
Walk into any Canadian paramedic base or nursing school skills lab and there is a good chance you will find a
shelf lined with manikins, airways neatly packaged on a nearby cart, lubricant in a pump bottle, and a bin of
assorted supraglottic devices. Those plastic patients are doing heavy lifting. They let learners fumble, retry, and
refine, long before a real human is depending on them. When airway management goes wrong, it goes wrong
fast. When programs invest in the right equipment and use it well, new clinicians arrive at bedside calm,
methodical, and more likely to get it right the first time.

This piece looks at how Canadian programs choose and use airway training manikins, where they fit within
broader medical simulation equipment Canada, and what separates a solid purchase from a shelf ornament. The
short version: match the tool to the skill, plan for maintenance and consumables, and teach with intention.

What airway training manikins are for
Airway manikins bridge the gap between lectures and lived practice. They give predictable anatomy for
repetition, then controlled surprises to pressure test judgment. A typical curriculum in an EMS or nursing
program touches several layers of skill.

Bag mask ventilation is the bedrock. You cannot intubate your way out of poor face seal technique or bad
positioning. The manikin needs realistic facial pliability and a jaw that fights back a little, because maintaining an
open airway with a two‑handed grip while you squeeze the bag in time is not trivial. Good models show visible
chest rise when you are right, and gastric distension when you are not.

Basic adjuncts come next. Learners should insert oropharyngeal and nasopharyngeal airways with an appropriate
feel, not just a slide into a featureless tube. Resistance at the nares, a soft palate that pushes back, and a tongue
that crowds the space are telling cues. When a novice graduates to a supraglottic device, the tactile feedback
matters again. A properly seated i‑gel or LMA should ventilate cleanly, not whistle through a leak, and you should
be able to demonstrate what a misplaced seal looks like when the lungs do not rise evenly.

Endotracheal intubation layers psychomotor skill on top of clinical judgment. A useful airway trainer handles
direct and video laryngoscopy, accommodates bougies, and punishes sloppy technique with tooth clicks if you
lever too hard. Instructors benefit from a view of what the learner sees, either through a built‑in camera or a
screen mirrored from a video scope. Add a simulated epiglottis that can be swollen, cords that are hard to
visualize when you fail to position the head, and secretions you have to suction before you can see. That is what
separates rote tool use from real airway management.



Confirmation and aftercare matter as much as tube placement. A manikin that integrates with a capnography
trainer helps close the loop. Ventilate, see the waveform, clamp and secure the device, verify breath sounds.
When manikins simulate esophageal intubation and trigger no chest rise and a flat capno trace, it creates
conversations that stick.

Finally, some scenarios need escalation. Cricothyrotomy belongs on its own trainer for realism and cost control,
but a torso with palpable landmarks is still valuable for identifying the cricothyroid membrane and practicing
needle placement. For pediatrics and neonates, the tolerances shrink and anatomy changes shape. Separate
infant and child manikins are not luxuries, they are necessities in programs running PALS or NRP.

The Canadian training context
Canada’s regulatory landscape and geography shape how programs approach simulation. Paramedic educators
align to the Paramedic Association of Canada’s National Occupational Competency Profile, and provincial
colleges add detail. Nursing schools work to provincial Entry‑to‑Practice competencies and align pediatric and
obstetric training with national courses like NRP and BCLS. Within that framework, airway training objectives are
quite consistent, but logistics differ.

Large urban colleges often maintain full simulation suites with ceiling cameras and debrief rooms. Their budgets
can support high‑fidelity systems that integrate airway function into whole patient scenarios. Rural and northern
programs rely more on portable kits that can run off battery power in a community hall. In Nunavut, northern
Quebec, or the BC interior, temperature swings during shipping and storage are not academic details. Some
silicone components stiffen in the cold and need time to warm up before use. If your program wheels equipment
between sites in a van at minus 25, a rugged case and spare consumables are cheap insurance.

Procurement also has a Canadian twist. Public institutions usually buy through approved vendors with negotiated
discounts, and Quebec expects bilingual documentation and interface options. Canadian distributors for Laerdal,
TruCorp, Gaumard, and others maintain local stock of common parts so a torn airway or broken tooth does not
sideline a class. Warranty coverage varies from one year to three, and service turnarounds inside Canada tend to
be measured in days rather than weeks, which matters mid‑semester.

Matching fidelity to learning goals



Fidelity costs money, and CPR supplies Canada online more is not always better. If you teach 120 first‑year
nursing students to use bag valve masks, a fleet of simple torsos with realistic faces may beat a single premium
simulator that queues a line around it. If you run an advanced care paramedic program where learners will
practice video laryngoscopy with multiple blade styles, a higher‑end airway head earns its keep.

At the basic end, Prestan CPR manikins Canada are ubiquitous for a reason. They are durable, lightweight, and
their chest compression feedback is clear. For airway training they offer head tilt and jaw thrust practice, and you
can show face seal technique, but they are not built for intubation. They shine in BLS stations, ambulance bay
refreshers, and large class skill days. When paired with disposable lungs, they keep infection control simple.
Models with QCPR‑style feedback close the loop on rate and depth during integrated resuscitation.

A step higher, dedicated airway heads and torsos do the heavy lifting for OPA/NPA placement, supraglottics, and
intubation. Laerdal manikins Canada include several options here, from the Adult Airway Management Trainer to
Resusci Anne variants that accept airway adjuncts and connect to software for metrics. TruCorp’s AirSim family is
popular in Canadian centers because the nasal and oral passages feel lifelike and hold up under repeated
practice with bougies and stylets. Nasco Life/form and Simulaids, known to many through Airway Larry, round
out mid‑priced options that handle classic techniques and video scopes.

At the top end, full‑body simulators fold the airway into a comprehensive scenario. Laerdal’s SimMan, CAE’s Ares
and Apollo, and Gaumard’s HAL lines let you change lung compliance, trigger laryngospasm, or induce tongue
edema while your learner manages hypoxia and hypotension. That is not just theatre. Teams learn to pace
themselves, communicate, and split tasks under stress. In an EMS context, integrating a high‑fidelity CPR manikin
with real defibrillators, capnography, and ventilators creates a resuscitation environment where airway is one
thread in a complex weave. You do not need that every day, but when you teach crisis resource management, the
investment pays off.

Features that matter more than spec sheets
An airway training head can look similar across brands and still feel very different in the hands. Years of
side‑by‑side use have taught our team to look past marketing labels and poke at the details.

The airway needs to be visually and tactilely plausible. Under laryngoscopy, the epiglottis should sit where you
expect to find it, arytenoids should appear as rounded structures that help orient you, and the cords should not
look like stickers. If you can pass a bougie and feel the tracheal rings, that tactile click imprints the technique. If
the model lets you misplace a bougie into the esophagus and still thread a tube, it is doing you no favors.

https://www.instagram.com/cprdepotinc/


Tongue and jaw mechanics make or break bag mask practice. Too many manikins tolerate a sloppy one‑hand
grip. You want a model that rewards the two‑thumb down technique and shows obvious leak when you lose the
angle. The jaw should resist just enough that a proper triple airway maneuver feels like work, but not so much
that smaller learners cannot succeed.

Durability is not just whether the head cracks. Teeth chip when novices lever the blade. Nostrils tear when
students forcefully advance tubes dry. Some brands have well‑designed replaceable parts at reasonable cost.
Before you buy, check part numbers and prices for teeth, tongues, skin, and airway inserts, and make sure your
Canadian distributor stocks them.

Compatibility with your tools is surprisingly easy to miss. If your service uses Macintosh 3 and 4 blades plus a
channeled video laryngoscope, test all three on the head you intend to purchase. Some airway trainers do not
accommodate hyperangulated blades well, which limits your ability to practice that technique realistically.
Supraglottic devices vary in size and shape, and a manikin that only fits one brand comfortably boxes you in.

Secretions and bleeding features can elevate scenarios, but they come with cleanup costs. We have had good
results with systems that use water‑based fluids and simple internal reservoirs. Models that require proprietary
gel or dyes add expense and can stain skins permanently if you fall behind on cleaning.

Finally, feedback systems are only as useful as your pedagogy. High‑fidelity CPR manikins that output ventilation
volumes and rates let you quantify improvement, but they also tempt instructors to chase green lights instead of
coaching technique. Use the metrics to support, not replace, your eyes and ears.

Brands and ranges you will actually find in Canada
This market shifts year to year, but a few anchors hold steady.

Laerdal manikins Canada are widely distributed, with reliable support. For airway training, the Adult Airway
Management Trainer and Airway Management Trainer Torso see heavy use. Resusci Anne QCPR and Little Anne
cover BLS needs and can accept basic airway adjuncts, while MegaCode Kelly and SimMan integrate airways into
full scenarios. Expect approximate price ranges in CAD: 1,500 to 6,000 for task trainers, 5,000 to 15,000 for torsos,
and 75,000 to well above 100,000 for high‑fidelity simulators, depending on options.

Prestan CPR manikins Canada remain cost‑effective for BLS and integrated resuscitation practice. A classroom set
of adult manikins often runs a few hundred dollars per unit, with lungs and face shields priced so you can scale to
large cohorts. They pair well with AED trainers and allow head tilt practice, but they are not intubation platforms.
If you need QCPR‑style digital feedback, choose the models that support it and verify device compatibility with
your program’s tablets.

TruCorp’s AirSim heads and torsos are favorites in airway‑focused courses. The nasopharynx feels real, and the
oropharynx tolerates repeated bougie passes. The pediatric models are also solid, an important note for
programs that run pediatric scenarios more than once a term.

Nasco Life/form and Simulaids offer classic trainers like Airway Larry. They are dependable and budget‑friendly,
ideal for EMT or Primary Care Paramedic labs where you need several practice stations running at once. If you
want to practice needle cricothyrotomy, check their neck inserts and replacement cartridge availability through
Canadian distributors.

CAE Healthcare deserves mention not just because it is a Canadian company, but because its Ares emergency
care simulator integrates airway control with realistic physiology. Many EMS programs appreciate using the same
monitor and defibrillator brands they run in the field, and CAE supports that.



If you are building or refreshing a lab, ask vendors for Canadian reference sites. A 15‑minute call with a lab tech
in Calgary or Halifax who has replaced five tongues and three sets of teeth in a semester will save you a surprise.

A practical buying checklist
Map skills to fidelity. List your core airway competencies and select the simplest equipment that can teach
each one well.

Verify compatibility. Test your own blades, scopes, supraglottics, and capnography on the manikin you intend
to buy.

Count consumables. Price lungs, face shields, airways, lubricants, and replacement parts for one to three
years.

Confirm support in Canada. Ask about warranty terms, parts stock, and average repair turnaround times from
the distributor.

Plan storage and travel. Choose cases and materials that handle your climate and transport routine without
degradation.

Implementing airway training with intention
A good manikin does not teach on its own. The sequence matters. Start with position and ventilation on a torso
that rewards correct mask seal and head alignment. Coach learners to sit the patient up a little when possible, use
the ear‑to‑sternal notch cue, and keep an eye on the bag for consistent tidal volumes. Add oral and nasal airways
once the basics are stable.

Introduce supraglottics as a deliberate choice, not a consolation prize. Have the student verbalize indications and
contraindications, choose the size based on weight, prep the device, and troubleshoot leaks. If you have a model
that simulates secretions, add it here to force suctioning before insertion.

Only then move to laryngoscopy. Start with face‑to‑face positioning, hand placement, and blade handling before
you ever look for cords. Use a blade that matches the learner’s hand size and strength. In early sessions, do not
chase fast times. Emphasize slow, controlled motions and recognition of anatomy. Once they can consistently
seat the blade and identify landmarks, introduce the bougie, then the tube. Eventually add the video scope, but
keep one variable changing at a time.

Bring in physiology to close the loop. A simulated desaturation during a prolonged attempt changes behavior. If
your manikin can drop saturation quickly when the bag sits idle, it creates a memorable lesson about limiting
attempts and returning to ventilation. Couple this with capnography to reinforce confirmation habits, tube
security, and post‑intubation sedation where appropriate.

Team training matters too. In the field, nobody manages a tough airway alone. Even in a nursing lab, an
aspiration scenario involves a helper to position, another to manage suction, and a leader to coordinate. A
manikin that tolerates repeated manipulations without constant teardown encourages more realistic
choreography.

Maintenance, infection control, and longevity
The best programs treat their manikins like shared clinical equipment, not props. A few habits make the
difference between a trainer that works smoothly for years and one that grows sticky jaws and cracked lips by
spring break.



Clean after each session. Use manufacturer‑approved wipes or diluted quaternary solutions on external
surfaces. Avoid alcohol on silicone parts, which can dry and crack.

Flush and dry internal airways. If you used simulated secretions, run clean water through the system and air
dry with the mouth open to prevent mold.

Lubricate the right way. Use water‑based lubricant on airways and nasal passages, applied sparingly.
Petroleum products degrade many polymers.

Inspect and replace. Check teeth, lips, airway inserts, and lungs weekly during heavy use. Keep a labeled bin
of spares in the lab for quick swaps.

Store thoughtfully. Keep manikins out of direct sun and extreme temperatures. If they travel in winter, let
them warm to room temperature before use to restore realistic tissue feel.

Consumables are real line items. Prestan lungs run inexpensive enough that you can swap them at every class for
large cohorts. Laerdal airways and skin parts are pricier but durable. Budgeting a few hundred to a couple of
thousand dollars per year for parts on a busy program is realistic, and more for high‑fidelity systems with service
contracts.

Tracking outcomes and proving value
Administrators want to see that simulation time translates into safer care. You can measure that without turning
your lab into a data farm. Track first‑pass success rates on airway stations, average bag valve mask leak scores,
and time to effective ventilation after scenario start. Mix qualitative and quantitative. In debriefs, note whether
learners verbalize oxygenation and confirmation steps consistently and whether their body mechanics improve.

Some programs in Ontario and Alberta have pulled simple numbers into course reviews and seen first‑attempt
success rates on intubation rise from the high 60s to the mid 80s across a semester when deliberate practice
sessions doubled. BLS classes that used feedback‑enabled manikins shaved over‑ventilation rates by half after a
focused module. None of that requires exotic analytics. It needs deliberate design and the right tools.

Edge cases and special populations
A one‑size airway curriculum misses people. Bariatric anatomy changes the game. If you never practice with a
ramped position or a manikin that simulates a thick chest wall and limited neck flexion, your first difficult seal will
be on a real patient. Left‑handed laryngoscopists sometimes fight muscle memory learned from right‑handed
instructors. Give them space to adjust hand positions and try alternative blade approaches.

Pediatrics and neonates are their own discipline. An infant airway has a proportionally larger tongue, a higher,
more anterior larynx, and a floppy epiglottis. If you run NRP in January and do not touch a baby manikin again
until fall, skill decay will show. A small, dedicated infant airway head that lives in the lab and comes out monthly
during open practice hours keeps muscle memory fresher.

Language and interface matter in Quebec and francophone programs. Choose manikins and software that offer
bilingual on‑screen prompts and documentation. Learners train better and safer in their first language, especially
during stress.

Finally, northern logistics deserve a plan. If your gear rides in a pickup two hours on gravel, hard cases with
custom foam are not luxuries. Keep a second set of consumables on site in communities you visit often so a lost
box does not cancel the day.



Where to source and how to negotiate
Canadian academic institutions typically buy through domestic distributors for Laerdal, TruCorp, Gaumard,
Prestan, Nasco Life/form, and CAE. That brings easier warranty service, but it also means you work inside a fixed
catalog and price list. There is room to negotiate on bundles, training, and spare part kits, especially at fiscal year
end. Ask for instructor training credits and on‑site setup for high‑fidelity purchases. For mid‑fidelity airway
trainers, push for a starter pack that includes extra teeth, tongues, and airways at a reduced rate.

Shared procurement through provincial agencies or health authority partners can bring unit prices down. In
British Columbia, post‑secondary buyers sometimes piggyback on health authority contracts for simulation
devices. In Ontario, some colleges coordinate across campuses to stagger purchases and share specialized
trainers for short blocks.

If you need to demonstrate value, factor total cost of ownership over three to five years. A mid‑priced airway
head that takes all your devices, cleans easily, and uses generic lubricants may beat a cheaper unit that eats two
hours of technician time each week.

Bringing it all together
Airway training manikins Canada remain the backbone of hands‑on learning for BLS through advanced airway
management. As part of a broader set of medical simulation equipment Canada, they give learners a safe place
to make mistakes and a realistic feel for the work ahead. Prestan models anchor large BLS cohorts at a cost that
scales. Laerdal manikins Canada, TruCorp, and others cover the spectrum from task trainers to integrated patient
simulators. High‑fidelity CPR manikins, when used alongside real monitors and capnography, let programs
measure and improve ventilation performance with precision.

The better your alignment between learning goals and the gear you buy, the more value you extract from every
hour in the lab. Choose features that matter in the hand, not just on a brochure. Maintain them like clinical tools.
Teach with intention, escalate complexity thoughtfully, and keep an eye on how skills hold up under time
pressure. That is how plastic patients make real ones safer.


