
DESCRIPTION: A liquid antiseborrheic, antifungal 
preparation for topical application.

Each gram of Selseb™ Shampoo contains 22.5 mg 
selenium sulfide, urea, zinc pyrithione, purified water,
edetate disodium, propylene glycol, diazolidinyl urea,
methylparaben, propylparaben, hydroxypropyl methyl-
cellulose, ammonium lauryl sulfate, titanium dioxide,
caprylic/capric triglyceride, D&C yellow #8, FD&C red
#40, chromium oxide greens, citric acid, sodium citrate,
cocamidopropyl betaine, lauramide DEA, magnesium 
aluminum silicate and fragrance.

CLINICAL PHARMACOLOGY: Selenium sulfide appears
to have a cytostatic effect on cells of the epidermis and
follicular epithelium, reducing corneocyte production.

PHARMACOKINETICS: The mechanism of action of 
topically applied selenium sulfide is not yet known.

INDICATIONS AND USAGE: A liquid antiseborrheic,
antifungal preparation for the treatment of seborrheic
dermatitis of the scalp, dandruff and tinea versicolor.
Urea hydrates and is useful for conditions such as dry
scalp.

CONTRAINDICATIONS: Contraindicated in persons
with known or suspected hypersensitivity to any of the
listed ingredients.

WARNINGS: For external use only. Not for ophthalmic
use. DO NOT USE ON BROKEN SKIN OR INFLAMED
AREAS. If allergic reaction occurs, discontinue use.
Avoid contact with eyes, genital areas and skin folds, as
irritation and burning may result. These areas should be
thoroughly rinsed with water after application. 

PRECAUTIONS: This medication is to be used as direct-
ed by a physician. Not to be used when inflammation or
exudation is present as increased absorption may occur.

CARCINOGENESIS: Dermal application of 25% and 50%
solutions of 2.5% selenium sulfide lotion on mice over an
88-week period indicated no carcinogenic effects.

USE IN PREGNANCY: CATEGORY C. Animal reproduc-
tion studies have not been conducted with Selseb™. 
It is also not known whether Selseb™ can cause fetal
harm when applied to the body surfaces of a pregnant
woman or can affect reproduction capacity. Under 
ordinary circumstances, Selseb™ should not be used by 
pregnant women. 

NURSING MOTHERS: It is not known whether or not
this drug is secreted in human milk. Because many drugs
are secreted in human milk, caution should be exercised
when Selseb™ is administered to a nursing woman.

PEDIATRIC USE: Safety and effectiveness in children
have not been established. 

ADVERSE REACTIONS: In decreasing order of 
severity: skin irritation; occasional reports of increase 
in normal hair loss; discoloration of hair (can be avoided
or minimized by thorough rinsing of hair after treatment).
As with other shampoos, oiliness or dryness of hair and
scalp may occur.

OVERDOSAGE: No documented reports of serious 
toxicity in humans resulting from acute ingestion of
Selseb™. However, acute toxicity studies in animals
suggest that ingestion of large amounts could result in
potential human toxicity. Evacuation of the stomach 
contents should be considered in cases of acute oral
ingestion. 

DOSAGE AND ADMINISTRATION: For seborrheic 
dermatitis and dandruff: Generally 2 applications each
week for 2 weeks will control symptoms. Subsequently,
shampoo may be used less frequently – weekly, 
every 2 weeks, every 3 to 4 weeks or as directed by 
a physician. Should not be applied more frequently 
than necessary to maintain control.

For tinea versicolor: Apply to affected areas and lather
with a small amount of water. Allow product to remain 
on skin for 10 minutes, then rinse thoroughly. Repeat 
procedure once a day for seven days or as directed by a
physician.

HOW SUPPLIED: Selseb™ (Selenium Sulfide 2.25%)
Shampoo is supplied in 180 mL bottles, NDC 10337-500-10.

Store at controlled room temperature 15˚- 30˚ C (59˚- 86˚ F).
Protect from freezing.

KEEP THIS AND ALL MEDICATIONS OUT OF THE
REACH OF CHILDREN.
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“What do you discuss at office
meetings?” a colleague
wrote me recently. “We

used to hold them monthly, and I never
thought we accomplished anything. So
now we don’t bother anymore.”

It’s a comment I hear fairly often. Doc-
tors and employees alike frequently dread
staff meetings. Four com-
mon complaints about them
are: Too much time is spent
dwelling on trivia with no
time left to address impor-
tant problems; any impor-
tant issues that do get cov-
ered are seldom if ever
resolved; no one acts on any
constructive suggestions
made; and all too often they
degenerate into petty gripe
sessions. The problem,
though, is not with meetings
themselves, but with im-
proper (or complete lack of ) planning.
Avoiding meetings is not the answer;
structuring them effectively is.

First, call meetings only when necessary.
No rule says you must have one every

month if there are no issues worth meet-
ing about, or that you must wait until the
next month if an urgent problem arises. My
office manager keeps a list of “meeting top-
ics” contributed by everyone in the office.
When she accumulates enough to war-
rant a meeting (from three to six, depend-
ing on their complexity), she calls one.

She then prepares an agen-
da, ranking the topics of dis-
cussion in order of impor-
tance, and determines
whether the meeting will re-
quire attendance by the en-
tire staff or certain sub-
groups only. I am a firm
believer in including at least
one “positive” item in every
agenda. Most meetings are
grim affairs that deal exclu-
sively with problems needing
fixing, and that contributes
significantly to the hatred

most people have for them. Positive items
may include recognition of specific pro-
fessional or personal achievements, dis-
plays of photos of new babies or pets, ex-
amples of positive patient feedback, etc.

The agenda should be typed and dis-
tributed in advance of the meeting to all
staff members who will be expected to at-
tend it, to allow them time to prepare
questions, comments, and suggestions.

Put the phones on service. Order in
lunch if the meeting is at lunchtime, re-
freshments if not. Start on time. Waiting
for latecomers penalizes those who have
been courteous enough to be prompt. Stay
on time and end on time.

The primary objective of the meeting it-
self should be to follow a well-planned
agenda. Assign someone to keep everyone
on track and make sure all agenda items
are addressed. 

Someone else should take notes sum-
marizing each agenda item, any and all
suggestions for resolving the issues raised,
and proposed strategies for implementing
those suggestions.

Allocate a specific amount of time for
each item. A common problem is failure
to get through the entire agenda. Stay on
track, and don’t get stuck on any one
problem. If you can’t resolve an issue in
the allotted time, make a note to contin-
ue discussion at the next meeting, or ap-

point a “task force” to study the problem
and report back at the next meeting.

All of the above is for naught, however,
without follow-up. Within a day or 2 of the
meeting, your manager should distribute a
written follow-up document outlining the
agenda items covered, proposed solutions,
tasks assigned toward accomplishing those
solutions, and deadlines for each task.

This last is most important. Someone
once wrote, “a task without a deadline is
only a discussion.” Without a completion
date in mind, the assignment may never
even begin. A deadline emphasizes not
only the importance, but also the urgency

of the action that needs to be taken.
Running well-structured, effective meet-

ings is a bit difficult at first, but the more
you do it the easier it gets. And it provides
a good foundation for a policy of open and
honest communication that is a vital part
of any efficient practice. ■
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Many Group Practices Stand

By Their Trusty Paper Records
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Most group practices are still using pa-
per medical records and charts, ac-

cording to preliminary results from a sur-
vey by the Medical Group Management
Association.

“Paper is still the dominant mode of
data collection,” William F. Jessee, M.D.,
president and CEO of the Medical Group
Management Association (MGMA) said in
a webcast sponsored by the group.

But the scale is tipping, he said. About
20% of group practices report that they
have an electronic health record of some
kind. In addition, 8% have a dictation and
transcription system for physician notes,
combined with a document imaging
management system for information re-
ceived on paper. 

“We’re seeing a steady movement to-
ward a paperless office,” Dr. Jessee said.

The preliminary findings are based on
responses from about 1,000 group prac-
tices that responded to an electronic ques-
tionnaire. The second stage of the survey
will include mailing more than 16,000
printed questionnaires to a sample of
group practices across the country. Com-
plete results from the survey are expected
this spring. 

The survey is part of a contract from the
Agency for Healthcare Research and Qual-
ity to MGMA’s Center for Research and
the University of Minnesota. The pur-
pose of the contract is to provide a base-
line that describes the use of new infor-
mation technologies in medical groups. 

Some of the challenges physicians face
in making the transition to an electronic
health record include knowing which
product to buy, how to go about buying
it, and how to implement the system, said
David Brailer, M.D., national health in-
formation technology coordinator for the
Department of Health and Human Ser-
vices.

“Many groups stumble at every point
along the way,” Dr. Brailer said.

The private industry is working to cre-
ate a voluntary certification process for
electronic health record products. 

The American Health Information Man-
agement Association, the Healthcare In-
formation and Management Systems So-
ciety, and the National Alliance for Health
Information Technology have formed a
nonprofit group—the Certification Com-
mission for Healthcare Information Tech-
nology—that is planning to pilot a first-
step certification process this summer. 

Dr. Brailer also plans to explore inter-
operability issues. It’s not enough to have
every practice using an electronic health
record, he said, they also have to be able
to share data with other providers and in-
stitutions. 

HHS has already asked the industry for
comments on how to design a mechanism
that would allow physicians and other
health care providers to share information
across the health care system. 

The agency is now reviewing the more
than 500 responses on how to address the
legal, economic, privacy, and technical
concerns involved in creating an interop-
erable system, Dr. Brailer said. ■


