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ABSTRACT  

Introduction: Numerous studies have examined the impact of yoga therapy in the management of respiratory disorders, 

specifically Bronchial Asthma and Chronic Obstructive Pulmonary Disease (COPD). However, these studies exhibit 

significant variability in sample sizes and methodologies, resulting in inconclusive findings. Therefore, the present study 

aims to conduct a systematic review to evaluate the efficacy of yoga therapy in the management of respiratory disorders, 

thereby providing clearer insights into its potential benefits. 

Methods: A comprehensive search was conducted across several prominent databases, including PubMed, EMBASE, the 
Cochrane Library, Google Scholar, and ClinicalTrials.gov, to identify relevant studies. These databases were searched using 

the keywords yoga and pulmonary function. All the potential studies were included based on Prisma guidelines.  The primary 

outcomes of interest included forced expiratory volume in one second (FEV1), forced vital capacity (FVC), peak expiratory 

flow rate (PEFR), and the percentage of FEV1, FVC, and PEFR relative to predicted values (% pred). Additionally, we 

examined secondary outcomes such as the 6-minute walking distance (6 MWD). To evaluate effect sizes, we calculated 

weighted mean differences (WMDs) along with 95% confidence intervals (CIs). 

Results: In a comprehensive analysis of five randomized controlled trials (RCTs) involving a total of 233 participants, it was 

found that yoga therapy notably enhanced respiratory health. Specifically, there was a remarkable improvement in Forced 

Expiratory Volume in 1 second (FEV1), which increased by an average of 123.57 mL (with a 95% confidence interval of 

4.12 to 243, P=0.04). The percentage of FEV1 compared to predicted values also saw a significant boost, averaging an 
increase of 3.90% (95% CI: 2.27 to 5.54, P<0.00001). The results indicated that yoga intervention (YI) significantly improved 

FVC% (WMD: 3.03 L, 95 % CI: 1.71, 4.35, P < 0.00001), FEV1 (WMD: 0.47 L, 95 % CI: 0.43, 0.51, P < 0.00001), and 

FEV1% (WMD: 5.74 L, 95 % CI: 4.47, 7.01, P < 0.00001) when compared to control groups. However, no significant effect 

was observed on FVC (WMD: 0.23 L, CI: 0.16, 0.62. P = 0.25), PEFR (WMD: 0.49, CI: 0.70, 1.67, P = 0.42), MVV (WMD: 

9.01, CI: 3.92, 21.94, P = 0.17), and FEV1/FVC (WMD: 3.17, CI: 1.15, 7.48, P = 0.15) as a result of YI. Furthermore, 

participants demonstrated a notable improvement in their 6-minute walk distance (6 MWD), with an average gain of 38.84 

meters (95% CI: 15.52 to 62.16, P=0.001). 

Conclusions: The existing evidence indicates that yoga therapy may significantly enhance lung function and boost exercise 

capacity, making it a promising complementary approach for individuals coping with respiratory conditions such as bronchial 
asthma and chronic obstructive pulmonary disease (COPD). While these initial findings are encouraging, further research is 

essential to validate our preliminary observations and to explore the enduring benefits of long-term yoga practice on 

respiratory health.. 
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INTRODUCTION  

Respiratory disorders are among the most common non-communicable diseases worldwide, largely due to the ubiquity of 

noxious environmental, occupational, and behavioural inhalational exposures (1). In addition to the respiratory disorders, 
such as chronic obstructive pulmonary disease (COPD) and asthma, unfortunately, they have received proportionately less 

public attention and less research funding than other disease entities, such as cardiovascular disease, cancer, stroke, diabetes, 

and Alzheimer's disease (2-3). Therefore, to better inform prevention, screening, treatment, and research efforts dedicated to 

respiratory disorders, it is crucial to understand their prevalence, morbidity, and mortality, both on global and regional scales. 

In the Global Burden of Diseases (GBD) 2025, the prevalence and attributable health burden of respiratory disorders 

(4). They found that close to 545 million people in the world had a chronic respiratory disease in 2025, an increase of 39·8% 

since 1990. The high-income super-region had the highest prevalence of chronic respiratory diseases, while South Asia and 

sub-Saharan Africa had, somewhat surprisingly, the lowest prevalence. The most prevalent chronic respiratory diseases were 

COPD (3·9% global prevalence) and asthma (3·6%). Chronic respiratory diseases accounted for 3·9 million deaths in 2025 

(an increase of 18·0% since 1990) and were responsible for 1470 disability-adjusted life-years (DALYs) per 100 000 
individuals (112·3 million total DALYs, an increase of 13·3% since 1990). South Asia had the highest mortality attributable 

to chronic respiratory disease, while sub-Saharan Africa had the lowest (5-6). COPD and asthma were the top causes of 

chronic respiratory disease-related deaths worldwide. 

Recent evidence-based clinical practice guidelines and statements have shown that pulmonary rehabilitation is widely 

accepted as the most effective non-pharmacotherapy in the management of COPD (7,8,9). Research has indicated that various 

physical practises, such as yoga therapy (10), can relieve dyspnea, improve lung function, and improve the quality of life of 

asthma and COPD patients (11,12,13). Furthermore, a physical therapist-assisted intensive flexibility training that focuses 

on stretching and rib cage mobilization can significantly improve 6-min walking distance (6 MWD) (14,15). Yoga originated 

in ancient India and may denote the union between the individual self and the transcendental self. The body’s organs and 
systems are cleansed through asanas (postures) and pranayama (controlling the breath). Along with meditation, yoga asanas 

and pranayama have become popular in the West, and the practice of yoga has become “westernized.” Postures are taught as 

ends in themselves, that is, to heal an illness, reduce stress, or look better. It is a valuable gift of Indian Vedic philosophy to 

the modern world. It is a well-known fact that any sort of exercise done repeatedly is beneficial to the body. Yoga is a very 

good exercise for maintaining proper health and has a profound effect on the lung functions of an individual. (16). Yogic 

practises have been shown to have positive effects on people with asthma (17), cardiac diseases (18), diabetes (19), 

tuberculosis (20), depressive disorders (21), and osteoarthritis (22). Several clinical trials have suggested that yoga therapy 

may improve the pulmonary function of patients with asthma and COPD (23,24,25), but the quality of these studies has not 

been evaluated systematically. Therefore, we undertook a systematic review of available randomized controlled trials (RCTs) 

to assess the efficacy of yoga therapy on pulmonary function and other clinical endpoints in patients with asthma and COPD. 

2. METHODOLOGY  

This systematic review has been conducted according to the Preferred Reporting Items for Systematic Reviews (Prisma) 

guidelines (26) and recommendations of the Cochrane Collaboration (27).  

2.1 Search strategy/literature searches: 

A comprehensive search was conducted across several prominent databases, including PubMed, EMBASE, the Cochrane 

Library, Google Scholar, and ClinicalTrials.gov, to identify relevant studies. from January 2012 to December 2022. The 
above-indicated databases were searched using the strategy ‘Keywords in title, abstract, and keyword’ methodology. In the 

title, abstract, or keywords, search terms about yoga practice and its effect on pulmonary functions were included in the 

chosen search strategy. The PubMed electronic search approach was developed “(Yog* [Title/Abstract]) AND (Pulmonary 

[Title/Abstract]), (Yog* [Title/Abstract]) AND (Pulmonary function [Title/Abstract]), (Yog* [Title/Abstract]) AND (FVC 

[Title/ Abstract]), (Yog* [Title/Abstract]) AND (FEV1 [Title/Abstract]). All the potential studies were included based on 

Prisma guidelines.  The primary outcomes of interest focused on forced expiratory volume in one second (FEV1) and the 

percentage of FEV1 compared to predicted values (% pred). In addition, we explored secondary outcomes such as the 6-

minute walking distance (6 MWD). To assess the effect sizes, we calculated weighted mean differences (WMDs) along with 

95% confidence intervals (CIs). 

2.2 Selection of studies: 

A two-step procedure was used to identify the studies: title/abstract screening and full-text review. To identify possibly 

eligible searches, two independent reviewers (V.R. and S.S.) went through the titles/abstracts of the articles that were 

retrieved. Based on predetermined eligibility criteria, the entire texts of these potentially relevant studies were then evaluated 

for eventual inclusion. A third reviewer (N.Y.) was consulted to settle any disputes between the first two reviewers. 

2.3 Eligibility criteria: 
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A set of predetermined eligibility criteria was developed to find pertinent studies to include in the systematic review. The 

population, intervention, comparison, outcomes, and study design (PICOS) framework served as the basis for the formulation 

of these criteria. Population: The target population consisted of patients diagnosed with any chronic or acute medical 

condition affecting pulmonary function, asthma, or COPD. Healthy individuals or general populations were excluded. 

Studies that only measured subjective respiratory outcomes (quality of life & dyspnoea scores), and did not include objective 
PFTs, were excluded. Intervention: Yoga therapy, either as a stand-alone treatment or in combination with other therapies 

such as pharmacological interventions, lifestyle changes, or other complementary and alternative methods, was of interest. 

The study where yoga was combined with other exercise interventions (aerobic training, joint exercise, asanas & breathing 

practices) without isolating its effects on pulmonary functions was excluded from the intervention. Comparison: Any 

controlled intervention (no treatment, standard care, placebo, and other active interventions) was included to evaluate the 

comparative effectiveness of yoga therapy. Studies without a well-defined control group were excluded. Study Design: 

Inclusion criteria were restricted to RCTs published as full-text articles. Observational studies, case reports, conference 

abstracts, and editorials were excluded. Non-English language publications were not considered. 

2.4 Data extraction: 

The data extraction was performed independently using a predefined data extraction form. The extracted data included study 

characteristics (authors, year of publication, study design) with Jadad score, sample size, participants’ characteristics (age, 

diagnosis), intervention details (type of yoga, frequency, and duration), comparator group details, and outcomes. Any 

disagreement in data extraction was settled through discussion or consultation with a third reviewer. 

2.5 Quality assessment and risk-of-bias assessment: 

The Jadad scale assigns a score ranging from 0 to 5 based on randomization, blinding, and description of withdrawals & 
dropouts used for the methodological quality of the included studies (28). Studies scoring ≤2 was considered to have low 

quality, while those scoring ≥3 were considered to have high quality (29). The risk of bias in the included studies was assessed 

using the guidelines provided in the "Cochrane Handbook for Systematic Reviews of Interventions.  

2.6 Data synthesis and analysis: 

Data synthesis and analysis were carried out using "Review Manager Software (RevMan) version 5.3". For the continuous 

outcomes, standardized mean differences (SMDs), with 95 % confidence intervals (CIs) were calculated. Based on the 

potential articles, the data synthesis was done by categorizing the study findings under the effect of the yogic intervention 

on (1) respiratory muscular strength and (2) pulmonary function parameters. The study findings and quality assessments of 
the included articles were tabulated. The mean and standard deviation for pulmonary function parameters were imputed, and 

hence studies were included to perform systematic review. Random-effects models (30) were used when there was significant 

heterogeneity; otherwise, fixed-effects models were used. The I 2 statistics were used to assess study heterogeneity, which 

ranged from low (0–40 %) to moderate (30–60 %), substantial (50–90 %), and considerable (75–100 %) (31,32). Due to the 

smaller number of studies included in each analysis ( ≤ 10), potential publication bias was not investigated. Statistical 

significance was defined as a p-value less than 0.05 when compared to the overall effect in the control group. 

3. RESULTS 

3.1. Study selection 

Fig. 1 shows the PRISMA flow diagram of the entire search procedure and the methodology used to select the studies. After 

a preliminary database search, 291 studies were selected for screening. Five studies met the inclusion criteria for the 

systematic review and quality evaluation. Table 1. summarizes their main characteristics. The sample sizes ranged from 30 

to 276. The included studies were published between January 2012 and December 2022, with intervention durations ranging 

from four weeks to one year. 

3.2. Study characteristics: 

The studies included in this analysis demonstrated notable variations in sample range, age distribution, health conditions, 

intervention durations, and outcome measures. The sample range across the studies spanned from 30 participants (33) to a 

larger cohort of 276 participants (34), with a total of 935 participants across the studies. The studies targeted diverse age 

groups, including older adults (35), children, with specific age ranges. The Intervention durations ranged from four weeks 

(34,36) to a longer-term study duration of one year (37), reflecting the diversity in the implementation of the intervention 

protocols. The outcome measures reported in the studies included FVC reported in five studies (38,39,40,41,42), three studies 

reported FVC% (43,44), five studies reported FEV1 (40,42,43,44), and three studies reported FEV1 %. PEFR was reported 

in three studies, and PEFR% was reported in two studies (40,41). MVV and FEV1/FVC were reported in three [38,40,42] 

and two studies, respectively. One study reported the 6-minute walking distance (6 MWD). 

The findings that Yoga Therapy (YT) has a significant positive effect on key lung function parameters, particularly Forced 

Vital Capacity (FVC %) and Forced Expiratory Volume in one second (FEV1 and FEV1 %). The pooled results revealed 

statistically significant improvements in FVC % and FEV1 with large effect sizes and no observed heterogeneity. FVC % 
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was observed (Z = 4.49, WMD = 3.03 L, 95% CI: 1.71–4.35; p < 0.00001) with no heterogeneity (p = 0.63. FEV1 % 

demonstrated a significant pooled increase (Z = 8.84, WMD = 5.74, 95% CI: 4.47–7.01; p < 0.00001) with non-significant 

heterogeneity (p = 0.50). (34,43,44). 

Forced expiratory volume in 1st second (FEV1) outcomes were reported in five studies (31,34 37,43). The combined results 

showed a significant increase in FEV1 (Z = 26.02) with a WMD of 0.47 L, 95 % CI [0.43, 0.51], at a p-value of less than 

0.00001. There was no significant heterogeneity at p = 0.63, I 2 = 0 %. Similarly, three studies reported changes in FEV1 % 

(41,42,43) and the pooled findings demonstrated a significant increase in FEV1 % (Z = 8.64) with a WMD of 5.74 L, 95 % 

CI at a p-value of less than 0.00001. The heterogeneity observed was not significant at p = 0.50, I 2 = 0 %. 

In contrast, parameters reflecting airflow and ventilatory capacity, such as Peak Expiratory Flow Rate (PEFR and PEFR %) 

and Maximum Voluntary Ventilation (MVV), did not demonstrate statistically significant improvements following YT. 

Regarding PEFR, three articles reported outcomes (33,34,35,37). The cumulative analysis showed that YI did not have a 

significant effect on PEFR (Z = 0.80) with a WMD of 0.49 L, 95 % CI [− 0.70, 1.67], at a p-value of 0.42. Considerable 

heterogeneity was observed at p < 0.00001, I 2 = 98 %. Two articles reported changes in PEFR % (36,41), and the analysis 
indicated no significant improvement in PEFR % (Z = 0.03) with a WMD of 0.08 L, 95 % CI [− 5.66, 5.82], at a p-value of 

0.98. Substantial heterogeneity was observed at p = 0.04, I 2 = 77 %. Three studies reported outcomes for MVV. The overall 

findings suggested a non-significant difference in MVV (Z = 1.37) with a WMD of 9.01, 95 % CI [− 3.92, 21.94], at a p-

value of 0.17. Considerable heterogeneity was observed at p < 0.00001, I 2 = 96 %.  

These outcomes were characterized by substantial to considerable heterogeneity (p < 0.0000), suggesting marked variability 

in intervention protocols, participant characteristics, or measurement methods across studies (36,38,40,43). Additionally, 

FEV1/FVC ratio did not show a significant pooled effect and was also associated with considerable heterogeneity, indicating 

that YT may have a limited or inconsistent influence on airway obstruction indices (40,41). 

Overall, these findings suggest that Yoga Intervention (YT) has a more consistent and beneficial effect on lung volume–

related parameters, whereas its impact on airflow-dependent and ventilatory measures remains variable and inconclusive. 

This underscores the need for well-designed, standardized, randomized controlled trials to further clarify the role of YT in 

improving comprehensive pulmonary function outcomes in respiratory disorders such as asthma and COPD. These findings 

clearly demonstrate that YI has a significant and variable impact on pulmonary and respiratory functions within the clinical 

population. 

 

Fig. 1 shows the PRISMA chart for the extraction of data. 
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Table 1:   Characteristics of studies included in the systematic review 

 

                                                                            Program length, frequency, and duration 

 

Author, 

year 

 

Study 

design 

 

 

N 

 

 

Age 

 

 

Treatment 

 

Control 

 

 

Outcomes 

 

 

Iranzo et 

al., 2014 

(34)  

 

 

 

 

 

Yadav et 

al., 2015 

(35) 

 

 

 

 

 

 

Agnihotri 

et al., 2016 

(36) 

 

 

 

 

 

 

Pushpa 

and 

Sharma., 

2018 (37) 

 

 

 

 

 

 

Open-label 

randomized 

controlled 

trial/ 5 

 

 

 

 

Prospective 

randomized 

parallel 

group 

controlled 

study/5.5 

 

 

 

 

RCT/5 

 

 

 

 

 

 

 

 

RCT/2 

 

 

 

 

 

 

 

 

81 

 

 

 

 

 

 

 

80 

 

 

 

 

 

 

 

 

276 

 

 

 

 

 

 

 

 

60 

 

 

 

 

 

 

Older 

than 

65 

years 

 

 

 

 

45–65 

years 

 

 

 

 

 

 

 

12–60 

years. 

 

 

 

 

 

 

 

18–50 

years 

 

 

 

 

 

 

 

(1) ITT group performed 

inspiratory muscle training (2) 

YRT group performed yoga 
breathing exercises 5 

days/week for 6 weeks 

 

 

Yoga regimen (yogic postures, 

pranayama breathing, 
exercises, dietary 

modification, and holistic 

teaching) daily for 60 min (6 

days/week) for 3 months 

 

 

Yogic intervention (asanas, 

pranayama, and meditation) 

for 30 min per day, 5 days in a 

week for a period of 6 months 

 

 

 

Pranayamas (kapalabhati, 

bhastrika, ujjayi and 

sukhapurvaka pranayama), 

meditation, and shavasana, 45 

min twice daily, regularly for 

remaining 6 weeks 

 

 

 

Yoga practice for 1 h, 2 times 

a week for 12 weeks 

 

 

 

 

 

 

Not performed any 

training 

 

 

 

 

 

 

Conventional 

medicine 

 

 

 

 

 

 

 

Standard medical 

treatment 

 

 

 

 

 

 

Pharmacological 

Treatment 

 

 

 

 

 

 

 

YRT group had 

a greater 

increase of RM 
strength (MIP 

and MEP) and 

endurance 

(MVV) than 

control and/or 

ITT groups. 

 

 

Significant 

improvement in 

SLCFVC, 

PEFR, MVV, 

DLCO, HR, 

SBP and DBP in 

Group-I. 

 

 

 

 

FVC, FEV1, 

FEV1/FVC, and 

PEFR. 

Significantly 

better 

improvement in 

all 

PFT(Pulmonary 

Function Test) 

variables in the 

yoga group. 

 

Yoga group 

showed 

progressive 

improvement in 

FEV1, FVC, 

FEV1/FVC, 

PEFR, FEF25-
75, and sGAW; 
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Yudhawati 

and 

RasjidHs., 

2019 (38) 

 

 

 

 

Yuce and 

Tascı, 

2020 (39) 

 

 

 

 

 

 

 

Dhargav et 

al., 2021 

(40) 

 

 

 

 

 

 

 

 

 

Yadav et 

al., 2021 

(41) 

 

 

 

 

 

 

 

Gunjiganvi 

et al., 2021 

(42) 

 

 

RCT (pre and 

post-test 

control group 

design)/2 

 

 

 

 

Single-blind, 

randomized, 

controlled 

trial 

 

 

 

 

 

 

 

RCT 

 

 

 

 

 

 

 

 

 

 

 

Prospective 

open-label 
randomized 

controlled 

study 

 

 

 

 

 

 

 

 

 

30 

 

 

 

 

 

 

 

55 

 

 

 

 

 

 

 

 

 

124 

 

 

 

 

 

 

 

 

 

 

 

140 

 

 

 

 

 

 

 

 

Above 

40 

years 

 

 

 

 

 

Above 

18 

years 

 

 

 

 

 

 

 

15-40 

years 

 

 

 

 

 

 

 

 

 

 

Above 

18 

years 

 

 

 

 

 

 

 

Pranayama (Kapalbhati, ujjayi 

and anuloma viloma), 20 min 

once daily for a month. 

 

 

 

 

 

 

Yoga session in morning and 

Physiotherapy session in 

evening each 45 min for an 

year 

 

 

 

 

 

 

 

 

Yogic intervention (asanas, 

pranayama, and meditation) 

for 45 min per day, 6 days in a 

week for a period of 12 weeks 

 

 

 

 

Yoga therapy for max. 1 h 

daily for 4 week 

 

 

Lung rehabilitation 

brochure 

 

 

 

 

 

standard medical 

treatment 

 

 

 

 

 

 

 

Home based 

physiotherapy 

exercises for 45 min, 
two sessions a day 

for an year 

 

 

 

 

 

 

Pharmacological 

treatment 

 

 

 

 

 

 

 

 

Conventional chest 

physiotherapy 

significant 

reduction in 

RAW after 4th 

and 8th weeks of 

yoga training. 

 

Significant 

increase in 

FEV1, 6-MWD 

and quality of 

life in YG as 

well as treatment 

group as 

compared to 

control group. 

 

 

Significant 

increase in ACT 

score and overall 
AQLQ score in 

pranayama 

group; no 

significant 

difference 

between the 

groups in terms 

of PFT 

parameters. 

 

 

Significant 

increase in FVC, 

PEFR, MVV 

and MVt in 

group I; 

significant 
increase in FVC, 

MVt from 

baseline up to 

one year and 

MVV increase 

from baseline up 

to nine months 

in group II. 

 

 

Significant 

improvement in 

FVC, FEV1, 

FEV1/ FVC, 

PEFR and 

meanPAQLQ 

score in yoga 



Chhaya Negi, Dr. Mohit Bhatia, Dr. Sunanda R Pedhekar 
 

pg. 689 
 
 

Journal of Neonatal Surgery | Year: 2025 | Volume: 14| Issue 33s 

 

Prospective 

open-label 

randomized 

controlled 

study 

 

 

 

89 

18–65 

years 

group as 

compared to 

control. 

 

 

 

Significant 

increase in FVC, 

FEV in the yoga 

therapy group; 
significant 

improvement in 

physical 

component of 

QoL, respiratory 

muscle 

endurance. 

 

 

 

 

 

 

 

4. Discussion 

This systematic review represents a pioneering effort to thoroughly evaluate previous studies on respiratory disorders, such 

as asthma and COPD, and the beneficial health effects of yoga therapy. The duration and Technique of the yoga practice 

protocol affected the outcomes of YI. The yoga protocols used in these studies are presented in Table 1. A minimum of four 

weeks of yoga therapy lasting 60 min has been found to improve pulmonary function significantly. Yoga training time 

experiments have shown that a 12-week regimen performed at least twice a week for an hour is likely to result in noticeable 

improvements in pulmonary function. Several factors likely contribute to these findings. Primarily, the isometric contraction 

of muscles during yoga poses is known to increase skeletal muscle strength (48). Yoga poses involving lumbar and thoracic 

extension assist in expanding the chest wall, as demonstrated in various studies highlighting the positive effect of increased 
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spinal mobility on pulmonary function in patients with spinal cord injuries (49,50).  

Different asanas and pranayama techniques have been shown to enhance the strength and endurance of the diaphragm, upper 

abdominal, and thoracic cavities during inspiration and extend the diaphragm’s range of motion. Yoga breathing (pranayama) 
improves vital capacity (VC) and facilitates efficient diaphragmatic movement (51). Pranayama also enables deeper 

breathing and prolonged breath-holding with reduced effort, thus increasing respiratory capacity (52). Slow yoga breathing 

(pranayama) has been shown to reduce chemo-reflex responses to hypoxia and hypercapnia in healthy practitioners, resulting 

in higher FVC and PEFR after 12 weeks of regular practice (53). Improvement in FEV1 and FVC may be associated with 

reduced airway resistance and improved lung compliance, potentially attributable to the non-specific broncho-protective or 

broncho-relaxing effects of yoga practice (54). Studies have also demonstrated that slow yoga breathing, when practiced 

correctly, improved blood oxygenation without increasing ventilation, reduced sympathetic activity during altitude-induced 

hypoxia, and decreased chemo-reflex sensitivity to maintain mobility in the thoracic cage, which is essential for preventing 

a decline in chest compliance over time. The vertical nature of yoga breathing provides additional benefits. Vertical breathing 

ensures a uniform opening of alveoli in both lungs. When all alveoli expand uniformly, a significant portion of the alveolar 

membrane becomes available for gas exchange. Optimal gas exchange occurs when a vast surface area is accessible (55). 

Normally, only a small portion of lung capacity is utilized, leading to inadequate oxygen supply and compromised waste 
disposal processes. Controlled breathing activities, such as pranayama, deepen respiration, expand the lungs beyond their 

usual limits, and re-engage previously collapsed alveoli. Lung muscle endurance improves with regular yoga practice (56). 

Yoga-based intervention, including yoga asanas and pranayama, has been found to have a positive impact on pulmonary 

function. The improvements observed in FVC%, FEV1, and FEV1 % can be attributed to enhanced respiratory muscle 

strength, improved lung compliance, reduced airway resistance, and broncho-protective effects. The practice of yoga also 

contributes to increased respiratory capacity, thoracic mobility, and alveolar ventilation. Further research is needed to gain 

deeper insights into the underlying mechanisms and optimize the therapeutic application of yoga for respiratory health. 

According to a study, regular yoga practice for 10 weeks can improve pulmonary function (38), and another study confirmed 

that at least 8 weeks of yoga training can improve pulmonary function (6). Researchers claimed in their study that a minimum 
of 4 weeks of yoga training is optimum to enhance pulmonary functions (31, 36). Another study had taken a one-year time 

duration for Yoga Intervention (YI) and found a significant increase in pulmonary function (35). A study employed a month 

of YI and found no significant improvement in PFT parameters (34). Two studies implemented 6 weeks of yoga intervention 

and enhanced respiratory muscle strength and pulmonary function (28,33). A randomized controlled trial after performing 

12 weeks of YI reported an improvement in pulmonary and cardiovascular parameters (29) such as slow vital capacity (SVC), 

FVC, FEV1, PEFR, MVV, DLCO, Heart Rate (HR), Systolic Blood Pressure (SBR), Diastolic Blood Pressure (DBP), and 

Mean Blood Pressure (MBR). This indicates that the yoga protocol duration had varied impacts on various clinical 

populations. As this systematic review revealed YI is likely to improve pulmonary function and should last at least 4 weeks 

daily, every day for a minimum of 60 minutes. To observe a noticeable improvement in pulmonary function parameters, 

yoga training for at least 45 minutes twice a day must be practiced for 6 weeks. The current study revealed that yoga protocol 

durations ranged from 4 weeks to a year. It is likely that longer and more frequent training sessions each week and regular 

yoga practice result in greater therapeutic benefits. The ideal practice timeframe for a YI’s long-term effects needs to be 
investigated extensively. While pharmacological treatments such as bronchodilators, corticosteroids, and pulmonary 

rehabilitation programs remain essential for managing chronic respiratory diseases like asthma and COPD, yoga-based 

interventions provide additional benefits. Studies suggest that yoga, particularly pranayama, can enhance respiratory muscle 

endurance, improve airway resistance, and promote autonomic regulation effects that are not directly targeted by traditional 

medicines (45,46). Yoga has been linked to higher oxygenation saturation, lower inflammation, and increased vagal tone, 

which contributes to long-term respiratory benefits (56). Pranayama, as opposed to traditional pulmonary rehabilitation, may 

offer a non-pharmacological approach to improving lung function and exercise tolerance (47,48). More rigorous comparative 

studies are required to directly compare yoga intervention and its effectiveness to standard medical treatments. 

5. Conclusion 

This study concludes that yoga interventions significantly improve pulmonary function, particularly lung volume–related 

parameters, in clinical populations and may be used as an effective adjunct therapy for respiratory disorders. The benefits 

are mainly attributed to pranayama and asanas, which enhance breathing efficiency and respiratory mechanics. However, 

heterogeneity across studies due to variations in design and intervention protocols limits generalizability. Therefore, well-

designed, large-scale randomized controlled trials with standardized yoga protocols are required to confirm long-term 

efficacy and support clinical integration. 

REFERENCES 

[1] James, SL ∙ Abate, D ∙ Abate, KH ∙ et al. Global, regional, and national incidence, prevalence, and years lived with 

disability for 354 diseases and injuries for 195 countries and territories, 1990-2017: a systematic analysis for the Global 

Burden of Disease Study 2017. Lancet. 2018; 392:1789-1858. Full Text Full Text (PDF) Scopus (8986) PubMed Google 

Scholar 



Chhaya Negi, Dr. Mohit Bhatia, Dr. Sunanda R Pedhekar 
 

pg. 691 
 
 

Journal of Neonatal Surgery | Year: 2025 | Volume: 14| Issue 33s 

 

[2] Boehm, A ∙ Pizzini, A ∙ Sonnweber, T ∙ et al. Assessing global COPD awareness with Google Trends. Eur Respir J. 

2019; 53, 1900351. Crossref Scopus (48) PubMed Google Scholar 

[3] Gross, CP ∙ Anderson, GF ∙ Powe, NR .The relation between funding by the National Institutes of Health and the burden 

of disease. N Engl J Med. 1999; 340:1881-1887. Crossref Scopus (404) PubMed Google Scholar 

[4] Soriano, JB ∙ Kendrick, P ∙ Paulson, K ∙ et al. Prevalence and attributable health burden of chronic respiratory diseases, 

1990–2017: a systematic analysis for the Global Burden of Disease Study 2017. Lancet Respir Med. 2020; 8:585-596. 

Full Text Full Text (PDF) Scopus (1151) PubMed Google Scholar 

[5] Vanjare, N ∙ Chhowala, S ∙ Madas, S ∙ et al. Use of spirometry among chest physicians and primary care physicians in 

India. NPJ Prim Care Respir Med. 2016; 26, 16036. Crossref Scopus (30) PubMed Google Scholar 

[6] Institute for Health Metrics and Evaluation. GBD Compare—Viz Hub https://vizhub.healthdata.org/gbd-compare/ Date 

accessed: March 12, 2020. Google Scholar 

[7] Viegi G, Pistelli F, Sherrill DL, et al. Definition, epidemiology and natural history of COPD. Eur Respir J 2007;30:993-

1013.  

[8] Vestbo J, Hurd SS, Agustí AG, et al. Global strategy for the diagnosis, management, and prevention of chronic 

obstructive pulmonary disease: GOLD executive summary. Am J Respir Crit Care Med 2013;187:347-65.  

[9] Murray CJ, Lopez AD. Mortality by cause for eight regions of the world: Global Burden of Disease Study. Lancet 

1997;349:1269-76.  

[10] Qaseem A, Wilt TJ, Weinberger SE, et al. Diagnosis and management of stable chronic obstructive pulmonary disease: 

a clinical practice guideline update from the American College of Physicians, American College of Chest Physicians, 

American Thoracic Society, and European Respiratory Society. Ann Intern Med 2011;155:179-91.  

[11] Pan L, Guo YZ, Yan JH, et al. Does upper extremity exercise improve dyspnea in patients with COPD? A metaanalysis. 

Respir Med 2012;106:1517-25.  

[12] Yan JH, Guo YZ, Yao HM, et al. Effects of Tai Chi in patients with chronic obstructive pulmonary disease: preliminary 

evidence. PLoS One 2013;8:e61806.  

[13] Donesky-Cuenco D, Nguyen HQ, Paul S, et al. Yoga therapy decreases dyspnea-related distress and improves functional 

performance in people with chronic obstructive pulmonary disease: a pilot study. J Altern Complement Med 

2009;15:225-34. 

[14] Yoshimi K, Ueki J, Seyama K, et al. Pulmonary rehabilitation program including respiratory conditioning for chronic 
obstructive pulmonary disease (COPD): Improved hyperinflation and expiratory flow during tidal breathing. J Thorac 

Dis 2012;4:259-64.  

[15] Garfinkel M, Schumacher HR Jr. Yoga. Rheum Dis Clin North Am 2000;26:125-32, x.  

[16] Manocha R, Marks GB, Kenchington P, et al. Sahaja yoga in the management of moderate to severe asthma: a 

randomised controlled trial. Thorax 2002;57:110-5.  

[17] Sabina AB, Williams AL, Wall HK, et al. Yoga intervention for adults with mild-to-moderate asthma: a pilot study. Ann 

Allergy Asthma Immunol 2005;94:543-8.  

[18] Jayasinghe SR. Yoga in cardiac health (a review). Eur J Cardiovasc Prev Rehabil 2004;11:369-75.  

[19] Malhotra V, Singh S, Tandon OP, et al. The beneficial effect of yoga in diabetes. Nepal Med Coll J 2005;7:145-7.  

[20] Visweswaraiah NK, Telles S. Randomized trial of yoga as a complementary therapy for pulmonary tuberculosis. 

Respirology 2004;9:96-101.  

[21] Sharma VK, Das S, Mondal S, et al. Effect of Sahaj Yoga on depressive disorders. Indian J Physiol Pharmacol 

2005;49:462-8.  

[22] Ernst E. Complementary or alternative therapies for osteoarthritis. Nat Clin Pract Rheumatol 2006;2:74-80.  

[23] Prakasamma M, Bhaduri A. A study of yoga as a nursing intervention in the care of patients with pleural effusion. J Adv 

Nurs 1984;9:127-33.  

[24] Tandon MK. Adjunct treatment with yoga in chronic severe airways obstruction. Thorax 1978;33:514-7.  

[25] Kulpati DD, Kamath RK, Chauhan MR. The influence of physical conditioning by yogasanas and breathing exercises 

in patients of chronic obstructive lung disease. J Assoc Physicians India 1982;30:865-8. 

[26] Moher D, Shamseer L, Clarke M, Ghersi D, Liberati A, Petticrew M, et al. Preferred reporting items for systematic 

review and meta-analysis protocols (PRISMA-P) 2015 statement. Rev Esp Nutr Humana y Diet 2016;20:148–60. 

https://doi.org/ 10.1186/2046-4053-4-1.  

[27] Higgins JPT, Thomas J, Chandler J, Cumpston M, Li T, Page MJ, et al. Cochrane handbook for systematic reviews of 

interventions. Cochrane Handb Syst Rev Interv 2019:1–694. https://doi.org/10.1002/9781119536604. 

[28] Jadad AR, Moore RA, Carroll D, Jenkinson C, Reynolds DJM, Gavaghan DJ, et al. Assessing the quality of reports of 

randomized clinical trials: is blinding necessary? Control Clin Trials 1996;17:1–12. https://doi.org/10.1016/0197-

2456(95)00134- 4.  

[29] Kjaergard LL, Villumsen J, Gluud C. Reported methodologic quality and discrepancies between large and small 

randomized trials in meta-analyses. Ann Intern Med 2001;135:982–9. https://doi.org/10.7326/0003-4819-135-11- 



Chhaya Negi, Dr. Mohit Bhatia, Dr. Sunanda R Pedhekar 
 

pg. 692 
 
 

Journal of Neonatal Surgery | Year: 2025 | Volume: 14| Issue 33s 

 

200112040-00010. 

[30] Deeks JJ, Higgins JPT, Altman DG. Analysing data and undertaking meta-analyses. Cochrane Handb Syst Rev Interv 

2019:241–84. https://doi.org/10.1002/ 9781119536604.ch10.  

[31] Bowden J, Tierney JF, Copas AJ, Burdett S. Quantifying, displaying and accounting for heterogeneity in the meta-

analysis of RCTs using standard and generalised Q statistics. BMC Med Res Methodol 2011;11:1–12. 

https://doi.org/10.1186/1471- 2288-11-41.  

[32] Higgins JPT, Thompson SG, Deeks JJ, Altman DG. Measuring inconsistency in meta-analyses. Br Med J 2003;327:557–

60. https://doi.org/10.1136/ bmj.327.741 

[33] K P, Divya D. Yoga as a complementary therapy improves pulmonary functions in patients of bronchial asthma: a 

randomized controlled trial. Natl J Physiol Pharm Pharmacol 2018;8:1. 

https://doi.org/10.5455/njppp.2018.8.1033009112018.  

[34] Cebri` a IIranzo MDA, ` Arnall DA, Camacho CI, Tom´ as JM. Effects of inspiratory muscle training and yoga breathing 
exercises on respiratory muscle function in institutionalized frail older adults: a randomized controlled trial. J Geriatr 

Phys Ther 2014;37:65–75. https://doi.org/10.1519/JPT.0b013e31829938bb.  

[35] Yadav A, Singh S, Singh K, Pai P. Effect of yoga regimen on lung functions including diffusion capacity in coronary 

artery disease patients: a randomized controlled study. Int J Yoga 2015;8:62. https://doi.org/10.4103/0973- 

6131.146067.  

[36] Agnihotri S, Kant S, Kumar S, Mishra RK, Mishra SK. The assessment of effects of yoga on pulmonary functions in 

asthmatic patients: a randomized controlled study. JMS - J Med Soc 2016;30:98–102. https://doi.org/10.4103/0972-

4958.182909. 

[37] Artchoudane S, Ranganadin P, Madanmohan T. Effect of adjuvant yoga therapy on pulmonary function and quality of 

life among patients with chronic obstructive pulmonary disease: a randomized control trial. SBV J Basic, Clin Appl Heal 

Sci 2018;1:117–22. https://doi.org/10.5005/jp-journals-10082-01135. 

[38] Yudhawati R, Mariani Rasjid HS. Effect of yoga on FEV1, 6-minute walk distance (6-MWD) and quality of life in 

patients with COPD group B. Adv Respir Med 2019; 87:261–8. https://doi.org/10.5603/ARM.2019.0047.  

[39] Erdogan ˘ Yüce G, Tas¸cı S. Effect of pranayama breathing technique on asthma control, pulmonary function, and 

quality of life: a single-blind, randomized, controlled trial. Complement Ther Clin Pract 2020;38:101081. https://doi.org/ 

10.1016/j.ctcp.2019.101081.  

[40] Dhargave P, Nalini A, Nagarathna R, Sendhilkumar R, James TT, Raju TR, et al. Effect of yoga and physiotherapy on 
pulmonary functions in children with duchenne muscular dystrophy – a comparative study. Int J Yoga 2021;14:133–40. 

https://doi.org/10.4103/ijoy.ijoy_49_20. 

[41] Yadav P, Jain PK, Sharma BS, Sharma M. Yoga therapy as an adjuvant in management of asthma. Indian J Pediatr 

2021;88:1127–34. https://doi.org/ 10.1007/s12098-021-03675-y. 

[42] Gunjiganvi M, Mathur P, Kumari M, Madan K, Kumar A, Sagar R, et al. Yoga—an alternative form of therapy in 

patients with blunt chest trauma: a randomized controlled trial. World J Surg 2021;45:2015–26. 

https://doi.org/10.1007/s00268- 021-06057-9. 

[43] Yudhawati R, Mariani Rasjid HS. Effect of yoga on FEV1, 6-minute walk distance (6-MWD) and quality of life in 

patients with COPD group B. Adv Respir Med 2019; 87:261–8. https://doi.org/10.5603/ARM.2019.0047.  

[44] Mohanty S, Ramana Murty PV, Pradhan B, Hankey A. Yoga practice increases minimum muscular fitness in children 

with visual impairment. J Caring Sci 2015;4: 253–63. https://doi.org/10.15171/jcs.2015.026. 

[45] Morais N, Cruz J, Marques A. Posture and mobility of the upper body quadrant and pulmonary function in COPD: an 

exploratory study. Brazilian J Phys Ther 2016;20: 345–54. https://doi.org/10.1590/bjpt-rbf.2014.0162. 

[46] Rajalaxmi V, Paul J, Nithya M, Chandra Lekha S, Likitha B. Effectiveness of three dimensional approach of schroth 

method and yoga on pulmonary function test and posture in upper crossed syndrome with neck pain-a double blinded 

study. Res J Pharm Technol 2018;11:1835–9. https://doi.org/10.5958/0974- 360X.2018.00341.4.  

[47] Gupta S, Sawane M. A comparative study of the effects of yoga and swimming on pulmonary functions in sedentary 

subjects. Int J Yoga 2012;5:128. https://doi.org/ 10.4103/0973-6131.98232.  

[48] Jerath R, Edry JW, Barnes VA, Jerath V. Physiology of long pranayamic breathing: neural respiratory elements may 

provide a mechanism that explains how slow deep breathing shifts the autonomic nervous system. Med Hypotheses 

2006;67:566–71. https://doi.org/10.1016/j.mehy.2006.02.042.  

[49] Bernardi L, Gabutti A, Porta C, Spicuzza L. Slow breathing reduces chemoreflex response to hypoxia and hypercapnia, 

and increases baroreflex sensitivity. J Hypertens 2001;19:2221–9. https://doi.org/10.1097/00004872-200112000- 

00016.  

[50] Singh V. Personal experiences: effect of respiratory exercises on asthma the pink city lung exerciser. J Asthma 

1987;24:355–9. https://doi.org/10.3109/ 02770908709070967.  

[51] Tandon MK. Adjunct treatment with yoga in chronic severe airways obstruction. Thorax 1978;33:514–7. 

https://doi.org/10.1136/thx.33.4.514. 



Chhaya Negi, Dr. Mohit Bhatia, Dr. Sunanda R Pedhekar 
 

pg. 693 
 
 

Journal of Neonatal Surgery | Year: 2025 | Volume: 14| Issue 33s 

 

[52] Hsia CCW, Hyde DM, Weibel ER. Lung structure and the intrinsic challenges of gas exchange. Compr Physiol 

2016;6:827–95. https://doi.org/10.1002/cphy.c150028.  

[53] Beutler E, Beltrami FG, Boutellier U, Spengler CM. Effect of regular yoga practice on respiratory regulation and 

exercise performance. PLoS One 2016;11:e0153159. https://doi.org/10.1371/journal.pone.0153159 

.. 


