SUPPLEMENTARY MATERIAL
Osteopathic Manipulative Treatment 
Due to sympathetic innervation of heart and lungs, rib raising technique was applied by raising the rib angles at the level of T1-T6 vertebral level in a ventrolateral direction with the pads of the flexed fingers placed under the supine-positioned patient’s hemithorax. With the wrists straight, the therapist’s forearms were reciprocally pushed down as a lever to create rhytmic movements on the bed, the side of which acted as a fulcrum (Supplementary Figure 1). This process lasting for 2 minutes was then repeated on the opposite side.1
For diaphragm release technique, the therapist made bilateral hand contact with the palms over inferior margin of the rib cage, the thenar regions parallel to the costal arch and the thumbs pointing to midline below the tenth rib. The diaphragm and thoracolumbar fascia were tested by moving the thorax into flexion-extention, side bending, and rotation to determine the directions where the tissues moved most freely. Then the tissues were gently moved into the directions of greatest freedom to the point of myofascial restriction and held there until palpating release of tissue tension (Supplementary Figure 2). This technique, which is known as indirect myofascial release of the thoracic diaphragm, was applied for 5-10 minutes.2
Suboccipital decompression was carried out applying gentle upward, outward and cephalad traction for 3-4 minutes with the fingertips positioned along the occipital condyles at the base of the patient’s cranium (Supplementary Figure 3). The cranium was allowed to slowly move down on the therapist’s palms as suboccipital muscles relaxed.1,2 
First rib mobilization was performed using respiratory-assisted muscle energy technique, with the patient in supine position and the therapist seated at the head of the bed. After slightly side bending patient’s head towards the side of the first rib to reduce tension of the scalene muscles, the therapist placed radial aspect of the second metacarpophalangeal joint on the posterior and superior surface of the first rib with firm contact. The patient was then asked to inhale deeply and exhale completely. As the patient exhaled, the first rib was mobilized caudomedially, maintaining this position at the end of the exhalation. The therapist resisted upward and lateral motion of the first rib through pressing down on the rib during inhalation, and continued applying pressure downward and medially over the tubercle of the first rib during exhalation (Supplementary Figure 4). These steps were conducted bilaterally in 2 sets of 5 respiratory cycles with no breath holding between respirations.3 
For mediastinum mobilization, the therapist in standing position behind the patient who lies on the right side placed the ventral hand on the lower third of the patient’s sternum and placed the dorsal hand on the patient’s spinal column at the level of manubrium sterni (T3-T4), with the fingertips of both hands pointing cranially. During exhalation, the mediastinum was mobilized by applying pressure in a caudal-dorsal direction with the ventral hand, and in a cranial-ventral direction with the dorsal hand. The therapist carried on exerting pressure during inhalation to sustain this position, and further mobilized the mediastinum during exhalation (Supplementary Figure 5). Then the position of the hands were changed, with the ventral hand on the manubrium and the dorsal hand on the spinal column at the level of the lower third of sternum (T8-T10). As the patient inhaled, the mediastinum was mobilized in combination with the craniodorsally directed pressure of the ventral hand and the caudoventrally directed pressure of the dorsal hand. This position was held during exhalation and then the mobilization was continued in the same way during inhalation (Supplementary Figure 6). Each procedure was administered with 2 sets of 5 respiratory cycles with no breath holding.4 
Thoracic inlet diaphragm, which is composed of fascias and musculoligamentous fibers of cervicothoracic junction surrounding first ribs, clavicles, manubrium, C7-T1 vertebrae and which is connected to thoracic diaphragm by superior mediastinal fascia, was mobilized bilaterally with two techniques. The first myofascial release technique was performed in side-lying patient position, with the therapist in standing position working on the upper side. The therapist’s caudal hand was positioned on the shoulder girdle which was used as a lever to relieve tissue tension from the upper ribs and clavicle. The cranial hand, placed next to the transverse processes of C6-C7 vertebrae, mobilized suspensory ligament of the pleural dome caudally and medially via the scalene muscles and other musculofascial tissues extending from this region down to the level of pleural dome (Supplementary Figure 7). The second technique was performed to release the posterior thoracic inlet fascia, with the patient in supine position and the therapist seated at the head of the bed. After the patient’s head was rotated towards the opposite side to stretch the scalenes, the therapist’s thumb contacted with the angle of the first rib posteriorly, as deep to the trapezius muscle fibres (Supplementary Figure 8). A direct, gentle pressure was then applied caudally and medially to stretch the fascia.5
Yoga Respiratory Training
A standard preliminary process including postural relaxation during slow, nasal breathing was carried out prior to each yoga respiratory training session. During the breathing exercises, which were applied in a cool, silent, well-ventilated room, patients in seated position were instructed to perform diaphragmatic breathing. 
Nadishodhana pranayama (alternate nostril breathing) includes breathing through one nostril by closing the other one. The patient closed the right nostril with the right thumb and inhaled deeply and slowly through the left nostril. Then keeping the left nostril closed with the right index finger, the patient exhaled slowly and completely through the right nostril, followed by breathing in through the right nostril. At the end of maximal inhalation, the patient breathed out through the left nostril by closing the right nostril. This represents 1 cycle for nadishodhana practice.6 Two sets of 8 breathing cycles, with 2-minute resting period between the sets, were performed by using 1:2 inhalation:exhalation ratio throughout this technique.
For the application of ujjayi pranayama (psychic breath), the patient inhaled slowly and deeply through the nose until the breath fills the respiratory passages between the throat and the lungs with a hissing sound. Then the patient exhaled completely through the nose by producing the same sound via partially closed glottis, and mild contraction of laryngeal muscles.6 Two sets of 10 cycles, with a rest period of 1 minute between the sets, were practiced with an inhalation:exhalation ratio of 1:2  during ujjayi pranayama. 
To apply bhramari pranayama (humming bee breath) which creates mild vibration on the internal walls of the nostrils and on the laryngeal walls, the patient with the eyes closed was asked to inhale slowly and deeply through the nose and then exhale completely through the nose by producing a soft humming nasal sound, “A U Mmm”, similar to that of a bee.6 Two sets of 10 repetitions, with 1-minute resting interval between the sets, were performed with an inhalation:exhalation ratio of 1:3 throughout bhramari pranayama.  
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