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Abstract

Aim: The purpose of this narrative review is to discuss the interrelations between pain,
stress and executive functions.

Implications for practice: Self-regulation, through executive functioning, exerts control over
cognition, emotion and behaviour. The reciprocal neural functional connectivity between
the prefrontal cortex and the limbic system allows for the integration of cognitive and
emotional neural pathways and then for higher-order psychological processes (reasoning,
judgement etc.) to generate goal-directed adaptive behaviours and to regulate responses to
psychosocial stressors and pain signals. Impairment in cognitive executive functioning may
result in poor regulation of stress-, pain- and emotion-related processing of information.
Conversely, adverse emotion, pain and stress impair executive functioning. The
characteristic of the feedback and feedforward neural connections (quantity and quality)
between the prefrontal cortex and the limbic system determine adaptive behaviour, stress
response and pain experience.
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Introduction

Pain is a distressing physiological sensation in response to mechanical, chemical, thermal or
electrical stimulation above the level of tolerable intensity; however, it can also arise
spontaneously in dysregulated neural pathways of either the peripheral or the central
nervous system (CNS). Chronic pain is a subjective experience that evokes emotional
distress. Post-stress disorders, adverse life events and poor stress-coping capacity are some
of the predisposing factors leading to both chronic pain and chronic psychosocial stress.1

Certain chronic pain conditions are associated with central functional alterations in pain-
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processing neuronal circuits, but it is not known when this central functional dysregulation
is the cause or the consequence of chronic pain.2

Stress is a state in which physical and emotional well-being are perceived to be, or actually
are threatened or disrupted.1,3 Psychosocial stress occurs when environmental or self-
imposed demands exceed the emotional and/or cognitive capacity to cope. This may result
in maladaptive behaviour, sleep disturbance and increased risk of certain physical or mental
diseases.4 Psychosocial stressors (Table 1) evoke complex dynamic reactions comprising
perception and appraisal of the stressors followed by interactions between neural,
endocrine and immune systems and are modulated by genetic susceptibility, environmental
modifiers, age and gender.1,7 As with chronic pain, psychosocial stress may be emotionally
distressing.8

Executive functions refer to neurocognitive faculties including working memory, that is, the
ability to update, integrate and retain information; cognitive flexibility, that is, the ability to
shift between rules/modes of thought, inhibition of inappropriate responses and attentional
control. All these can formulate higher-order cognitive processes such as reasoning,
judgement and decision-making, regulation of emotional responses and control over
cognition, self-gratification and pattern of behaviour. Together, these processes enable
execution of goal-directed behaviours and regulation of responses to psychosocial stressors
and to noxious stimuli.9–15 Impairment of executive functioning increases the risk of poor
stress regulation, depression, anxiety, aggression and addictive disorders. Responses to
similar psychosocial stressors or to similar intensity of chronic pain vary significantly
between persons, probably owing to differences in their executive functional capacities,
self-regulation and self-control.11,14,15

Executive functions are generated in the prefrontal cortex which is functionally connected
to the limbic system (amygdala, hippocampus, thalamus and hypothalamus) which is
engaged in processing of emotion-related information and to brainstem regions which play
roles in arousal, autonomic control, primitive emotional responses, such as aggression and
rage, and in predatory and sexual behaviours.11 The hippocampal–prefrontal cortex
pathway is essential for executive functioning and for emotional regulation and is vulnerable
to dysregulation by chronic stress and by chronic pain. The amygdala which plays an
essential role in processing emotion-related information is regulated by hippocampal–
prefrontal cortex neurocircuits.16,17

In short, these functional neural connections between the prefrontal cortex and the limbic
system are essential for adaptive regulation of primitive, emotional and stress responses11

and for emotions that influence cognitive mechanisms.18 Stress response is thus the
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outcome of co-ordinated interactions between autonomic, neuroendocrine and
psychological processes which require input from the limbic system and prefrontal cortex.19

Higher-order cognitive processes that are executive function driven can generate goal-
directed behaviours that are mentally taxing rather than automatic or routine.9,11 Reserves
of mental energy operating the executive functions in the prefrontal cortex are limited.
Repeated or continued exposure to psychosocial stressors, to pain or to involuntary
negative emotions generated by subcortical brain regions may deplete these limited
resources, leading to the impairment of the mechanisms of self-regulation and self-control,
that is, to the ability to exert control over cognition, emotion and behaviour. Such
impairment may lead to poor emotional control, judgement and decision-making, resulting
in maladaptive behaviour.9,11,12,20

In this brief review of the literature, we consider the roles of executive functions in
regulation of stress and pain responses and the factors that either foster risk or confer
resistance to adverse stress-related outcomes.

Chronic pain

Pain is a subjective distressing experience that can be described in terms of quality, intensity
and duration. Chronic pain is an abnormal sensation which occurs in the absence of any
noxious stimulus or persists for more than 6 months after healing of an injury.21 The
generation of chronic pain is a complex adaptive process involving one or more
dysregulated sensory neural pathways, dysregulated activity of certain neurotransmitters,
synapses, receptors and cognitive, emotional and pain inhibitory neural circuits and the
balance between degenerative and regenerative neural processes. This structural and
functional neuroplasticity can result in increased neural sensitivity, leading to hyperalgesia
and spontaneous pain. Chronic pain, chronic stress and executive functions share common
central neural circuits, so the functional and structural neural alterations induced by chronic
pain/stress also dysregulate executive functioning, resulting in impairment of higher-order
cognitive performance. Risk factors for chronic pain include genetic predisposition, age,
gender, use of certain drugs and previous chronic pain conditions.22

In subjects with chronic pain, the dysregulated pain mechanism may involve peripheral
primary afferent nociceptors, neural circuits at the level of the dorsal horn of the spinal cord
and the central pain matrix.21 Within the central pain matrix, cognitive interpretation of the
pain based on previous experience, emotional evaluation of the severity of the pain and the
intensity and duration of the noxious stimulus are integrated to create an experience of pain
and to elicit a response. The experience of pain can be influenced inter alia by selective
attention, by emotional state, by fatigue and by maladaptive stress responses.

The prefrontal cortex is primarily engaged in control of pain-related emotional responses
generated in the limbic system, and it also determines the perception of magnitude and
quality of pain. Nociceptive signals are moderated at the level of the spinal cord by
descending modulatory neural pathways, which may either facilitate or inhibit their
transmission.21 Chronic stress and chronic pain share neural circuits that operate in the
amygdala, the hippocampus and the prefrontal cortex23; and cortisol plays an essential role
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in the prefrontal cortex–dependent regulation of the hypothalamic–pituitary–adrenal (HPA)
axis and in the processing of emotion-related information by the amygdala.8

It appears that on one hand, long-term exposure to psychosocial stressors brings about an
increase in neuronal dendritic arborisation and axonal connections in the amygdala with the
upregulation of activity of neuronal pathways for both nociception and stress; and on the
other hand, a decrease in dendritic arborisation and axonal connections in the prefrontal
cortex and the hippocampus with downregulation of activity of nociceptive and stress
inhibitory pathways. These changes provide the mechanisms for both chronic pain sensation
and for maladaptive stress responses.16,21 Biological stress mediators of the HPA axis
released in response to psychosocial stressors can decrease the threshold of nociception in
response to mechanical stimuli, increase the release of algogenic mediators and activate
glial cells in the spinal cord, resulting in exaggerated pain sensation.21,23

Neuroimaging studies show that in some subjects with long-term chronic pain conditions,
there is diminution in the size of the amygdala, medial prefrontal cortex and hippocampus,
with or without detectable alterations in their functional activity. The diminution in the size
of these central structures is probably secondary to the chronic pain/stress.23–25 On the
contrary, these anatomical alterations, whatever their cause may be, may predispose to
chronic pain and maladaptive stress responses.25 Different chronic pain conditions are
associated with distinctly different morphological/functional alterations,26 and often chronic
pain co-occurs with depression, anxiety or other emotional states.26

The experience of chronic pain is the result of complex interactions between nociceptive,
emotional and cognitive neural pathways. Alone or in combination, emotional distress,
maladaptive stress responses, fatigue, poor quality of sleep, negative thoughts, cognitive
impairment and social dysfunction are factors predisposing to many chronic pain
conditions.27

On one hand, these biopsychosocial stressors are a burden on the limited resources of
mental energy available for executive functioning, making it difficult to meet self-regulatory
pain-related demands.27 On the other hand, the burden of pain itself exhausts the resources
of mental energy for executive functioning, with reduction in capacity to deal with self-
regulation in relation to social and psychosocial demands. Thus, it appears that deficient
executive functioning with impaired capacity for self-control and self-regulation can play a
role in the initiation and maintenance of chronic pain.27 Executive functions with a strong
demand for self-regulation and self-control can divert attention from pain, can control
negative thoughts such as worry and rumination, can modify adverse emotional states and
can promote healthy social interactions, all of which may reduce the suffering of pain.27

The biological mechanisms that drive psychosocial stress responses

In response to psychological threats (stressors), the central and peripheral nervous systems
release biological stress mediators, which within seconds precipitate a stress response. CNS
stress effectors include hypothalamic neuropeptides (hormones) such as arginine
vasopressin, corticotropin-releasing hormone (CRH), the pro-opiomelanocortin-derived
peptides, -melanocyte-stimulating hormone and -endorphin and also noradrenaline



5

derived from the locus coeruleus in the brain stem and from the central autonomic nervous
system.3,28

In the CNS, there are multiple interactions between the HPA axis and the sympathetic
nervous system (SNS). CRH and noradrenaline are the predominant mediators of the
integrated stress-response system.22,28 Both CRH and noradrenergic neural circuits are
stimulated by cholinergic and serotonergic neuronal systems and inhibited by -
Aminobutyric acid (GABA) and opioid peptide neuronal circuits and by glucocorticoids.3

Stress-induced central dysregulation of the HPA axis and the SNS may impair executive
functioning, cognition and adaptive behaviour.29

Peripheral stress effectors include glucocorticoids regulated by the HPA axis and by
noradrenaline and adrenalin which are regulated by the SNS.28 Central and peripheral
biological effectors of stress play important roles in controlling cognitive and emotional
processes.28

The catecholamines noradrenaline and adrenalin, released by the sympathetic nervous
component of the stress system in response to psychological stressors stimulate the -
adrenergic receptors of immune cells triggering intracellular signalling pathways which
activate the transcription factors NF-kB (nuclear factor–kB) and activator protein 1 (AP-1). In
turn, these transcription factors upregulate the expression of proinflammatory genes,
resulting in the production and release of proinflammatory cytokines that promote
inflammatory reactions.28,30,31 Subsequently, stress-induced proinflammatory cytokines
further stimulate the stress response, contributing to the development of both
psychological and somatic disorders.5,28,31

Stress lead to an increase of CNS-derived neurotransmitters, such as acetylcholine,
serotonin, histamine, glutamic acid and GABA, neuropeptides, such as adrenocorticotropic
hormone, vasopressin, bradykinin, somatostatin, substance P, neuropeptide , calcitonin
gene-related peptide and encephalin and neurotrophins, such as nerve growth factor, brain-
derived neutrophic factor, neurotrophin 3 and neurotrophin 4.32,33 It appears that
psychosocial stressors can also upregulate the expression of cytokines in the prefrontal
cortex and the hippocampus, which in turn play a role in the development of depression34

and may impair executive functioning.3,29,32

Maladaptive response to chronic psychosocial stress or to chronic pain may include the
onset of depression, anxiety and feelings of vulnerability, suffering and hostility, interfering
with everyday activities such as eating, sleeping, working, social interactions and cognitive
functions, thus significantly reducing quality of life.35,36 The nature of the maladaptive
response is determined by the type of the chronic stressor/pain and its severity and
duration; by environmental, developmental, genetic and epigenetic factors and by the
ability to mitigate or buffer the impact of the chronic stressor/pain via cognitive,
emotional/spiritual, physical and pharmacological mechanisms3,32,35–39 (Table 2).
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The considerable personal variations in response to similar psychological stressors are also
related to cognitive appraisal of the stressors which occurs in the prefrontal cortex.41

Through neural connections from the prefrontal cortex to the limbic system (amygdala and
hippocampus), cognitive/executive mechanisms influence the experience and expression of
emotions.5,38,42,43 The cognitively controlled emotions generated in the limbic system in turn
influence the release of stress effectors of the SNS, and of the HPA axis.41,43 Thus, specific
psychological stressors may generate physiological and behavioural responses that differ
between persons because of differences in cognitive appraisal and executive
mechanisms.41–43

Stress, pain and executive functions

The biological mechanisms, whereby psychosocial stressors impair executive functioning
processes in the prefrontal cortex are not well understood. However, it has been suggested
that chronic exposure to psychosocial stress can dysregulate the neural pathways activated
by dopamine, adrenaline and cortisol and can also downregulate glucocorticoid receptor
sensitivity of the prefrontal cortex. All these probably contribute to defective executive
functioning.4,11,14 Chronic stress downregulates excitatory synaptic transmission with
diminution of neural firing in the prefrontal cortex, and between the prefrontal cortex and
other cerebral neural networks, with the impairment of executive functioning and of higher-
order cognitive performance with consequent maladaptive behaviour.44

Furthermore, the release of CRH and noradrenaline in the brain in response to psychosocial
stressors can modulate the function of central neural circuits that play roles in evaluation
and processing of noxious and non-noxious sensory stimuli with the potential to exaggerate
pain perception.22 It appears that independently or concertedly, both psychosocial stressors
and pain stimuli can modulate neuronal functional connectivity, stimulating
stress/nociceptive activity in the limbic system and inhibiting antistress/antinociceptive
activity in the prefrontal cortex and hippocampus, thus exaggerating chronic pain and
maladaptive stress responses.22,45

Chronic exposure to psychosocial stressors, constant worry and rumination are exhausting
to resources of cognitive mental energy and may therefore lead to diminished executive
functioning with prolongation of stress responses11 and to chronicity of depression and



7

anxiety inherent in the experience of pain.15,34 Furthermore, as substantial resources of
mental energy are expended in the regulation of responses to chronic stress and in
modulation the experience of pain, only limited resources of executive control remain for
core executive functions including working memory, attention control and cognitive
flexibility, resulting in cognitive impairment.12,13 Executive functioning under stress is
therefore impaired and is different unstressed executive functioning. Therefore, the true
efficacy of executive functioning should be evaluated under stressful conditions.14

Psychosocial stressors have an effect upon the cellular, molecular and genetic elements of
neural signalling between the limbic structures and the prefrontal cortical regions, which
determine cognitive executive functioning, emotional responses and adaptive/maladaptive
behaviours. Variations in cerebral neural circuits, polymorphism of genes encoding
neurotransmitters such as serotonin, dopamine, noradrenaline and glutamate and their
receptors, neurodegenerative processes and gene interactions with environmental factors
such as smoking, alcohol drinking, malnutrition and infection can modulate neurobiological
responses including responses to psychosocial stressors and pain stimuli.11,6 It appears that
subjects with stress-related burnout syndrome have deficiencies in executive functioning
with a reduction in the capacity of the prefrontal cortex to downregulate emotional stress
and stress responses generated by the limbic system. This indicates that in predisposed
subjects, the prefrontal cortex is vulnerable to stress-induced dysfunction.46 Personality
traits can also influence executive functioning. Neuroticism (worry, anger, frustration and
anxiety) is strongly associated with poor stress regulation, while conscientiousness (self-
discipline, impulse control, dutifulness and orderliness) is associated with better stress
control.11

Cognitive control of emotion

‘Emotions are balanced responses to external stimuli and/or to internal mental
representations’,47 and can be regulated either cognitively and/or behaviourally. Emotions,
including those brought about by chronic stress and by chronic pain, influence memories,
perceptions, thoughts, judgements, decisions and actions.18,47 Regulation of emotional
responses refers to the initiation of new or the modification of ongoing emotional
experiences and responses.47

Functional connectivity between the hippocampus and the prefrontal cortex is essential for
executive functioning and emotional regulation and is vulnerable to functional dysregulation
by stress. Hippocampal–prefrontal cortex circuits rely on dopaminergic–glutaminergic–
GABAergic neuronal interactions which determine the balance between inhibition and
excitation in the prefrontal cortex. Serotonergic, noradrenergic and cholinergic neuronal
pathways also play an important role in the activity of the hippocampal–prefrontal cortex
circuits. The amygdala plays an essential role in processing emotion-related information and
is regulated by hippocampal–prefrontal cortex circuits.16

In general, executive control of emotional responses involves initial appraisal of their
significance to current goals of the psychosocial stressor, reappraisal of the emotionally
implicative stressors, and finally, the cognitive moderation of the automatic emotional
response.11,18 Deficient executive functioning enhances vulnerability to adverse emotional
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and pain experiences and stress responses, which in turn may further downregulate
executive functioning,11 impairing the processing of decisions18; and emotions have the
capacity to dysregulate processing of information, thus influencing cognitive processes and
goal-directed behaviours.

Cognitive behavioural therapy is a person-directed, structured short-term psychological
technique which is effective in increasing the capacity to cope with stress by teaching how
to self-identify and moderate maladaptive thoughts, emotions and behaviour.
Understanding the nature of the dysregulation between thoughts, emotions and behaviour
will enable someone experiencing chronic stress/pain to adopt alternative more normative
thoughts, emotions and behaviour, lowering their levels of anxiety/depression.35,48

Cognitive behavioural therapy improves personal communication skills, coping capacity,
sense of control over life events and an overall feeling of well-being.49 This elevated positive
effect has the capacity to increase resources of mental energy, further improving cognitive
thought processes and social behaviour, thus mitigating the risk of depressive symptoms.50

In addition to cognitive behavioural therapy, mindfulness/meditation is also effective in
managing maladaptive emotions and maladaptive responses to persistent stress, for
modulating experiences of chronic pain and for reducing symptoms of anxiety and
depression.49,40 This may result in adoption of novel cognitive thought processes and
positive emotions, culminating in enhanced well-being.51

Conclusion

Balanced dynamic reciprocity between the prefrontal cortex and the limbic system is
essential for adaptive stress responses and pain processing. Hyperactivity of the limbic
system in processing emotion-related information, deficient prefrontal cortex–related
executive functioning or both may result in poor control of stress responses and poor
regulation of pain experience.11 Chronic psychosocial stress and chronic pain can
dysregulate executive functioning. Conversely, impaired executive functioning increases the
risk of chronic pain and maladaptive stress responses. Chronic pain increases the risk of
compromised responses to psychosocial stressors.

There is a need for research into the identification of central neurocircuits involved in
excitation, inhibition and disinhibition of pain/stress pathways and the mechanisms by
which maladaptive stress responses promote pain chronicity. Finding answers to these
issues may facilitate the development of target-specific pharmacotherapeutic agents with
increased efficiency and fewer side effects.

Author contributions
LF and RAGK developed the study design. LF, RAGK and JL wrote the first draft of the
manuscript, LF, RAGK, GF, TB, RC and JL critically revised the second and final draft. GF
finalised the referencing.

Conflict of interest
The author(s) declared no potential conflicts of interest with respect to the research,
authorship and/or publication of this article.



9

Funding
The author(s) received no financial support for the research, authorship and/or publication
of this article.

Guarantor
The guarantor (R.A.G.K.) is the person willing to take full responsibility for the article,
including for the accuracy and appropriateness of the reference list. This will often be the
most senior member of the research group and is commonly also the author for
correspondence. Please use initials only: BJP operates a double-blind peer-review process,
so full names of authors should not be listed on this form.

ORCID iD

Razia Abdool Gafaar Khammissa https://orcid.org/0000-0002-5221-7805

References

1.Feller, L, Khammissa, RAG, Ballyram, R, et al. Chronic psychosocial
stress in relation to cancer. Middle East J Cancer 2019; 10(1): 1–8.

2.Colombo, B, Rocca, MA, Messina, R, et al. Resting-state fMRI
functional connectivity: a new perspective to evaluate pain
modulation in migraine. Neurol Sci 2015; 36(Suppl. 1): 41–45.
3.Charmandari, E, Tsigos, C, Chrousos, G. Endocrinology of the stress
response. Annu Rev Physiol 2005; 67: 259–284.
4.Cohen, S, Janicki-Deverts, D, Doyle, WJ, et al. Chronic stress,
glucocorticoid receptor resistance, inflammation, and disease risk.
Proc Natl Acad Sci U S A 2012; 109(16): 5995–5999.
5.Muscatell, KA, Eisenberger, NI. A social neuroscience perspective
on stress and health. Soc Personal Psychol Compass 2012; 6(12):
890–904.
6.Boyce, JA, Austen, KF. Allergies, anaphylaxis, and systemic
mastocytosis. In: Kasper, DL, Fauci, AS, Hauser, SL, et al. (eds)
Harrison’s principles of internal medicine, vol. 2. New York: McGraw-
Hill, 2015, pp. 2113–2124.
7.Chikanza, IC, Grossman, AB. Neuroendocrine immune responses to
inflammation: the concept of the neuroendocrine immune loop.
Baillieres Clin Rheumatol 1996; 10: 199–225.

8.Veer, IM, Oei, NY, Spinhoven, P, et al. Endogenous cortisol is
associated with functional connectivity between the amygdala and
medial prefrontal cortex. Psychoneuroendocrinology 2012; 37(7):
1039–1047.
9.Raio, CM, Orederu, TA, Palazzolo, L, et al. Cognitive emotion
regulation fails the stress test. Proc Natl Acad Sci U S A 2013; 110(37):

https://orcid.org/0000-0002-5221-7805


10

15139–15144.
10.Williams, PG, Thayer, JF. Executive functioning and health:
introduction to the special series. Ann Behav Med 2009; 37(2): 101–
105.
11.Williams, PG, Suchy, Y, Rau, HK. Individual differences in executive
functioning: implications for stress regulation. Ann Behav Med 2009;
37(2): 126–140.
12.Schmeichel, BJ. Attention control, memory updating, and emotion
regulation temporarily reduce the capacity for executive control. J
Exp Psychol Gen 2007; 136(2): 241–255.
13.Shields, GS, Kuchenbecker, SY, Pressman, SD, et al. Better
cognitive control of emotional information is associated with reduced
pro-inflammatory cytokine reactivity to emotional stress. Stress
2016; 19(1): 63–68.
14.Quinn, ME, Joormann, J. Control when it counts: change in
executive control under stress predicts depression symptoms.
Emotion 2015; 15(4): 522–530.
15.Quinn, ME, Joormann, J. Stress-induced changes in executive
control are associated with depression symptoms: examining the role
of rumination. Clin Psychol Sci 2015; 3(4): 628–636.
16.Godsil, BP, Kiss, JP, Spedding, M, et al. The hippocampal-
prefrontal pathway: the weak link in psychiatric disorders. Eur
Neuropsychopharmacol 2013; 23(10): 1165–1181.
17.Cardoso-Cruz, H, Lima, D, Galhardo, V. Impaired spatial memory
performance in a rat model of neuropathic pain is associated with
reduced hippocampus-prefrontal cortex connectivity. J Neurosci
2013; 33(6): 2465–2480.

18.Ray, RD, Zald, DH. Anatomical insights into the interaction of
emotion and cognition in the prefrontal cortex. Neurosci Biobehav
Rev 2012; 36(1): 479–501.
19.McKlveen, JM, Myers, B, Herman, JP. The medial prefrontal
cortex: coordinator of autonomic, neuroendocrine and behavioural
responses to stress. J Neuroendocrinol 2015; 27(6): 446–456.
20.Inzlicht, M, Gutsell, JN. Running on empty: neural signals for self-
control failure. Psychol Sci 2007; 18(11): 933–937.
21.Johnson, AC, Greenwood-Van Meerveld, B. Stress-induced pain: a
target for the development of novel therapeutics. J Pharmacol Exp
Ther 2014; 351(2): 327–335.
22.Larauche, M, Mulak, A, Tache, Y. Stress and visceral pain: from
animal models to clinical therapies. Exp Neurol 2012; 233(1): 49–67.
23.Li, X, Hu, L. The role of stress regulation on neural plasticity in pain
chronification. Neural Plast 2016; 2016: 6402942.



11

24.Maleki, N, Becerra, L, Brawn, J, et al. Common hippocampal
structural and functional changes in migraine. Brain Struct Funct
2013; 218(4): 903–912.
25.Vachon-Presseau, E, Roy, M, Martel, MO, et al. The stress model
of chronic pain: evidence from basal cortisol and hippocampal
structure and function in humans. Brain 2013; 136(Pt. 3): 815–827.
26.Hashmi, JA, Baliki, MN, Huang, L, et al. Shape shifting pain:
chronification of back pain shifts brain representation from
nociceptive to emotional circuits. Brain 2013; 136(Pt. 9): 2751–2768.
27.Nijs, J, Torres-Cueco, R, van Wilgen, CP, et al. Applying modern
pain neuroscience in clinical practice: criteria for the classification of
central sensitization pain. Pain Physician 2014; 17(5): 447–457.
28.Chrousos, GP. Stress and disorders of the stress system. Nat Rev
Endocrinol 2009; 5(7): 374–381.
29.Shields, GS, Sazma, MA, Yonelinas, AP. The effects of acute stress
on core executive functions: a meta-analysis and comparison with
cortisol. Neurosci Biobehav Rev 2016; 68: 651–668.
30.Slavich, GM, Cole, SW. The emerging field of human social
genomics. Clin Psychol Sci 2013; 1(3): 331–348.
31.Slavich, GM, Irwin, MR. From stress to inflammation and major
depressive disorder: a social signal transduction theory of
depression. Psychol Bull 2014; 140(3): 774–815.
32.Dave, ND, Xiang, L, Rehm, KE, et al. Stress and allergic diseases.
Immunol Allergy Clin 2011; 31(1): 55–68.
33.Montoro, J, Mullol, J, Jauregui, I, et al. Stress and allergy. J Invest
Allerg Clin 2009; 19(Suppl. 1): 40–47.
34.Karpinski, RI, Kinase Kolb, AM, Tetreault, NA, et al. High
intelligence: a risk factor for psychological and physiological
overexcitabilities. Intelligence 2017; 66: 8–23.
35.Feller, L, Fourie, J, Bouckaert, M, et al. Burning mouth syndrome:
aetiopathogenesis and principles of management. Pain Res Manag
2017; 2017: 1926269.
36.Feller, L, Khammissa, RAG, Bouckaert, M, et al. Pain: persistent
postsurgery and bone cancer-related pain. J Int Med Res 2019; 47(2):
528–543.
37.Scheier, MF, Weintraub, JK, Carver, CS. Coping with stress:
divergent strategies of optimists and pessimists. J Pers Soc Psychol
1986; 51(6): 1257–1264.
38.Compton, RJ, Hofheimer, J, Kazinka, R. Stress regulation and
cognitive control: evidence relating cortisol reactivity and neural
responses to errors. Cogn Affect Behav Neurosci 2013; 13(1): 152–
163.
39.Stangor, C, Walinga, J. Stress and coping. In: Walinga, J (ed.)
Introduction to psychology, 1st Canadian edn. Victoria, BC, Canada:



12

BCcampus, 2014,
https://ecampusontario.pressbooks.pub/intropsych2cdn/chapter/15-
3-stress-health-and-coping-in-the-workplace (accessed 20 November
2019).

40.Cillessen, L, Johannsen, M, Speckens, AEM, et al. Mindfulness-
based interventions for psychological and physical health outcomes
in cancer patients and survivors: a systematic review and meta-
analysis of randomized controlled trials. Psychooncology. Epub ahead
of print 29 August 2019. DOI: 10.1002/pon.5214.
41.Denson, TF, Spanovic, M, Miller, N. Cognitive appraisals and
emotions predict cortisol and immune responses: a meta-analysis of
acute laboratory social stressors and emotion inductions. Psychol Bull
2009; 135(6): 823–853.
42.Compton, RJ, Arnstein, D, Freedman, G, et al. Neural and
behavioral measures of error-related cognitive control predict daily
coping with stress. Emotion 2011; 11(2): 379–390.
43.Dickerson, SS, Kemeny, ME. Acute stressors and cortisol
responses: a theoretical integration and synthesis of laboratory
research. Psychol Bull 2004; 130(3): 355–391.
44.Negron-Oyarzo, I, Aboitiz, F, Fuentealba, P. Impaired functional
connectivity in the prefrontal cortex: a mechanism for chronic stress-
induced neuropsychiatric disorders. Neural Plast 2016; 2016:
7539065.
45.Johnson, N, Johnson, SF, Yao, W, et al. Stabilization of mutant
BRCA1 protein confers PARP inhibitor and platinum resistance. Proc
Natl Acad Sci U S A 2013; 110: 17041–17046.
46.Grossi, G, Perski, A, Osika, W, et al. Stress-related exhaustion
disorder–clinical manifestation of burnout? A review of assessment
methods, sleep impairments, cognitive disturbances, and neuro-
biological and physiological changes in clinical burnout. Scand J
Psychol 2015; 56(6): 626–636.
47.Ochsner, KN, Gross, JJ. The cognitive control of emotion. Trends
Cogn Sci 2005; 9(5): 242–249.
48.Craig, SL, McInroy, LB, Eaton, AD, et al. An affirmative coping skills
intervention to improve the mental and sexual health of sexual and
gender minority youth (project youth AFFIRM): protocol for an
implementation study. JMIR Res Protoc 2019; 8(6): e13462.
49.Patel, RS, Sekhri, S, Bhimanadham, NN, et al. A review on
strategies to manage physician burnout. Cureus 2019; 11(6): e4805.
50.Kuhlman, KR, Chiang, JJ, Bower, JE, et al. Persistent low positive
affect and sleep disturbance across adolescence moderate link
between stress and depressive symptoms in early adulthood. J

https://ecampusontario.pressbooks.pub/intropsych2cdn/chapter/15-


13

Abnorm Child Psychol. Epub ahead of print 24 August 2019. DOI:
10.1007/s10802-019-00581-y.
51. Garland, EL, Farb, NA, Goldin, P, et al. Mindfulness broadens awareness
and builds eudaimonic meaning: a process model of mindful positive
emotion regulation. Psychol Inq 2015; 26(4): 293–314.


