
© 2025 European Society of Medicine 1 

 

 
 
 
 
 
 

 

 
1Professor, University of Cape Town 
2Emeritus Professor, University of 
Pretoria 
3Specialises in UK Health Care 
4Professor, University of South Africa 
5Author, Lauren Dickason case 
6Late Emeritus Professor, University 
of South Africa 
7Professor Emeritus of Psychiatry at 
the State University of New York Health 
Science Center in Syracuse, New York 
 

OPEN ACCESS 
 
PUBLISHED 
31 October 2025 
 
CITATION 
Burchell, J., et al., 2025. Aspects 
of the Insanity Defence in South 
Africa and New Zealand: The 
Case of Lauren Dickason. Medical 
Research Archives, [online] 13(10).  
https://doi.org/10.18103/mra.v1
3i10.6954 
 
COPYRIGHT 
© 2025 European Society of 
Medicine. This is an open- access 
article distributed under the terms 
of the Creative Commons 
Attribution License, which permits 
unrestricted use, distribution, and 
reproduction in any medium, 
provided the original author and 
source are credited.  
 

DOI 
https://doi.org/10.18103/mra.v1
3i10.6954 
 

ISSN 
2375-1924

 

 
 
 
 
 

 
 

 
ABSTRACT 
This article examines the insanity defence in South Africa and New Zealand 
through the lens of the widely publicised case of R v Dickason. In September 
2021, Mrs Lauren Dickason killed her three daughters in Christchurch, New 
Zealand, and raised a plea of insanity, which was rejected, leading to her 
conviction for murder. Against this factual backdrop, the article explores 
the concept of mental illness from both a clinical and legal perspective, 
tracing its definitions, diagnostic classifications, and relevance for criminal 
responsibility. The discussion highlights similarities and differences in the 
development and application of the insanity defence in the two jurisdictions, 
with reference to leading statutory provisions and case law. By situating the 
Dickason case within these frameworks, the article illustrates the challenges 
courts face in reconciling psychiatric evidence with legal standards of 
culpability and responsibility and reflects on the limits of criminal law in 
addressing offences committed under conditions of severe mental illness. 
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1. Introduction 
Burchell1 explains that mental illness may deprive 
persons of the capacity to appreciate the unlawfulness 
of their conduct. It may also deprive them of the 
capacity to control their conduct. A person who 
suffers from a mental illness that has such an effect 
is said - in legal terms - to be insane . The mentally 
ill, however, are a distinct subgroup within the penal 
system.2 The underlying premise of the insanity 
defence is that insane persons  are the victims of an 
affliction that causes them to behave in an abnormal 
manner, which is beyond their control. To be fair they 
cannot be blamed for their conduct while afflicted by 
the illness. The test for capacity is entirely subjective,3 
for example, relating to the capacity of the particular 
accused person who is alleged to be insane .4 

 

The scope and purpose of this article is to discuss 
certain aspects of the insanity defence in South 
Africa and New Zealand with reference to the case 
of Mrs Lauren Dickason. Further reference is made 
to the classification of mental illness, the concepts 
of mental illness in a legal and clinical context and 
a discussion of the Lauren Dickason case. Due to the 
fact that it is an article of limited scope, only certain 
aspects are touched upon. For a more detailed 
discussion, see the sources referred to in endnote 
4 and more sources referred to throughout this 
article. 
 

The following research methodologies are employed: 
A literature study of the Constitution, statutes, and 
case law as primary sources of law is followed. In 
addition, textbooks and writings of authors as 
secondary sources of law are utilised. Other sources 
include the internet and electronic databases. 
  
2. The facts of the Dickason case 
On 16 September 2021, the unthinkable happened. 
Lauren Anne Dickason, a South African immigrant, 
murdered her three daughters, 6-year-old Liané, 
and 2-year-old twins Maya and Karla at her home in 
Timaru, New Zealand.5 After admitting to killing her 
children, she went under trial, denying that it was 
murder, but instead pleaded insanity or infanticide. 

She was found guilty of murdering her three children 
on 16 August 2023 and was sentenced on 26 June 
2024 to 18 years in prison with the possibility of 
parole within six years.6 She will first be transferred 
to a mental institution due to her ill mental condition. 
Lauren s husband, Graham Dickason, is an 
orthopaedic surgeon and Lauren was a part-time 
surgeon assistant to him after her first baby died. 
Lauren experienced multiple fertility struggles; to 
have her children, she had IVF done seventeen times 
and needed donor eggs in the end.7 In 2013, she had 
her first child, named Sarah, who had to be born 
after 18 weeks of pregnancy.8 She died shortly after. 
Lauren was diagnosed with a major depression 
order with underlying anxiety  in 2015, that was linked 
to postpartum depression caused by the loss of 
Sarah. She reportedly experienced flashbacks of the 
loss of her child, sleep difficulties, crying, suicidal 
thoughts, panic attacks, restlessness, detached 
feelings, and intrusive thoughts.9 

 
In May 2019, Lauren saw a psychiatrist after 
experiencing homicidal thoughts towards her 
children. This episode had been triggered after she 
and her nanny struggled with putting her twins to 
bed. Lauren has spoken about Karla being a difficult 
child, saying that Karla lashed out often, slapped 
and bit her.10 Without consulting her doctor, Lauren 
stopped taking her antidepressant medication in 
March 2021 but subsequently resumed her medication 
regime in August 2021. Lauren experienced thoughts 
about harming and killing her children. She confided 
in her husband Graham, who reacted with anger 
and convinced her to resume her antidepressant 
medication. She continued to experience homicidal 
thoughts following a foot surgery but did not 
disclose them since she feared it would affect their 
immigration plans.11 
 
In August 2021, Lauren experienced thoughts about 
using cable ties to asphyxiate her children after 
witnessing her husband and the girls playing with 
cable ties in the family garage. The incident occurred 
two weeks before the family emigrated to New 
Zealand. Lauren became withdrawn and 



Aspects of the Insanity Defence in South Africa and New Zealand: The Case of Lauren Dickason 

© 2025 European Society of Medicine 3 

communicated less and cried frequently.12 During 
testimony, her mother Wendy recalled that her 
mental condition deteriorated during that period, 
and she had experienced significant weight loss. 
Following two weeks in managed isolation, the 
Dickason family arrived in Timaru on 11 September 
2021, five days before the children died. Lauren was 
unhappy during her time in Timaru, taking issue 
with the appearance of the town's residents and 
describing local rental accommodation as small, 
disgusting and creepy . These issues led her to regret 
emigrating to New Zealand.13 According to defence 
experts, she became fixated on these issues to the 
point that they became delusions reinforced by her 
depression. The night of the murders Graham went 
out with colleagues, leaving Lauren alone with the 
children. After gathering the children in a bedroom, 
she told them they were going to make necklaces 
with cable ties and tricked them into wearing the ties 
around their necks. Lauren then asphyxiated the 
children, starting with Kayla and then Liané and Maya. 
Dickason told police officers that Kayla had been 
really horrible  to her recently and that Liané had 
fought back.14 

 
Since the children were still breathing, Lauren then 
smothered them with a towel and their blankets. 
Afterwards, she tried to commit suicide with a knife 
and by taking pills. The children s bodies were 
discovered in their beds by Graham after coming 
back home from the work event. On 18 September, 
Lauren appeared in the Timaru District Court and 
was later remanded to a forensic psychiatric ward 
at Christchurch's Hillmorton Hospital. She was later 
placed in a hospital psychiatric unit. At Hillmorton 
Hospital, she was interviewed by five forensic 
psychiatrists and psychologists for 53 hours.15 Three 
of them, Hatters-Friedman, Barry-Walsh and Metoui, 
believed she was severely mentally unwell and could 
claim a defence based on insanity. The two others, 
Monasterio and McLeavey believed that she killed 
her children out of anger and control, including not 
wanting to let another woman parent her children 
if she either died and Graham remarried.16  
 

The question was if Mrs Dickason could plead 
insanity and whether such defence could succeed. 
Before continuing with her case, the concept of the 
defence of insanity in South Africa and New-
Zealand is now discussed to serve as a background 
to her circumstances.  
 

3. The concept of mental illness  
 

3.1 MENTAL ILLNESS IN A CLINICAL AND LEGAL 
CONTEXT 
 

Mental illness in a clinical context is defined as: 17 
 a clinically significant behavioural or 

psychological syndrome or pattern that occurs 
in an individual and that is associated with 
present distress (for example a painful symptom) 
or disability (for example impairment in one or 
more important areas of functioning) or with a 
significantly increased risk of suffering death, 
pain disability, or an important loss of freedom. 
In addition, this syndrome or pattern must not be 
merely an expectable and culturally sanctioned 
response to a particular event, for example, 
the death of a loved one. Whatever its original 
cause, it must currently be considered a 
manifestation of a behavioural, psychological, or 
biological dysfunction in the individual. Neither 
deviant behaviour (for example, political, 
religious, or sexual) nor conflicts that are primarily 
between the individual and society are mental 
disorders unless the deviance or conflict is a 
symptom of a dysfunction in the individual   

 

Mental illness is a disorder (or a disease) of the mind 
that is judged by experts to interfere substantially 
with a person's ability to cope with the demands of 
life on a daily basis. It can profoundly disrupt a 
person's thinking, feeling, moods and ability to relate 
to others. Mental illness is manifested in behaviour 
that deviates notably from normal conduct. The 
landmark analysis of mental illness by the United 
States surgeon general states that it is "the term that 
refers collectively to all diagnosable mental disorders".  
However, according to Bartol the word "illness" 
encourages us to look for etiology, symptoms and 
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cures and to rely heavily on the medical profession 
both to diagnose and to treat. It further encourages 
us to excuse the behaviour of persons plagued with 
the "illness". The term mental disorder need not imply 
that a person is sick, to be pitied, or even necessarily 
less responsible for his or her actions. 
 

Mental illness in a legal context is defined as:18  
 a positive diagnosis of a mental health 

related illness in terms of accepted diagnostic 
criteria made by a mental health practitioner 
authorised to make such diagnosis.19 

 

3.2 CLINICAL ASPECTS OF MENTAL ILLNESS 
Mental or psychiatric illness is a vast subject, 
however, one which is of great importance in legal 
matters, particularly those with regard to medical 
law, criminal law and the law of delict. The various 
conditions range from a mild anxiety state to which 
we are all prone - the full blown-picture of insanity. 
Compartmentalising of mental illness is difficult but 
can be explained under the headings of anxiety 
disorders; psychoneurosis and psychosis, which is 
divided into functional psychosis (including bipolar 
disorder and schizophrenia) and the organic types 
of psychosis. In addition to frank psychiatric illness, 
one must also consider personality disorders, for 
example antisocial personality disorder. These 
disorders are disorders of the mind that interfere 
substantially with a person's ability to cope with life 
on a daily basis. 
 

Forensic psychiatry operates at the interface of two 
disparate disciplines, namely law and psychiatry. 
Although most cases in forensic psychiatric practice 
produce little conflict, functioning at the interface 
of these two disciplines can lead to confusion and 
ethical dilemmas. Forensic psychiatry can be defined 
as follows:  
 

Forensic psychiatry is a subspecialty of psychiatry 
in which scientific and clinical expertise is applied 
to legal issues in legal contexts embracing civil, 
criminal, correctional or legislative matters; forensic 
psychiatry should be practiced in accordance with 
guidelines and ethical principles enunciated by the 
profession of psychiatry. 

Most forensic psychiatrists do not see themselves 
as functioning outside of their medical and psychiatric 
roles. They see themselves (and probably generally 
are perceived) as utilising their medical and psychiatric 
skills and techniques.  Controversy exists regarding 
to whom the forensic psychiatrist owes a duty. This 
problem is part due to the fact that a standard 
doctor-patient relationship does not apply. Stone 
believes that psychiatry enters an ethical morass 
when it leaves the clinical situation as in the case of 
forensic psychiatry.  
 

4. System of classification of mental 
illness 
Diagnosis and classifications in psychiatry have 
undergone tremendous changes in the last 40 years. 
Before the 1950's, diagnoses were not only unreliable 
but even had meanings that varied considerably 
across the world. By the end of that decade, anti-
psychiatrists , including Laing,20 and Szasz21 had 
started to suggest that diagnoses and classifications 
in psychiatry should be abandoned, together with 
the concept of mental illness.22 In the 1960's, the 
World Health Organization instigated a world-wide 
programme aimed at improving diagnosis and 
classification of mental disorders, fostering research 
into the reliability of diagnosis and classification. The 
mental health section of the International Classification 
of Diseases is currently in its 11th edition (ICD-11). 
The American Psychiatric Association developed its 
own classificatory system, the Diagnostic and Statistical 
Manual of Mental Disorders (DSM); the current 
classification, DSM-5-TR,23 was published in 2000.24 

 

An examination of a person with psychiatric or 
psychological problems begins with the attempt to 
recognise the individual pattern of symptoms and 
experiences that leads to the establishment of a 
specific psychiatric diagnosis. This diagnosis should 
be expressed in a particular nomenclature according 
to a recognised classification system. The fundamental 
purpose of diagnosis and classification in medicine 
is to define a group of discrete disease entities, each 
of which is characterised by a distinct pathophysiology 
and / or aetiology. However, for most psychiatric 
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diseases the approach is based more on 
phenomenology than pathophysiology or aetiology.25  
 

The two main current systems of classification in 
South Africa are the ICD-11 and the DSM-5.26 It is 
important to note that there are textual differences 
between ICD-11 and DSM-5, but according to treaties 
between the United States of America and the World 
Health Organization, the diagnostic code numbers 
must be identical to ensure uniform reporting of 
national and international psychiatric statistics.27 
ICD-11 is a uniaxial system, which attempts to 
standardise by using descriptive definitions of the 
syndromes and operational criteria, as well as 
producing directives on differential diagnosis. DSM-
5 is a multiaxial system, which relies on operational 
criteria, rather than descriptive definitions. It states 
which symptoms need to be present (often quantifying 
their number and requiring a specific length of time 
for symptoms to be present) as well as exclusion 
criteria.28   
 

A multiaxial system involves an assessment on several 
axes, each of which refers to a different domain of 
information that may help the clinician plan treatment 
and predict outcome.29 The use of the multiaxial system 
facilitates comprehensive and systematic evaluation 
with attention to the various mental disorders and 
general medical conditions, psycho-social and 
environmental problems as well as the level of 
functioning that might be overlooked if the focus 
were on assessing a single presenting problem.30 
 

5. The insanity defence in South 
Africa  
 

5.1 THE HISTORY OF THE INSANITY DEFENCE  
The exemption of the mentally ill person from full 
criminal punishment dates back to at least the 
Code of Hammurabi.31 Children, because of the 
innocence of their intentions, and the mentally ill, 
because of the nature of their misfortune, were 
excused from punishment under the Lex Cornelia. 
In the matter of legal responsibility or culpability for 
wrongdoing, the Roman law followed a principle 
stated in one of the opinions of Paulus, namely that 

a mentally ill person, like an infant, was incapable of 
malicious intent and the will to insult. Accordingly, 
he was considered immune from any action for 
damages.32  
 
The modern insanity defence was born in 1843. 
The M'Naghten Rules (also spelled McNaughton) 
were the first serious attempt to codify and rationalise 
the attitude of criminal law toward a mentally ill 
accused. These rules arose from the attempted 
assassination of the British Prime Minister, Robert 
Peel, in 1843 by Daniel M'Naghten. M'Naghten 
shot Minister Peel's secretary, Edward Drummond, 
who died five days later. The medical evidence was 
in substance this: That persons of otherwise sound 
mind, might be affected by morbid delusions: that 
the prisoner was in that condition: that a person so 
labouring under a morbid delusion, might have a 
moral perception of right and wrong, but that in the 
case of the prisoner it was a delusion which carried 
him away beyond the power of his own control, and 
left him no such perception; and that he was not 
capable of exercising any control over acts which had 
a connection with his delusion: that it was of the 
nature of the disease with which the prisoner was 
affected, to go on gradually until it had reached a 
climax, when it burst forth with irresistible intensity: 
that a man might go on for years quietly, though at 
the same time under its influence, but would all at 
once break out into the most extravagant and violent 
paroxysms. Hereafter, the House of Lords instructed 
a panel of judges, presided over by Sir Nicolas 
Conyngham Tindal, Chief Justice of the Common 
Pleas, to set down guidance for juries in considering 
cases where an accused pleads insanity. The rules 
formulated as M Naghten s Case 1843 10 C & F 
200 have been a standard test for criminal liability 
in relation to mentally ill defendants in common law 
jurisdictions ever since, with some minor adjustments. 
When the tests set out by the Rules are satisfied, 
the accused may be adjudged not guilty by reason 
of insanity  and the sentence may be a mandatory or 
discretionary (but usually indeterminate) period of 
treatment in a secure hospital facility, or otherwise at 
the discretion of the court (depending on the country 
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and the offence charged) instead of a punitive 
disposal. The M'Naghten rules are sometimes referred 
to as the right and wrong test .33  
 

5.2 THE INSANITY DEFENCE IN SOUTH AFRICA34 
 

5.2.1 Fitness to stand trial 
Since 1977 the defence of insanity has been governed 
by statute.35 In terms of section 77 of the Criminal 
Procedure Act, an accused who suffers from mental 
illness or defect may as a result not be fit to stand 
trial.36 The enquiry into the capacity of the accused 
to understand the nature of the trial process is seen 
as a preliminary issue that has to be finalised before 
the issue of criminal responsibility for the conduct 
is examined. Burchell37 argues that this approach can 
severely prejudice an accused who has a defence 
to the charge or where the State has a weak case 
against him or her. The Criminal Matters Amendment 
Act38 addressed this problem. Section 3(b) of this 
Act provides that the court may order that such 
evidence be placed before the court so as to 
determine whether the accused committed the act. 
This enquiry can be initiated by the prosecution, 
the defence or by the court of its own accord. The 
court usually relies on medical evidence and must 
be satisfied that there is a reasonable suspicion that 
the accused lacks the capacity to appreciate the 
nature of the trial proceedings or to conduct a 
proper defence.39 Such capacity to understand can 
be challenged at any stage of the proceedings.40 
 

5.2.2 The test to determine criminal responsibility 
If the defence of insanity is raised, the test to 
determine the accused's criminal responsibility must 
be applied. This test is set out in section 78(1) of the 
Criminal Procedure Act.41 Section 78(1) reads as 
follows: 
 

A person who commits an act or makes an omission 
which constitutes an offence and who at the time 
of such commission or omission suffers from a 
mental illness or intellectual disability which makes 
him or her incapable  
 

(a) Of appreciating the wrongfulness of his or  
her act or omission; or 

 

(b) of acting in accordance with an appreciation 
of the wrongfulness of his or her act or 
omission, shall not be criminally responsible 
for such act or omission. 

 

It is clear from the content of section 78(1) that the 
words an act which constitutes an offence  do not 
refer to an offence for which the accused is liable, but 
only to an act which corresponds to the definitional 
elements of the relevant crime. 
 

It is important to note that since the decision of the 
court depends on the facts and the medical evidence 
of each case, Rumpff JA stated in S v Mahlinza42 that 
it is impossible and dangerous to attempt to lay 
down any general symptom by which a mental illness 
could be recognised as a mental disease  or defect . 
Therefore, for the purposes of the insanity defence 
in South Africa, there is no formal definition of mental 
illness. However, the court held in S v Stellmacher43 
that in order to constitute a mental illness or defect 
it must at least consist in: [A] pathological disturbance 
of the accused s mental capacity and not a mere 
temporary mental confusion which is not attributable 
to a mental abnormality but rather to external stimuli 
such as alcohol, drugs or provocation. 44 Furthermore, 
every person is presumed not to suffer from a mental 
illness or mental defect so as not to be criminally 
responsible in terms of section 78(1), until the 
contrary is proved on a balance of probabilities.45 
Whenever the criminal responsibility of an accused 
with reference to the commission of an act or an 
omission which constitutes an offence is in issue, 
the burden of proof with reference to the criminal 
responsibility of the accused shall be on the party 
who raises the issue.46 

 

In terms of section 78(2), if it is alleged at criminal 
proceedings that the accused is by reason of mental 
illness or mental defect or for any other reason not 
criminally responsible for the offence charged, or if 
it appears to the court at criminal proceedings that 
the accused might for such a reason not be so 
responsible, the court must in the case of an allegation 
or appearance of mental illness or mental defect, 
and may, in any other case, direct that the matter 
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be enquired into and be reported on in accordance 
with the provisions of section 79.47  
 

In the case of S v Kavin,48 Kavin was charged on 
three counts of murder. He took a gun one evening 
and shot his wife and two children. When his sister 
asked him what was going on, he replied that it was 
only a car backfiring. His defence was one of insanity. 
An inquiry in terms of section 78 of the Criminal 
Procedure Act was held. Kavin suffered from severe 
reactive depression super-imposed on a type of 
personality disorder displaying immature and 
unreflective behaviour. In the opinion of Dr Shubitz 
and Dr Garb it produced a state of dissociation. Both 
these psychiatrists as well as Prof Bodemer agreed 
that Kavin could not act in accordance with an 
appreciation of the unlawfulness of his act. They based 
their opinion on the basis of progressive depression. 
He was therefore not regarded as being criminally 
responsible for the acts in question. He was thereafter 
admitted in a psychiatric clinic in terms of section 
78(6) of the Criminal Procedure Act.  
 

5.2.3 Panel for purposes of enquiry and report 
under sections 77 and 78 
In terms of section 79 of the Criminal Procedure Act, 
the court can refer an accused at any stage of the trial 
for a psychiatric or psychological assessment of his 
or her mental state with reference to either section 
77 or 78 of the Criminal Procedure Act. The Act 
distinguishes between offences that involve serious 
violence and those that are non-violent.49 The accused 
is usually admitted to a state psychiatric hospital 
under a warrant for a period of observation for 30 
days. Effectively the court must appoint a panel of two 
or three psychiatrists if the alleged offence involved 
serious violence. The court has the discretion to 
appoint a clinical psychologist as well. The court may, 
for the purposes of the relevant enquiry, commit 
the accused to a psychiatric hospital or to any other 
place designated by the court, for such periods not 
exceeding thirty days at a time, as the court may 
from time to time determine, and where an accused 
is in custody when he is so committed, he shall, 
while he is so committed, be deemed to be in the 
lawful custody of the person or the authority in whose 

custody he was at the time of such committal.50 When 
the period of committal is for the first time extended 
under paragraph (a), such extension may be granted 
in the absence of the accused unless the accused 
or his legal representative requests otherwise.51 

 

According to Kaliski,52 it is important to note that the 
critical first stage in any assessment is to determine 
whether the accused is suffering from a mental 
illness or whether there are other psychological or 
psychiatric factors that are associated with the terms 
of referral. The Criminal Procedure Act requires that 
mental illness or defect must be present before the 
question of whether the accused is fit to stand trial 
or criminally responsible can be examined. However, 
the courts will demand a variety of deeper insights into 
the accused and his or her behaviour. Consequently, 
it is good practice to conduct complete clinical 
examinations and to learn how to anticipate the 
court's requirements. 
 

6. The mentally ill offender: Lauren 
Dickason  
The relationship between disorder and crime varies 
from case to case and a failure to consider the 
alternatives sometimes leads to erroneous 
conclusions. Although not uniform, the relationship 
between mental illness and crime is not so variable 
as to be unique to each case. According to Dietz,53 
certain patterns occur with sufficient frequency that 
should be considered in every case. He describes 
the five patterns frequently observed among mentally 
ill offenders (according to the relationship between 
the mental illness and the criminality) as: 
 

Pattern 1: Crime in response to psychotic symptoms: 
Crimes committed in obedience to command 
hallucinations or in accordance with other psychotic 
perceptions sometimes meet cognitive tests of 
insanity, but it is less clear whether they ever meet 
volitional tests of insanity, which prove for exculpation 
of offenders who acted under an irresistible impulse 
or whose capacity to conform their conduct to the 
requirements of law was impaired substantially by 
mental disease at the time of the offence.54  



Aspects of the Insanity Defence in South Africa and New Zealand: The Case of Lauren Dickason 

© 2025 European Society of Medicine 8 

Pattern 2: Crime to gratify compulsive desire: In 
these cases, mental illness provides the motive for the 
crime but does not impair the offender's knowledge 
of what he or she is doing or that it is wrong. Examples 
are crimes motivated by sexual sadism; crimes 
committed by kleptomaniacs and illegal gambling 
by compulsive gamblers.  
 

Pattern 3: Crime reflecting personality disorder: 
Many mentally ill offenders are pattern three 
offenders, most often antisocial adults or conduct-
disordered youngsters. Some of these defendants 
have other conditions as well that provide an 
arguable, though sometimes unsuccessful basis for 
presenting an insanity defence or for mitigation at 
sentencing, for example, post-traumatic stress 
disorder.  
 

Pattern 4: Coincidental crime and mental illness: In 
this pattern there occurs to be a crime committed, 
which is unrelated to and not a result of the person's 
mental illness. It illustrates the coincidental 
occurrence of mental illness and criminality in a 
single individual.55 

 

Pattern 5: True or feigned mental illness in response 
to crime: This pattern refers to the offender 
developing symptoms of mental illness that were 
not present before or during committing the crime. 
Such cases often pose a difficult diagnostic challenge, 
particularly because there are usually no pre-offence 
psychiatric records. Perhaps the most diagnostically 
challenging of all cases are talented and well-trained 
malingerers,56 such as those who have succeeded in 
malingering mental illness for so long that they have 
learned all the symptomatic nuances from fellow 
patients or those who have been trained to enact the 
role of multiple personality disorder by therapists 
and examiners who specialise in the condition.57 

 

Dietz58 explains that pattern 1 offenders do meet 
legal criteria for insanity, depending on the facts of 
each case and the applicable legal standards. It is 
arguable whether or not pattern 2 offenders ever 
meet legal criteria of insanity. Offenders evidencing 
only patterns 3, 4, or 5 are not candidates for an 
insanity defence.59 

7. The insanity defence in New 
Zealand60 
The insanity defence, also known as the mental 
disorder defence, is an affirmative defence by excuse 
in a criminal case, arguing that the defendant is not 
responsible for their actions due to a psychiatric 
disease at the time of the criminal act. Section 23 of 
the Crimes Act61, which defines the insanity defence, 
provides that: (1) Everyone shall be presumed to be 
sane at the time of doing or omitting any act until 
the contrary is proved. 
 

According to section 23(2) No person shall be 
convicted of an offence by reason of an act done 
or omitted by him or her when labouring under 
natural disease of the mind to such an extent as to 
render him or her incapable- 
 

(a) of understanding the nature and quality of the 
act or omission; or 

 

(b) of knowing that the act or omission was morally 
wrong, having regard to the commonly 
accepted standards of  right and wrong. 

 

According to section 23(3) insanity before or after 
the time when he or she did or omitted the act, and 
insane delusions, though only partial, may be evidence 
that the offender was, at the time when he or she 
did or omitted the act, in such a condition of mind 
as to render him or her irresponsible for the act or 
omission and according to section 23(4) the fact that 
by virtue of this section any person has not been or 
is not liable to be convicted of an offence shall not 
affect the question whether any other person who is 
alleged to be a party to that offence is guilty of that 
offence. In Cameron v R 62 the defence depended 
on a presumption of sanity, imposing a legal burden 
on the defendant to make out the defence on the 
civil standard of balance of probabilities. Framing the 
defence according to a two limb  model of assessing 
responsibility, section 23(2)(a) applies whereas a 
result of disease of the mind  the defendant was 
incapable  of understanding the nature and quality 
of the act or omission . This is a focus on the physical 
act or omission, a requirement in effect that the 
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defendant did not know what he was doing . The 
limb applies where the defence is automatism 
attributable to a disease of the mind or a case where 
a delusion renders the accused unaware of the 
character of the act. 
 

The second limb in section23(2)(b)63 applies where, 
as result of disease of the mind, the defendant is 
incapable of knowing that the act or omission was 
morally wrong, having regard to the commonly 
accepted standards of right and wrong . The Court 
of Appeal describes the paradigm case  as where 
a delusional defendant acted intentionally while 
believing the act was justified. However, the Court of 
Appeal has held that the incapacity standard relative 
to both limbs is not an objective standard but depends 
simply on whether the defendant understood the 
nature and quality of their acts or knew the acts were 
wrong. The consequences for people acquitted on 
account of insanity are serious. They are likely to be 
detained for some years in a mental health facility, 
for periods that correlate with the time they would 
have served in jail if found guilty of the offence. It 
is not a legal loophole to avoid punishment.64 
 

8. An analysis of the Lauren Dickason 
case 
Now that aspects of the insanity defence in South 
Africa and New-Zealand were discussed, a discussion 
of the case of Lauren Dickason continues. On 15 
October 2021, Beaton (Lauren s lawyer) told a court 
hearing in Christchurch that Dickason would plead 
not guilty to the three charges of murder although 
she never denied killing her children. A trial date for 
March 2023 was set in Timaru. The trial of Lauren 
Dickason commenced on 17 July 2023 at the 
Christchurch High Court. While the Crown has 
argued that Lauren murdered her children because 
she resented the impact they had on her marriage, 
she has not pleaded guilty to murder due to insanity 
or infanticide.65 Infanticide means where a woman 
causes the death of any child of hers under the age 
of ten years in a manner that amounts to culpable 
homicide, and where at the time of the offence the 
balance of her mind was disturbed, by reason of her 

not having fully recovered from the effect of giving 
birth to that or any other child. The jail sentence 
cannot exceed three years.66 

 

She told doctors that she was not hearing  commands 
to kill her children, and that the decisions were made 
on her own. Graham testified that he found three 
sets of cable ties inside a wardrobe after returning 
to the Dickason family home in South Africa. The 
Crown also played Graham's police interview where 
he claimed that Lauren was not a nurturing mother 
and the children particularly the twins preferred 
being around him. He also testified that Lauren 
suffered from stress and depression while living in 
South Africa due to her fertility troubles and safety 
issues. 
 

He further testified that his wife had confided her 
thoughts about killing their children on at least 
three occasions. Davies, a teacher from Timaru s 
Christian School testified that Lauren had confided 
that she was struggling inside despite appearing 
calm. Detective Mitchell also submitted hundreds 
of text messages from Lauren s phone to friends 
and her husband between 2016 and 16 September 
2021. Several of the text messages discussed her 
relationship problems and her struggles with 
depression, anxiety, self- harm, and raising twins. On 
26 July, the Crown rested its case. Lauren s defence 
lawyer Anne Toohey delivered her opening address 
to the jury, arguing that the defendant s decision 
to kill her children was spontaneous  because Lauren 
believed that her and the children's lives were not 
worth living and that they were all better off dead . 
It was argued that Lauren was mentally unwell, due 
to post-partum depression. Another relative testified 
that Lauren never recovered from the death of her 
first child Sarah.67 

 

On 27 July, the defence s first expert witness Dr 
Hatters-Friedman, a forensic and reproductive 
psychiatrist was introduced. Hatters-Friedman spent 
four days interviewing Lauren and testified that she 
frequently had thoughts and images  about killing 
her children. Hatters-Friedman testified that Lauren 
- on the night of the children's murder - told them 
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that she was ill and going to die, and that she killed 
them because she believed that nobody was going 
to look after them. She also reiterated the defence's 
case that the Lauren was suffering from post-partum 
depression when she killed her children.68 On 31 
July, the forensic psychiatrist and Canterbury District 
Health Board clinical director Dr Erik Monasterio, who 
was summoned by the Crown as an expert witness, 
testified that Dickason had trouble bonding with 
her three children. Monasterio testified that Lauren 
told him that she made sacrifices to ensure that 
Graham could go hunting and work, which increased 
her frustrations with her children. On 1 August, 
Monasterio claimed that Lauren killed her children 
out of anger rather than insanity or postpartum 
depression, citing evidence from her fourth interview 
in April 2022.69 

 
On 2 August, the defence accused Dr Monasterio 
of being biased due to his alleged dislike for Lauren. 
On 3 August, Dr McLeavey, a consultant psychiatrist 
at Hillmorton Hospital and the first psychiatrist to 
interview Lauren following her children s deaths, 
testified that she had the capacity to engage 
meaningfully  and discussed her previous 
engagement with South African mental health 
specialists due to her history of depression, anxiety, 
and feelings of being a bad parent . McLeavey 
also told the Court that Dickason told her she killed 
her children and attempted suicide to end the 
suffering.  
 
On 7 August, during cross-examination, forensic 
psychiatrist Dr McLeavey claimed that Lauren was 
not experiencing psychosis during the killings, saying 
that it would be exceptional for psychosis not to be 
detected if in fact, it was present,  and that Lauren was 
suffering from depression and grievances instead.70 
On 8 August, the Court heard testimony from forensic 
psychiatrist Dr Barry-Walsh, who interviewed Lauren 
on two occasions. Barry-Walsh testified that she 
linked the killing of her children to an out of body 
experience  and initially thought that she was free 
of her troubles during her interview on 10 October 
2021. On 9 August, the Court heard testimony from 

forensic psychologist Metoui, who interviewed Lauren 
on nine occasions, totalling 20 hours.71 Based on a 
report into her psychiatric history, Metoui argued 
that the deaths of her children were motivated by 
insanity  and infanticide  rather than murder. Metoui 
told the Court that Lauren experienced her first 
violent ideation towards her children in May 2019 
when her twin daughters were six months old. Justice 
Mander, in his summary to the jury, said that there 
were no disputes in Lauren causing the deaths of the 
children and that the question was whether it was 
murder, infanticide or insanity due to the undisputed 
unbalance of Lauren s mind at the time. 
 

On 16 August 2023, Lauren was found guilty of 
murdering her children in the Christchurch High 
Court. Following 15 hours of deliberation, the jury 
reached a majority verdict (11-1) to convict her of 
three counts of murder. The majority jurors rejected 
her partial defence of infanticide and defence of 
insanity and accepted the Crown s argument that 
Dickason acted purposefully and even clinically 
out of anger and control  when she killed her three 
children. Justice Mander remanded her to Hillmorton 
Hospital until her sentencing date, stating that she 
was under a compulsory treatment order that made 
prison inappropriate. 
 

The Sentencing Act presumes that murder would 
result in life imprisonment unless it would be 
manifestly unjust to do so .72 The sentence was 
scheduled for 26 June, and it had to be determined 
whether Lauren should serve her sentence in prison 
or be detained as a special patient under the Mental 
Health (Compulsory Assessment and Treatment) 
Act 1992. Until 26 June, she stayed in Hillmorton 
Hospital. She was sentenced on 26 June 2024 to 
18 years in prison, as three concurrent determinate 
sentences of 18 years. She was not given a minimum 
term of imprisonment and will be kept in a mental 
health hospital until she is deemed mentally fit for 
prison.73 When the sentence was delivered, Lauren 
was allegedly silent and had no reaction. 
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9. Conclusion  
Mental illness may deprive persons of the capacity 
to appreciate the unlawfulness of their conduct. It 
may also deprive them of the capacity to control 
their conduct. The underlying premise of the insanity 
defence is that "insane persons" are the victims of an 
affliction that causes them to behave in an abnormal 
manner, which is beyond their control. To be fair they 
cannot be blamed for their conduct while afflicted 
by the illness and will be acquitted of the crime but 
admitted to a psychiatric facility. In the sad case of 
Lauren Dickason her defence of insanity could not 
succeed, and she is held accountable for the murders 
of her children. The outcome of the appeal is not 
available yet as the appeal has not been finalized. 
In many cases though the defence of insanity 
succeeded as discussed above.  
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