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Abstract

This mixed-methods case study explores risk management in hotel events using a large
resort hotel in Portugal as its empirical setting. Addressing a critical gap between theoreti-
cal risk frameworks and their practical application, the research examines which risks are
prioritized, how they are perceived, and who owns them across different organizational
roles. The study combines a quantitative probability-impact matrix with a qualitative
analysis of interviews using a systematic code co-occurrence analysis structured by es-
tablished risk categories. Quantitatively, operational and safety-related threats, such as
accidents during setup, were identified as the most critical. The qualitative findings, how-
ever, revealed a stark contrast in siloed risk cultures. The Events Department demonstrated
comprehensive, experience-based ownership of risks across all categories. In contrast, other
departments exhibited a narrow, operationally focused awareness and showed significant
risk blind spots for entire categories, such as Event Planning and Human Resources. This
divergence fosters accountability gaps and normalizes recurring issues. Integrating the
findings demonstrates that the primary challenge is not the risk register itself but rather
the fragmented organizational perception and presence of these blind spots. The study
concludes that bridging these perceptual silos is essential for building a resilient, proactive
risk culture. The study contributes to theory by empirically mapping divergent risk cultures
and blind spots, thereby highlighting the limitations of purely quantitative assessments. It
offers a practical diagnostic method and recommendations for using categorical analysis to
foster cross-departmental dialogue and shared ownership in hotel event management.

Keywords: event risk management; hotel events; mixed-methods case study; organizational
perception; risk culture; risk blind spots

1. Introduction
The global growth of the events industry has established meetings, incentives, con-

ventions, and exhibitions (MICE) as a key drivers of tourism, hospitality, and urban de-
velopment (Getz, 2008; Rogers & Wynn-Moylan, 2022). Within this landscape, Meetings,
Incentives, Conventions, and Exhibitions (MICE) have emerged as particularly significant
drivers of economic activity, urban regeneration, and destination branding. By their very
nature, events are powerful instruments for cultural exchange and economic stimulation.
However, this dynamism comes with inherent vulnerability. Assembling large numbers of
people in confined spaces, often under significant time pressure and resource constraints,
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creates a complex environment ripe with many uncertainties. This exposes organizers
and host venues to a multifaceted array of risks, including logistical breakdowns, finan-
cial shortfalls, severe reputational damage, and, most critically, threats to the safety and
well-being of participants and staff (Silvers, 2009). In this high-stakes context, the profes-
sionalization of risk management has evolved from a peripheral administrative task to a
central strategic function. It has become not only a legal and ethical imperative but also a
definitive source of competitive advantage. A robust body of evidence now confirms that
effective risk management directly and positively influences organizational performance by
safeguarding physical safety and financial outcomes, customer satisfaction, and long-term
brand equity (Shedded, 2022; Berners & Martin, 2022).

Risk is broadly defined as the effect of uncertainty on objectives (ISO, 2018). Within
the events sector, uncertainties arise from multiple sources: technical failures, weather
disruptions, supplier defaults, crowd management issues, or public health emergencies
(Getz, 2008; Damster & Tassiopoulos, 2005). As Silvers (2009) emphasizes, the task of
risk management in events is not merely reactive crisis handling but a proactive and
systematic process of identifying, assessing, and mitigating risks across the entire event
life cycle. This structured approach involves not only compliance with health, safety, and
legal requirements but also the embedding of organizational safeguards—administrative
procedures, communication protocols, and contingency planning—into the culture of
event organizations.

In response to this recognized need, the field has seen the development and promul-
gation of classical, highly structured risk management frameworks. These models, most
influentially articulated by Silvers (2009) and aligned with international standards such as
ISO 31000, provide a systematic and logical process for navigating uncertainty. They typi-
cally encompass sequential phases: risk identification, risk analysis (often using tools like
probability-impact matrices), the development of control strategies, implementation, and
ongoing monitoring and review (Silvers, 2009). These frameworks offer an indispensable
“skeleton” for risk management, providing a common language and a structured methodol-
ogy for professionals. Silvers’ (2009) particular contribution lies in adeptly adapting these
general principles to the unique, time-bound, and people-centric world of events, offering
a practical taxonomy that covers hazard, operational, financial, and reputational risks. This
structured approach is designed to move practice from ad hoc, reactive crisis response
towards proactive, systematic preparedness.

However, a growing and compelling body of empirical research suggests a significant
disconnect between these theoretical frameworks and their practical application. Despite
the clear logic and advocated benefits, the implementation of formal risk management
practices remains inconsistent and, at times, superficial. The work of Reid and Ritchie
(2011) has been pivotal in explaining this gap. Their research, drawing on the Theory of
Planned Behavior (Ajzen, 1991), demonstrates that the attitudes, beliefs, and perceived
behavioral control of event managers are critical determinants of whether risk planning is
fully embraced. Even when managers intellectually acknowledge the importance of risk
management, perceived constraints—such as limited financial and human resources, lack of
specialized knowledge, intense time pressures, or an organizational culture that prioritizes
other objectives—can severely hinder its adoption. This often leads to an “optimism bias”
(Weinstein, 1989), where the likelihood of adverse events is underestimated.

This focus on the human element has been further refined by more recent scholarship
emphasizing concepts of resilience and preparedness. Liu-Lastres and Cahyanto (2023),
for instance, argue that effective navigation of crises depends not just on having a plan,
but on the capacity of event professionals to anticipate, absorb, and adapt to disruptions—
a capacity shaped by their previous experiences, access to resources, and confidence
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in organizational support. The COVID-19 pandemic served as a brutal real-world test,
exposing the limitations of rigid, linear risk models and demonstrating how risks can
cascade across domains, transforming a public health hazard into an immediate operational,
financial, and reputational crisis simultaneously (Liu-Lastres & Cahyanto, 2023; Hall et al.,
2017; Evans, 2024). This period also highlighted how external societal crises can instill
specific risk perceptions that permeate the workplace, with studies developing validated
scales to measure virus-related perceived risk and phobia, showing that these psychological
factors significantly influence behavior (Leite et al., 2011). These perspectives collectively
underscore that risk management is not merely a technical or procedural challenge but a
profoundly socio-technical one, where organizational culture, individual psychology, and
interpersonal dynamics are as consequential as the formal frameworks themselves.

The hotel event context presents a particularly fertile and challenging ground for
these dynamics. Unlike large-scale, one-off mega-events like the Olympics, which have
dominated much of the academic focus (Toohey & Taylor, 2010), hotel events are typically
smaller in scale but are deeply embedded within the continuous, complex operations of a
hospitality organization. They lack the extensive budgets and dedicated risk departments
of their mega-event counterparts yet face a similar spectrum of threats (Reid & Ritchie,
2011). More critically, the execution of a hotel event is inherently interdependent, requiring
seamless coordination across a diverse array of departments—including the dedicated
Events team, Food and Beverage, Housekeeping, Maintenance, and Finance. This neces-
sary intersection of event management and general hotel management creates a unique
organizational microcosm where divergent departmental priorities, specialized languages,
and functional silos can profoundly complicate the establishment of a unified, proactive
risk culture. A failure in one area, such as a technical malfunction or a catering error, can
rapidly cascade, tarnishing the entire guest experience and damaging the hotel’s reputation
(Berners & Martin, 2022).

Despite the clear importance of this integrated context, significant gaps persist in the
literature. First, while seminal works like Silvers’ (2009) provide comprehensive frame-
works, there is limited empirical evidence on how these frameworks are concretely applied
and adapted in the day-to-day reality of hotel event operations. Second, the literature
has tended to prioritize risk typologies and strategic frameworks, paying less systematic
attention to the lived experiences, perceptions, and interpretive processes of the staff di-
rectly involved in event delivery. As Reid and Ritchie (2011) suggest, managerial attitudes
and organizational culture are pivotal, yet these subjective factors remain underexplored
in applied hotel settings. Finally, and most critically for this study, while quantitative
evaluations like probability-impact matrices are widely advocated and provide a clear
prioritization of risks (Silvers, 2009; ISO, 2018), they risk creating an “illusion of a unified
risk profile.” There is a pressing need to complement such assessments with qualitative
insights that can capture the subtle, and often divergent, ways in which employees from
different functional areas perceive, interpret, and claim ownership over risks.

This study is designed to address these gaps by conducting a mixed-methods case
study of risk management at a large resort hotel in Portugal. It directly addresses the
theory-practice divide by explicitly comparing the theoretical prioritization of risks, de-
rived from a standard probability-impact matrix, with the lived, practical perceptions and
ownership of those same risks among staff across different hotel departments. The research
moves beyond a simple identification and ranking of risks to address the following central
questions: What risks are most salient in hotel event management, and how can they be
prioritized? How do hotel professionals from different departments perceive, interpret, and
respond to these risks in their daily practice? And to what extent do classical, quantitative
risk assessments align with or obscure these lived qualitative realities?
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By integrating a quantitative probability-impact matrix with an in-depth qualitative
analysis of interviews with staff from both the Events Department and other operational
departments, this research aims to provide a holistic and more subtle understanding. Its
central thesis is that the most significant vulnerability in hotel event risk management
may not lie in the risk register itself, but in the fragmented organizational culture and
the divergent perceptual lenses through which those risks are understood and managed.
With such a purpose, the study engages in the following steps: first, to map and evaluate
the key risks associated with hotel event operations, drawing on established frameworks
from Silvers (2009) and related literature; second, to analyze staff perceptions and attitudes
toward these risks through qualitative interviews, thereby uncovering organizational
beliefs, constraints, and resilience practices; and third, to integrate these findings to discuss
implications for theory and practice, highlighting how risk management can enhance not
only safety and compliance but also organizational performance and customer satisfaction.
As such, the study seeks to contribute to theory by highlighting the limitations of purely
quantitative approaches and integrating perspectives on organizational behavior, and to
practice by offering evidence-based recommendations for bridging perceptual silos and
fostering a more resilient, proactive, and shared risk culture.

2. Literature Review
This review will trace the evolution of risk management literature, beginning with the

technical frameworks that form the field’s foundation. Then, it will explore critical research
on perceptions and attitudes that reveal the field’s limitations. Finally, it will examine
methodological approaches that can bridge this divide, justifying the mixed-methods
design of this study.

2.1. The Foundation and Limitations of Risk Management Models

Silvers (2009) puts forward a framework for the systematization of event risk manage-
ment, which provides a comprehensive, practice-oriented framework that adeptly adapts
general risk management standards, such as ISO 31000, to the specific, high-stakes environ-
ment of events. ISO (2018) defines risk broadly as the effect of uncertainty on objectives,
and Silvers’s framework provides tools to manage this uncertainty through a structured,
sequential process. This process usually includes risk identification and analysis, develop-
ment of control strategies, implementation, and ongoing monitoring and review (Silvers,
2009; ISO, 2018).

This phased approach mirrors the Plan-Do-Check-Act (PDCA) cycle, which is fun-
damental to quality management (Deming, 2018), but it is tailored to the temporally
compressed and irreversible nature of events. In such events, failures cannot easily be
rectified once the event is underway. Silvers’ work notably contributes a practical taxonomy
of risks that she categorizes into four primary domains: hazard risks (e.g., accidents or
fires), operational risks (e.g., logistical breakdowns or miscommunication), financial risks
(e.g., budget overruns), and strategic or reputational risks (e.g., stakeholder dissatisfaction
or brand damage). This categorization encourages a broader perspective that goes beyond
immediate safety concerns and acknowledges that negative event experiences can cause
long-term harm to an organization’s brand equity (Berners & Martin, 2022).

Silvers’ framework aligns with other classical enterprise risk management models,
such as the COSO framework (PricewaterhouseCoopers, 2004), which emphasizes integrat-
ing risk management into organizational strategy and governance. The strength of these
classical models lies in their ability to provide a clear, logical, and standardized methodol-
ogy. They demystify risk management, making it accessible and actionable for practitioners.
They do so by offering tools such as risk registers and probability-impact matrices. These
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tools enable practitioners to prioritize threats based on their perceived likelihood and
potential impact (Hillson, 2024). This structured foundation is crucial for ensuring compli-
ance with legal requirements, creating documentation for legal protection, and fostering a
baseline level of organizational preparedness (Damster & Tassiopoulos, 2005).

However, these classical models are not without their critics. One primary critique is
that their linear, sequential nature may not adequately capture the dynamic complexity
and interconnectedness of risks in real-world crises. Events like the COVID-19 pandemic
demonstrated that risks are not isolated; rather, they cascade across domains. For exam-
ple, a health hazard can instantly trigger operational, financial, and reputational crises
simultaneously (Liu-Lastres & Cahyanto, 2023; Hall et al., 2017). This has led to a growing
scholarly emphasis on resilience, adaptive capacity, and crisis leadership as necessary
additions to, or even replacements for, more rigid, plan-based approaches. Resilience
thinking focuses on an organization’s ability to anticipate, absorb, and adapt to disruptive
events—a quality difficult to capture within a purely sequential model (Hall et al., 2017).
Thus, while approaches like Silvers’ provide an indispensable structural “skeleton” for
risk management, they may lack the flexibility and depth to account for the fluid, socially
complex realities of organizational life, especially in a multidepartmental context such as
a hotel.

2.2. The Human Factor: Perceptions, Attitudes, and Organizational Culture

Recognizing the limitations of purely technical models, a significant stream of re-
search has shifted focus to the human and organizational factors that determine how risk
management is enacted in practice. This research posits that risk is not only an objective
phenomenon to be calculated but also a socially constructed one, shaped by the perceptions,
attitudes, and beliefs of those responsible for managing it (Reid & Ritchie, 2011; Beck, 1992).

The work of Reid and Ritchie (2011) was instrumental in establishing this perspective.
Their research, grounded in Ajzen’s (1991) TPB, found that while event managers gener-
ally acknowledged the importance of risk planning, its implementation was frequently
inconsistent. The gap between intention and action was explained by perceived behavioral
constraints, including limited financial and human resources, lack of specialized knowl-
edge, intense time pressures, and, critically, organizational cultures that did not explicitly
prioritize and reward proactive risk management. This can lead to cognitive biases like “op-
timism bias” (Weinstein, 1989), where individuals underestimate the probability of adverse
events occurring to them, thereby reducing the perceived urgency of preventive measures.

The concept of resilience, as explored by Liu-Lastres and Cahyanto (2023), extends
this understanding beyond attitudes to include capability. They define resilience as the
capacity to anticipate, absorb, and adapt to disruptions, and their findings highlight that a
professional’s readiness for a crisis is influenced by their previous experiences, access to
resources, and, fundamentally, their confidence in organizational support. The COVID-19
pandemic served as a catalyst for this line of research, forcing the hospitality industry to
confront its vulnerabilities and highlighting that pre-defined plans can become obsolete
quickly, making the ability to adapt flexibly paramount (Hall et al., 2017; Evans, 2024). This
perspective is crucial in the wake of global disruptions, which have shown that pre-defined
plans can become obsolete quickly, and the ability to adapt flexibly becomes paramount.

The “human factor” underscores that even the most elegant risk framework is inert if
the people tasked with its execution do not find it relevant, feasible, or aligned with their
immediate pressures. If risk management is perceived as a bureaucratic burden secondary
to core operational demands like guest satisfaction or cost control, compliance will likely be
superficial. Conversely, when managers and staff internalize the value of risk management,
they become active champions of safety and preparedness, engaging in proactive behaviors
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that go beyond the minimum requirements of a formal plan (Pidgeon & O’Leary, 2000).
Personal experience plays a powerful role in this internalization; managers who have lived
through a crisis often develop a heightened and more realistic risk awareness, whereas less
experienced colleagues may rely on intuition or underestimate threats (Paraskevas, 2013).

In the specific context of hotel events, these human and cultural factors are magnified
by the organizational structure. A hotel is a collection of specialized departments, each
with its own priorities, performance metrics, and subculture. The Events Department, as
the central coordinator, may perceive risk through a lens of overall client satisfaction and
reputational integrity. In contrast, a department like Food and Beverage may be primarily
focused on culinary execution and inventory control, while Maintenance is concerned with
equipment uptime. These divergent priorities can create perceptual silos, where a risk that is
paramount to one department is perceived as a secondary concern or “not my responsibility”
by another. This fragmentation can lead to accountability gaps, where critical risks fall into
the seams between departmental mandates. As Berners and Martin (2022) note, customer
satisfaction is inextricably linked to perceptions of safety and reliability. If risk ownership
is ambiguous, operational breakdowns are more likely, directly compromising the guest
experience and the hotel’s competitive advantage. Therefore, effective risk management
in a hotel requires not only individual commitment but also a shared, cross-departmental
“risk culture” that aligns perceptions and fosters collective ownership.

2.3. Methodological Approaches: From Quantification to Qualitative Depth

The study of risk in events has been approached through diverse methodological
approaches, reflecting both the complexity of risk phenomena and the variety of research
questions scholars aim to address. Quantitative methods have traditionally dominated,
offering the benefits of standardization and the potential for generalization. Survey-based
studies, such as that by Reid and Ritchie (2011), have been effective in identifying broad
patterns in managerial attitudes and perceived constraints across a larger sample. Fur-
thermore, quantitative tools are the bedrock of classical risk management practice. The
probability-impact matrix, widely advocated by Silvers (2009) and others, is a prime ex-
ample. It provides a clear, seemingly objective mechanism for ranking risks, translating
complex uncertainties into a prioritized list that can guide resource allocation. Studies
like that of Shedded (2022) use quantitative data to demonstrate correlations, for instance,
between formal risk management practices and improved hotel performance.

Another sophisticated technique often used for consensus-building is the Delphi
method. While it can incorporate qualitative data, it is frequently employed and analyzed
as a structured, iterative quantitative method to aggregate expert judgment. Hamm and Su
(2021), for instance, used the Delphi method in this quantitative capacity to develop and
validate the Event Tourism Security Self-Beliefs Scale. Their use of the method highlights its
value for systematically defining constructs and building measurement tools when empiri-
cal data is scarce, which is why it is discussed here in the context of quantitative approaches.
However, the Delphi method and other purely quantitative approaches can be critiqued for
potentially smoothing over dissenting viewpoints and for their inability to capture the rich,
contextualized understanding of how risks are experienced in daily practice.

Qualitative methods, in contrast, are specifically designed to explore this depth and
nuance. Through interviews, focus groups, and case studies, researchers can investigate the
socially constructed nature of risk. For example, Liu-Lastres and Cahyanto (2023) used inter-
views to uncover how event professionals’ personal resilience and organizational support
systems shaped their adaptive strategies during the COVID-19 crisis. Their work vividly
demonstrates that a quantitative score of ‘high impact’ cannot reveal how a manager’s past
experiences or perceived lack of support influences their capacity to respond—the ‘why’
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behind the ‘what’. Similarly, Paraskevas (2013) employed in-depth interviews to analyze
the complex interplay of strategic alignment and organizational culture in terrorism risk
preparedness in hotels. These studies exemplify how qualitative inquiry is indispensable
for uncovering the underlying beliefs, informal practices, and contextual constraints that
quantitative scores alone cannot reveal.

This review has traced the evolution from technical risk frameworks to the critical
human and cultural factors that determine their implementation. While mixed-methods
research has been recognized as a way to provide a more holistic understanding (Creswell
& Zhou, 2016), a specific gap remains in the context of hotel event management. Previous
studies have often applied mixed methods to compare different organizations or to build
general theory. However, there is a lack of research that uses a mixed-methods design
diagnostically within a single organization to explicitly uncover and compare the internal,
divergent risk perceptions that exist between departmental silos.

This study positions itself within this mixed-methods tradition but adds a specific
analytical innovation to address this gap. It employs an explanatory, qualitative-dominant
design where the quantitative component provides a foundational risk prioritization. The
qualitative analysis, however, goes beyond typical thematic analysis by systematically
“quantitizing” the interview data (Sandelowski, 2000) through code co-occurrence analysis.
This innovative approach transforms rich textual responses into comparable frequencies,
allowing for a rigorous, evidence-based comparison of risk perceptions between depart-
ments. Therefore, this study is designed not to seek consensus but to explicitly diagnose
the divergent perceptions and operational silos that exist within a single hotel, thereby
addressing a critical gap in our understanding of why unified risk management often fails
in practice.

3. Methods
3.1. Research Design and Case Context

This study adopts a mixed-methods case study design to examine risk management
practices within the complex, real-world context of hotel event operations. The mixed-
methods approach was selected to leverage the complementary strengths of quantitative
and qualitative data: the quantitative component provides a structured prioritization of
risks, while the qualitative component offers depth and nuance, explaining how these risks
are perceived and managed across the organization (Creswell & Zhou, 2016). This design is
particularly suited to exploring complex phenomena in depth within their real-life setting,
allowing for a rich understanding of the “how” and “why” behind the observed patterns
(Yin, 2018).

The research was conducted at a large, four-star resort hotel in Portugal, which
for confidentiality purposes we refer to as ‘Hotel Alpha’. This hotel provides an ideal
empirical setting for this inquiry due to its dual focus on both corporate and social events,
necessitating high levels of coordination across its various departments. Its affiliation with
a major international chain suggests that its operational challenges and risk landscapes are
likely representative of broader industry practices, enhancing the transferability of findings
(Stake, 1995). The hotel, profiled in Table 1, offers comprehensive facilities typical of a
full-service event venue.

The events and meetings infrastructure is a core component of the hotel’s business
model. It features nine multifunctional meeting rooms capable of various layouts (theater,
classroom, banquet, etc.), supported by an adjoining Coffee Shop area and in-house audiovi-
sual equipment. This capacity to host everything from professional conferences to personal
celebrations means the hotel must manage a wide and variable set of risks, from technical
failures during a corporate presentation to crowd management at a large wedding.
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Table 1. Case Hotel Profile and Characteristics.

Feature Description

Region Central Portugal

Classification 4-star

Rooms 128 (Standard, Premium, Deluxe, Junior Suites)

Facilities Restaurant, bar, fitness center, spa (pool, sauna,
Turkish bath, treatments)

Event spaces 9 multifunctional rooms + Coffee Shop area

Event layouts Theater, classroom, U-shape, banquet

Audiovisual equipment Projectors, screens, podium, staging, flipcharts

Event services Catering, coffee breaks, personalized menus,
decorations, technical support

Notes. Own production.

The event management process itself, detailed in Table 2, is a tightly coordinated work-
flow that begins with a client request and culminates in post-event billing and feedback.
This process hinges on a critical document, the “Service Communication,” which is circu-
lated to all relevant departments (Events, F&B, Housekeeping, Maintenance) upon booking
confirmation. This document details all logistical, catering, and setup requirements, making
it the central nervous system for event execution. The highly interdependent nature of
this workflow, where the output of one department is the input for another, makes it a
fertile ground for studying how risks are identified, communicated, and owned across
functional silos.

Table 2. Event Management Workflow at “Hotel Alpha”.

Stage Main Activities

Client request Contact by email, phone, or in person; initial needs identified
Proposal Tailored offer prepared (rooms, catering, AV, costs)
Booking Confirmation; pro forma invoice issued
Communication Service Communication sent to all departments with full logistics
Preparation Rooms prepared, catering arranged, equipment tested
Event execution Department coordination; troubleshooting during event
Post-event Final invoicing; client thanks and feedback collection

Notes. Own production.

3.2. Data Collection

Data collection was designed to capture both the objective prioritization and the
subjective perception of risks and was conducted in two integrated phases.

3.2.1. Quantitative Component: Risk Identification and Prioritization

The first phase involved adapting a comprehensive risk management framework to
the hotel’s context. The study is grounded in the well-established framework developed
by Silvers (2008, 2009), which outlines 48 risks across different categories. To ensure feasi-
bility and relevance, a focused subset of 28 risks was selected based on their salience and
operational relevance to a hotel environment. Crucially, the original categorical structure
from Silvers was retained, ensuring the analysis remained chained to its theoretical foun-
dation. The final list, presented in Table 3, provides the common framework for both the
quantitative and qualitative components of the study.
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Table 3. List of Identified Risks in Hotel Event Management.

Risk Number Study’s Risk Description Silver’s Category Silvers’ Risk Description

1 Use of dangerous equipment. Activities Hazardous activities and attractions

2 Food poisoning or not identifying or properly managing food
intolerances and allergies. Activities Food safety and alcohol service

3 Non-attendance of essential service providers (e.g., musicians). Suppliers Lack of supplier contact and control

4 Conflict of interest between competing clients with events on
the same day. Audience Audience demographics, history, conflicting

segments

5 Overcrowding of common areas by large groups. Audience Crowd size and density

6 Inappropriate groups’ behavior, affecting the safety and image
of the event. Audience Crowd behavior

7 Lack of organizational communication and of problem-solving
capacity during the event. Communications Lack of command center and control

8 Risk of not having the necessary licenses and authorizations to
hold the event. Compliance Regulatory permits, licenses, approvals

9 Absence of emergency rules and procedures (e.g., in the case of
a fire). Emergency planning Lack of emergency response coordination

10 Dependence on weather conditions (outdoor events, such as an
outdoor cocktail party). Environment Atmospheric conditions, weather dependency

11 Risk of operational failures due to the lack of experience in
event planning. Event planning Inexperienced, inadequate, or incompetent

management

12 Impact of external circumstances, such as traffic or competing
events. Event planning Oblivious to external conditions

13 Lack of clear rules and procedures, which may lead employees
acting in a disorganized manner. Event planning Lack of policies and procedures

14
Absence of experience in certain types of events, where it may
be difficult to predict challenges and define problem mitigation
strategies.

Event planning Inexperienced, inadequate, or incompetent
management

15 Poorly defined payment and cancelation policies that may affect
the profitability of the event. Finances Vulnerable cash handling procedures/areas

16 Insufficient number of employees. Human resources Insufficient staffing

17 Lack of experience of employees. Human resources Untrained/inexperienced personnel

18 Poorly defined tasks and roles that create a risk of
disorganization and operational failures. Human resources Incorrect deployment of personnel

19 Infrastructure problems (e.g., electricity, audiovisual systems,
and technology) that could interrupt an event. Infrastructure Inadequate power, technology, utilities

20 Sanitation and waste management risks, affecting hygiene and
participants’ satisfaction. Infrastructure Improper sanitation and waste management

21 Insufficient parking space, causing inconvenience and delays in
the arrival and departure of participants. Infrastructure Insufficient traffic and parking management

22 Risk of accidents during the assembly and disassembly of
equipment and structures that are necessary for the event. Operations Installation, operation, close-down logistics

23 Poorly defined hierarchy and roles that can lead to
decision-making failures. Organization Unclear structure of authority

24 Inappropriate layouts and poor lighting that can affect the
safety and flow of the event. Site Inappropriate layout, insufficient lighting

25
Use of untested temporary structures that can compromise the
safety of the event (e.g., stages, tents, and materials brought in
by the client).

Site Temporary structures and staging

26 Problems with suppliers, such as failures in deadlines, ordered
quantities or product quality. Suppliers Quality control, compliance and insurance

27 Poorly defined event schedules, which can lead to delays and
service interruptions. Time Event start and ending times, duration

28 Conflict of space between different events (e.g., two coffee
breaks in the same space or at the same time). Event planning Inexperienced, inadequate, or incompetent

management

These 28 risks formed the basis for the quantitative probability-impact (P-I) matrix,
a widely used tool in project and event management for risk prioritization (Silvers, 2009;
Hillson, 2024). During the interviews, participants were presented with the list of risks
and asked to rate each one on two dimensions using a 0–10 scale: (a) the probability of its
occurrence in their context, and (b) the potential impact on event objectives if it were to
materialize. A risk score (RS) for each risk was subsequently calculated as the product of
its mean probability and mean impact (RS = P × I). This formula is a standard and widely
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advocated practice in risk management (e.g., ISO, 2018; Hillson, 2024; Hopkin, 2018) as it
provides a single, standardized metric for prioritizing risks, where a higher score indicates
a higher-priority risk that requires greater managerial attention.

To facilitate interpretation, the probability–impact scores were also plotted into a risk
heat map. Heat maps are widely used in event risk management because they provide a
visual representation of risk severity, allowing managers to quickly identify priority areas
(Silvers, 2009; Hillson, 2024). In this study, the matrix was color-coded into zones of low
(green), medium (yellow/orange), and high (red) severity, reflecting common practice
in professional risk management (Hopkin, 2018). Although the detailed visualization is
presented in the Results section, its methodological inclusion underscores the dual aim
of this work: to produce academically rigorous analysis and a tool directly applicable
to practitioners.

3.2.2. Qualitative Component: In-Depth Interviews

The qualitative dimension consisted of guided, in-depth interviews with nine hotel
professionals to explore their perceptions and lived experiences with the pre-identified
risks. The sample size of nine professionals was determined to be sufficient for this in-
depth, single-case study design, as it allowed for data saturation within the two key
comparative groups (Events Department vs. Other Departments) and provided a rich,
diverse range of perspectives from all core functions involved in event execution (Yin,
2018). These interviews were chosen because they provide flexibility to explore topics
with more depth while ensuring that core risks were covered across participants of the
hotel different departments (Kvale & Brinkmann, 2009). A purposive sampling strategy
was used to ensure a diversity of perspectives. The sample was divided into two key
groups for comparative analysis: three professionals from the Events Department (the
central coordinators), and six from Other Departments directly involved in event execution
(including Food & Beverage, Chef, Maintenance, Finance, and Purchasing).

All interviews were conducted in Portuguese, the native language of the participants,
to facilitate subtle and honest communication, in line with best practices for cross-language
qualitative research (van Nes et al., 2010). The interviews were audio-recorded, transcribed
verbatim to preserve data integrity, and subsequently analyzed using Atlas.ti software ver-
sion 25.0.1. The guided format ensured that the risks were discussed across the interviews,
providing a basis for comparison, while also allowing participants to elaborate freely on
their experiences and views.

3.3. Data Analysis

The analysis process was designed to rigorously integrate the quantitative and quali-
tative datasets, moving from separate examination to an integrated interpretation.

3.3.1. Quantitative Analysis

The probability and impact scores provided by participants from the Events Depart-
ment and Other Departments were analyzed separately. Mean scores for probability, impact,
and the resulting risk score (RS) were calculated for each of the 28 risks for each group.
Risks were then categorized as low, medium, or high priority based on their RS, allow-
ing for a clear, comparative prioritization and the creation of a risk heat map for visual
representation (Hopkin, 2018).

3.3.2. Qualitative Analysis

The qualitative data analysis followed a systematic, multi-phase process adapted for a
comparative, code-driven study. The procedure involved both deductive and inductive
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coding approaches (Fereday & Muir-Cochrane, 2006) and was executed using the ATLAS.ti
software version 25.0.1 to ensure rigor and transparency.

Phase 1: Primary Deductive Coding with A Priori Codes

The initial stage employed a deductive approach. The 28 pre-identified risks from
the literature (Silvers, 2008, 2009), which formed the basis of the quantitative assessment
(see Table 3), served as a pre-defined, structured codebook. This ensured that the analysis
remained anchored to the established theoretical framework. All nine interview transcripts
were systematically coded against this framework in ATLAS.ti. This process involved
reading each transcript line-by-line and applying the relevant risk code(s) to any segment
where a participant discussed that specific risk, its causes, or its consequences.

Phase 2: Secondary Inductive Coding for Response Typology

A second cycle of analysis was then conducted to understand the nature of the par-
ticipants’ responses. This phase used a new set of analytical codes developed inductively
from the data itself. After a close reading of several transcripts, the following “Response
Type” codes were created to characterize the participants’ discourse:

• Aware—Has Experience: The participant demonstrates knowledge based on direct,
lived experience (e.g., “This happened last week during a wedding. . .”).

• Aware—No Experience: The participant is aware of the risk but has not personally
encountered it (e.g., “I know this could be a problem, but I’ve never seen it”).

• Client Impact: The participant frames the risk in terms of its effect on guest satisfaction
or the hotel’s reputation.

• Operational Impact: The participant frames the risk in terms of its effect on internal
workflows and departmental efficiency.

• Minimizes Risk: The participant downplays the likelihood or severity of the risk.
• Not My Responsibility: The participant explicitly or implicitly disowns ownership of

the risk.
• Proposed Solution: The participant suggests a specific mitigation or preventative

strategy.

All transcripts were then re-coded using this inductive codebook.

Phase 3: Comparative Analysis via Code Co-occurrence

The core of the qualitative analysis involved a rigorous comparison of the coded
data from the two departmental groups (Events vs. Other Departments). To achieve this
objectively, we utilized the Code Co-occurrence Table tool in ATLAS.ti. This tool calculates
how frequently two codes are applied to the same segment of text across a defined set
of documents.

Separate queries were run for the “Events Department” document group and the
“Other Departments” document group. For each group, the analysis calculated how
frequently each of the 28 risk codes (from Phase 1) co-occurred with each of the response-
type codes (from Phase 2). This process of “quantitizing” (Sandelowski, 2000) transformed
the rich qualitative data into a comparable quantitative format. This provided an objective,
evidence-based measure of the differences in risk perception, framing, and ownership
between the two groups, moving beyond anecdotal comparison to a diagnostic analysis of
organizational silos.

3.4. Ethical Considerations and Methodological Reflection

Ethical approval for this study was obtained in accordance with academic research
guidelines. To protect the confidentiality of the organization and the participants, the
hotel is referred to under the pseudonym ‘Hotel Alpha’ throughout this manuscript. All
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participants provided informed consent after being fully informed of the study’s purpose
and their rights, including confidentiality and voluntary participation. Transcripts were
anonymized, and data was stored securely to protect participant identities. Given the
single-organization focus, particular care was taken to mitigate power dynamics, assuring
participants that their responses would not be shared with management in any identifiable
form and would only be used for academic purposes.

As a mixed-methods case study, this research is subject to several limitations. First, the
single-case design, while providing rich, contextual depth, limits the statistical generaliz-
ability of the findings beyond the specific context of this hotel (Yin, 2018). The quantitative
component, based on the probability-impact matrix, relies on subjective ratings from a
small number of participants. While this offers a structured prioritization, these scores
represent perceived risk levels, which may vary between evaluators and do not neces-
sarily correlate with objective, historical data (Hillson, 2024). The qualitative component
is shaped by its interview methodology. The guided format, using a predefined list of
28 risks, ensured structured comparability but prevented the organic emergence of risks
outside this framework. Furthermore, the selective prompting of interviewees from Other
Departments means the data reflects their reactions to a curated set of issues rather than
their complete, spontaneous risk awareness. Finally, the integration of the two strands
reveals a fundamental methodological tension: the quantitative scores reflect a subjective
prioritization of risk, while the qualitative analysis reveals the nature and ownership of
that risk perception. A high-impact score in the matrix, for instance, does not explain
why a department perceives that impact, a gap that the qualitative data fills. While the
convergent design mitigates this by providing both perspectives, it also highlights that the
two methods measure different, though related, constructs.

Notwithstanding these limitations, the convergent mixed-methods design is the
study’s greatest strength. It allows for triangulation, where the quantitative data iden-
tifies what risks are prioritized, and the qualitative data explains how and why they
are perceived differently across the organization, leading to a more comprehensive and
nuanced understanding.

4. Results
4.1. Overview of Results

The findings of this study are organized into two main components. First, the quanti-
tative results are presented, based on the probability-impact (P-I) assessment of the risks
associated with event management. This section includes the establishment of 15 risk
categories, the evaluation of their relevance across all departments, the prioritization of
risks by probability and impact, and their visual representation in a heat map. Second,
qualitative results will provide thematic insights derived from interviews with hotel profes-
sionals, complementing the numerical analysis by exploring how risks are interpreted and
managed in practice.

4.2. Categorization of Risks

The 28 risks evaluated in this study, introduced in Section 3.4, were analyzed according
to the categorical framework from which they were derived (Silvers, 2008, 2009). The risks
span fifteen of Silvers’ original categories: Activities, Audience, Communications, Com-
pliance, Emergency Planning, Environment, Finances, Human Resources, Infrastructure,
Operations, Suppliers, Time, Event Planning, Site and Organization.

This approach allows for a precise classification of risks that aligns with established
event management theory. The distribution of risks across these categories provides insight
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into the nature of threats faced by the hotel. The full list of identified risks and their
corresponding Silvers’ categories is presented in Table 3 for reference.

4.3. Probability-Impact Scores

The core of the quantitative analysis was the evaluation of each risk’s probability
and impact. Separate assessments were generated for the Events Department and Other
Departments (Tables 4 and 5).

Table 4. Events Department: Probability-Impact Matrix ranked by Risk Score.

Risk Number N Probability Impact Risk Score
22 3 9.3 9.3 86.5
12 3 7.7 8.3 63.9
1 3 7.3 8.7 63.5
2 3 6.3 9.0 56.7

28 3 7.0 7.0 49.0
21 3 6.7 7.3 48.9
16 3 5.7 8.3 47.3
24 3 6.3 7.3 46.0
5 3 7.0 6.3 44.1

17 3 6.0 7.3 43.8
4 3 6.0 6.7 40.2

27 3 6.7 6.0 40.2
19 3 5.0 8.0 40.0
18 3 5.7 7.0 39.9
10 3 8.3 4.7 39.0
7 3 4.7 7.7 36.2
6 3 4.3 7.3 31.4

13 3 4.0 7.0 28.0
15 3 5.0 5.3 26.5
23 3 5.0 5.0 25.0
25 3 3.7 6.3 23.3
9 3 2.7 8.0 21.6

11 3 4.3 4.7 20.2
26 3 1.7 9.3 15.8
3 3 1.7 8.0 13.6

14 3 4.3 3.0 12.9
8 3 1.3 6.7 8.7

20 3 1.3 5.7 7.4
Notes. N = number of interviewed professionals. The table presents the means for Probability and Impact
(assessed by each participant with a 0–10 scale); Risk Score (RS) = Probability × Impact. The thresholds for risk
priority levels (Low: RS < 15.0; Average: 15.0 ≤ RS ≤ 40.0; High: RS > 40.0) were determined by analyzing
the distribution of all risk scores and identifying natural break points that created three tiers of roughly equal
conceptual significance, a common method for categorizing continuous risk data (Hillson, 2024). Red means high
risk; yellow means average risk; green means low risk.

For the Events Department, Risk 22 (“Risk of accidents during the assembly and
disassembly of equipment and structures”) received the highest combined score, reflecting
both its high likelihood of occurrence and its severe potential for disruption and injury.
Other highly ranked risks included Risk 12 (“Impact of external circumstances”), Risk 1
(“Use of dangerous equipment”), and Risk 2 (“Food poisoning or allergies”). These risks
were consistently rated as having a high probability and high impact, placing them in the
critical zone of the P-I matrix.

In contrast, the risk landscape perceived by Other Departments was markedly different.
Risk 5 (“Overcrowding of common areas by large groups”) and Risk 6 (“Inappropriate
groups’ behavior”) received the highest scores, reflecting these departments’ direct and
frequent involvement in front-of-house interactions and guest management. The high
impact scores attributed to risks like Risk 1, 2, 9, and 24, despite lower probability, indicate
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a heightened sensitivity to severe operational and safety failures, even if they are perceived
as less frequent.

Table 5. Other Departments: Probability-Impact Matrix ranked by Risk Score.

Risk Number N Probability Impact Risk Score
5 2 8.0 7.5 60.0
6 2 6.5 8.5 55.3

26 1 4.0 10.0 40.0
25 1 4.0 6.0 24.0
16 1 4.0 5.0 20.0
27 3 3.7 5.3 19.6
20 1 2.0 9.0 18.0
28 2 6.0 3.0 18.0
19 1 4.0 4.0 16.0
1 1 1.0 10.0 10.0
7 2 2.5 4.0 10.0
9 1 1.0 10.0 10.0

24 1 1.0 10.0 10.0
2 1 1.0 9.0 9.0

13 1 3.0 3.0 9.0
10 1 1.0 8.0 8.0
22 1 2.0 3.0 6.0
18 1 1.0 5.0 5.0
17 1 1.0 3.0 3.0

Notes. N = number of interviewed professionals. The table presents the means for Probability and Impact
(assessed by each participant with a 0–10 scale); Risk Score (RS) = Probability × Impact. The thresholds for risk
priority levels (Low: RS < 15.0; Average: 15.0 ≤ RS ≤ 40.0; High: RS > 40.0) were determined by analyzing
the distribution of all risk scores and identifying natural break points that created three tiers of roughly equal
conceptual significance, a common method for categorizing continuous risk data (Hillson, 2024). Red means high
risk; yellow means average risk; green means low risk.

The lowest-ranked risks for the Events Department (e.g., Risk 8, 20, 3, 14) were those
related to licensing, sanitation, non-attendance of essential service providers, and absence of
experience in certain types of events, which were seen as both unlikely, having a contained
impact, or both. For Other Departments, the lowest scores were assigned to risks they
perceived as having low probability or direct impact on their workflow, such as accidents
during assembly (Risk 22), poorly defined tasks (Risk 18), and lack of employee experience
(Risk 17).

This comparison reveals significant divergences in how risks are prioritized across
departments. While the Events Department, with its holistic view, prioritizes setup safety
and external/logistical threats, Other Departments demonstrate a distinct risk profile: they
are most concerned with immediate guest-facing issues like overcrowding and behavior,
yet they simultaneously assign low probability and priority to other critical operational
risks—such as accidents during assembly (Risk 22) or human resource issues (Risks 17
and 18)—that fall outside their immediate daily workflow. This aligns with Liu-Lastres
and Cahyanto (2023), who found that professionals’ approaches to risk are shaped by
their organizational role and direct exposure, leading to these pronounced perceptual silos.
The probability–impact scores were visually represented in a heat map (Figure 1), which
provides a snapshot of risk severity across all categories.

The heat map shows a concentration of risks in the medium-to-high severity zones.
Several risks occupy the critical red zone, including Risks 1, 2, 12, 22, and 26. These
correspond to use of dangerous equipment, intolerances and allergies, impact of external
circumstances, assembly/disassembly risk, and problems with suppliers, respectively.
Their positioning underscores their potential to severely disrupt hotel event operations if
not properly managed.
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Figure 1. Probability-Impact Matrix of Identified Risks. Source: Own.

In the orange zone, risks such as Risk 5 (overcrowding), Risk 16 (insufficient number
of employees), and Risk 19 (infrastructure problems) are evident. While not as critical as
those in the red zone, they still require careful monitoring and contingency planning.

Only a small number of risks fall into the green zone, indicating low probability
and low impact. This confirms that in the hotel event context, “trivial” risks are less
prominent, as most identified risks have the potential to significantly affect operations,
safety, or reputation.

The heat map reinforces the prioritization obtained through rankings and provides
a managerial tool that is easily interpretable by stakeholders. Visual risk mapping has
been shown to enhance risk communication and decision-making in hospitality contexts
(Hopkin, 2018).

4.4. Implications of Quantitative Findings

Several implications emerge from the quantitative analysis. First, the clustering of
risks in the medium-to-high zones suggests that hotel events are inherently risk-intensive,
with multiple threats requiring ongoing vigilance.

Second, the differences between the Events Department and Other Departments high-
light a critical need for cross-departmental communication in risk management. The data
reveals not just differing priorities, but significant perceptual gaps and risk blind spots.
While the Events Department prioritizes logistical and safety-oriented threats, Other Depart-
ments are laser-focused on immediate guest-facing pressures. Crucially, Other Departments
assign low priority to several operational risks the Events Department deems critical, such
as “accidents during assembly and disassembly” (Risk 22). Without coordination, this
misalignment means that high-priority risks for the central coordinating department may
be underestimated by others, leading to dangerous gaps in preparedness. This aligns with
Reid and Ritchie (2011), who found that perceived constraints and organizational roles
fundamentally shape risk management implementation.

Third, the prioritization of risks such as equipment malfunction, guest health/safety,
and assembly/disassembly reflects the dual importance of operational continuity and guest
well-being. These findings align with research emphasizing that safety and service quality
are inseparable in hospitality risk management (Reid & Ritchie, 2011; Hamm & Su, 2021).

Finally, the visual heat map offers a practical contribution by translating complex data
into a tool that can be integrated into daily risk management practices. Managers can use
this tool not only for internal decision-making but also for training staff and communicating
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priorities across departments, thereby helping to bridge the identified perceptual gaps
(Hopkin, 2018).

Together, these findings provide a structured quantitative foundation for understand-
ing hotel event risks. The next step is to complement these results with the qualitative
insights from interviews, which will shed light on how professionals perceive and manage
the risks highlighted here.

4.5. Qualitative Results: Divergent Perspectives on Event Risks

To move beyond the subjective prioritization of the probability-impact matrix and
systematically analyze the nature of departmental risk perceptions, a comparative code
co-occurrence analysis was conducted. The resulting frequencies, detailed in Table 6 for the
Events Department and Table 7 for Other Departments and now organized by Silvers’ (2009)
risk categories, provide a quantitative backbone for the qualitative themes. However, these
data reveal more than just differing frequencies; they expose the underlying structure of
divergent organizational perceptions. The analysis points to the existence of distinct “siloed
risk cultures”—shared sets of beliefs, perceptions, and practices related to risk that are
confined within departmental boundaries, shaped by localized priorities, direct experiences,
and perceived behavioral control (Reid & Ritchie, 2011; Ajzen, 1991). Furthermore, the data
reveals significant “risk blind spots”, which we define as entire categories of risk that are
invisible or unacknowledged by one organizational group while being salient to another.

A high-level summary of the data, which is detailed in Tables 6 and 7, immediately
reveals the core of this divergence: the Events Department demonstrates broad awareness
and direct experience across nearly all risk categories, showing a posture of comprehensive
ownership; the Other Departments display a focused awareness on risks directly impact-
ing their immediate workflows (e.g., Audience, Operations) but show a complete blind
spot—with zero coded references—to entire strategic categories like Event Planning and
Human Resources. The ‘Not My Responsibility’ code is used almost exclusively by Other
Departments, while ‘Minimizes Risk’ appears in both groups, indicating different forms
of acclimatization.

The following tables present the full evidence for these observations. The numbers
represent how many times a specific ‘Response Type’ (columns) was associated with
discussions about a specific ‘Risk Category’ (rows) during interviews. We now explore
these findings in detail.

The Events Department (Table 6) demonstrated a posture of comprehensive ownership
and direct engagement, characteristic of a centralized risk culture. This is evidenced by
the high frequency of the ‘Aware—Has Experience’ code across nearly all risk categories.
They reported substantial direct experience with strategic and operational categories like
Event Planning (12 counts), Human Resources (9 counts), and Audience (9 counts). Their
perspective was consistently framed through the lens of Client Impact (e.g., 5 counts in
Audience, 3 in Human Resources), linking potential failures directly to guest satisfaction
and the hotel’s reputation. Notably, they rarely used the ‘Not My Responsibility’ code (only
3 counts across all categories), reinforcing their role as central coordinators accountable for
event success. However, a pattern of risk minimization was also observed, particularly
concerning chronic operational issues. This is visible in the high counts for ‘Minimizes Risk’
within categories like Infrastructure (7 counts) and Event Planning (6 counts), suggesting a
degree of normalization or desensitization to recurring problems.
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Table 6. Events Department’s Risk Perception: Code Co-occurrence Frequencies by Category.

Risk Codes Aware—Has
Experience

Aware—No
Experience

Client
Impact

Minimizes
Risk

Not My
Responsibility

Operational
Impact

Proposed
Solution

Activities 5 0 1 1 0 0 0

Food intolerance awareness 0 0 0 0 0 0 0

Food safety and alcohol service 3 0 1 1 0 0 0

Hazardous activities and attractions 2 0 0 0 0 0 0

Audience 9 0 5 0 0 0 0

Audience demographics, history, conflicting
segments 2 0 1 0 0 0 0

Crowd behavior 3 0 3 0 0 0 0

Crowd size and density 4 0 1 0 0 0 0

Communications: Lack of command center
and control 1 1 0 2 0 0 0

Compliance: Regulatory permits, licenses,
approvals 2 1 0 3 0 0 0

Emergency planning: Lack of emergency
response coordination 2 1 0 4 0 2 0

Environment: Atmospheric conditions,
weather dependency 1 0 0 2 1 0 1

Event planning 12 0 2 6 1 2 0

Inexperienced, inadequate, or incompetent
management 7 0 0 4 0 0 0

Lack of policies and procedures 1 0 0 2 0 0 0

Lack of policies and procedures/Deficient
disaster contingency plans 1 0 0 0 0 1 0

Oblivious to external conditions 3 0 2 0 1 1 0

Finances: Vulnerable cash handling
procedures/areas 2 0 0 3 0 0 0

Human resources 9 0 3 1 0 4 0

Incorrect deployment of personnel 1 0 0 0 0 1 0

Insufficient staffing 4 0 1 1 0 2 0

Untrained/inexperienced personnel 4 0 2 0 0 1 0

Infrastructure 7 1 2 7 1 2 0

Improper sanitation and waste management 1 1 0 3 0 0 0

Inadequate power, technology, utilities 3 0 1 1 1 2 0

Insufficient traffic and parking management 3 0 1 3 0 0 0

Operations: Installation, operation,
close-down logistics 2 0 0 0 0 2 0

Organization: Unclear structure of authority 1 0 0 0 0 2 0

Site 6 0 0 4 0 2 0

Inappropriate layout, insufficient lighting 4 0 0 2 0 2 0

Temporary structures and staging 2 0 0 2 0 0 0

Suppliers 5 0 0 2 0 1 2

Lack of supplier contact and control 3 0 0 1 0 0 2

Quality control, compliance 0 0 0 0 0 0 0

Quality control, compliance and insurance 2 0 0 1 0 1 0

Time: Event start and ending times, duration 2 0 1 0 0 0 1

Conversely, the responses from Other Departments (Table 7) indicated a more circum-
scribed and operationally focused awareness, emblematic of a siloed, localized risk culture.
Their direct experience, as shown by the ‘Aware—Has Experience’ code, was concentrated
on risks that directly impinged on their daily workflows, such as Audience risks like crowd
behavior (7 counts) and Operations (3 counts). The most striking finding is the presence
of profound organizational blind spots. For entire strategic categories critical to event
success—such as Event Planning, Human Resources, and Emergency Planning—the data
shows a consistent zero count for ’Aware—Has Experience’, meaning these risks are not
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part of their operational reality or perceived scope of responsibility. Their framing of risks
leaned heavily towards Operational Impact (e.g., in Activities and Time), focusing on
internal workflow disruptions rather than ultimate client consequences. Furthermore, they
were more likely to explicitly state that certain risks were ‘Not My Responsibility’ (for
example, in Activities, Communications, and Site) and to Minimize risks they perceived as
external to their core functions, actively reinforcing the boundaries of their siloed culture.

Table 7. Other Departments’ Risk Perception: Code Co-occurrence Frequencies by Category.

Risk Codes Aware—Has
Experience

Aware—No
Experience

Client
Impact

Minimizes
Risk

Not My
Responsibility

Operational
Impact

Proposed
Solution

Activities 1 0 2 0 1 1 0

Food intolerance awareness 1 0 2 0 1 1 0

Food safety and alcohol service 1 0 2 0 1 1 0

Hazardous activities and attractions 0 0 0 0 0 0 0

Audience 7 0 2 2 0 3 0

Audience demographics, history, conflicting
segments 0 0 0 0 0 0 0

Crowd behavior 6 0 2 2 0 2 0

Crowd size and density 1 0 0 0 0 1 0

Communications: Lack of command center
and control 2 1 0 2 1 0 0

Compliance: Regulatory permits, licenses,
approvals 0 1 0 1 0 0 0

Emergency planning: Lack of emergency
response coordination 0 0 0 0 0 0 0

Environment: Atmospheric conditions,
weather dependency 0 1 0 1 0 0 0

Event planning 0 0 0 0 0 0 0

Inexperienced, inadequate, or incompetent
management 0 0 0 0 0 0 0

Lack of policies and procedures 0 0 0 0 0 0 0

Lack of policies and procedures/Deficient
disaster contingency plans 0 0 0 0 0 0 0

Oblivious to external conditions 0 0 0 0 0 0 0

Finances: Vulnerable cash handling
procedures/areas 3 0 1 1 0 0 1

Human resources 0 0 0 0 0 0 0

Incorrect deployment of personnel 0 0 0 0 0 0 0

Insufficient staffing 0 0 0 0 0 0 0

Untrained/inexperienced personnel 0 0 0 0 0 0 0

Infrastructure 3 0 2 5 0 0 0

Improper sanitation and waste management 0 0 2 2 0 0 0

Inadequate power, technology, utilities 3 0 0 3 0 0 0

Insufficient traffic and parking management 0 0 0 0 0 0 0

Operations: Installation, operation,
close-down logistics 3 0 1 2 1 0 0

Organization: Unclear structure of authority 0 0 0 0 0 0 0

Site 0 1 0 1 1 0 0

Inappropriate layout, insufficient lighting 0 0 0 1 0 0 0

Temporary structures and staging 0 1 0 0 1 0 0

Suppliers 3 0 2 0 0 1 0

Lack of supplier contact and control 0 0 0 0 0 0 0

Quality control, compliance 3 0 2 0 0 1 0

Quality control, compliance and insurance 0 0 0 0 0 0 0

Time: Event start and ending times, duration 3 0 1 2 1 2 0
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A particularly expressive finding, visible in the bottom rows of both tables, was the
universal scarcity of the ‘Proposed Solution’ code across both groups. This suggests that
while departments are highly aware of and experienced with problems, the organizational
culture appears more oriented toward identifying issues and managing their immediate
consequences than systematically developing and articulating preventive strategies. This
scarcity highlights a shared cultural trait of reactivity that transcends the siloed divisions.

The qualitative results demonstrate that the unified risk profile suggested by the
quantitative matrix is an illusion. The organization is not a single entity perceiving risk,
but a collection of sub-cultures. The Events Department’s culture is defined by broad,
client-centric ownership, while the Other Departments’ cultures are defined by narrow,
operationally focused awareness and significant strategic blind spots. This fragmentation
of perception is the central risk management challenge revealed by this analysis.

5. Discussion
This mixed-methods study sought to provide a holistic understanding of risk man-

agement in hotel events by integrating quantitative risk prioritization with a qualitative
exploration of professional perception. The preceding results reveal a complex organiza-
tional reality where the calculated priority of risks, as determined by the probability-impact
matrix, often diverges from the lived experience and perceived ownership of those risks
across different departments. While the quantitative data effectively answered what risks
are most critical, the qualitative analysis illuminated how and why these risks are framed
differently, uncovering fundamental perceptual and operational silos that pure numerical
scoring cannot capture. This discussion integrates these findings to argue that the core
challenge for the hotel is not merely its list of high-priority risks, but the fragmented
organizational landscape through which they are perceived and managed.

5.1. The Illusion of a Unified Risk Profile: Bridging Quantitative and Qualitative Findings

This mixed-methods study sought to provide a holistic understanding of risk man-
agement in hotel events by integrating quantitative risk prioritization with a qualitative
exploration of professional perception. The central, integrated finding is that the core
challenge for the hotel is not merely its list of high-priority risks, but the fragmented or-
ganizational landscape and significant risk blind spots through which they are perceived
and managed. While the quantitative data effectively answered what risks are most critical
by creating a seemingly objective “risk map,” the qualitative findings reveal that this map
is interpreted through at least two distinct siloed risk cultures. This divergence creates a
dangerous “illusion of a unified risk profile” that pure numerical scoring cannot capture.

Theoretically, these findings provide empirical substance to the TPB (Reid & Ritchie,
2011; Ajzen, 1991) by demonstrating that “perceived behavioral control” is not merely
an individual attribute but is structurally enforced by departmental roles, giving rise
to collective, siloed perceptions. While classical frameworks (Silvers, 2009) provide an
indispensable “skeleton” for risk management, our study reveals that their effectiveness is
critically mediated by these internal organizational cultures. The identified blind spots—
where entire risk categories like Event Planning and Human Resources were invisible to
Other Departments—represent a systemic failure of organizational sensemaking (Weick,
1995). This suggests that theoretical models must incorporate organizational perception
and sub-cultural dynamics as critical variables that determine the translation of formal
frameworks into practice.

The Events Department demonstrated a posture of comprehensive ownership. Their
discourse was saturated with direct experience, as shown by the high frequency of the
Aware—Has Experience code across nearly all risk categories like Event Planning and
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Human Resources. For them, high-priority risks are not abstract items on a register but
daily realities. For instance, when discussing infrastructure problems (Risk 19), a member of
the Events Department did not just acknowledge the risk but provided a vivid, experience-
based account: “Probability of happening, 9. I won’t give it a 10, but we already know the
technology. And the other day there was an electrical discharge here at the hotel. . . all the
devices went down. The impact, the impact is huge, it could even end the event”. This
deep, experiential knowledge is a significant organizational asset, born from their role as
central coordinators who bear the ultimate responsibility for event success.

Conversely, the qualitative data exposed a circumscribed and operationally focused
awareness within Other Departments. Their perception was narrow and siloed, concen-
trated on risks that directly impinged on their immediate workflows, as evidenced by their
focus on the Audience category. A clear example is the risk of “inappropriate groups’ be-
havior” (Risk 6). While the Events Department might see this as a broader client satisfaction
issue, the professional responsible for coffee breaks framed it in starkly operational and
emotional terms: “It’s awful, it’s embarrassing to kick someone out who knows they don’t
have that right. . . I can’t say I’ll call security, because there isn’t any, I have no recourse,
I have to insist that they leave myself”. This quote powerfully illustrates how a single
risk is experienced not as a strategic “reputational” threat, but as a direct, personal, and
resource-less confrontation.

Most critically, the category-based analysis reveals profound blind spots. The co-
occurrence tables show that Other Departments reported zero direct experience with entire
categories like Event Planning, Human Resources, and Emergency Planning. This is a
profound vulnerability. A department cannot be expected to effectively mitigate or even
respond appropriately to a risk it does not perceive as within its purview. This finding
aligns with and extends Reid and Ritchie’s (2011) contention that perceived constraints
and organizational roles fundamentally shape risk management implementation, often
creating gaps between policy and practice. Here, the gap is not just one of resources, but of
fundamental awareness.

5.2. Normalization of Risk and the Accountability Gap

A particularly revealing finding was the pattern of risk minimization within the
Events Department, particularly for high-frequency operational issues in categories like
Infrastructure and Event Planning. Despite rating risks like infrastructure problems highly,
there was a sense of acclimatization. This reflects a form of normalization of deviance
(Vaughan, 1996), where repeated exposure to low-level failures can dull the perceived
urgency for systemic solutions. This is evident when a member of the Events Department
(AM), discussing schedule delays, noted that the risk is mitigated because “we have a lot
of contact with the customer here, so during the event we end up talking to them and
adapting the times”. This illustrates how a potential operational failure is transformed into
a normal part of the workflow, reducing its perceived severity.

This minimization intersects dangerously with the explicit disownership observed
in Other Departments. For instance, the ‘Not My Responsibility’ code was applied to
risks in categories like Activities and Site. These statements are not criticisms of the
individuals but symptoms of an accountability gap. When risks fall into the seams between
departmental mandates, they can become “everyone’s and no one’s” problem, creating a
dangerous potential for cascading failures during a crisis, a phenomenon noted in studies of
organizational resilience (Liu-Lastres & Cahyanto, 2023). The fact that critical risk categories
are entirely off the radar for some departments exacerbates this gap tremendously.
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5.3. A Reactive Culture: The Scarcity of Proposed Solutions

Perhaps the most telling finding across both groups was the universal scarcity of the
‘Proposed Solution’ code. The interviews were rich with problem identification but poor
with articulated mitigation strategies. Professionals across the board could describe what
goes wrong and its impact, but rarely volunteered systematic, preventative measures. For
instance, the Coffee-breaks professional described the chaos of overlapping events in great
detail but concluded by placing the onus on scheduling: “Whoever makes the schedule has
to pay attention to this”.

This suggests a potentially reactive organizational culture. The collective mindset
appears oriented towards problem-solving in the moment—“firefighting”—rather than
proactive system design to prevent the fires from starting. This aligns with Berners and
Martin’s (2022) observation that in hospitality, daily operational pressures often over-
shadow strategic risk mitigation planning. The data indicates that staff at all levels are
adept sensors of operational friction but are not systematically empowered or required to
contribute to upstream risk control strategies. This represents a significant lost opportunity
for organizational learning.

5.4. Implications

The findings of this study carry significant implications for both theory and prac-
tice. Theoretically, this research challenges the sufficiency of standalone quantitative risk
assessments by demonstrating that they can create an illusion of a unified risk profile
that masks critical, underlying divergences in organizational perception and significant
blind spots. It provides empirical substance to existing theories on managerial attitudes
(Reid & Ritchie, 2011) by revealing that these attitudes are not merely individual but are
collectively shaped by departmental roles, creating what can be termed as siloed “risk
cultures”. This underscores the need for theoretical models that incorporate organiza-
tional perception as a critical mediating variable between formal risk frameworks and their
on-the-ground implementation.

From a practical standpoint, the primary implication for hotel management is that the
focus must shift from merely refining risk registers to actively managing organizational
alignment. The identified perceptual gaps, accountability issues, and cultural reactive-ness
suggest an urgent need for initiatives designed to build a shared risk culture. Structured
cross-departmental workshops using tools like the heat map and co-occurrence tables could
make these invisible gaps visible and foster dialogue. Furthermore, the normalization
of chronic operational risks necessitates a deliberate managerial effort to foster proactive
system-thinking, for instance, by using tools like accountability matrices (RACI charts) for
high-priority risks and redesigning post-event debriefs to prioritize preventative strategies
over problem description. The evidence suggests that investing in bridging these perceptual
and cultural divides is as crucial as investing in physical safety measures.

6. Conclusions
This mixed-methods case study set out to provide a holistic understanding of risk

management in hotel events by examining the case of a large resort hotel in Portugal
(Hotel Alpha). By integrating a quantitative probability-impact analysis with a systematic
qualitative exploration of professional perceptions, the research has moved beyond a simple
listing of risks to uncover the complex organizational dynamics that underpin how risks
are identified, prioritized, and managed.

The study successfully achieved its research objectives. First, it identified and catego-
rized 28 salient risks in hotel event management, mapping them to Silvers’ (2009) estab-
lished theoretical framework. Second, it systematically prioritized these risks, revealing that
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operational and safety-related threats—such as accidents during assembly/disassembly
and impact of external circumstances—pose the most significant quantitative threat from
the Events Department’s viewpoint. Third, and most critically, the qualitative analysis,
enhanced by category-based code co-occurrence, delved into the professional psyche of the
organization, uncovering a stark divergence in how departments perceive, experience, and
claim ownership over these risks.

The central conclusion of this research is that the greatest vulnerability in hotel event
risk management is not the list of high-priority risks itself, but the fragmented organiza-
tional landscape and significant risk blind spots through which they are perceived. The
quantitative data provided a seemingly unified “risk map”, but the qualitative findings
revealed that this map is interpreted through at least two distinct lenses: the Events Depart-
ment’s posture of comprehensive, experience-based ownership, and the Other Departments’
more circumscribed, operationally focused awareness, which entirely overlooked critical
categories like Event Planning and Human Resources. This divergence creates critical
blind spots, an accountability gap where strategic risks can fall between departmental man-
dates, and a culture that appears more adept at reactive problem-solving than proactive
system design.

6.1. Theoretical and Practical Contributions

This study makes distinct contributions to the academic discourse and professional
practice. Theoretically, its main contribution lies in advancing a more nuanced understand-
ing of risk management in hospitality by empirically mapping the divergent perceptual
landscapes and identifying specific risk blind spots within a single organization. It demon-
strates the explanatory power of a mixed-methods approach that “quantitizes” qualitative
data into categorical comparisons, offering a replicable methodological framework for
future research on organizational silos. The study thereby enriches classical frameworks
(Silvers, 2009) by positioning internal risk culture and cross-functional perception gaps as
fundamental determinants of risk management efficacy, moving the conversation beyond
technical frameworks toward a socio-technical understanding.

In practical terms, this research provides hotel and event industry professionals with
a diagnostic lens and a strategic pathway. It contributes a clear methodology for orga-
nizations to self-assess their own risk perception gaps and identify departmental blind
spots, moving beyond generic checklists. The study translates its findings into actionable
strategies, emphasizing the critical importance of fostering cross-departmental dialogue
to illuminate these blind spots, clarifying shared accountability for intertwined risks, and
cultivating a cultural shift from reactive problem-solving to proactive, systemic risk mit-
igation. By highlighting that the most significant vulnerabilities often lie in the seams
between departments and in the categories one department fails to see, this research equips
managers with the conceptual tools and imperative to build a more integrated, resilient,
and ultimately more effective risk management system.

6.2. Limitations

As with any research, this study has limitations. As a single-case study, its findings are
context-rich but not statistically generalizable to all hotel environments. The quantitative
risk scores, while structured, are based on subjective professional judgment rather than
objective historical data. The qualitative component, though revealing, was guided by
a pre-defined list of risks, which may have constrained the organic emergence of other
concerns. Finally, the focus was on perception and process; the study did not directly
observe risk events or measure the financial impact of risk occurrences.
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6.3. Recommendations for Future Research

Future research should build upon these findings in several ways. First, a multi-case
study approach across different hotel chains and categories would enhance the external
validity of the results and allow for cross-organizational comparison of risk cultures. Sec-
ond, longitudinal research could track how risk perceptions and management practices
evolve in response to a major crisis or the implementation of a targeted intervention to
bridge perceptual gaps. Third, future studies could employ direct observation or analyze
incident reports to triangulate the perceptual data with actual risk events and outcomes.
Finally, investigating the efficacy of specific interventions—such as the cross-departmental
workshops using the heat map and co-occurrence data proposed here—in bridging per-
ceptual gaps and reducing blind spots would be a valuable contribution to both theory
and practice.

In conclusion, effective risk management in hotel events is a socio-technical challenge.
It requires not only robust frameworks and tools but, more importantly, a concerted
effort to align the disparate perceptions, illuminate the blind spots, and foster a collective
sense of ownership and proactive responsibility across the entire organization. The true
measure of success is not a perfect risk register, but an organizational culture where every
department sees itself as an integral part of the safeguard for the guest experience and the
hotel’s reputation.
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