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Introduction
A brain tumour occurs when abnormal cells form within the 
brain. There are two main types of tumours: cancerous tumours 
and benign tumours. These can be further classified as primary 
tumours which start within the brain and secondary tumours 
which most commonly have spread from tumours located 
outside the brain known as brain metastasis tumours. All types 
of brain tumours may produce symptoms that vary depending 
on the size of the tumour and the part of the brain that is 
involved. Where symptoms exist they may include headaches, 
seizures, problems with vision, vomiting and mental changes. 
Other symptoms may include difficulty walking, speaking, 
with sensations, or unconsciousness [1].

The cause of most brain tumours is unknown. Uncommon 
risk factors include exposure to vinyl chloride, Epstein–
Barr virus, ionizing radiation, and inherited syndromes such 
as neurofibromatosis, tuberous sclerosis, and von hippel-
lindau disease. Studies on mobile phone exposure have not 
shown a clear risk. The most common types of primary 
tumours in adults are meningiomas and astrocytoma’s such 
as glioblastoma. In children, the most common type is a 
malignant medulla blastula. Diagnosis is usually by medical 
examination along with Computed Tomography (CT) or 
Magnetic Resonance Imaging (MRI). The result is then often 
confirmed by a biopsy. Based on the findings, the tumours are 
divided into different grades of severity [2].

Treatment may include some combination of surgery, 
radiation therapy and chemotherapy. If seizures occur, 
anticonvulsant medication may be needed. Dexamethasone 
and furosemide are medications that may be used to decrease 
swelling around the tumour. Some tumours grow gradually, 
requiring only monitoring and possibly needing no further 
intervention. Treatments that use a person's immune system 
are being studied. Outcomes for malignant tumours vary 
considerably depending on the type of tumour and how far it 
has spread at diagnosis. Although benign tumours only grow 
in one area, they may still be life-threatening depending on 
their size and location. Malignant glioblastomas usually have 
very poor out comes while benign meningioma’s usually have 
good outcomes. The average five-year survival rate for all 
brain cancers [3].

Secondary or metastatic brain tumours are about four times 
as common as primary brain tumours with about half of 
metastases coming from lung cancer. Primary brain tumours 

occur in around people a year globally, and make up less than 
of cancers. In children younger than brain tumours are second 
only to acute lymphoblastic leukemia as the most common 
form of cancer. In Australia, the average lifetime economic 
cost of a case of brain cancer is $1.9 million, the greatest of 
any type of cancer.

The signs and symptoms of brain tumours are broad. People 
may experience symptoms regardless of whether the tumour 
is benign or cancerous. Primary and secondary brain tumours 
present with similar symptoms, depending on the location, 
size, and rate of growth of the tumour. Larger tumours in the 
frontal lobe can cause changes in the ability to think. However, 
a smaller tumour in an area such as wernicke’s area can result 
in a greater loss of function. Headaches as a result of raised 
intracranial pressure can be an early symptom of brain cancer. 
However, isolated headache without other symptoms is rare, 
and other symptoms including visual abnormalities may 
occur before headaches become common. Certain warning 
signs for headache exist which make the headache more 
likely to be associated with brain cancer headache causing 
awakening from sleep, new headache in the older population, 
progressively worsening headache, atypical headache features 
or patients who do not fulfill the strict definition of migraine. 
Other associated signs are headaches that are worse in the 
morning or that subside after vomiting [4].

Mind disease is perhaps of the most destructive malignant 
growth, with an exceptionally low endurance rate. By 
understanding the variables that lead to malignant growth 
spreading, professionals can focus their endeavors on giving 
the best treatment, and they can change the treatment plan as 
the need might arise. Likewise, knowing the probability of 
a patient's endurance throughout a predetermined time span 
can empower them to settle on informed conclusions about 
changing their schedules, future speculations, and other 
wellbeing related choices. The utilization of information 
driven models in malignant growth research has acquired 
expanded notoriety throughout the course of recent many 
years. Besides, there is still a lot of vulnerability encompassing 
the variables that add to endurance of malignant growth 
making it challenging to foster a model. The current writing 
on cerebrum disease contains an assortment of AI models. Be 
that as it may, a large number of them miss the mark on serious 
level of precision, and, in clinical examination, exactness is 
vital for the legitimate direction of treatment [5].
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