meditation starting with very short time 
periods - such as one to three minutes - and progress-
ing from there, with time afterwards for debriefing 
and processing reactions.  Certain mindfulness-based 
interventions, such as MBSR, are manualized group 
treatments which would preclude a stepwise approach 
such as this.  However even in these cases, prior expo-
sure and orientation to mindfulness concepts and 
practices may improve a patient’s chance of success in 
such a program.  
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6. Are you integrating mindfulness for the right rea-
sons?

A final aspect to consider in deciding whether mind-
fulness-based practices are indicated requires some 
introspection on the clinician’s part.  One reason 
psychology remains such a dynamic field may be the 
prolificacy with which new modalities, treatments and 
interventions are introduced.  It can be all too easy 
to get swept up into a new wave, especially given the 
importance psychologists rightly place on staying cur-
rent with the research literature and keeping their 
skills up to date.  

However mindfulness represents both a personal and 
therapeutic orientation more so than other treatment 
approaches, and as such must be considered with suf-
ficient pause.  Numerous scholars and practitioners 
agree that to effectively integrate mindfulness-based 
interventions into one’s practice, the clinician should 
maintain their own personal mindfulness practice 
(Christopher & Maris, 2010; Kostanski & Hassed, 2008).  
Given the unique subjective experience of mindful-
ness-based techniques, a clinician’s own experiential 
understanding of the process of learning and orient-
ing to a mindful approach can be a crucial aid for their 
patient.  Mindfulness-based interventions can certainly 
be utilized from an integrative approach, but clini-
cians should first consider whether they as individuals 
feel called to adopting a more mindful approach and 
practice in their personal lives before integrating mind-
fulness-based methods into their clinical work.

Another factor to consider when debating utilizing 
mindfulness-based interventions is one’s level of train-
ing and competence.  The sometimes unfortunate 
realities of the ups and downs of private practice, and 
the current popularity and visibility of mindfulness-
based practices among the general public, may tempt 
inadequately trained practitioners to seek referrals 
looking for this kind of treatment.  While a personal 
mindfulness practice could be considered necessary for 
effectively incorporating mindfulness-based interven-
tions, it should not be seen as sufficient.  Numerous 
training programs, seminars, workshops and retreats 
exist for structured mindfulness-based interventions 
such as MBSR, MBCT and others.  Certification pro-
grams can be found for mindfulness meditation, and 
a practitioner should not incorporate yoga into treat-
ment without first completing a yoga teacher training 
program.  Proper training and experience is not only 
crucial for optimal clinical results, but it has also been 
argued that inadequate training or expertise can be a 
contributing factor to the likelihood that a patient will 
experience an adverse event during a mindfulness-
based intervention (Kostanski & Hassed, 2008). 

Finally, the aforementioned popularity and visibil-
ity of CAM and mindfulness-based practices means 
that clients may specifically request such techniques.  

This presents the practitioner not only with ques-
tions of professional competence as just discussed, 
but also whether a mindfulness-based intervention is 
clinically appropriate.  A patient who strongly desires 
mindfulness-based methods when the clinician believes 
their use is contraindicated may represent a poten-
tial alliance rupture waiting to happen.  Orientation 
to mindfulness, or the degree to which a patient or 
clinician practices and/or desires mindfulness-based 
methods, may represent another dimension of fit 
between patient and practitioner which deserves con-
sideration.

Conclusion
Mindfulness-based practices thus far appear to be 
potentially powerful and widely applicable tools for 
clinicians and patients alike.  However, like any thera-
peutic modality or intervention, mindfulness-based 
methods carry their own unique concerns and issues 
for psychologists and psychotherapists.  When consider-
ing incorporating mindfulness-based techniques into 
therapy, clinicians must pay special attention to not 
only where their patients are in the therapeutic journey, 
but also to their own professional training and personal 
proclivities.
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From Research to Practice

— Vanessa Braught, Noreen Withrow-Roux, & Andrea Kozak Miller

A Case Study: EMDR an Effective Treat-
ment for PTSD

With the ever-increasing military suicide and inter-
personal violence rates, clinicians have felt the 
demand for effective treatment options for combat-
related post-traumatic stress disorder (PTSD).  Two 
of the most common treatment options are expo-
sure therapy and cognitive processing therapy.  
However, in many cases military war veterans, 
particularly those with PTSD, challenge the suc-
cess rates of these treatments due to individualized 
confounding variables such as fear of mental health 
stigma, boredom, self-disclosure, slow treatment 
gain, and overall treatment compliance.  A current 
study using Eye Movement Desensitization and 
Reprocessing (EMDR) has demonstrated success 
in reducing violent tendencies, chronic grief, and 
depression, while bypassing many of the outside 
variables that challenge other treatment models.  
Through a neuroscientific method, EMDR looks 
to re-engage dysfunctional links (e.g., sensory, 
affective, cognitive, and psychological) within 
the information-processing neural network of the 
brain responsible for the adaptation of experiences 
(Wright & Russell, 2013).  The authors presented 
a case study of a military participant who under-
went four EMDR treatments (not a defined session 
number) over the course of six-weeks.  The partici-
pant saw a dramatic reduction in symptoms, such 
as obsessive violent thoughts, suicidal ideation, and 
alcohol abuse and an overall increase in function.  
In addition, he sustained this reduction at the four- 
and six-month follow-up for the study.  Researchers 
Wright and Russell (2013) believe the success of 
this study should encourage further research into 
the utilization of EMDR due to the potential of 
it becoming a top treatment option.  Clinicians 
might be interested in the specific phases of EMDR 
therapy and instrumentation used to measure 

symptoms pre and post therapy.  

Wright, S., & Russell, M. (2013).  Treating violent 
impulses: A case study utilizing eye movement desensi-
tization and reprocessing with a military client.  Clinical 
Case Studies, 12(2), 128-144.  Reprint request to Mark 
Russell at mrussell@antioch.edu

Personality Disorders and Smoking Ces-
sation

For many years research has associated mental 
disorders with difficulties quitting smoking.  
Attempts have been made to show a direct cor-
relation between failed smoking cessation and a 
diagnosis of psychopathological disorders.  Subjects 
without psychopathological disorders have not had 
higher rates of success.  Since addictive behaviors 
are associated with Personality Disorders (PD’s) 
the hypothesis has always been that it would be 
difficult if not impossible for those with PD’s to be 
successful at sustained cessation.  Axis II disor-
ders are now being studied in regards to smoking 
cessation, the maintenance and abstinence.  Most 
studies have focused primarily on Axis I disorders; 
whereas Axis II disorders were not considered.  The 
studies that were conducted with consideration 
to Axis I and Axis II disorders collectively did not 
clarify whether the disorder was directly related to 
the smoking cessation being less successful, espe-
cially due to individuals with certain PD’s tending 
to use smoking as a coping mechanism.   Individu-
als with antisocial, avoidant and other similar PD’s 
may be more successful as they do not experience 
social pressures in the same manner as individuals 
with schizoid and borderline personality disorders 
(Pineiro, Fernandez del Rio, Lopez-Duran, Marti-
nez, & Becona, 2013).  These individuals’ smoking 
habits tend to increase due to their ways of coping 
and, in turn, tend to hinder any success in quitting 
smoking.   Results showed that only possible schiz-


