The participants were mean age of 54.45 years (SD= 5.29) for the experimental group and 54.46 years (SD= 4.42) for the control group. Majority of the participants were female in both groups. The average blood glucose levels were 207.52 mg/dl (SD=27.68) in the experimental group and 207.70 mg/dl (SD=15.31) in the control group. The participants in the experimental group (68%) and control group were in the preparation stage of change (60 %).

Table 1 Comparison of mean score of Self-efficacy and blood glucose in subjects between the experimental (n=31) and control (n=29) groups using Independent T-Test

At the baseline, there was no significantly different means score of self-efficacy between the two groups. In Table I, the mean score of self-efficacy to regulate exercise, post-intervention of  exercise consultation program, among the experimental and the control group was 38.13 (SD = 5.29) and 25.27 (SD = 6.74), respectively. Self-efficacy for those participated in the exercise consultation program was higher over those who did not participate. The independent t -test was significant difference for self-efficacy towards regulate exercise in the experimental group when compared to the control group (t= 8.305, p < .05). 
Mean scores of blood glucose levels (table I), post-intervention of exercise consultation were 171.94 (SD = 30.86) and 213.53 (42.73) for the experimental and the control group respectively. This result showed that blood glucose levels of participants participated in an exercise consultation program was lower than those who did not. The result of independent t-test obtained has also confirmed the significant differences of blood glucose levels between participants in the experimental group and those in the control group (t = 10.199, p < .05).

DISCUSSION

This study has been undertaken with the primary aim of assessing the effects of conducting exercise consultation program to influence self-efficacy to regulate exercise among patients of T2DM, by comparing two groups - one designated as the experimental group receiving exercise consultation program and the other designated as the control group receiving usual care. The exercise consultation might motivate subjects to become more physically active and increase self-efficacy and awareness of the benefits of physical exercise, thereby lowering mental barriers to exercise. Limited motivation and exercise knowledge could be barriers to taking up regular exercise among adults with T2DM (Korkakiangas et al., 2009) [16].  Therefore, the exercise consultation should aim to support and motivate patients taking up exercise, as well as helping patients to recognize their unhealthy behaviours. Enhancing patient’s motivation and educating patients about the benefit of exercise are the most successful strategies for patients to engage the exercise (Kirk et al., 2010). High levels of physical exercise have correlation with patients progressed their stage of change (Kirk et al., 2010), and it would be good if they could maintain their exercise behaviour changes (Jackson el al., 2007; Kirk et al., 2003). It is clear that exercise consultation program increases the participant’s self-efficacy to exercise regularly. 
Self-efficacy is an important factor of progressing individuals from the lower stages to upper stages through behavioral changes (Lenio, 2006; Nigg and Riebe, 2002) like the instance of individuals  moving  from the contemplation or preparation stages to the 'Action' stage.  Individuals in the contemplation or preparation stages may struggle to change due to lack of exercise knowledge (Lenio, 2006) and lack of self-confidence in his or her ability to change.  Individuals are able to move to the next stage of change whenever being comfortable with the selected exercise plan which is practical to follow. Therefore, for individuals in preparation stages their self-efficacies need to be enhanced. Previous study (Alen et al., 2008) found that individuals with higher self-efficacies had shown more confidences in maintaining their physical activity program. In addition, self-efficacy has proven to be the strongest predictor for maintaining regular exercise behaviour amongst adults of type 2 diabetes (Plotnikoff et al., 2011). 
Controlling blood glucose level might be improved by doing diabetes aerobic for at least 30 minutes each session 3 times a week in a short period of 12 weeks. The findings in this study had shown that blood glucose levels became lowered amongst participants participated in regular diabetes exercise.  These findings were consistent with several previous studies which highlighted that a 4-6 weeks of performing diabetes aerobic for 30 minutes each session 3 times a week had significantly reduced blood glucose levels (Indryani et al., 2007; Unirawati and Soetjiatie, 2011;  Mawarti and Sriwahyuni​​, 2012; Utomo et al., 2012). Physical exercise undertaken by patients of T2DM can lead to increased glucose utilization because of active muscles movement and lowered blood glucose levels (Colberg et al., 2010). 
This study may have some limitations that some factors were not measured in this study. Individual physical environment that may be the barrier in attending gymnastic diabetes program and may influence the results was not measured such as distance between home and community health centre. In addition, Emotions and mood may affect differences in diabetes control but it is not measured in this study. Secondly, decrease blood glucose levels after exercise was higher than the recommended by American Diabetes Association (ADA) guideline. The possible factors would be several caused by: 1) Amount of food intake and exercise intensity was not in balance. 2) Difference in individual’s metabolic rate. 3) Culture of eating behaviors such as kind of food in most common in person in Indonesia all are high carbohydrate. And 4) may be related to exercise intensity and duration of exercise. However, assessment of the food intake, individual’s metabolic rate, culture of eating behavior and exercise intensity of the participants was not performed in this study.  In addition, participant’s emotions and mood may also affect diabetic controls, but these mental factors are outside the scope of this study. Records of participant's personal preference on diet and their medication discipline were not included in this study either. These aforementioned factors could well be accountable for the differences in blood glucose levels. Other possible limitations related to variables were not measured including A1C, lipid, blood pressure, and quality of life as well as small sample size. For the future research, the exercise consultation program should be studied with longer follow-up period to measure these objectives and to evaluate the maintenance of physical exercise behavior change in a large sample size of patients of T2DM under different setting in Indonesia.  
