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Figure S1 – Proportions of medical practitioners reporting aggression prevention and minimisation actions in their main workplace by doctor type 
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7. Duress alarms       8. Optimised clinician escape       9. Optimised patient waiting       10. Facility access restrictions       11. Building security systems       12. After-hours & off-site safety 

 

Figure S2 – Proportions of medical practitioners reporting aggression prevention and minimisation actions in their main workplace by main workplace 
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7. Duress alarms       8. Optimised clinician escape       9. Optimised patient waiting       10. Facility access restrictions       11. Building security systems       12. After-hours & off-site safety 
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