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Field Activity Paper
Part I: Advance Health Care Directive.
 Advanced Health Care Directive illustrates a legal document that enables an individual to plan for as well as communicate the end-of-life wishes if the person is not in a position to communicate a living will in addition to a healthcare power of attorney. The selected advance health care directive is “CALIFORNIA Advance Directive Planning for Important Health Care Decisions” obtained from the website of the Caring Info via www.caringinfo.org. The primary intent of this organization is to encourage health care consumer’s engagement to improve care at the end of life (Caring Info, 2018). The selected advanced directive (AD) illustrates direct compliance to state law of California, that is, the End of Life Option Act. California state law allows terminally ill adult patients with the capacity to come up with accurate medical decisions to be prescribed an aid-in-dying medication if the outstanding conditions are met.   
The AD of California works by encouraging people to make highly informed decisions regarding end-of-life care and services. Through the nation’s community engagement campaign, the AD enables people to learn about varied options for end-of-life services and care. The campaign encourages people to implement plans to ensure that their wishes are honored and that they voice decisions to family, friends, and healthcare givers (Caring Info, 2018). It also enables people to engage in personal or community efforts to improve end-of-life care. For every Californian to enjoy services under the legal document (California Advance Health Care Directive), he or she must complete the five major parts of the AD. At first, one is required to define a power of attorney for health care designation. The individual must provide personal guidelines by stating his or her state’s living will, which may come in effect when a specific condition arises. The other step entails the declaration of personal wishes regarding organ donation. The AD holder is also required to designate a physician to have primary responsibility for his or her health care (Pozgar, 2016). Lastly, one must provide a signature and witnessing provisions so that the documents will be effective. The Californian AD also outlines the role of physicians and other health caregivers in the context for giving the end of life care for a patient who has already subscribed to the policy. As evident, the California Advance Health Care Directive serves as a roadmap to successful patient care based on the principle of patient’s autonomy in addition to other ethical considerations.
It was very hard to complete the AD. I was able to define a power of attorney for health care by naming the individual who would be suitable for making health care decision in case I am unable to meet such a decision. The form informed comes about when the agent’s authority becomes effective in addition to the agent’s obligations. It gave the understanding that the AD is meant for the end of life decisions and not to prolong the life of an individual. The form guided me to state my feelings, wishes, and my interests regarding the donation of organs.
Part II: Physician Orders for Life-Sustaining Treatment (POLST) Form
According to Washington State Hospital Association, Physician Orders for Life-Sustaining Treatment (POLST) Form is a technical tool that effectively communicates the wishes of the terminally ill patient to limit life-sustaining medical treatment as he moves from one care setting to another (Thomas & Sabatino, 2017). The form illustrates that there is a tremendous amount of emotions involved when it comes to time to define what type of care the patient wants to be ordered by his or her physician in preparation for possible life-threatening medical events. Overall, the POLST form facilitates the entire decision making process. 
A POLST form should be completed when a terminally ill patient makes the request to be assisted to die, but after a thorough clinical estimation that the patient is not able to last more than six months or a year due to the resulting illness (Pozgar, 2016). Both forms define a third party, that is a surrogate decision-maker who is capable of making a rational decision regarding the patient’s life but with strict regulation of the attached guidelines. The POLST form is completed by a qualified health care professional in conversation with the patient (Thomas & Sabatino, 2017). Notably, a POLST form comes out as a medical order, and it must be signed by health care professionals to remain valid. However, in most states, the patient or any appointed surrogate is required to sign the form. The attending physician’s signature on the POLST is essential since it serves as a tool for validation and hence making it a legal document. 
Part III: Summary and Conclusion
Analytically, there exists a greater correlation amid the Advance Health Care Directive and a POLST form in that they all show empathy and compassion to the terminally ill patients. They pave the way for legal documentation of measures which should be put in place to address the risks for addressing the end-of-life related diseases. AD is meant to be completed by an individual, whether in good health or not while the POLST form is completed when the patient is terminally ill (Butts, 2016). From another point of view, a POLST form gains validation immediately after it has been signed by a health care professional while the AD becomes effective sooner after the patient becomes incapable of making a worthwhile decision regarding his end of life. 
Registered nurses are the closest companions for every patient and hence they play a bigger role in ensuring patients safety, confidentiality, and adherence to the principle of patient autonomy. As evident, health care professionals are only required to provide effective care for the patient based on their will and wishes. In this case, registered nurses are required to monitor and countercheck the patient’s AD based on the patient’s wishes and preferences which were defined and documented when the patient was in a position to make rational decisions (Butts, 2016). The RN is also mandated to advocate for the patient’s autonomy by making sure that the health care professionals have respect to a power of attorney, which again defines the role of a surrogate decision-maker. RNs also stand a chance to educate patients regarding the probable alternatives for health care before subscribing to the end of life choice.
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